
···'?-

· .... :-, _ 

'I 

_:i. ( 

-' 

~ . ! 

.·.," 

~ --' 

'·-: / 
. -t.· 

. ,- ,.-/ 

, . .,,_.. 

... ~ ~ ;-,,;. 
; -_ . 

\ '{' ;: .. . - ~· 

July 1995 
·'.> 

;( . " 

- -~ -

' . ' 
- , .'': 

-.: ~:~·-.. / 

.·" · 

···· , 

~··· 

·;: '' 

. ,~ 

:- _,.· 

.;·-

::?.'.• 

' .. 



~Explore the world of resources available 
t~rough Wyeth-Ayerst Managed Core 

Let the Wyeth-Ayerst Managed Core Division introduce 
you to the quality, cost-effective products and services 
available from American Home Products' family of health 
care companies. We're committed to meeting the unique 
needs of managed care decision makers, their 
organizations, and the people they care for. 

And we have the resources to back up our commitment. 
We offer programs and services for policy decision makers, 
providers, and patients to further your mission of containing 
costs while providing the highest quality health care. 
There are many programs of value, including: 

• Fax News Network, 

• Compendium of Hospital Economics & Newsletter, 

• Managed Care Video Journal Series, and 

• Health Resources for Women. 

It's the kind of commitment you expect from Wyeth-Ayerst, 
a leading research-based pharmaceutical company. 

We have a whole world of resources for you to explore. 
Contact your Wyeth-Ayerst Corporate Account Manager, 
or call Wyeth-Ayerst, and ask for Managed Care. 

1-800-433-2833 
WYETH-A VERST LABORATORIES 

0 -'i;;J Philadelphia, PA 19101 -

MANAGED CARE DIVISION 

©1994, Wyeth-Aye!51lobomtories 22041 
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About the Cover 
Tripier Army Medical Center is celebrating its 75th Anniversary of providing military medicine 

in the Pacific. But despite all of its far-reaching and innovative medical skills, the members of the 
community and patients look at each other meaningfully and ask, "Why is it pink?" 

According to one official at Tripier AMC, it's not really pink-it's rose coral. 
Was it painted pink during World War II to protect it from enemy bombing? No, say Tripier 

officials, it wasn't painted until after the war. 
Hawaii architect Robert 0. Thompson, who planned the landscaping for the Royal Hawaiian 

Hotel-pink Moorish design-also landscaped Tripier. But there is no evidence that Thompson made 
the decision to paint the building pink. 

Another theory is that the hospital was to be painted blue, but a soldier in charge of ordering 
supplies got the wrong federal stock number. When Tripier received 30 million gallons of pink paint 
that couldn't be returned, it was decided the hospital would be pink until the paint ran out. There is 
no proof that this story is valid. 

Maybe there was no paint at all. The building was constructed from a mixture of mortar and crushed 
coral. By mixing white mortar with crushed coral and red dirt from Moanalua Ridge, pink is created. 
Could the mystery be solved this easily? Did someone simply match the paint to the color of the 
mortar? 

An old issue of the Caducean quotes, "The color pink was selected due to the use of stucco, the 
tropical environment, the setting of the hospital, and the overall landscaping plans." 
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Come Pay Us A House Call. 
And make us an Offer! 
Many of Hawaii's medical professionals have discovered a sure cure for housing woes. 

They've discovered Moanalua Village! Our beautiful gated community is close to area 

hospitals, overlooks Moanalua Golf Course, and offers a full scope of amenities to relax and 

MOANALUA VILLAGE 

Pacific Homes, Inc. (B) 
Enhancing Island Lifestyles 

For more information, call 
Elarka S.H. Yuen (R) Regina M. Hodges (R) 

Phone (808) 836-4621 Open Daily lO:OOam- 5:00pm 

3% Courtesy to Brokers 

rejuvenate you after a tough day. 

Need a second opinion? 

Consider these: 

• Fee simple, 
unusually spacious, 
two and three bedroom 
townhomes ... the "smallest" 
offers over 1500 sq. ft. of living 
area with some models as 
large as 1799 sq. ft. 

• You avoid afternoon 
traffic gridlock ... 
we're before the 
Red Hill freeway congestion. 

• Ideal location ... 
close to everything, easy 
freeway access. 

• Full-scope 
recreational center ... 
includes pool, spa, exercise 
room, barbecues, outdoor and 
enclosed entertainment areas ... 
all with breathtaking daytime 

and city lights views. 
Residents say "It's almost 
like a private club!" 

Prices starting from 

$314,900 

Take the Moanalua Freeway (78) to the 
Red Hill exit. At the top of the hill, turn 

mauka on Ala Kapuna, then turn right on 
Moanalualani Place and follow the road 

to the gated entry. 



Fa Editorial 

Norman Goldstein MD 

This special issue of the Hawaii Medical Journal is dedicated to 
Hawaii's senior Senator Daniel K. Inouye, a longtime advocate 
of military medicine. Despite recent federal financial cutbacks, 
a military medical research building will be built on the grounds 
of the Walter Reed Army Medical Center in Washington DC. 
The $148-million complex will provide facilities for the study of 
infectious diseases and other military medical projects and will 
be named in honor of Senator Dan Inouye. 

Senator Daniel Inouye was also instrumental in securing the 
$18-million funding for the Spark Matsunaga Veteran's Medi­
cal Center in Honolulu. 

We have long needed this VA Hospital in Hawaii, where there 
is the highest proportion of veterans in the nation, but no 
veteran's hospital, forcing many vets to the Mainland for contin­
ued medical care. Today Hawaii is one of only two states without 
a VA Hospital. Thanks again to Senator Inouye, the veterans in 
Hawaii will be able to be treated in their own state. 

Mahala to Senator Dan-a very special son of Hawaii-and 
his hardworking staff members in Washington and at home in 
Hawaii nei. 

~ Dedication 

In 1991 America commemorated the 50th Anniversary of the 
Japanese attack on Pearl Harbor. 

On December 7, 1941, 17-year-old Honolulu native Dan 
Inouye was one of the first Americans to handle civilian casual­
ties in the Pacific war. He had taken medical aid training and was 
pressed into service as head of a first -aid litter team. He saw "alot 
of blood" and did not go home for a week. 

Daniel K. Inouye was born in Honolulu, Hawaii on September 
7, 1924. He attended Honolulu public schools and earned pocket 
money by parking cars at the old Honolulu Stadium and giving 
haircuts to other students. 

Eighteen-year old Dan Inouye, a freshman in premedical 
studies at the University of Hawaii, enlisted in March 1943 in the 
U.S. Army's 442 Regimental Combat Team. 

Sergeant Dan Inouye slogged through nearly three bloody 
months of the Rome-Arno campaign with the U.S. Fifth Army. 
Early in the action, he established himself as an outstanding 
patrol leader with the so-called Go-For-Broke Regiment, the 
famed rallying cry in the infantry attacks. 

Inouye's unit was shifted to the French Vosges Mountains and 
spent two of the bloodiest weeks of the war rescuing a Texas 
Battalion surrounded by German forces. The rescue of The Lost 
Battalion is listed in the U.S. Army annals as one of the most 
significant military battles of the century. Inouye lost 10 pounds, 
became a platoon leader, earned a Bronze Star and a battlefield 
commission to second lieutenant. 

-

Meanwhile in Italy, the 442nd was assaulting a heavily de­
fended hill in the closing months of the war when Lt Inouye 
sustained an abdominal gunshot wound. He continued to lead 
the platoon and advanced alone against a machine gun nest that 
had his men pinned down. He tossed two hand grenades with 
devastating effect before his right arm was shattered by a 
German rifle grenade at close range. Inouye threw his last 
grenade with his left hand, attacked with a submachine gun, and 
was finally knocked down the hill by a bullet in the leg. 

Dan Inouye spent 20 months in Army hospitals after losing his 
right arm. He came home a captain with a Distinguished Service 
Cross (the second highest award for military valor), Bronze Star, 
Purple Heart with cluster, and 12 other medals and citations. 

After earning his Law Degree at George Washington Univer­
sity Law School, he returned to Hawaii where he served as a 
deputy public prosecutor for the city of Honolulu. He entered 
politics in 1954 with his election to the Territorial House of 
Representatives. He would later be elected to the Territorial 
Senate. 

After Hawaii became a state on August 21, 1959, Daniel 
Inouye was elected to the U.S. House of Representatives as the 
new state's first Member of Congress. He was reelected to a full 
term in 1960 and was elected to the United States Senate in 1962. 

Three years after U.S. Representative Inouye took the oath of 
office, Representative Leo 0' Brien reminisced about how Inouye 
had arrived on the national political scene. 

Tuesday last was the third anniversary of the admission of 
Hawaii. Today is the third anniversary of one of the most 
dramatic and moving scenes ever to occur in this House. 

On that day, a young man, just elected to Congress from the 
brand-new state, walked into the well of the House and faced 
the late Speaker Sam Rayburn. 

The House was very still. It was about to witness the 
swearing in, not only of the first Congressman from Hawaii, 
but the first American of Japanese descent to serve in either 
House of the Congress. 

Raise your right hand and repeat after me, intoned Speaker 
Rayburn. 

The hush deepened as the young Congressman raised not 
his right hand but his left, and he repeated the oath of office. 

There was no right hand, Mr Speaker. It has been lost in 
combatbythatyoungAmerican soldier in World Warll. Who 
can deny that, at the moment, a ton of prejudice slipped quietly 
to the floor of the House of Representatives. 

During his tenure in the Senate, Senator Inouye has served as: 
• Chair of the Committee on Indian Affairs, which looks into 

issues affecting Native Hawaiians. 
• Chair of the Senate Appropriations Subcommittee on De­

fense. 
• Chair of the Senate Commerce, Science, and Transportation 

Subcommittee on Communications. 
• In 1987, he was appointed chair of the Senate Select Com­

mittee on Secret Military Assistance to Iran and the Nicaraguan 
Opposition, which held public hearings on the Iran-Contra affair 
from May to August of that year. 

Senator Dan Inouye has served on many committees, has been 
active in politics for more than 35 years, and his dedication and 
commitment to Hawaii and America speak for themselves. 
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HMA President's Message D Military Medicine 

Frederick C. Holschuh MD 

The Hawaii Medical Association and the physicians of Hawaii 
have always had a very good working relationship with our 
colleagues at Tripier and the other military facilities around the 
state. We are all indebted to the military for transferring patients 
by helicopter through the MAST system. 

In one aspect of the military's contribution to medicine when 
Diane and.I were i? Pohn~i State, FSM, for the charter m'eeting 
of the Pacifi~ Basm Medical Association, one of the highlights 
of the meetmg was a demonstration of interactive televideo 
conferencing over regular long distance phone systems. 

Colonel Donald Person in Pohnpei, treating patients 

The Tripier team was headed by Colonel Donald Person, chief 
of ~ediatrics at Tripier, and included Dr Scott Norton, Major 
Crrug Aoro, and SSG Michael Philpotts. 

The demonstration showed the value of interactive televideo. 
The first was an excellent lecture on HIV/AIDS given by Dr 
Arthur Johnson, director of the AIDS clinic at Tripier. The 
lecture was transmitted live with interactive discussion from 
Honolulu to Micronesia. The second demonstration involved 
the video evaluation of a pediatric patient from Belau whom Dr 
Person had cared for previously. 

The patient, her family, and her doctor in Belau were able to 
discuss ~he case via a televideo conference and show the physi­
cal findmgs to Dr Person and the group in Pohnpei, FSM. The 
technology will have tremendous value in the future for medical 
c?nsul~tions .in remote areas of the Pacific. I want to pursue 
discusswns with Dr Norton and the other experts at Tripier and 
our UH John A. Bums School of Medicine on applications of 
this technology in our rural areas in Hawaii. 
. One obvious lesson learned from the experience in Micronesia 
I~ the tremendous. contribution T AMC and the military physi­
Cians make to canng for Pacific Islanders. 

It was a pleasure spending time with Dr Person. He is a fine 
gentleman and a caring, high-quality physician. I look forward 
to increasing the contact between HMA and our military col­
leagues. 

A final comment: I want to mention one military physician 
who assisted in my pediatric training as a guest lecturer years ago 
at the old Kauikeolani Children's Hospital. Dr Jim Bass made an 
indelible impression on me and I still think of his guidance when 
I work up a septic child in the ER. Aloha nui loa, Jim. -

Brigadier General James E. Hastings 
Commanding General 

Tripier Army Medical Center 

July marks the 75th anniversary of 
the founding of Tripier Army Medi­
cal Center. The history of the partici­
pation of military medicine in Hawaii 
goes back even before the tum of the 
century when the first U.S. troops 
were stationed on Oahu. Since then, 
there has been a close and supportive 
collaboration between military medi­
cine and the civilian health care com­
munity to meet the needs of Hawaii. 
The military medical establishment 

~as al~ays ha~ great support from the civilian community and 
likewise ~a~ tne~ to support the local community. Many promi­
nent physicians m the community have served as consultants to 
the military and have contributed, always generously and often 
unrew~ded, to the care of the patients in our hospital and to the 
e~ucatwn of our young physicians. In return, the military has 
tned to be a go~d neighbor. We have brought new technology 
~o ~e ~ommumty and have worked supportively with other 
msti~utw~s when there were shortages. Many physicians with 
spec tal skills have come to the islands with the military and have 
stayed and contributed those skills to the civilian medical 
community. And of course, in times of disaster we have re­
sponded as a community member. 

This issue of the Hawaii Medical Journal recognizes this long 
and mutually supportive relationship and the articles show us 
that the mili~ stillylays ave~ supportive role in the delivery 
of health care m the Islands and m the Pacific. It is apparent that 
we !earn from the challenges presented by the patients in this 
envrronment. Also, we are in a position to introduce new 
developments in health care in the state. 

In a.recent c~mputer issue of the HMJ, we presented our early 
expene?~es with the use of telecommunications in the practice 
of med~cme. We demonstrated that this technology could be 
used to Improve access to care for the underserved Pacific Island 
residen~ and this.could beaccomplishedcost-effectively. Tripier 
has contmued this work and now has extended its connectivity 
to Korea, the Marshall Islands, and some ships at sea. There are 
plans to extend to other Department of Defense facilities in the 
Pacific. This initiative has included partnering with the Univer­
sity of Hawaii John A. Bums School of Medicine School of 
Public Health, and Engineering, as well as the Veter~ns Admin­
istration. This story and the advantages gained have been 
presented to the local community and at many national forums. 

The ~lose working relationship and mutually supportive col­
laboratiOn of the military and civilian health care communities 
in Hawaii have strengthened both groups. This recognition, 
based on nearly 100 years of experience, predicts continued 
mutua~ support as we all face the tremendous changes that will 
occur m our professional lives in the near future, and as we 
address the technologic, social, economic forces that we all 
confront. Tripier is proud to be a member of this community. 
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l!l Medical School Hotline 

Military Medicine and Its Impact 
On Medical Education In Hawaii 

Thomas J. Whelan, Jr, MD, FACS, BG, MC (Ret) 
Professor Emeritus 

John A. Bums School of Medicine 
University of Hawaii at Manoa 

The time was January 15,1948; the speaker was Army Surgeon 
General Raymond Bliss. The words reflected the new profes­
sional and educational philosophy of the Army Medical Corps: 

I am sure you are well aware that professional quality is the 
keynote to our new orientation. We want our doctors to grow 
professionally. We want them to practice medicine in the Anny 
equal to the best in civilian life. The above will be attained 
through post-graduate training. 

In the post-World War II era, rapid demobilization of the military 
departments had occurred and the Army 
Medical Corps was decimated-only 71 
board-certified specialists remained in 

grams to 1,200 with further decreases probable in the near 
future. 

Internships began in 1920 following World War I in both the 
Army and the Navy and flourished until 1937 when they were 
discontinued because of lack of funding during the Great De­
pression. At that time there were no problems in recruitment of 
physicians, when civilian physician salaries were less than 
salaries in the Medical Corps. The Army internship was reinsti­
tuted in 1946 with the inception of the residency programs. 

It became critical, particularly after 1973 when the all-volun­
teer military force was initiated, that although residency pro­
grams were important, medical school students would also have 
to be recruited to fill the residency programs. This requirement 
was satisfied with the opening of the Uniformed Services 
University of the Health Sciences (USUHS) in Bethesda, Mary­
land and the establishment of the Health Professions Scholar­
ship Program (HPSP-PL92-426). Then Secretary of Defense 
Melvin Laird, on January 17, 1972 placed the proper spin on the 
opening of USUHS when he wrote to Senator John Stennis, 
Chairman of the Senate Armed Services Committee: 

. .. for we have concluded that one of the most important retention 
factors for physicians and other members of the health professions 
is the opportunity of functioning in a professional environment of 

the active duty corps. With the help of a 
devoted group of civilian ex-Army medi­
cal educators known after the war as the 
Society ofMedical Consultants ofW orld 
War II, and dedicated to promoting an 
outstanding professional environment 
within the medical departments of the 
military services, the likes of which Gen­
eral Bliss also envisioned, the Army 
residency programs were initiated in 
1946. The reasons for this emphasis on 
residency programs were: 1) to improve 
the professional environment in military 
medicine; 2) to improve procurement of 
physicians for the military; 3) to in­
crease the number of specialists so as to 
deliver better, high quality medical care; 
and 4) to improve civilian relations with 
the military medical field. 

THE ARMY RESERVE OFFERS UNIQUE 
AND REWARDING EXPERIENCES. 

The success of these programs can be 
best expressed in the increasing number 
of graduate medical education programs 
and the individual numbers of residents 
and interns in these programs. There 
were 49 residency programs in 1946 
with an increase to 71 by 1948. Whereas 
381 residents were enrolled in these 
programs by July 1948, the numbers 
steadily increased to 1,147 by 1973 and 
1,700 by the early to mid-1980s. Be-
cause of overall decreases in the Depart-
ment of Defense strength, and conse-
quently Army strength in 1992 to 1995, 
it became necessary to downsize the 
numbers in the Army residency pro-

As a medical officer in the Army 
Reserve you will be offered a variety 
of challenges and rewards. You will 
also have a unique array of advan­
tages that will add a new dimension 
to your civilian career, such as: 
• special training programs 
• advanced casualty care 
• advanced trauma life support 
• flight medicine 
• continuing medical education 

programs and conferences 
• physician networking 
• attractive retirement benefits 
• change of pace 

It could be to your advantage to find out how well the 
Army Reserve will treat you for a small amount of your time. 
An Army Reserve Medical Counselor can tell you more. Just 
call collect: 

CAPTAIN CAROL ZIERES 
1~800A32~ 7279 

ARMY RESERVE MEDICINE. 
BE ALL YOU CAN BE: 
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the highest caliber. The proposed university would contribute 
measurably toward the attainment of that environment by provid­
ing academic teaching positions for military health professionals 
and university cooperation in establishing and monitoring training 
programs throughout the military departments. Ultimately, we 
expect that it would result in improved medical care and treatment 
of all beneficiaries of our health care system. I am still convinced 
that the establishment of such an institution will provide the 
professional stimulus to staunch the annual severe losses of 
military physicians and other health professionals that we have 
experienced in recent years. I personally continue to believe that it 
would become the cornerstone of the foundation we need to attain 
an all-volunteer medical force. 

The school opened and remains viable, despite sidelong glances 
and probing studies by watchdog congressional members; and 
the scholarship program in civilian medical schools is fully 
subscribed, particularly by students attending high-tuition medi­
cal schools. Students in both programs incur a substantial 
payback obligation for service in the Medical Corps. 

In general, 21% was the percentage of Medical Corps spaces 
allocated for internship/residency/fellowship positions. In the 
early to mid-1980s, with positive emphasis on the military by the 
Reagan administration, this percentage increased to 25% to 30% 
of the Corps. Currently and for the years ahead, the percentage 
appears to be settling down to the former 21%. 

Tripier Army Medical Center quickly was incorporated into 
the Army-wide graduate medical education programs so that the 
ftrst interns and residents were appointed to coincide with the 
move of the hospital from the Fort Shafter flats to the new 
location on Moanalua Ridge in 1948. 

At Tripier, currently the existing residencies and fellowships 
and their years of operation are: 

Family Medicine: 1974-1986; 1991-1995 
Internal Medicine: 1948-1995 
Pediatrics: 1957-1995 
Neonatology Fellowship: early 1970-1985; 1986-1995 
(as the only truly combined military-division program with 
Kapiolani Women' s and Children's Medical Center) 
Psychiatry: 1978-1995 
Child and Adolescent Psychiatry: 1982-1995 
Obstetrics-Gynecology: 1949-1995 
Orthopedics: 1963-1995 
Otorhinolaryngology/Head and Neck Surgery: 1978-1995 
Pathology: 1958-1995 
Radiology: 1973-1995 
General Surgery: 1949-1995 
Urology: 1949-1995 
Transitional Internship: 1983-1995 

This preliminary discussion is recited to establish the histori­
cal basis for the development of medical educational programs 
in the military, particularly the Army Medical Department, in 
Hawaii. It is this emphasis on education by the Army Medical 
Department, in general, and Army Medical Center, in particular, 
which influences the impact on the Hawaii medical scene and 
medical education here. 

With the opening of the University of Hawaii John A. Bums 
School of Medicine in 1968, ftrst, as a two-year school and, then, 
in 1973, a four-year school, a close relationship with the other 

formal medical educational entity at 
Tripier was inevitable. 

This close relationship took the form 
of: 

(1) interchange of individuals and 
(2) sharing of programs. 

Many physicians who were introduced 
to Hawaii via Tripier, upon retirement or 
resignation from the Army Medical 
Corps, remained or returned to seek a 
future in civilian medical education in 
this community. Even as we speak, the 
most recent individual to make this move 
is Brigadier General James Hastings, 
Commanding General of Tripier, and a 
ftne cardiologist and Telemedicine en­
thusiast, who last week was selected 
chairman of the Department of Medi­
cine at UH JABSOM. Many othernames 
come to mind: 

OCEANFRONT ON HAWAII'S FABLED HAMAKUA COAST 
Tranquility by the sea in this 4 bedroom, 3.5 bath Hilo home. 
Entertaining areas that flow out to oceanfront lanai and spa. 

Colonel John Hardman: Chairman of 
Pathology, UH JABSOM 

Colonel Dean Schamber: Director of 
Curriculum Development 

Brigadier General (Ret) Thomas Whelan: 
Chief, Department of JABSOM 

Colonel Robert Flair: Department of 
Pathology, Straub Extra large ocean-view master bedroom suite. 

Doris Smith 
Principal Broker 

Offered at $949,500 F.S. 

Smith Properties, Inc. Better Homes & Gdns. 

(808) 935-6653 
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Colonel James Navin: Department of 
Pathology, Straub 

Colonel John Edwards: Vice President, 
Medical Staff Affairs, Queen's Medical 

Center 



In an upcoming Hawaii Medical 
Journal article, a more complete list of 
military retirees who have contributed 
to Hawaii health care and health edu­
cation will be compiled, including edi­
tor Dr Norman Goldstein. 

Finally, sharing program resources, 
whether these be patients, faculty, or 
research facilities, is an outstanding 
example of the contribution to educa­
tion by Tripier. The fact that this is a 
two-way street only adds to the secu­
rity of the relationship. Perhaps the 
most secure of these relationships even­
tuated in 1986 when Kapiolani and 
Tripier, both in danger of termination 
of a neonatology fellowship, estab­
lished a combined program with both 
civilian and military fellows benefit­
ing from sharing the strong points of 
each. This fully integrated military­
civilian fellowship is the only such 
program in the military and it may well 
be only the beginning of a trend that 
has been consummated in our own 
community. 

Also in pediatrics, ever since Colo­
nel James Bass took over as chief of 
pediatrics more than 20 years ago (so 
much for limited longevity of chiefs of 
programs in the Army), there has been 
an open-door to Tripier for UH medi­
cal students and pediatric residents. 
Two-thirds of the third-year class ro­
tate through Tripier for most pediat­
rics. 

Medical students come away excited 
from Tripier's Department of Medi­
cine where the specialties of gastroen­
terology, nephrology, endocrinology, 
hematology and others, I am sure, pro­
vide patients and procedure observa­
tion for impressionable enthusiastic 
young students at first and second-year 
levels. 

Tripier residents in general surgery 
spend very worthwhile tours at 
Queen's, Kaiser, Kuakini and StFrancis 
in order to increase their operative ex­
perience; and, until about five years 
ago, a UH third-year resident rotated at 
Tripier. 

In family medicine, Tripier has con­
tributed substantially to the UH medi­
cal student program by accepting four­
year students for a six-week elective 
and acting as one of the sites for the 
third-year family medicine rotation. 
Two students rotate for a six to eight­
week period. At residency level, be­
cause the UH program has just begun, 
(November to December 1994) and 
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Tripier's program was reinstated only in 1991, there has been 
little interchange as each program has struggled to get started. 
As each group becomes better acquainted, there undoubtedly 
will be more mutual participation. Each program is a three-year 
program with six residents at each level. The Tripier program 
has a panel of 8,000 patients-70% active duty patients and 30% 
retirees. Since the military's TRICARE managed care program 
does not plan care for patients over 65 years (Medicare patients), 
Tripier's Family Medicine Residency Program may have to 
coordinate with UH programs in order to satisfy its geriatrics 
requirements-unless exceptions to TRICARE regulations per­
mit Medicare patients to be admitted to Tripier's panel of 
patients. 

The only accredited animal research laboratory in the state is 
located in Unit G at Tripier. The chief is Colonel Harrison 
Hassel; Colonel Sharon Deruvo is the Nursing Research Chief. 
There are a number of civilian scientists in key positions in this 
department, the Department of Clinical Investigation (DCI). Dr 
John Claybaugh has worked there since 1972. Dr Sharon Uyehara, 
who in 1986 to 1987 had been a UH graduate student at DCI, 
returned, full-time, three years ago. Additionally, there is a 
biomedical engineer, two medical technologists, and a protocol 
specialist. Two to five graduate students a year (six, currently) 
are assigned to the laboratory; two UH nursing students a year 
and associate degree observers from Kapiolani Community 
College. Dr Claybaugh, who holds a professorship in physiol­
ogy and Dr Uyehara, who is an assistant professor in pediatrics, 
pharmacology and physiology, are regular lecturers at UH 
JABSOM and provide lectures for other community health 
entities, such as American Heart Association, high school health 
fairs, and drug science research fairs . Fewer undergraduate 
students from Hawaii and Mainland colleges are accommodated 
through Dr Ken Nakamura who manages research projects for 
the neonatology fellowship. High school students are employed 
in the lab as a city and county program for underprivileged 
children who have an interest in science. The protocol specialist 
is engaged in providing guidance for Cancer Research Center of 
Hawaii clinical protocols involving military patients. 

In conclusion, the objectives and visions of Surgeon General 
Raymond Bliss regarding professional quality as cited in the 
opening paragraph have paid off, not only for the military 
medical department but also for the civilian medical community 
of Hawaii, and the University of Hawaii John A. Bums School 
of Medicine. 
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Historical Notes 

JamesP.Often,MSG,USA 

From A Renovated Dance Pavilion-The 
Progress of Army Medical Facilities 

in the Pacific 

1898 to 1923 
The first United States Army Hospital in Hawaii was on King 

Street in an old dance pavilion. Major General Merritt stopped 
in Hawaii on his way to the Philippines during the Spanish­
American War with the expeditionary forces of the Eighth Army 
Corps. He saw the urgent necessity for a hospital in Hawaii. The 

Buildings of Tripier General Hospital at Fort Shafter, circa 1938. 

Independence Park Pavilion and three acres ofland were leased 
to provide a hospital for soldiers and sailors in transit to and from 
Manila. General Merritt had the building renovated with assis­
tance from the newly formed Honolulu Red Cross Society. 

In 1898 the Republic of Hawaii replaced the monarchy of 
Queen Liliuokalani. The fust U.S. troops stationed in the new 
Republic, the First New York Volunteer Infantry Regiment, 
opened the renovated dance pavilion, now a 30-bed hospital on 
August 15, 1898. Major Charles Edmond Davis, a surgeon with 
the New York Regiment became the hospital commander. Camp 
McKinley, now Kapiolani Park, was where encamped troops 

JOHN SHUBERT 
Vi:e Preideaf, 
Ge.niM~uF" 

had field medical tents to support the 

ABCMORTGAGE 545-2442 

hospital. Casualties streamed into Ha­
waii from combat in the Philippines. 
More than 21,000 troops transited Ha­
waii during the Philippine Insurrection. 
By October typhoid and malaria epi­
demics filled facilities. The Schaefer 
property in Nuuanu Valley was reno­
vated for an additional 50 beds. Land 
was rented at Buena Vista Park and a 
1 00-bed hospital was constructed; a bar- . 
racks building was erected on the side of 
Punchbowl for convalescent patients. 
Patients also stayed in private homes in 
Honolulu. 

Fort Shafter Post Hospital, the 
Army' s first modem military hospital in 918 H Smith Street • Honolulu, Hawaii 96817 "We Do Loans Right!" 
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Hawaii, was opened on July 1, 1907. As the garrison increased 
in strength additional space for the sick was required. Three two­
story wards with a capacity of 43 patients each were completed 
in 1913. Another three were built in August of 1915. The ward 
buildings could accommodate 300 patients and expand to 500 by 
using the lanais, which were often preferable to the inside of the 
buildings. A new operating pavilion was completed on August 
17, 1915. The main operating room was large and well lighted 
both day and night. The room was equipped with surgical 
equipment that could compare with any operating room on the 
Island or the Mainland. 

number of retired personnel being cared for increased rapidly 
since the islands were becoming a community for retirees. The 
hospital consisted of 29 buildings and was staffed by 29 com­
missioned officers, 32 nurses, 233 enlisted personnel, and 52 
civilians. 

The hospital configuration was crowded-and this was during 
peace-time. What would happen in a war environment? Plans to 
increase the capacity of the hospital were submitted and con­
struction of a new hospital on land other than that belonging to 
the present structure had to be considered. Expansion was 
completed on December 1, 1941, increasing bed capacity to 900. 

The clinic building was built by May 5, 1916, housing several 
departments of the hospital: The dispen­
sary where all prescriptions were com­
pounded, the attending surgeon's office, 
the chief of medical services office, the 
eye, ear, nose and throat clinic with an 
operating room, the laboratory, and the 
dental clinic. The nurses' quarters were 
completed in May of 1916. 

The Department Hospital was changed 
to Tripier General Hospital on June 26, 
1920, in honor of Major Charles Stuart 
Tripier, Surgeon, U.S. Army, who served 
as medical director of the Army of the 
Potomac during the Civil War. Major 
Tripier was a distinguished author who in 
1858, published his celebrated manual 
Examination of Recruits. General Tripier 
also designed a four-wheeled ambulance 
wagon that was used during the Ci vii War 
that was a significant improvement in 
transporting the sick and wounded. 

1924 to 1940 
One hundred-ten babies were born at 

Tripier in 1925 and a total of 1,083 opera­
tions were conducted at the hospital. In 
1994 at Tripier, almost 70 years later, a 
total of2,963 babies were born, and 9, 7 48 
operations were performed. Between 1928 
and 1930 as Tripier operated routinely, 
equipment was installed to upgrade the 
hospital: Hall surgical beds, a W appler 
X-ray cystoscopic table with a new 
Westinghouse X-ray plant, a Victor por­
table electrocardiograph, Benadict Roth 
basal metabolic machine, a DeLee ob­
stetrical table, a Columbus operating table 
and chromium-plated surgical instru­
ments. 

In 1931 the hospital authorized 20 beds 
for Veterans Administration beneficia­
ries, one-and-a-half years after President 
Hoover formed the Veterans Administra­
tion. 

During 1940 the hospital had 28,476 
admissions, 65, 175laboratory procedures, 
and 688,614 meals were served. All ac­
tive and retired personnel and their farnil y 
members residing in the City ofHonolulu 
and vicinity were eligible for care. The 
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War Emergency Expansion 
On December 7, 1941, at approximately 7:5 5 am, the Japanese 

made a surprise air attack on the Island of Oahu. The first battle 
casualties arrived at the hospital by ambulance at 8:15 am. 
Thereafter wounded arrived in ambulances, trucks, and private 
cars until 11 :45 am when the evacuation was completed. By 
noon all severely wounded cases were in shock or preoperative 
wards and receiving treatment. Between 8: 15 and 11 :45 am, 482 
battle casualties passed through the hospital. A census of battle 
casualties in the hospital showed 138 dead, 336 in wards, and 8 
in surgery at 1 p.m. 

Following the bombardment, war emergency expansion was 

instituted which included alterations to the main hospital, the 
opening of Farrington High School Annex and Kamehameha 
Boys School Annex. Approximately a year and a half before the 
Japanese attack on Oahu, the City and County of Honolulu, in 
cooperation with Army authorities, had arranged for the use of 
Farrington High School as a hospital if need should arise. 

On the afternoon of December 7, 1941, noninfectious medical 
cases were transferred from Tripier to the main building at 
Farrington High School. The faculty, student volunteers, and 
janitors of the school provided critical assistance. The cafeteria 
manager and workers promptly prepared and served evening 
meals to patients and continued to carry on for three days using 

food supplies of the school until Army 

HELPING KEEP PROFESSIONAL 

BusiNEss IN BusiNESS 

personnel and supplies were available. 
Student volunteers and school janitors 
moved furniture and installed 324 beds. 
By 4:30pm Tripier personnel had trans­
ferred 200 casualties to the school. At 
the time of the attack there was a 59% 
shortage of military medical officers. 
The civilian medical community pro­
vided much-needed assistance during 
the shortage. Throughout the war, the 
high school and the hospital shared fa­
cilities. Twenty-three additional build­
ings were constructed at Farrington High 
School during 1942. 
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Other facilities used to house pa­
tients during the war included the infir­
mary and Iolani Hall at Kamehameha 
School for Boys, the Kamehameha 
School for Girls, Saint Louis College, 
The Japanese Hospital in Honolulu, and 
The Territorial Hospital for the men­
tally ill in Kaneohe. The Army built two 
hospitals, each with nearly 100 build­
ings and 1,000 beds, on former pine­
apple land in Waipio and Ekahanua. On 
the Big Island, Army hospitals were 
established in school and plantation 
buildings. The Makawao and Waikapu 
Hospitals were used by the Army on 
Maui; Kalaheo School and buildings at 
Kekaha and Makaweli, on Kauai. On 
Molokai, the Army used the Shingle 
Memorial Hospital, and on Lanai, some 
facilities of the plantation hospital. By 
the end of 1944 there were 29 Army 
hospitals in the territory, with a capacity 
of about 15,000 beds. The Hospital and 
it's annexes were designated as the 218th 
General Hospital in 1944, and then as 
the 147th General Hospital, with one 
section in 1945. 

Plans for the new Tripier had been 
drawn between 1942 and 1943. Com­
pleted in 1948, the hospital was 1.6 
million square feet with 563 beds and 
emergency expansion capacity to 1,100 
beds. The first patients were transferred 
from the 147th General Hospital on 
August 9, 1948. 



onta Cynthia Manabe, 
ur ran h man ger in y ur r a. 
h ll be happy t h l y u with 

nking n e . 

• Bu ine Ch king A unt 
• peciaJ Rat n Mark t rtificate 
• HELPL. H m Equity L an 
• Offi e R n vation L an 

all her t 594,7 400 

~~~CITY BANK 
~' A MEMBER or Tl tf CB IIA. HARB. I fA.Mil Y 

~FDIC 

Maklkl Branch, 1338 South Beretanla Street 
Main Branch: 201 Merchant Street 

Branches: Kailua, Kalihi, Kapalama, Kapiolani, Kapolei, McCully, Maklki, Pearlridge, Wahiawa, Waikiki, Kaiko'o Mall, Kahului 



Surgical Team at Tripier, circa 1925. 

Tripier General Hospital was reknowned as the tallest build­
ing in the Pacific at that time. In 1949 the Navy Medical Unit was 
established anda training prograll_l began with 17 residents: 14 
Army and six Navy interns. This was the first graduate medical 
education program conducted by an Army hospital in the Is­
lands. 

1950 to 1975 
The greatest test of Tripier personnel and facilities since the 

end of World War IT was the Korean Conflict. The first of more 
than 60,000 Korean Conflict air evacuees arrived at Tripier in 

Men's ward, circa 1935. 

August, 1950. In April 1953 the first Korean prisoners of war 
were air evacuated to Tripier. 

Tripier staff witnessed the end of Old Tripier in 1956 after 
standing for half a century; Hawaii's first modem military 
hospital was tom down to make way for the H1 highway. 

In 1975, the Department of Defense recommended a $240-
million dollar renovation and new construction project to create 
a state-of-the-art Department of Defense health care facility for 
the entire Pacific Basin. The first shovelful of dirt was turned at 
ground-breaking ceremonies on November 3, 1981 signaling 
the beginning of the construction of three additional wings to 
Tripier. On June 5, 1985, the new wings were dedicated with a -

traditional Hawaiian blessing and added 433,000 square feet of 
space to the hospital, making Tripier the second largest medical 
center in the Army. 

The contract for Hawaii's first VA medical center was awarded 
in 1992. The Spark Matsunaga Department of Veterans Mfairs 
Medical Center will be located in the E-Wing of the hospital. 
The $185-million dollar project will include a 97 -bed acute care 
facility, a 60-bed nursing home, an outpatient clinic and a 
regional benefits office located adjacent to or connected to 
Tripier. Ground breaking for the first new construction is sched­
uled for the summer of 1995. 

Tripier Army Medical Center is the largest military medical 
treatment facility in the Pacific. It is the only Department of 
Defense medical center not located on the United States main­
land. The role of the medical center is as unique as its geographic 

Nurse's Lounge, Tripier Hospital at Fort Shafter, circa 1923. 

Camp McKinley, now Kapiolani Park, circa 1900. 

location. From the Old Tripier of 75 years ago at Fort Shafter, 
Tripier has become a comprehensive modem health care facility 
providing services to all active and retired military personnel 
and their dependents. The vision of Tripier becoming the pre­
mier health care system in the Pacific Basin is rapidly becoming 
a reality. 
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Pediatric Asthma-A Correlation of 
Clinical Treatment and Oxygen 

Saturation 
Thomas Cook MD, CPT* and Greg Stone MD, MAJ** 

To determine the relationship between changes in room air 
oxygen saturation (SaO) and changes in the clinical signs of 
pediatric asthma patients after treatment with nebulized albuterol, 
a 9-month prospective observational study was conducted. 

Eighty-two patients from 2 to 15 years of age who had 
exacerbations of asthma were studied when they presented to 
a military community hospital emergency department with an 
annual census of 62,500. 

For each patient, the change in Sa0
2 
30 minutes after admin­

istration of nebulized albuterol was compared to the change in 
an ordinal clinical scoring system for asthma. Physicians were 
blinded to Sa02 measurements. Data are reported as mean 
values with differences between groups analyzed using the 
paired t-test. 

Patients with an initial Sa0
2
<95% who clinically improved 

after treatment had a mean increase in their Sa02 of 2.6%. 
Patients with an initial SaO 

2 
<95% who did not clinically improve 

after treatment had a mean decrease in Sa0
2 

of 1.1%, but this 
was not statistically significant (p=0.14). The positive predictive 
value for improved Sa0

2 
indicating clinical improvement is 98%. 

Patients with an initial Sa0
2
>95% did not have significant changes 

in Sa0
2 

after treatment regardless of clinical response. 
For pediatric asthma patients with an initial Sa0

2<95%, in­
creased Sa0

2 
after treatment with inhaled albuterol is predictive 

of clinical improvement. Patients with an initial Sa02<95% who 
do not have improved Sa0

2 
after treatment require further 

evaluation. 

* Department of Emergency Medicine 
Tripier Army Medical Center 
Tripier AMC, Hawaii 96859-5000 

** Department of Emergency Medicine 
Darnall Army Community Hospital 
Fort Hood, Texas 

Address lor reprints: 
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Opinions and assertions contained herein are the private 
views of the authors and should not be construed as 
official or as reflecting the views of the Department of the 
Army or the Department of Defense. -

Introduction 
Several investigators have used various laboratory methods in 

an attempt to quantitate objectively the degree of respiratory 
distress of patients suffering from acute exacerbations of asthma. 
These studies have included measurements of FEV

1
, peak­

expiratory flow rates (PEFR), 1 and arterial blood gas concentra­
tions (ABG).2 Unfortunately, these laboratory studies are either 
effort-dependent or painful, and this makes their use with some 
patients, particularly small children, difficult if not impossible 
to perform. 

Pulse oximetry noninvasively measures the percentage of 
hemoglobin bound to oxygen.3 It has become an important tool 
in the evaluation of respiratory function of patients in the 
emergency department. For pediatric patients presenting with 
acute exacerbations of asthma, it can provide an objective means 
of evaluating a patient's degree of respiratory distress. 

Some physicians use serial Sa0
2 measurements during the 

treatment of acute exacerbations of asthma as a means of 
assessing the response to treatment.4 However, different studies 
have reported both increasing and decreasing Sa0

2 
measure­

ments in response to beta-2 agonists.5-6 These contradictory data 
make the use of Sa0

2 measurements to assess the response of 
asthmatics to albuterol a questionable practice. 

The purpose of this study is to determine the relationship 
between changes in room air oxygen saturation (Sa0

2
) and 

changes in the clinical signs of pediatric asthma patients after 
treatment with inhaled albuterol. 

Methods and Materials 
All patients from 2 to 15 years of age who presented to the 

emergency department at Darnall Army Community Hospital 
with wheezing secondary to asthma were eligible for enroll­
ment. Data were collected over a 9-month period. Exclusion 
criteria were: 1) the presence of lobar pneumonia, cardiovascu­
lar disease, foreign body aspiration, trauma, cystic fibrosis, or 
sepsis; or 2) severe respiratory compromise necessitating 
intubation before response to nebulized albuterol could be 
assessed. Mild respiratory infections consistent with a viral 
syndrome were not considered exclusionary. The study protocol 
was reviewed and approved by the hospital's institutional re­
view board at Brooke Army Medical Center in San Antonio, 
Texas. Written informed consent was obtained from the legal 
guardians of study participants. 

All of the patients who met our inclusion criteria had an initial 
Sa0

2 
measurement recorded by pulse oximetry (Physio-Control 

Lifestat 1600 Pulse Oximeter). The SaO 
2 
measurement recorded 

was the highest level observed over a 15 to 30-second period 
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accompanied by a correlating arterial pulse. The initial Sa0
2 
and 

all subsequent measurements were to be recorded by a nurse or 
medic. The physician treating the patient was blinded to these 
readings. 

Prior to treatment each patient was examined by one of the 
emergency medicine residents or emergency department staff. 
During the initial examination the physician recorded the pres­
ence or absence of tachycardia, tachypnea, retractions, wheez­
ing, or dyspnea. Each of these clinical signs was scored with the 
absence of the sign being given a score of 0, and the presence of 
the sign being given a score of 1 (Table 1 ). An overall score was 
generated by summing these 5 individual scores. Therefore, the 
patient could receive a maximum overall score of 5 (which 
would indicate severe symptoms) and a minimum overall score 
of 0 (which would indicate mild or no symptoms). Scores 
between 0 and 5 would indicate varying degrees of pulmonary 
compromise clinically observed in each patient before and after 
treatment. This scoring system has been used in past studies 
evaluating the severity of exacerbations of asthma.7 

The patient was then given albuterol at a dosage of 0.15 mg/ 
kg per treatment. 8 The albuterol solution was mixed with normal 
saline to a total of 3.5 cc to 4.0 cc. This was placed in either an 
Acorn II Nebulizer System or a face-mask nebulizer system 
(pediatric Aerosol Mask manufactured by Hudson Oxygen 
Therapy Sales Co) and powered by 100% oxygen at 6 L!min. 
The face mask system was used for younger patients who might 
not understand the proper use of a standard nebulizer system. 
The nebulizer treatments were given at approximately 20-
minute intervals. Patients received up to 4 treatments or until 
their clinical findings had improved. At the discretion of the 
treating physician, patients could also receive oral or intrave­
nous steroids during treatment in the emergency department. 
Prior to disposition, and at least 30 minutes after the last 
nebulizer treatment, the physician rescored the patient and a 
final SaO was recorded. This time interval was used to ensure 
that the us~ of oxygen as a driving gas in the nebulizer would not 
affect our saturation measurements. 

The mean and standard deviations for age, clinical score, and 
SaO were calculated. The change in overall clinical score 
befoie and after treatment and the change in Sa0

2 
before and 

after treatment were analyzed using the paired t-test. The change 
in each clinical sign before and after treatment was analyzed by 
the McNemar test for correlate proportions. Effects with p­
values ofless than 0.05 were considered statistically significant. 
Standard measures of diagnostic accuracy (sensitivity, specific-

Table 1.-Ciinical scoring system 
Average respiratory rates and standard deviations.'2 

Clinical Parameter Score=O Score=1 

Heart rate > 120 beats/minute > 120 beats/minute 

Respiratory rate > 2 standard deveations for age > standard deviations for age 

Dyspnea Absent or mild Moderate or severe 

Accessory muscle Absent or sub-costal Intercostal and/or 
use (retractions) retractions only supraclavicular retractions 

Wheezing Absent or end expiratory only Throughout expiration 
or expiratory and inspiratory -

ity, positive predictive value, negative predictive value) were 
calculated. 

Results 
Of the 82 patients entered in the study, 79 were treated by 

second-year or third-year emergency medicine residents or 
emergency department staff. The investigators (third year emer­
gency medicine residents) treated 46 of the patients. 

The mean age of the participants was 6.0+/-3.5 years. The 
overall score improved (ie, decreased) after treatment by a mean 
of 1.9+/-1.5 (Table 2). Of the 5 clinical signs scored, all im­
proved after treatment except tachycardia (Table 3). The aver­
age Sa0

2 
for all patients improved (ie, increased) by 1.3+/-2.4% 

(Table 2). 
The patients were then divided into 2 groups based on their 

initial Sa0
2 

on presentation. Patients with a pretreatment 
Sa0

2
<95% were placed in one ~roup and those with a pretreat­

ment Sa0
2
>95% were placed m the other group. Of the 54 

patients whose pretreatment Sa0
2
<95%, 46 had an improve­

ment in their overall score of at least 1.0 following treatment (Fig 
1). The mean improvement in score for these 46 patients was 
2.5+/-1.1 (Table 2). Again, all clinical signs in this group 
improved following treatment except tachycardia (Table 3). Of 
the 46 patients with an improved score, 40 showed improvement 
in their Sa0

2 
after treatment by at least 1.0% (Fig 1). The mean 

change in SaO for all46 patients was 2.6+/-2.1% (Table 2). 
2 . • 

Eight patients with a pretreatment Sa02 <95% did not Improve 
their clinical score following treatment (Fig 1). None of the 
clinical signs changed significantly after treatment (Table 2). As 
a group, the Sa0

2 
decreased by a mean of 1.1 +/-1.9%, but this 

was not significant (P = 0.14) (Table 2). Of these 8 patients, only 
one had an improved Sa0

2 
after treatment (Fig 1 ). 

For those patients with an initial Sa0
2 
<95%, the sensitivity 

and positive predictive value for improvement in Sa0
2 

after 
treatment reflecting clinical improvement were 87% and 98% 
respectively. The specificity and negative predictive value were 
88% and 54%. 

Of the 28 patients whose pretreatment Sa0
2
>95%, 21 had an 

improved overall score after treatment (Fig 2). The mean in­
crease was 2.3+/-1.1 (Table 2). All clinical signs improved after 
treatment except tachycardia (Table 3). There was no change in 
Sa0

2
• Seven patients with a pretreatment Sa0

2 
>95% had no 

improvement in their overall clinical score (Fig 2). None of the 
clinical signs changed significantly, and there was no change in 
Sa02' 

Discussion 
Studies investigating changes in Sa0

2 
shortly after initiating 

treatment with inhaled bronchodilators found that SaO)nitially 
decreases. Tal et al recorded Sa0

2 
before, during, and after 

treatment with inhaled albuterol and intravenous aminophylline 
in 18 patients from 3 months to 20 years of age with acute 
exacerbations of asthma. The Sa0

2 
initially decreased after 

beginning treatment and returned to pretreatment levels ap­
proximately 30 minutes after the initiation of therapy. No 
significant increases in Sa0

2 
were noted at any time after 

treatment regardless of whether the patient was admitted or 
discharged. 5 In 28 adults with asthma, Hedges et al noted similar 
changes in Sa0

2 
after inhaled metaproteranol.9 Neither study 

compared the change in SaO with changes in clinical signs. 
The initial decrease in SaO:after treatment with inhaled beta-

2 agonists is thought to be the result of increased ventilation! 

HAWAII MEDICAL JOURNAL, VOL. 54, JULY 1995 

666 



perfusion mismatching in the lungs.5
·
9 Because these medica­

tions initially stimulate vasodilation of the pulmonary vascular 
bed, there is increased perfusion of poorly ventilated areas of the 
lung which decreases Sa0

2
• Subsequent bronchodilation in­

creases Sa0
2
and alleviates the patient's respiratory distress. The 

overall effect on measured Sa0
2 

after treatment with inhaled 
beta-2 agonists is an initial decrease followed by an increase as 
bronchospasm is reversed. The time course for Sa0

2 
changes 

from beginning of the treatment to bronchodilation and in­
creased Sa0

2 
is approximately 20 to 30 minutes.5 

Studies that measured Sa0
2
20 to 30 minutes after the initiation 

of therapy found no significant change from pretreatment levels 
regardless of clinical response. 5•

7
•
10 In 200 children with asthma 

who were treated with inhaled albuterol, Karem et al compared 
the change in Sa0

2 
30 minutes after treatment between patients 

who were admitted and discharged. Discharged patients had no 
improvement in Sa0

2 
after treatment, while those who were 

admitted showed a small, insignificant increase. In 43 children 
less than 2 years of age with wheezing-related illnesses, Bentur 
et al compared the change in a clinical scoring system to the 
change in Sa0

2 
30 minutes after treatment. Although the clinical 

score improved following treatment, the Sa0
2 
did not change 

significant! y. 10 

However, Yamamoto et al in looking at a large population of 
pediatric patients with wheezing found statistically significant 
increases in Sa02 following treatment with inhaled albuterol in 
patients whose pretreatment Sa0

2 
was low. Patients with higher 

pretreatment Sa0
2 
measurements did not show significant in­

creases in Sa0
2 

after treatment.6 Changes in Sa0
2 

were not 
compared to changes in clinical signs. 

In our study, patients with an initial Sa0
2 
of <95% were placed 

into one group and those with an initial Sa0
2
>95% into a second 

group. This division is based on the non-linear relationship 
between oxygen tension and Sa0

2
• Oxygen tension can be 

considered to reflect the degree of hypoxemia, and thus the 
severity of respiratory distress. At Sa0

2
levels >95%, the oxyhe­

moglobin dissociation curve is flat, so oxygen tension (and thus 
clinical signs) may change dramatically with little change in the 
Sa0

2
• For Sa0

2
levels <95%, the oxyhemoglobin dissociation 

curve is steeper, and changes in oxygen tension and clinical 
signs are reflected by changes in Sa0

2
•

11 

We compared the change in Sa0
2 

after treatment with the 
change in a clinical scoring system used in previous studies.7

•10 

This scoring system is composed of 5 clinical signs associated 
with exacerbations of asthma. Assessment for the presence of 
these signs is not dependent on patient compliance and is easily 
accomplished at the bedside. The usefulness of this system in 
predicting the need to admit pediatric patients with asthma has 
been validated.9 In our study, for patients who were judged to 
respond to treatment, there was improvement in all clinical signs 
except heart rate. The absence of change in heart rate is likely 
due to albuterol causing either a beta-2-stimulated vasodilation 
and reflex tachycardia or direct beta-1 stimulation of the heart. 5 

Therefore, changes in heart rate should not be used in the 
assessment of clinical response to treatment with nebulized 
albuterol, and it should be removed from clinical scoring sys­
tems evaluating the response to beta-2 agonists in the future. 

The results of this study show that for children with asthma 
who have an initial Sa02<95%, improvement in Sa02 after 
treatment with inhaled albuterol is a strong predictor of clinical 
improvement (PPV=98% ). Although an increase in Sa0

2 
of 1% 

is accepted as significant, of the 40 patients with improved 
clinical signs and Sa0

2 
after treatment, 33 had an increase in 

Sa0
2 
of 2% or more (82.5% ), and 24 had an increase in Sa0

2 
of 

3% or more (60%) (Fig 3). Furthermore, it is important to recall 
that small increases in Sa0

2 
on the steep portion of the oxyhemo­

globin dissociation curve represent significant increases in 
oxygen tension and relief of hypoxemia. 

For patients with an initial Sa0
2 
<95%, the negative predictive 

value for lack of improvement in Sa0
2 
after treatment indicating 

no clinical improvement is low (54%). Therefore, these patients 
require further evaluation to determine their medical needs. Of 
the 13 patients in our study with an initial Sa0

2 
<95% who did not 

have an improvement in Sa0
2 

after treatment, the clinical 
response to treatment and eventually disposition of these pa­
tients varied considerably. Five patients showed considerable 
deterioration in their clinical scores and were admitted. Eight 
patients were discharged home, but only 5 had improvements in 
their clinical scores. 

Regardless of the clinical response to inhaled albuterol, pa­
tients with initial Sa0

2
>95% did not have significant changes in 

Sa0
2

• Lack of improved Sa0
2 

after treatment with inhaled 

Table 2.-clinical scores and Sa02 before and after treatment, as well as change in clinical score and Sa02 with calculated p-values 
after treatment. 

Before 
No. Age Treatment 

Score 

All Patients 82 6.0 3.1 
+/-3.5 +1-1.6 

Initial Sa02:>95% 46 5.9 3.7 
and Clinical +/-3.2 +1-1.3 
Improvement 

Initial Sa02:>95% 8 7.3 2.5 
and No Clinical +1-2.3 +1-2.0 
Improvement 

Initial Sa0,>95% 21 5.3 2.9 
and Clinical +I- 3.8 +1-1.4 
Improvement 

lntital Sa02>95% 7 7.0 1.3 
and No Clinical +1-4.5 +1-1.8 
Improvement 

Before After After 
Treatment Treatment Treatment 
SaO, Score SaO, 

94.7 1.2 96.0 
+1-2.3 + /-1.4 + 1- 2.4 

93.4 1.2 96.0 
+ 1- 1.8 +1-1.1 +1-2.1 

94.0 2.9 92.9 
+/-2.1 +/-2.3 +1-3.6 

97.0 0.5 97.1 
+I- 0.9 +1-0.6 +1-1.7 

97.4 1.4 96.7 
+/-1.0 +1-1.8 + /-1.6 
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Change P-value of Change in P-valueof 
in score Change in SaO, Change in 

Score sao, 

1.9 <.0001 1.3 <.0001 
+1-1.5 +I- 2.4 

2.5 2.6 
+1-1.1 <.0001 +/-2.1 <.0001 

-0.5 0.10 -1.1 0.14 
+1-0.8 +/-1.9 

2.3 <.0001 0.2 0.61 
+ /-1.1 +/-1.7 

-0.1 0.36 -0.7 0.18 
+1-.0.4 + /-1.3 



albuterol did not indicate lack of clinical response to treatment; 
therefore, changes in Sa0

2 
after treatment for this group of 

patients has little utility. 

Conclusion 
This study demonstrates that for pediatric asthma patients 

with an initial Sa0
2
<95%, increased Sa0

2 
after treatment with 

inhaled albuterol is predictive of clinical improvement. Failure 
to improve Sa0

2 
after treatment is not predictive of lack of 

clinical improvement, and further evaluation is required for 
appropriate disposition. In patients with an initial Sa0

2
>95%, 

changes in Sa0
2 

after treatment with inhaled albuterol are not 
indicative of clinical response. An understanding of the changes 
in Sa0

2 
in pediatric asthma patients following inhaled albuterol 

combined with appropriate clinical evaluation can facilitate the 
disposition of these patients. 

Fig 1.--Piot of change in score versus change in SaO 2 after treatment with inhaled albuterol for 
patients with intitial Sa02~95%. 
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Fig 2.--Piot of change in score versus change in SaO 
2 
after treatment with inhaled albuterol for 

patients with initial Sa02~95%. 
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Table 3.-Percentage Change and Calculated p-values of Clinical Signs after Treatment with Inhaled Albuterol. 

No. Change P-value 
in HR of Change 

in HR 

All Patients 82 t1% 1.00 

Initial SA02$;95% 46 -5% 0.75 
and Clinical 
Improvement 

Initial Sa0,~95% 8 +58% 0.06 
and No Clinical 
Improvement 

Initial Sa02>95% 21 ·9% 0.62 
and Clinical 
Improvement 

Initial Sa02>95% 7 0% 1.00 
and No Clinical 
Improvement 

Change P-value Change P-value 
in RR of Change in DYS of Change 

inRR inDYS 

·37% <.0001 -44% <.0001 

-51% <.0001 -54% <.0001 

-13% 1.00 +12% 1.00 

-52% <.001 ·57% <.001 

+15% 1.00 0% 1.00 
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Change P-value Change P-value 
in RET of Change inWZ of Change 

in RET inWZ 

-49% <.0001 ·67% <.0001 

-69% <.0001 -80% <.0001 

0% 1.00 ·25% 0.50 

-38% <.01 -76% <.0001 

0% 1.00 0% 1.00 



Acute Anticholinergic Syndrome 
Following Ingestion of 
Angel's Trumpet Tea 

L. Harrison Hassell MD, LTC*, Mary W. MacMillan BSP** 

The Angel's Trumpet Tree, or nana honua as it is called by 
Hawaiians, ' is prized as an ornamental tree because of its large, 
fragrant, trumpet-shaped flowers. A young man developed an 
acute anticholinergic syndrome from ingesting a tea brewed 
from Angel's Trumpet Tree. Because the tree grows so readily in 
Hawaii, health care providers need to be aware of the clinical 
presentation and treatment of this unusual etiology of acute 
delirium. 

'Department of Clinical Investigation 
Tripier Army Medical Center 
Tripier AMC, Hawaii 

"Department of Pharmacy 
T ripler Army Medical Center 
Tripier AMC, Hawaii 

The assertions and opinions in this article are the private 
views of the authors and should not be construed as 
representing the U.S. Army, Department of Defense, or 
the U.S. Government. -

Case History 
A 19-year old man was brought to the emergency room at 

Tripier Army Medical Center at 11:30 am when his friends 
observed his confusion and repetitive cigarette-lighting behav­
ior the morning following ingestion of tea made from a plant 
collected on the island of Hawaii. The plant was tentatively 
identified as a Datura species by the Poison Control Center from 
a verbal description of the plant after it was confiscated by the 
Military Police. Treatment was initiated based on this informa­
tion. The plant was subsequently confirmed to be the Angel's 
Trumpet Tree by the University of Hawaii Botany Division. 

The patient said he had consumed 12 ounces of a tea brewed 
from the Angel's Trumpet Tree over a 1 0-minute period at 
approximately 1 :30 am on the day of admission. After 45 
minutes, the patient noted emotional lability: happiness and 
dancing with Reggae music, anger with heavy metal music, and 
sadness and crying with slow dance music. He also complained 
of difficulty with coordination: spilling coffee, putting a ciga­
rette to his cheek when he intended to put it into his mouth, 
inability to walk in a straight line; talking loudly; and having 
hallucinations about propeller blades. He was confused and 
disoriented. After several hours, he went home to sleep. He 
awoke at 6:30 am with headache, feeling warm and flushed, 
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cotton mouth, inability to focus his vision, stumbling while 
walking, and reaching for a cigarette that was not there. In the 
emergency room, he did not remember how he got to the 
hospital. Two other friends consumed a smaller quantity of the 
tea and did not report symptoms. The patient denied concurrent 
use of illicit drugs at the party. 

The patient was given naloxone 2 mg intravenous pyelogram 
and 60 grams of charcoal in 60 ml of 20% sorbitol and was 
admitted to a telemetry ward for observation. 

His past medical history was remarkable for a history of 
alcohol consumption, 5 drinks/week, cigarette use, 10 pack­
years, and past illicit drug use: marijuana, lysergic acid 
diethylamide (LSD), and cocaine. His family history was posi­
tive for cancer, diabetes mellitus, and alcoholism, 

On physical examination, the vital signs were blood pressure: 
119/60; pulse: 50 bpm; respirations: 16; temperature: 98.4°F. He 
was a well-developed, well-nourished man with intermittent 
periods of confusion (wondering if his father had brought him to 
the hospital, but then realizing his father lived in Virginia and 
could not have done so) and restlessness (standing up anxiously 
several times but denying anything was wrong). His pupils were 
dilated at 7 mm with a sluggish constriction response to light 
(5 mm); mucous membranes were dry; bowel sounds were 
decreased; skin was dry and warm with flushing of the face and 
neck. The remainder of the physical examination was normal. 

Blood chemistries, complete blood count, and urinalysis were 
normal. Blood alcohol was undetectable. Urine drug screen was 
negative. The EKG showed sinus bradycardia at 52 bpm. 

The patient gradually improved and was discharged after 24 
hours of observation. All symptoms except mild blurring of 
vision resolved. At discharge, the physical examination showed 
a pulse of 47 bpm, dilated pupils at 6 mm, and dry skin. Follow­
up was arranged in the Tri-Services Alcohol Recovery Facility 
(TRI-SARF) and with his primary care physician. 

Discussion 
Due to the synthesis of atropine (dl-hyoscyamine) and scopo­

lamine (!-hyoscine), several plant species in the genus Datura 
have long been used by humans for medicinal and hallucino­
genic purposes. 2 The most well-known species in North America 
is Datura stramonium or jimsonweed. Two species are found in 
Hawaii, D. arborea and D. candida, the latter being the more 
common; both are known locally as the Angel's Trumpet Tree. 3 

Scopolamine is the principal active compound in all species of 
Datura. 2 The amount of scopolamine, atropine, and other minor 
alkaloids is similar among species. In the report published by 
Hall et al, the flower of D. sauveolens, a species included in the 
section Brugmansia with D. candida, contained approximately 
0.20 mg of atropine and 0.65 mg of scopolamine.4 

The symptoms and signs of Datura intoxication are due to 
competition by scopolamine and atropine with acetylcholine for 
a common binding site on muscarinic receptors located in 
exocrine glands, smooth and cardiac muscle, ganglia, intramu­
ral neurons, and the central nervous system. As such, they are 
known as muscarinic cholinergic blocking agents. When hu­
mans are exposed to graded doses of atropine, the constellation 
of organ manifestations occur in a predictable hierarchy: block­
ade of sweat, salivary, and bronchial gland secretion; mydriasis, 
loss of accommodation, and tachycardia; inhibition of 
micturation, and decreased tone and motility of the gastrointes­
tinal tract; and impaired gastric acid secretion and motility. 5 The 
central nervous system effects of toxic doses of atropine include 

restlessness, irritability, disorientation, hallucinations, or de­
lirium. In severe cases, coma, paralysis, respiratory failure, 
circulatory collapse, and death can occur. Due to greater perme­
ation of the blood-brain barrier, central nervous system effects 
are seen with therapeutic doses of scopolamine; these include 
drowsiness, memory loss, fatigue, and euphoria. Higher doses 
of scopolamine produce similar central nervous system effects 
as atropine. The following metaphor has been taught to genera­
tions of clinicians to help them remember this clinical syn­
drome: "Hot as a hare, blind as a bat, dry as a bone, red as a beet, 
and mad as a hatter." 

The clinical presentation of the patient in this case report is 
consistent with other studies and illustrates several differences 
in the pharmacology of scopolamine as compared to atropine. 
The symptoms of feeling warm and flushed, headache, 
xerostomia, and blurred vision, and the signs of mydriasis, 
sluggish and incomplete pupillary constriction to light, dry 
mucous membranes, decreased bowel sounds, warm, dry skin, 
and flushing of the face and neck are all explained by peripheral 
muscarinic receptor blockade. The occurrence of severe central 
nervous system signs and symptoms of emotional lability, 
incoordination, hallucinations about propeller blades, restless­
ness, confusion, and disorientation with peripheral manifesta­
tions confirm chemical analyses demonstrating scopolamine to 
be the principal agent. The presence of bradycardia, an unusual 
feature of an anticholinergic syndrome, can be explained by the 
effect of scopolamine on MI receptors of postganglionic para­
sympathetic neurons, thus abolishing the inhibitory effect of 
synaptic acetylcholine on neurotransmitter release. 5 The persis­
tence of blurred vision at hospital discharge demonstrates the 
effect of atropine and scopolamine to cause prolonged impair­
ment of pupillary and accommodation reflexes; full recovery 
may not occur for 7 to 12 days. 

The treatment of cases of Datura intoxication is primarily 
supportive. Due to impaired peristalsis, all candidates consid­
ered for hospitalization should be given activated charcoal to 
limit absorption. Physostigmine, 1 mg to 4 mg, given by slow 
intravenous injection rapidly abolishes the systemic effects of 
anticholinergic drugs.6 Due to the short half-life of physostig­
mine, the dose may have to be repeated every 1 to 2 hours in 
symptomatic patients. 

While the acute anticholinergic syndrome is uncommon, the 
diagnosis is usually made by the astute clinician on the basis of 
the constellation of patient signs and symptoms. Treatment is 
easily administered and complete recovery is the rule. Recent 
reports underscore the potential for intentional misuse and 
accidental poisoning from Datura species.7-8 Emergency room 
and primary care physicians in Hawaii need to be aware of the 
similar potential with the ornamental Angel's Trumpet Tree. 
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Survey of Lead Levels in Patients 
Presenting to Child and Adolescent 

Psychiatry 

Kathleen Lavigne MD, MAJ*, and Wayne Batzer MD, LTC** 

The role of lead as an environmental toxin is well documented; 
symptoms frequently include anemia, abdominal pain, paraly­
sis, and encephalopathy. Recently lead has been cited as a 
possible etiologic factor in learning disabilities, attention prob­
lems, and symptoms of conduct disorder. Questions about the 
level at which threshold effects surface are difficult to answer 
because of the inconsistent findings in the literature. Emhart 
critically reviewed 9 prospective studies which looked for 
behavioral effects of prenatal lead exposure and concluded that 
there was little consistency in studies.1 Numerous other investi­
gators did find evidence of neurobehavioral effects at low lead 
levels,2

-
5 however, the effect of low lead levels on cognition, 

learning disabilities, and behavior remains unclear. Several 
studies have shown a subtle effect of asymptomatic lead expo­
sure on cognitive ability. The Port Pirie prospective study, 
which compared lead levels in infant cord blood with IQ at 4 
years, found an average decrease in IQ of 4.5% as the concen­
tration of lead increased from 10 J..Lgldl to 30 J..Lg/dl. 6 A second 
prospective study by Bellinger found lower levels of perfor­
mance on the mental development index (MDI) of the Bayley 
Scales oflnfant Development.4 They compared umbilical cord 
lead levels at birth with capillary lead levels and MDI scores 
semiannually and up to 2 years. At all ages infants with a birth 
lead level > 10 J..Lg scored lower on the MDI than infants whose 
levels were <3 J..Lg (low risk group) or 6 to 7 J..Lg (median risk 
group). Dietrich found that the association between prenatal 
lead levels and performance on the Bayley Mental Development 
Index was mediated by birth weight and gestational age.7 A 
cross-sectional study by Winneke sought to combine 8 indi­
vidual studies within a single analysis to increase sample size 
and broaden the range of exposure in order to establish dose 
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Womack Army Medical Center 
Fort Bragg, North Carolina 

**Wayne Batzer, LTC, MC 
Child and Adolescent Psychiatry 
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response contingencies. He found only a weak association 
between lead and IQ. The strongest, most consistent effect 
occurred for the Bender Gestalt Test and a test of serial reaction 
performance. However, the observed variance never exceeded 
0.8% of the total variance.4 Another cross-sectional study in 
Britain studied inspection time and reaction time and found both 
measures were worse at higher lead levels, but only inspection 
time was still significant after controlling for social and family 
background. 8 These same authors found a positive relationship 
between lead levels and teacher ratings on the Rutter behavior 
scale, especially the aggressive/antisocial and hyperactive 
subscores.9 

Evidence against the effects of lead on cognition comes from 
2 prospective studies, and criticism of the above studies. An 
Australian prospective study found no correlation between pre­
or postnatal lead exposure in infancy and neurobehavioral 
development at 4 years of age. 10 In addition, a prospective study 
by Emhart did not find pre- or postnatal lead exposure to be 
related to Bayley Mental Development Index or development in 
the preschool period. 11 Lastly, the criticism of the studies, which 
shows a positive association between lead and cognitive devel­
opment, looks at small effects, and lack of control for certain 
confounds (especially maternal IQ) as problems interfering with 
strong conclusions. Despite the controversy, the Centers for 
Disease Control and the American Academy of Pediatrics have 
recommended universal screening of children. In addition, the 
American Academy of Child and Adolescent Psychiatry has 
recommended including lead toxicity in the differential diagno­
sis of children with symptoms of conduct disorder, behavior 
problems, learning disabilities, and attention problems. 

A California study found 14% to 67% of all 1 to 5 year olds 
have blood lead levels > 10 J..Lg/dl.U The Agency for Toxic 
Substances and Disease Registry estimated 17% of preschool 
children have levels> 15 J..Lg/dl. 13 In Hawaii, there is evidence of 
elevated lead levels in the water system at Schofield Barracks 
and on the Big Island which makes screening all the more 
timely. 14 However a recent study in Hawaii by the Department 
of Health found a mean level of 4.5 J..Lg/dl in 389 child partici­
pants.15 These authors, therefore, did not recommend screening 
all children in Hawaii. 

This study includes lead toxicity in the differential diagnosis 
of children presenting to Child and Adolescent Psychiatry and 
compares their lead levels to all lead levels drawn for military 
children on Oahu. The study assesses whether there is a relation­
ship between behavioral, attentional, and learning problems and 
venous lead levels; it also looks for a difference between these 
children and a population sample of military children. This study 
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adds to existing data by surveying lead levels in children from 
a specific population, namely those in Hawaii who are depen­
dents of active duty military and are known to have 
neurobehavioral problems. 

Table 1.-Mean Lead Levels by Age Group (J.!g/dl) 

Age Experimental (n=53) Population Sample (n=440) 
n mean n mean 

Oto5 24 1.4 415 1.7 
6to 11 22 1.0 25 0.1 

Methods 
All parents of children and adolescents presenting to Child and 

Adolescent Psychiatry with symptoms of conduct disorder 
(lying, stealing, truancy, running away, property destruction, 
cruelty to animals, fighting), behavioral disorders, learning 
disabilities and attentional problems were given a Volunteer 
Agreement Mfidavit and questionnaire summarizing the rea­
sons for the venous blood test. Lead levels were tested at Pearl 
Harbor Industrial Hygiene Lab and used atomic absorption mass 
spectroscopy. Levels were reported with a 4% to 6% variance. 
Using Tripier's computer-automated lab retrieval method, 2 
consecutive months of lead levels for military children were 
obtained as a comparison group. Parents were notified for any 
lead level above 5 Jlg/ml and screening of siblings was recom­
mended in accordance with the recommendations from the 
American Academy of Child and Adolescent Psychiatry. A 
system was set up to monitor lead levels > 10 Jlg/dl and provide 
chelation for children whose lead level exceeded 35 Jlg/dl. The 
2 groups were compared using mean values for each group. A 
level reported as <5 Jlg/dl was calculated as 0 Jlg/dl. Chi squared 
analysis was used for the values >5 Jlg/dl in the experiential 
group, compared to the population sample. 

Results 
Overall, adolescents were difficult to obtain for the experi­

mental group, and no adolescents were sampled in the popula­
tion of military children whose blood was drawn during the 
months of December and January. Some parents declined the 
procedure and a few did not follow through even after being 
called and reminded. No values were greater than 7 Jlg/dl in the 
experimental group and only 4 were> 10 Jlg/dl in the population 
sample. There were 53 samples in the experimental and 440 in 
the population sample with mean levels for both groups of less 
than 5 Jlg/dl even when broken down into age groups (Table 1). 
The incidence of values >5 Jlg/dl in the experimental group was 
0.2 and 0.3 for the population sample. Chi-squared analysis 
comparing the number of values >5 Jlg/dl in the experimental 
group with the population sample revealed that the probability 
of the experimental group being different from the population 
sample was less than 0.2, but greater than 0.1. So the null 
hypothesis was accepted. 

Discussion 
The mean lead levels in this study are very similar to the mean 

levels obtained by the Hawaii Department of Health. This 
illustrates that military children in Hawaii who have different 
housing and are more transient do not have lead levels compa-

rable to the California Survey and the data from the Toxic 
Disease Registry. There appears to be no relationship between 
behavioral, attentional, and learning problems and venous lead 
levels in the children tested. Lastly there is not a significant 
difference in lead levels in the children with known 
neurobehavioral problems and the population of military chil­
dren screened between December 1993 and January 1994. 
These results add further to the data from the Department of 
Health and suggest that routine screening of children in Hawaii 
is not indicated. Although the number of children tested for lead 
in the Department of Child Psychiatry was not high, the fact that 
no level was > 7 Jlg/dl is very significant and indicates that 
routine screening of all children with attention, behavioral, 
conduct, and learning problems is not indicated and, at $20 to 
$30 a test, is not cost-effective. We recommend screening only 
those children with refractory problems, those with severe 
difficulties, and those with known risk factors such as pica, 
dwelling in homes built before 1950, and those whose parents 
have an occupational exposure to lead. 
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Cutaneous Melanoma in an Active 
Duty Soldier 

Franz J. Stadler MD* and Curt P. Samlaska MD, FACPt 

The incidence of cutaneous melanoma has increased exponen­
tially in the last 50 years. In 1935 the lifetime risk of developing 
melanoma was 1: 1500; by the mid- 1980s the risk had increased 
to more than 1: 150. If the increase continues, the estimated 
lifetime risk will be 1:90 in the year 2000. 1 The clinical criteria are: 
Asymmetry, irregular border, color variegation, and a diameter 
greater than 6 mm. 2 This report describes the occurrence of 
melanoma in an active duty troop. The authors wish to stress the 
importance of early detection of cutaneous melanoma and the 
inclusion of melanoma in the differential diagnosis on physical 
examination of young people. 

Case Report 
An 18-year-old active duty soldier presented to the clinic for 

evaluation of a mole on his right upper back that had been 
present for at least 2 years. Information provided at the time of 
his induction physical was remarkable only for "mild acne 
scarring on the back." There was no family history of skin 
cancer, although the patient has a history of multiple sunburning 
episodes. 

He had fair skin, light-colored hair, and blue eyes. There was 
a 1.2 em by 1.5 em brown to black-colored plaque involving the 
right upper back (Fig 1 ). The borders were irregular and the color 
varied throughout the lesion. The plaque was excised with 1 mm 
margins. 

On histologic examination there were atypical nests of epithe­
lioid cells within the epidermis extending into the dermal 
regions to a depth of 2.5 mm. There were numerous mitotic 
figures and abundant melanin within melanophages. The mar­
gins were clear. These features were interpreted as being consis­
tent with the diagnosis of malignant melanoma. 

A chest roentgenogram and chest CT scan were normal. 
Serum lactate dehydrogenase (LDH) levels were also normal. 
Additional surgical margins were taken (3 em diameter from 
original site) and a split-thickness graft performed at the site. 

'Sierra Army Depot 
Herlong, California 96113 

10ermatology Service 
Tripier Army Medical Center 
Tripier AMC, HI 96859 

The opinions or assertions contained herein are the private 
views of the the authors and are not to be construed as official 
or as reflecting the views of the Department of the Army or the 
Department of Defense. -

Fig 1. -1.2 em by 1.5 em brown to black plaque over right shoulder 
region. 

Discussion 
Active duty military personnel are at an increased risk for 

developing skin cancer from increased ultraviolet exposure. 
Ramani et aP surveyed 370 World War II veterans with skin 
cancer in reference to station location, place of service, skin 
cancer types, skin type, ethnic background, and estimated aver­
age hours outdoors per day during their lifetime. More patients 
with skin cancer were stationed in the Pacific (66%) than in 
Europe (34%) during the war (statistically significant on chi­
square test). The authors conclude: 1) this study links early, 
time-limited, but intense sun exposure with the development of 
cutaneous malignancy years later; 2) persons with heavy sun 
exposure in the South Pacific or in Vietnam should be counseled 
to avoid future sun exposure; and 3) military personnel who 
serve in tropical and subtropical climates should be advised to 
avoid sunburns and use sunscreens regularly. 

In another military study performed by Garland et al4 person­
years at risk and cases of malignant melanoma were determined 
using computerized service records and inpatient hospitaliza­
tion files maintained at the Naval Health Research Center. There 
were a total of 176 confirmed cases of melanoma between 1974 
to 1984. Occupations were categorized into indoor, outdoor, or 
indoor/outdoor groups. Compared to the U.S. civilian popula­
tion, Navy personnel with indoor occupations had a higher age- . 
adjusted incidence rate of melanoma (10.6 per 100,000). Indi­
viduals who worked in occupations requiring both indoor and 
outdoor exposure had the lowest rate (7.0 per 100,000). Two 
single occupations were found to have elevated rates of mela­
noma: Aircrew survival equipmentman and engineman. Inci­
dent rates were found to be higher on the trunk than on more 
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commonly sunlight-exposed areas, such as the head and arms. 
Melanoma is second only to testicular cancer in men serving in 
the U.S. Navy. 

Since cutaneous melanoma is potentially curable by surgical 
excision, early detection and removal of such lesions would 
reduce mortality.5 This can happen only through public and 
professional education programs with particular emphasis on 
targeting high risk individuals. Fair skin, light hair color, freck­
les in adolescence, family members with melanoma, a changing 
mole, or severe sunburns are significant risk factors. 6

•
7 Since 

military personnel have been shown to be at increased risk for all 
types of skin cancer, thorough cutaneous examination should be 
considered an important part of the physical examination of 
active duty troops regardless of age. Suspicious lesions should 
be biopsied for histologic examination. 
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16 Tips for Better Research Protocol Writing 
Debora Schotik Chan, BS Pharmacy 

U.S. Army medical and pharmacy residents are often re­
quired to perform research. After a research question has 
been identified, many residents find themselves stuck in 
writers' block when trying to write the protocol. Whether the 
research is basic science or clinical in nature, these 16 tips 
will help decrease the amount of time spent idly stuck in 
writers' block or performing rewrites and in turn, will expedite 
the process of Institutional Review Board (IRB) approval. 

1. Be clear and concise. Don't be too wordy. Get rid of any words, 
sentences or phrases you do not need. A protocol that is too wordy will 
be seen as such. 

2. Don't try to impress the IRB with technobabble. A protocol 
filled with technical words used inappropriately will hurt you in the 
long run. IRB members will easily identify this strategy and will 
confront you about it. 

3. Use the format designated by the IRB. The order in which 
information is presented is as important as the content of your 
protocol. Follow the protocol layout recommended by the IRB .If you 
fail to do this, you will be asked to rewrite your protocol. 

4. Follow scientific method. Address introduction, objective, 
hypothesis, design, methods, and data analysis as separate sections in 
the protocol layout. Do the same when writing your completed 
research for publication with the addition of abstract, results, discus­
sion and conclusion sections. These sections will be contained in the 
format designated by the IRB, but will be identified by different 
names. Make sure you use the names recommended by the IRB. 

5. Specify study type and design. Some key study designs are 
prospective, retrospective, single-blind, double-blind, open, ran­
domized, sequential, crossover, placebo, standard control and case 
control. Examples of study types include human use, animal use, 
basic science, and survey. 

6. Write according to the IRB required style. If the IRB does not 
specify a style, use the style recommended by the journal in which you 
plan to publish your manuscript. Most medical journals use Uniform 
Requirements for Manuscripts Submitted to Biomedical Journals 
( JAMA. 1993 ;269:2282-6) andAmerican MedicalAssociationManual 
of Style as standard writing requirements. 

7. Write the introduction last. Start somewhere in the middle. 
Writer's block occurs most often when you try to write a summary 
before you have written the experiment. Start wherever is most 
comfortable for you. Most researchers find that starting at the design 
or methods section is the easiest. 

-

8. Cite results of related studies. IRB members will want to know 
where your study stands in the scientific arena and what contribution 
it will make to the literature. Cite only articles that are relevant to your 
study proposal. 

9. SeD your idea. In response to decreased dollars for research 
funding, the IRB has to cut the number of protocols that are funded. 
Explain why your study will be an important addition to the literature 
or how it will affect hospital policy. If your study will save the hospital 
money, make that point very clear. 

10. Stay within a reasonable budget. Ask for enough money to 
complete the project, but don't overestimate your budget. If your 
study is too expensive or if it is padded with unnecessary costs, it will 
not be funded. Also consider alternative forms of financing for your 
research, such as obtaining grants and collaborating with other 
institutions. 

11. Clarify monetary issues. Don't assume you have the support 
of all departments involved in your project. Many principal investiga­
tors neglect to include funding for medications, supplies, and time 
required from other departments or services in their budgets. Seek 
advice and approval from all departments involved before submitting 
your protocol. 

12. Don't forget ethics. Make sure your study is ethical to all study 
participants. Address any anticipated concerns they may have both in 
the protocol and consent form. A good review of ethical issues is the 
"Belmont Report," Federal Register79-12065 or call U.S. Food and 
Drug Administration, Office of Health Affairs, (301) 443-1382. 

13. Make sure the consent form is written at appropriate 
reading level. All study participants must be able to read and 
understand the form. Make sure the plan, risks and termination 
procedures are clearly explained. Write the form at a Grades 5 to 8 
reading level. 

14. Check spelling and grammar. Run your protocol through both 
the spell and grammar check on your computer. 

15. Read your protocol out loud. The spell check and grammar 
check are not perfect. Words can be spelled correctly but may be used 
incorrectly in that context. This may not be evident until you hear the 
mistake. 

16. Have someone p~:oofread your proposal. Recruit two or more 
people to proofread your protocol if you can. Preferably get someone 
in your field of expertise and someone who does a lot of writing, 
editing, or typing. 
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Conservative Therapy for 
Gastroesophageal Reflux in Infants 

with Obstructive Pulmonary Disease 
Charles W. Callahan DO, MAJ 

Gastroesophageal reflux (GER) is a commonly recognized prob­
lem in infants. However, it is difficult to demonstrate a causal 
relationship between GER and recurrent obstructive pulmonary 
disease (ROPD) in infants. In this review, 3 infants with GER and 
severe ROPD experienced dramatic improvement with conser­
vative GER therapy. 

Introduction 
All infants have gastroesophageal reflux (GER). 1 Diagnostic 

tests for GER in infancy are useful to determine whether GER 
is excessive, prolonged, or is associated with esophageal dis­
ease. 2 The evaluation of infants who have GER and symptoms 
of recurrent obstructive pulmonary disease such as wheezing, 
cough or noisy breathing may be confusing. To date, there is no 
single diagnostic test that will prove causation between GER 
and pulmonary disease.34 

Infants with GER may develop symptoms of airway obstruc­
tion by one of two mechanisms: Direct, repeated aspiration of 
gastric contents5·

6 or reflex stimulation mediated by acidic 
gastric contents refluxed into the lower esophagus.7

-
9 The ideal 

diagnostic study in a child with recurrent obstructive pulmonary 
disease and GER would be able to demonstrate a temporal 
association between GER and increased airway resistance. 3'

4 In 
the absence of the availability of such a study, evidence for 
GER -causing obstructive pulmonary disease in infants is largely 
circumstantial. 

Three cases of infants with regurgitation and symptoms of 
severe obstructive pulmonary disease are reviewed, and their 
symptoms abated after conservative therapy of GER. This 
suggests that GER may be an etiology of airway obstruction in 
a subset of otherwise healthy infants and reinforces the potential 
benefit of conservative GER therapy in these patients. 

Chief, Pediatric Pulmonology Clinic 
Tripier Army Medical Center 
Tripier AMC, HI 96859-5000 

Conclusions and opinions expressed are those of 
the author and do not necessarily reflect the posi· 
tion or policy of the Department of Defense, the 
Department of the Army the Army Medical Depart­
ment, or the Health Services Command. 

Case 1 
BJ is a 6-month old white infant with a 2-month history of 

congestion and wheezing. Her symptoms developed after an 
episode of otitis at 4 months of age. She was diagnosed with 
bronchitis, then hospitalized twice in the next month with 
asthma and clinical pneumonia. Her wheezing was continuous 
but was especially notable at night. In addition, she had episodes 
of coughing and hoarseness. She was the term product of an 
uncomplicated pregnancy. Since her first month oflife, she had 
frequent episodes of regurgitation. She was drinking 36 ounces 
ofcow's-milk formula, 6 ounces every 4 to 6 hours (19.3 cc/kg/ 
feeding, 116 cc/kg/day.) Her medications included cefaclor, 
theophylline, albuterol syrup, prednisone syrup, erythromycin, 
as well as albuterol and cromolyn by nebulization. There was no 
family history of asthma. 

On physical examination, BJ was well nourished and devel­
oped. Her height ( 61.2 em) and weight (9 .3 kg) were greater than 
the 90th percentile for age. Her respiratory rate was 52 breaths 
per minute. Pulse oximetry on room air was 95%. She had 
bilateral otitis media. Inspection of the chest revealed mild 
subcostal retractions and auscultation of her chest, diffuse 
heterophonous wheezing with coarse inspiratory and expiratory 
crackles. She had a prominent homophonous (central) wheeze 
as well. Chest radiograph revealed hyperinflation with marked, 
diffuse interstitial infiltrates bilaterally. Her sweat chloride level 
was normal. 

Nebulized therapy for reactive airways was continued, with 
the addition of amoxicillin/clavulanate instead of the cefaclor 
and erythromycin for the otitis. Conservative therapy for gas­
troesophageal reflux was instituted including elevation of the 
head of her crib and the institution of small, more frequent 
feedings (3 ounces every 3 to 4 hours.) A bedtime fast was also 
instituted: no feeding within 90 minutes of nap or bedtime. She 
was to avoid infant seats, car seats, or infant swings for the same 
period after meals. 

She returned 3 days later for a barium swallow. This study 
demonstrated no GER and normal gastric emptying. Her wheez­
ing had diminished and the coughing had ceased. Five days later 
when she returned to review the results of the evaluation, she 
was completely wheeze free, had no subcostal retractions and 
had a resting respiratory rate of 28 breaths per minute. She 
continues to grow well and has had no recurrence of symptoms 
of airway obstruction. 

Case2 
SB was a 1 0-week old girl who had a history of wheezing and 

cough since 2 weeks of age. She had infrequent episodes of 
regurgitation, but had spasms of cough and wheezing when -HAWAII MEDICAL JOURNAL, VOL. 54, JULY 1995 
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supine and on awakening. At one month of age she was hospi­
talized with a diagnosis of bronchiolitis. Culture for respiratory 
syncytial virus was negative. A barium swallow demonstrated 
no GER and normal gastric emptying. She was discharged on 
nebulized albuterol and cromolyn, but was hospitalized again 5 
days later with the same symptoms. She was discharged on 
nebulized therapy and erythromycin/sulfamethoxazole. There 
was a history of asthma in both parents, although there were no 
smokers at home. She was drinking 6 ounces of lsomil formula 
6 times a day (29.6 cclkg/feeding, 178 cc/kg/day). 

On examination, she was well nourished with weight ( 6.08 kg) 
greater than the 90th percentile and height (57 em) at the 50th 
percentile. Her heart rate was 150 beats per minute and her 
respiratory rate was 44 while sleeping. Pulse oximetry on room 
air was 100%. She had an asynchronous respiratory pattern. 
Auscultation of the chest revealed diffuse heterophonous wheez­
ing and coarse crackles. A chest radiograph revealed 
hyperinflation and perihilar infiltrates. Her sweat chloride level 
was normal. 

Her nebulized bronchodilators were continued, along with a 
prednisone burst ( 1.5 mglkg/day for 5 days.) She was instructed 
to follow conservative therapy forGER, including limitation of 
feedings to 3 ounces every 3 to 4 hours. On phone follow-up 3 
days later she had experienced marked improvement. She had no 
cough or audible wheeze. One month later, she had experienced 
no recurrence of her symptoms and was growing well. 

Case3 
CB was a 4-month old with a 3-month history of cough and 

wheeze. He frequently awakened at night with coughing spells. 
He had a history of frequent regurgitation. There was no family 
history of asthma and there were no smokers at home. The infant 
was drinking 30 to 40 ounces ofliquids a day, including 5 seven­
ounce bottles of soy formula (26.95 cclkg/feeding, 158 cclkg/ 
day formula). He was being treated with albuterol orally and by 
nebulization. He was well nourished on examination, with 
height (65.5 em) greater than the 95th percentile and weight 
(7. 79 kg) greater than the 90th percentile. His heart rate was 120 
beats per minute and his respiratory rate was 42 breaths per 
minute awake. He had subcostal retractions as well as 
heterophonous and homophonous wheezing and rhonchi on 
auscultation. Chest radiograph revealed hyperinflation and in­
creased interstitial markings. His sweat chloride level was 
normal, and a barium swallow showed organoaxial rotation, but 
normal gastric emptying and no GER. 

Therapy with nebulized bronchodilators was continued and a 
course of amoxicillin/clavulate was begun because of the possi­
bility of a chronic airway infection. He started conservative 
therapy for GER and his symptoms cleared rapidly with no 
recurrence of symptoms. 

Discussion 
The diagnosis of GER in these 3 infants was made qualita­

tively: All 3 experienced episodes of regurgitation, 2 during 
their initial office visit. In each case, a barium swallow failed to 
demonstrate GER despite a strong history of regurgitation, 
emphasizing the insensitivity of this test in detecting GER. 2 All 
3 had symptoms of small airway obstructive pulmonary disease 
with worsening of symptoms at night. In each case, the symp­
toms of airway obstruction resolved rapidly after initiation of 
conservative GER therapy.lt could easily be argued that it was 
the cumulative effect of the bronchodilators or antibiotics that -

Conservative Treatment Algorithm 

Infant with Obstructive Pulmonary Disease 
-Cough 
-Wheezing 
- Noisy breathing 
-Congestion 

Resistant/Persistent Symptoms 
despite aggressive 

therapy with 
brochodilators and 

antiinflammatory agents 

Suspicion of Gastroesophageal Reflux 
- Regurgitation 
- Large volumes per feed 

(> 20 mVkg/feeding) 
-Symptoms worsen after feeding 

and when supine 

"Conservative" GER Therapy Initial Evaluation 
- Barium Swallow 

with small bowel 
follow through 

-Avoid seated position 
after meals 
Prone I head elevated 
90 minutes after meals 

- Decrease volume of feeding 
(10- 20 mVkg/feeding) 

Unimproved? 
-FormaiGER 

evaluation ? 
- Diagnostic trial 

medicaiGER 
therapy? 

-Referral to 
pediatric 
pulmonologist 
or gastroenterologist 

- Sweat chloride 

caused the improvement, although the rapidity of resolution 
suggests otherwise. 

When GER occurs "in an infant with symptoms of obstructive 
pulmonary disease, however, it is often impossible to prove that 
the reflux caused symptoms of airway obstruction.4 In addition, 
it is difficult to prove that improvement in pulmonary symptoms 
is a result of GER therapy. Thus, the decision to treat or to further 
evaluate the infant with obstructive pulmonary disease and 
suspected GER is often a clinical one. A trial of conservative 
therapy for GER at the time a limited evaluation is undertaken 
often can be helpful. 

Conservative therapy of GER usually involves a combination 
of measures aimed to decrease gastric volume, increase the 
density of stomach contents, avoid the influence of gravity and 
increased abdominal pressure on the lower esophageal sphinc­
ter. Traditionally, these measures have included: positioning, 
thickened feeds, small frequent feedings, and bedtime fasting? 

In 194 7, Neuhauser and Berenberg reported cardia-esoph­
ageal relaxation in a dozen infants who were diagnosed by 
barium esophagram. 10 Within 5 years, a case of cardio-chalasia 
and therapy utilizing a chair designed by Sister D.N. Roberts 
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was reported. u This patient was considered by the authors, and 
presumably the editors, to be "sufficiently rare to merit publica­
tion of a single case."11 Success in therapy was attributed to 
positioning in the chair for all feedings and for an hour after­
ward. Subsequent papers recommended construction of a simi­
lar chair with plaster of paris12 or plywood. 13 

In the past decade, several studies demonstrated that position­
ing children with GER prone or prone with head elevated was 
superior to the infant seat in decreasing the frequency and 
duration of GER episodes. 1

4-16 In fact, the chalasia chair might 
even aggravate the condition it was designed to treat. 15 While car 
seats, infant swings, and infant seats have not been specifically 
studied, it is likely that they aggravate the condition as well. In 
1990, Orenstein demonstrated in a large prospective study that 
elevation of the head is no better than flat prone positioning in 
infants less than 6 months of age. 17 Thus, it is safe to recommend 
that infants who are suspected of having GER or GER-associ­
ated pulmonary disease be positioned prone or possibly prone 
with their heads elevated after meals. Ideally, they should 
remain in this position for the time it takes for their stomachs to 
empty, typically 90 minutes to 2 hours. 18 

For more than 30 years, thickened feedings have been recom­
mended for the treatment of infants with GER, especially those 
who do not respond to postural therapy. 19 The recommended 
dose of rice cereal has been one tablespoon or 15 ml of cereal per 
ounce of formula. 19 Several recent studies have demonstrated 
that thickening of feeds may actually make GER worse20

-
21 and 

may aggravate pulmonary symptoms such as cough.22 Thus, 
while some consider thickened feedings to be a basic element of 
conservative therapy in GER, it may not be beneficial in GER­
associated pulmonary disease. 

Total volume of feeding has been shown to be related to the 
duration of GER in infants with and without significant GER. 23 

In this study, a feeding volume of 18 cc/kg resulted in almost 
twice as much GER as a feeding of 9 cc/kg. Several of the study 
infants who were allowed to take feedings ad libitum drank more 
than 30 cc/kg and had a proportional increase in the total 
duration of GER.23 Thus, feeding volume is a significant deter­
minant of GER for the first hour after a meal. It follows that 
limiting the volume of the feeding and positioning the infant 
immediately following the feeding may help to alleviate the 
symptoms of GER. However, if the volume of feedings is 
limited, it is necessary to ensure that an adequate volume of 
formula is taken over the course of 24 hours to meet metabolic 
needs and sustain adequate growth. Thus, in this setting, an 
increased frequency of feedings may be necessary. 

When the possibility of GER in an infant with obstructive 
pulmonary disease is being considered, the absence of a second­
ary cause forGER should be established. In the simplest cases, 
a barium swallow and small bowel follow through will eliminate 
the possibility of anatomic obstruction of the upper gastrointes­
tinal tract as an etiology for GER. The barium study is not a 
sensitive diagnostic evaluation for reflux, and so a negative 
study does not eliminate the possibility of GER. In addition, 
infants with cystic fibrosis have been treated forGER before the 
diagnosis of CF was made. 24-25 Therefore, sweat chloride con­
centration should be measured in infants with obstructive pul­
monary disease in whom the diagnosis ofGER is being consid­
ered. When these studies are unfruitful and the infant does not 
respond to simple conservative therapy forGER, then consulta­
tion with a pediatric gastroenterologist or pulmonologist may be 
warranted. -

Summary 
Gastroesophageal reflux should be considered in the evalua­

tion of the infant with obstructive lung disease. Qualitative 
evidence of GER includes a history of regurgitation and night­
time pulmonary symptoms. Secondary causes of GER such as 
gastrointestinal obstruction should be eliminated by simple 
screening tests. Conservative measures that decrease gastric 
volume and avoid conditions that promote GER will be suffi­
cient to eliminate the pulmonary symptoms in some infants. If 
wheezing persists, additional diagnostic evaluation should be 
initiated. 
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Testicular Cysts: A Case Report and 
Review of a Recent Tripier Experience 

Steven N. Gange MD,MAJ*, Leslie S. Heldman MD, CPT**, Steven C. Yuill MD, MAJt 

A case of an unusually large, multilocular testicular cyst was 
presented and managed at Tripier Army Medical Center. Of 834 
consecutive scrotal u/trasounds, 30 intratesticular cysts were 
seen (3.6 %). In contrast, of 892 consecutive testis pathology 
specimens, only one case was found (0. 11 % ). These findings 
support those of previous reports suggesting a much greater 
prevalence of testicular cysts than are clinically significant. 
Diagnostic and therapeutic recommendations are presented. 

Case Report 
A healthy 72-year-old Samoan was referred to the Tripier 

Urology Clinic in June 1994 with a complaint of progressive left 
scrotal swelling and discomfort for 6 months. He denied expe­
riencing genitourinary infection or trauma and the physical 
exam revealed a large, firm left scrotal mass which was partially 
transilluminating. The serum tumor markers were normal (beta­
HCG<lO miU/ml and alpha-fetoprotein =8 ng/ml). 

A scrotal ultrasound was ordered (Fig 1 ), which revealed an 
8x4x4 em multiloculated cystic lesion displacing a small rim of 
left testis. Additionally, a small left spermatocele and a small left 
hydrocele were identified. 

On the basis of the patient's symptoms and the ultrasound 
findings, an elective left inguinal orchiectomy was performed 
and the patient recovered uneventfully (Fig 2). 

Histologic evaluation demonstrated a testicular cyst with a 
flattened, non-ciliated epithelium (Fig 3). There was no evi­
dence of malignancy. 

*Department of surgery, Division of Urology 
Tripier Army Medical Center 
Tripier AMC, Hawaii 96859-5000 

**Department of Pathology 
Tripier Army Medical Center 
Tripier AMC, Hawaii 96859-5000 

tDepartment of Radiology 
Tripier Army Medical Center 
Tripier AMC, Hawaii 96859-5000 -

Discussion 
Clinically significant intratesticular cysts are rare. Dmochowski 

et al carefully reviewed the literature in 1989 and found 12 
acceptably reported cases oftesticular cysts, all unilocular. They 
also reported 5 new cases, one of which was multilocular. 1 Since 
that time others have reported small numbers of surgical cases; 
to date only 20 unilocular and 4 multilocular testis cysts have 
been described.2

-
4 

On the other hand, testis cysts detected inCidentally by 
ultrasonography are much more common. The combined results 
of several recent studies in the radiologic literature demonstrate 
that an additional 53 testicular cysts have been incidentally 
diagnosed during consecutive scrotal ultrasound exams in 1194 
patients (4.4% overall).5-7 

We reviewed the recent Tripier experience with testicular 
cysts in order to further evaluate this apparently large difference 
between actual and clinical prevalence (Table 1). A review of 
all testis pathology reports from January 1987 to December 
1994 revealed that ours was the only testicular cyst surgically 
removed, representing 0.11% of the 892 testis pathology cases 
reviewed. In contrast, review of scrotal ultrasound reports from 
January 1992 to December 1994 yielded 30 testicular cysts, 
representing 3.6% of the 834 studies performed. 

Table 1.-Recent Testicular Cysts Diagnosed at Tripier Army 
Medical Center 

Source of 
Diagnostic Total Number of Number of Cysts Pecentage of 
Information Cases Reviewed lndentified Cases with Cysts 

Testis Pathology Cases 892 1 0.11 

Scrotal Ultrasounds 834 30 3.6 

Intratesticular cysts are usually small. Those cysts inciden­
tally detected by ultrasound are typically in the range of 2 mm 
to 5 mm in diameter, and none has been reported larger than 18 
mm. 5-7 Palpable or symptomatic cysts are occasionally larger. 
Nevertheless only 3 cysts greater than 20 mm in diameter have 
been described, the largest being an 8 em unilocular cyst. 1 Our 
case represents the largest multiloculated testicular cyst re­
ported. 

The diagnostic sonographic criteria of a benign intratesticular 
cyst are the same as those of a renal cyst: sharply defined walls, 
no internal echoes, and enhanced posterior wall sound transmis­
sion. 8 The distinction between an intratesticular cyst and other 
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well-described cystic lesions of the testis, such as epidermoid 
cysts, tunica albuginea cysts, cysts associated with neoplasm, 
and cystic dysplasia of the testis, should be readily accomplished 
by ultrasound given the unique so no graphic appearance of these 
entities.6

•
9

•
11 Because of the unusually large size of our patient's 

lesion, malignancy could not be excluded by ultrasound and an 
inguinal orchiectomy was performed. 

Histologically, the diagnosis of an intratesticular cyst is con­
firmed when the lumen contains clear, acellular fluid, and is 
surrounded by a discrete wall of fibrous tissue lined with flat to 
cuboidal epithelium without evidence of teratoma, carcinoma, 
chronic inflammation or fibrosis in the remainder of the testis.• 

The etiology of intratesticular cysts is uncertain. Congenital, 
infectious, and traumatic causes have all been proposed but not 
proven. 12•

14 Our case had no features to support any of these 
possibilities. There are no reports in the literature of malignant 
degeneration of a testis cyst. 

Based on the low number of clinically significant cysts rela­
tive to those found on ultrasound, it is apparent that many 
intratesticular cysts will not require removal. Occasionally, as in 
our case, surgery will be indicated for relief of symptoms. 
Surgical removal of testicular lesions has traditionally meant 
orchiectomy, however, the continued improvement of 
sonography has allowed better intratesticular localization so that 
parenchymal-sparing excision of non-neoplastic masses includ­
ing cysts is now feasible .14- 15 

Conclusions 
We report a rare and unusually large, benign, multiloculated 

testicular cyst presenting in a symptomatic elderly patient. 
Typically, testicular cysts are small ( <2 em) and are discovered 
incidentally by ultrasound. Clinically significant intratesticular 
cysts are uncommon. The sonographic diagnosis is usually 
straightforward. When the diagnosis is clear, surgery should be 
reserved for symptomatic patients and should involve sparing 
testicular parenchyma when possible. 
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Fig 2.-Bivalved left testis. Note septations seen in multilocular cysts. 

Fig 3.--H & E stain of testicular cyst. Note flattened epithelium 
lining cyst cavity. 
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HMA Council Highlights 

June 2, 1995 
Roger T. Kimura MD, 

Secretary 

The HMA Council was called to order by 
Dr Frederick C. Holschuh, President at 
5:40pm. 

Present: C. Lehman, President-elect; R. 
Kimura, Secretary; J. Spangler, Treasurer; 
AMA Delegates R. Stodd, C. Kam; 
Speaker L. Howard; Vice Speaker H.K.W. 
Chinn; County Society Presidents D. 
Canete, Honolulu; E. Bade, Hawaii; M. 
Joshi, Maui; T. Smith, West Hawaii; 
Councilors T. Au, P. Chinn, W. Dang, Jr, 
P. DeMare, S. Hundahl, M. Shirasu, J. 
Betwee, B. Shitamoto, P. Kim, C. 
Kadooka, A. Bairos; Past Presidents W. 
Chang, W. Dang, G. Goto, J. Kim, J. 
Lumeng, J. McDonnell, S. Wallach; Medi­
cal Students A. Matteo, K.A. Voloch; 
Young Physicians Delegate Cynthia Go to. 

HMA staff: Jennie Asato, J. Estioko, P. 
Kawamoto, B. Kendro, L.P. Tong, J. Won, 
and A. Rogness, recording secretary. 

For Action 
A motion passed that the HMA co­

sponsor in name only the Healing Alter­
natives Seminar to be held on October 17 
to 19, 1995 at the Hawaiian Regent Hotel. 

Council approved the HMA Pension 
Committee's recommendation to freeze 
employee retirement benefits for one year 
so $47,000 would not be required from 
HMA. A motion was passed that the Pen­
sion Committee design a solution to this 
problem within the next two months and 
report to Council. 

A motion was passed to endorse the 
HMA Officers' letters concerning Dr 
Zelko. 

It was agreed that HMA will contribute 
$500 to the Play-It-Safe Program for chil­
dren. 

Council approved the CME 
Committee's recommended changes to 
the CME Mission Statement. 

The Membership Benefits and Recruit­
ment Committee's recommendations were 
approved to change the committee's name 
to Membership Benefits Committee. 
Council referred the following recom­
mendations to the Long Range Planning 
Committee: 1) The Membership Task 

Force and Commissioners be involved 
with the Long Range Planning Commit­
tee and design membership recruitment 
tools, and that young physicians be as­
signed to committees, 2) Council create 
seats for different organizations, and 3) 
overhaul the HMA Mission Statement. 

A motion was passed for HMA to bid on 
the Hawaii PRO, if the opportunity arises. 
The HMO could be run through the Ha­
waii Foundation for Medical Care. 

HMA will oppose the proposed nurse 
prescription formulary; it is potentially 
harmful to patient safety. A letter will be 
sent to the Board of Medical Examiners 
stating HMA's opposition to the formu­
lary with suggestions to help ensure pa­
tient safety. 

A motion was passed that a formal 
report be given at the next Council meet­
ing regarding results of the HMA QUEST 
survey and the quarterly reports of the 
insurance plans are required to be given to 
HCF A and the State. 

County Society Reports 
Maui.-Dr M. Joshi reported 1) that 

Drs A. Don and L. Schlesinger spoke at 
their last County meeting. Dr Schlesinger 
spoke about impaired physicians. 2) 
CHESS, a computerized program devel­
oped on the Mainland that allows people 
who have AIDS, terminal illness, or have 
been sexually abused to talk to other people 
via modem. 

West Hawaii.-Dr T. Smith reported 
that the Urban Institute came to West 
Hawaii to find out why that area had the 
lowest QUEST physician participation in 
the state. A new clinic will be established 
on Maui and Kona in July with Spectrum, 
a Mainland group. Dr Bairos drafted a 
simple membership survey that will be 
tabulated and submitted to the HMA Ex­
ecutive Committee. 

Hawaii.-Dr E. Bade reported that the 
County had a number of community meet­
ings. Hawaii County is going to have a 
group from California train and certify 
nurses on sexual assault examinations. 
The County Council supported the pro­
gram with $12,000. 

Honolulu.-Dr D. Canete reported that 
the restructuring of the Board of Gover­
nors is almost completed. A draft was 
distributed to Council. It is being sug­
gested that there be one Governor for each 

-HAWAII MEDICAL JOURNAL, VOL. 54, JULY 1995 

680 

250 members or fraction thereof for each 
of four Oahu districts: East, west, central 
and windward). Dr Pat Chinn has re­
signed as chair of the Mini-Internship 
Program. Dr Canete pointed out how suc­
cessful the program had been under her 
direction, and Council gave her a round of 
applause. Dr Livingston Wong will be the 
new chair. 

For Information 
CVS.-Dr DeMare visited a central 

credentialing site in Omaha in May 1995; 
its program has been quite successful. It is 
the opinion of some physicians that the 
HMA should set up its own central verifi­
cation service. 

HMA/PMAG.-Dr Don reported that 
PMAG has agreed to buy 500 of the IPN 
shares. HMA and PMAG are in the pro­
cess of naming their 11-member board of 
directors. 

Managed Care Seminar.-The semi­
nar will be held on July 23. The length of 
the seminar is currently being discussed. 
The Workshop, produced by the AMA 
will introduce physicians to concepts, 
trends, and practice management tech­
niques involved in managed care. AMA 
President Lonnie Bristow will discuss 
trends in managed care. 

Council was adjourned at 10 pm. 
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Our Twentieth 
Anniversary, 
1975-1995 

Twenty years ago, when commercial carriers abandoned the 
medical professional liability insurance market, MIEC was 
formed by northern California medical societies and a group 

of pioneering physicians. When this liability insurance crisis 
spread to Hawaii, the Hawaii Medical Association agreed that 
physicians should participate in their own professional liability 
insurance company. With HMA support and sponsorship, MIEC 
was licensed in Hawaii and has provided protection for its 
physicians since 1981. 

In our twentieth anniversary year, MIEC covers 5,200 physicians 
in California, Alaska, Hawaii, Idaho and Nevada. Together with our 

.._ wholly-owned subsidiary, Claremont Liability Insurance Company, 
we can insure the liabilities of individual doctors and organizations 
involved in today's changing "managed care" environment. 

MIEC has returned more than $115 million in premium credits to 
its policyholder owners. MIEC also has consistently earned A.M. 
Best Company's top rating of A+ (Superior) for its financial 
stability. 

MIEC 
PROFESSIONAL LIABILITY INSURANCE EXCLUSIVELY 

Medical Insurance Exchange of California 
6250 Claremont Avenue, Oakland, California 94618 

800-227-4527, or Fax 5I0-654-4634 

HAwAII CLAIMS OFFICE: 1360 S. Beretania, Suite 405, Honolulu, Hawaii 96814 
Telephone 808-545-7231 



1111 News and Notes Henry N. Yokoyama MD 

Life in These Parts 
The ozone level above the islands dropped 

14% in January as compared to January 1979. 
Moana Loa Observatory director Russ Schnell 
reports that "volcanic dust destroys ozone, but 
when the dust falls away, the ozone layer 
should recover." Meanwhile, HMJ editor and 
dermatologist Norman Goldstein recom­
mends a broad-spectrum sunscreen that blocks 
UV A and UVB. In his office he recommends 
SPF 30 sunscreens, but for the average popu­
lation SPF 15 should suffice. The sunscreen 
should be applied to the backs of hands, the V 
of the chest and all other exposed areas. 

A three month UH study compared three 
diets: a typical U.S. diet containing 37% calo­
ries from fat; a similar diet with macadamia 
nuts providing the fat calories; and the Ameri­
can Heart Association "prudent diet" with 30% 
of calories from fat. The macadamia diet pro­
duced lower triglyceride levels than the other 
two diets. 

Gilbert W ergowske, associate professor at 
the UH school of Medicine said, "Macadamia 
nuts have higher and more unsaturated fatty 
acids than olive oil." J. David Curb, principal 
investigator says "It turns out that the fats don't 
affect cholesterol. Macadamia nuts take a bad 
rap for being high in fat when the evidence 
shows they're good for you. Macadamia nuts, 
like olive oil, are high in oleic acid, a mono­
unsaturated fatty acid which helps lower cho­
lesterol." 

Songwriter G.M. had a hit album and made 
millions. Then he lived it up with fancy cars, 
several homes and an entourage of hangers on. 
He found himself broke, in debt, and with no 
more hit albums in the coffer.He studied phi­
losophy, religion, etc, and finally found his 
salvation in a Hindu monk in Malibu County 
who uttered 8 words that changed his whole 
life: "What you really need is a good accoun­
tant." Now he has money in the bank, has 
cleared his debt, and has hit albums. 
(Paul Harvey, KHVH-radio, June 14, 1995). 

Roberto Moulin, Kailua physician sent the 
following poem: 

Stupid men who blame 
women without reason, 

Ignoring you are the source 
of what you condemn. 

For who is more to blame 
--even if both do wrong­

She who sins for the pay 
Or he who pays to sin? 

'T m writing in response to the efforts being 
made to pass strict penalties for hookers." 
(Juana Inez de Ia Cruz, 18th century Spanish poet) 

The Federation of State Medical Boards re­
ports that a smaller proportion of Hawaii 
physicians were disciplined in 1994 than in 

any other state. The five Hawaii physicians 
disciplined by the Hawaii Board of Medical 
Examiners translates to 1.1 per 1,000 physi­
cians. Thenationalaveragewas6.7/1000.HMA 
assistant executive director Becky Kendro 
adds, "There are not many complaints about 
doctors here. From my vantage point, we have 
a very active Board of Medical Examiners and 
an active peer review process. Maybe our 
doctors are just doing a fine job." 

Physician Moves 
May: Michael Bornemann (internist and 

endocrinologist) opened at Queen's POB II, 
Suite 304. 

Ophthalmologist Margaret Cheung opened 
at St Francis Plaza-West Suite 100, and at St 
Francis Medical Office Bldg, Suite 301. 

Elected, Appointed, and Honored 
Susan Spangler, John Spangler's spouse, 

was chosen the Hawaii State Mother of the 
Year by the American Mother's Inc of Spring­
field, Virginia. Susan has a long list of 
community service accomplishments, includ­
ing her current role as president of the Outdoor 
Circle and mother of three sons and a daughter. 

Brian Ogawa, Maui physician, was one of 
10 Americans honored with the 1995 Crime 
Victim Service A wards by President Clinton 
on April 28. Brian heads a victim assistance 
program and directs a health center for crime 
victims. 

Camilo Rosales of Kahului was recently 
appointed cancer liaison physician for the Maui 
Memorial Hospital cancer program. 

Myron Shirasu's Witticism 
(Gleaned during a Bristol-Myers Squibb dinner lec­
ture at the Hawaii Prince Kilauea Room where we 
sat together.) 

When Myron's wife Karen threw a large 
dog cookie for their pet terrier, he caught it in 
mid air and promptly rolled over and played 
dead. With keen acumen, Myron observed that 
his tongue was cyanotic and calmly contem­
plated an emergency tracheostomy-but where 
on the tiny neck to make the incision? Karen 
suggested calling 911. Myron doubted they 
would respond to a puppy emergency. "We 
don't need to explain that it's a dog," she 
argued. 

Aptly, in the heat of the debate, Myron 
remembered the Heimlich maneuver-buthow 
to do it on a tiny dog? He cradled the still pup 
in his arms and tentatively thumped the chest. 
Softly at first, then harder each time. Finally on 
the fourth thump, the errant biscuit popped out, 
the terrier revived and tried to bite the hand that 
had saved him. 

When fellow internist Art Wong thanked 
Myron for the letter of recommendation to 
accompany his KMC reapplication for staff 
privileges, Myron complained that he had to -HAWAII MEDICAL JOURNAL, VOL. 54, JULY 1995 
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go to confession for writing all those lies (the 
situation is even more hilarious if you recall 
that Myron's dad was a Buddhist priest and 
that he was supposed to take over as a dutiful 
son) 

Myron's definition of Stupid: A local guy 
who cheats on his wife by taking his girlfriend 
to Las Vegas and stays at the California Hotel. 
(A favorite rendezvous for Hawaii residents). 

Medical Humor 
Condensed excerpts from Stitches-The Journal of 
Medical Humor, April1995. 

Slight Confusion 
We were watching the TV news with our five­
year old grandson, when a news item mentioned 
an AIDS benefit concert. Ben turned to me and 
said, "Grandpa-Grandpa Crone (the other set 
of grandparents) has AIDS." 

It seemed for a moment that my heart stopped. 
I was quite startled by this bit of information. 

Ben continued, not noticing my delay in 
·answering, "Yes, he has them in both ears." 
(Maxine Geddes, Delta, BC) 

Risky Business 
Several years ago, Mr Schwarz, an 87-year­

old widower, proudly presented to the geriat­
rics assessment unit demanding a penile 
implant. He lived alone, but claimed, "There 
are many women in my building who are very 
interested in me and my furniture." 

I conducted a careful history and physical to 
explore the possible causes of impotence and 
to review the patient's surgical risk. 

Mr Schwartz anxiously inquired, "So, Doc, 
can I get my implant?" 

"Well, first let's review the risks," I said 
cautiously. 

"Oh don't worry about the risks," he pro­
tested. "I always use a condom." 
(Rubin Becker, Laval, Quebec) 

Laughter is the Best Medicine 
Excerpts from Reader's Digest, June 1995 

Through the pitch-black night, the captain 
sees a light dead ahead on a collision course 
with his ship. He sends a signal: "Change your 
course 10 degrees east." 

The light signals back, "Change your course 
10 degrees west." 

Angry, the captain sends, "''m a navy cap­
tain! Change your course, sir!" 

''I'm a seaman second class," comes the 
reply. "Change your course!" 

Now the captain is furious, 'T m a battleship! 
I'm not changing course!" 

There's one last reply. 'Tm a lighthouse. 
Your call." 
(Contributed by Dan Bell) 



Classified Notices 
To place a classified notice: 
HMA members.- Please send a signed and typewritten ad to the HMA office. As a benefit of membership, HMA 
members may place a complimentary one-time classified ad in HMJ as space is available. 
Nonmembers.- Please call536-no2 for a nonmember form. Rates are $1 .50 a word with a minimum of 20 words or 
$30. Not commissionable. Payment must accompany written order. 

Position Available 

Medical Director sought for an exciting oppor­
tunity, in a multicultural, non-profit Community 
Health Center in rural coastal Oahu. The Health 
Center provides a full range of outpatient and emer­
gency medical services for the Waianae Coast with 
over 100,00 patient visits/year. Applicants must be 
board-certified in a primary care specialty with 5 
years of clinical practice and at least 3·5 years of 
medical administrative experience including man­
aged care. Full benefits package and competitive 
salary. Position will be available April 1, 1996. If 
interested, send CV by mail or fax by August 15, 
1995 to Waianae Coast Comprehensive Health 
Center, Medical Administration Office, 86-260 
Farrington Highway, Waianae Hl96792. Fax 808-
696-()389 Phone 808-696· 7081. 

General Internist.-The Dept of Veterans Affairs, 
Honolulu, Hawaii is seeking an outstanding clini­
cian-academician for a position with a recently 
established primary care team. Applicants should 
be board-certified and fully qualified for a university 
faculty appointment. The position included direct 
patient care, teaching/mentoring and anticipated 
research activities. An active medical license in any 
state and U.S. citizenship are required. Potential 
applicants should send CV and letter of interest to 
Steven MacBride MD, Chief of Medicine (111), VA 
Medical and Regional Office Center, 300 Ala Moana 
Blvd, Box 50188, Honolulu, HI 96850. FAX (808)· 
566·1896. An Equal Opportunity Employer. 

Family Physician. -looking for experienced fam­
ily physician to work in beautiful Kohala. Immediate 
opening. (808) 889·6236. 

Office Space 

I 

For Sale 

Must sell medical equipment and office furnishings 
of orthopedic practice. Call 487 ·9993. 

Office condominium. Kuakini Medical Plaza. 1876 
sq ft . Set-up for 2 orthopedic surgeons. Included x­
ray. Please call531-0502-laura. 

Locum Tenens 

Radiologist, semi-retired on Maui, available to 
cover on any island; Call (800) 784-MAUI or (808) 
875-9794. 

mel r. hertz 
MBA, CFP 

Controversies 
in Medicine 
Hawaii Medical Association's 

139th 
Annual Meeting 

October 5-B, 1995 

Hyatt Regency Maui 
Lahaina, Hawaii 

Topics to be discussed .... 

• Treatment Options in the Acute Stroke Patient 
• New Concepts in the Cause and Treatment of Alzheimers 

Disease 
• Cholesterol Confusion 
• Effectiveness of Cancer Screening Programs 
• Medical liS. Surgical Treatment of Coronary Artery Disease 
• The Role of Antiviral The~apy in the HIV·positive Patient 
• The Challenges of Caring for Patients with Fatal illness 
• Historical OvefView of Native Hawaiian Health Care 
• Update of Hawaiian Health Care Systems 
• Challenges to Collaboration 
• case Discussion: Diet and Weight Management 
• Case Discussion: Asthma 

Retirement Plans 
• 

I nvestm nt Management 
Consulting 

• 
Life and Disability 

Insurance 
• 

Charitable R m ind r 
Trusts 

Get away from it all. Set up practice In Hilo. No 
separate checks for property taxes, main! fee, rub­
bish & yard svc. Only $1.30 per sq ft. Ten minutes 
from Hilo Med Center.lnquiries: Business Mgr, Hilo 
Surgical Clinic, 101 Hualalai St, Hilo HI 96720. 
(808) 961-0679. 

Certified Financial Planner 

Sports medicine and orthopedic surgical prac­
tlce.-Willing to share office space at Queen's POB 
1 and Pali Momi POB. Complete staff, managerial 
system, radiology, and physical therapy svcs avail· 
able. Call Diane Fong, 536-4992, M-W·F or 487· 
7231 T-Th. 

Pacific Tower, Suite 2800 
1001 Bishop Street 
Honolulu, Hawaii 96813 
(808) 59 -4504 

Sown~'" Oflonod n-.p. IFG ~ Soa<ritiooo, Inc. (IFG), Morrbon NASO ..... SIPC. flnonc I Pl.wm10t S..VIciH 
Thr<>uJII AMocl.-1 f"10tanaol P'-, Inc. CAFP), baiMN<I In-Advi- ,._, r lwu • o """ --.:1 p<mapol 
oiiFG one! • ,.._.! ~ ollt> oli* AFP, ba4h of ..told. .. odww- unollihAild wilto doorond. 
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ij The Weathervane Russell T. Stodd MD 

One More Quicksand Pit in the 
Land of Managed Health Care. 
In Texas, an emergency room physician 
cared for a 49-year -old man who was known 
to have hypertension, who was extremely 
ill with headache and nausea, and had a BP 
of 1711105. In an effort to see the patient 
admitted for medical control, the ER doc 
phoned the HMO (Humana) physician on­
call. A heated telephone conversation en­
sued with the result that the patient was 
denied admission. The HMO physician on­
call, who did not know the patient, said the 
patient should go home on medication and 
come to his office in the morning. The 
patient suffered a paralyzing stroke after 
leaving the ER and brought a malpractice 
complaint based on the refusal of admis­
sion. Humana was exempted from liability 
by the ERISA statute, the hospital settled 
for six-figures, and the on-call physician 
was granted a summary judgment since he 
had never seen the patient. However, the 
Texas Court of Appeals reversed that deci­
sion, ruling that the patient's health care 
plan provided a doctor on call, and that 
when consulted, there is a physician/patient 
relationship between the doctor and the 
insured. The significance of this decision is 
that it expands the liability for managed­
care plans. In essence, once a doctor signs 
a contract with an HMO, it creates a poten­
tial relationship with every patient in the 
plan! 

There Is Nothing More Fright· 
lui than Ignorance in Action! 
The kind of arrangements encouraged be­
tween attorneys, accountants, and other 
professionals or businesses, become crimi­
nal if they involve doctors and medical 
care. Stark I and Stark II were unleashed on 
the body of medicine by the Office of the 
Inspector General of DHHS as of March 
31, 1995. The penalties for referrals to 
certain entities and for prohibited arrange­
ments and schemes, call for fines of not 
more than $100,000. The harshest penalties 
are directed at physicians or facilities that 
enter into cross-referral schemes in which 
owners of one entity arrange and refer to the 
other and vice-versa. A disgruntled ortho­
pedic patient who could no longer get x­
rays from his doctor wrote to Stark, "Wake 
up and smell the roses. Your legislation is 
out of step with reality. You have not helped 
anyone, but rather created a nightmare." 

Now even Pete Stark admits that some 
changes must be made. 

The World Has Achieved 
Brilliance Without Conscience. 
A surgical resident physician was stuck 
with a needle while caring for a patient who 
may have been HIV infected. When the 
doctor tested positive for HIV, he was 
suspended from the surgical program and 
offered alternative residencies. He refused 
and was dismissed from the hospital staff. 
Although there is no documented case of 
surgeon-to-patient transmission, the court 
supported the hospital action and cited the 
CDC recommendation that hospitals be 
allowed to bar HIV -positive surgeons from 
performing exposure-prone procedures. 

The Wolf Will Hire Himself Off 
Cheaply as a Shepherd. 
The bold legislative proposal from the 
House of Representatives regarding limits 
on malpractice awards for pain and suffer­
ing was discarded by the Senate. The limit 
of$250,000 was seen as too radical and the 
Senate even turned down a limit of 
$500,000. Self-appointed consumer advo­
cate, Ralph Nader, denounced any restric­
tions on malpractice awards and cited the 
disgracefully flawed study which purported 
to show 80,000 hospital deaths per year due 
to negligence. Mr Nader has neverrevealed 
his sources of financial support, but he 
invariably champions eloquently and often 
on behalf of personal injury attorneys. Sena­
tors Inouye and Akaka voted with the trial 
attorneys. 

Yon Cassius Thinks Too Much. 
Such Men are Dangerous. 
A doctor injected a paralytic drug into a 
three-day-old infant causing death, and the 
doctor was indicted for murder. The three­
judge panel who heard the case not only 
refused to punish the defendant, but thanked 
the doctor and apologized for having to 
drag him into court. The infant had spina 
bifida, hydrocephaly, and leg deformities. 
It screamed whenever touched, and no 
medical treatment could have kept the in­
fant alive for more than afew painful weeks 
or months. After consultation with several 
specialists and with the parents' approval, 
the doctor performed the merciful act. It 
happened in Holland. Had the event oc­
curred in Chicago, Los Angeles, or Talla--HAWAII MEDICAL JOURNAL, VOL. 54, JULY 1995 
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hassee the doctor would likely fear for his 
life. 

Nothing Looks as Good Close 
up as it Does from Far Away. 
In 1993, Washington state adopted the 
Health Services Act with medical system 
reform measures much like the original 
Clinton plan. The law provided for a mini­
mum benefits package, employer mandate 
to pay half the cost of health insurance, 
insurance premium cap, and a commission 
charged with implementing the reform law. 
Now all those measures are in the dumpster. 
In the end, business interests, the insurance 
lobby, the ERISA law, and a Republican 
House forced the Governor to sign a bill 
repealing the major provisions. In truth, 
when the rejected measures are examined, 
many of them look much like our medical 
system in Hawaii. 

Thou Shalt Not Bear False 
Witness on Behalf of Thy 
Neighbor. 
A woman claimed she was injured in a 
trolley accident in 1979. A physician testi­
fied on her behalf, but when his records 
were subpoenaed they failed to reveal any 
x-rays or note any complaints of back pain. 

. The doctor produced some handwritten 
notes attesting to his care, which he claimed 
he made immediately after office visits in 
1979. But a defense expert testified that the 
ink used in the notes wasn't manufactured 
unti11984. The physician was charge with 
perjury. 

Addenda. 
+ C.P. Snow has observed that our 

culture is splitting. One side is math­
ematical and scientific, and it knows an 
immense and rapidly expanding amount. 
The other side is literary, articulate and 
political, and it knows less and less. 

+You never get away. You only get 
someplace else. 

+ How do you get virgin wool? From 
ugly sheep. 

Aloha and keep the faith-rts. 

• 
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INTRODUCING THE 
VMAX SERIES. 

FOUR CARDIOPULMONARY DIAGNOSTIC 
APPLICATIONS. ONE INSTRUMENT. 

The Vmax Series from SensorMedics adds up to 
maximum performance. Four applications combined into a 
sing le instrument, or packaged as separate systems. 
Whichever configuration suits your diagnostic needs best, 
Vmax is the solution. 

Surprisingly affordable, Vmax instruments include a 
Five Year Warranty plus an Annual Supply Kit that limits 
your operating expenses. Nothing else equals the performance 
and financial advantage of a Vmax. Give us a call today and 
see just how the Vmax Series will multiply your laboratory 
capabil ities and not your budget. 

Vmax Hot Line: 1-800-231-2466, 

I~ + . 

extension 8558. 

I ~ . SensoR MEDICS 

The CardioPulmonary Care CompanyN 



MUTUAL fuNDS • STOCKS • BONDS • ANNUITIES • IRAS • RETIREMENT, COLLEOE, TRUST AND ESTATE PLANNINO 

... Full 
SBPViCB 
minus 

the ... 

Ban corp 
Investment 
Group, Ltd. 

Mernber NASD SIPC 

Full Service plus ••• 

convenient Bank of Hawaii 

locations. 

~ Investment products and services are not FDIC insured; are not deposits or other obligations or guaranteed by 
~ Bank of Hawaii or Bancorp Investment Group; and involve investment risks including possible loss of the principal 

amount invested. Bancorp Investment Group is a subsidiary of Bank of Hawaii. 

Securities and investment products are sold through Bancorp Investment Group. Trust and estate planning services are sold through 

Hawaiian Trust Company. 


