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Special Guest Editorial

Federal Foolishness and Marijuana

Jerome P. Kassirer MD
Editor-in-Chief

New England Journal of Medicine

Reprinted with permission from JAMA. 1997;336;366-367.
Copyright 1997, by The New England Journal of Medicine.

The advanced stages of many illnesses and their treatments are
often accompanied by intractable nausea, vomiting, or pain. Thou
sands of patients with cancer, AIDS, and other diseases report they
have obtained striking relief from these devastating symptoms by
smoking marijuana.1The alleviation of distress can be so striking
that some patients and their families have been willing to risk ajail
term to obtain or grow the marijuana.

Despite the desperation of these patients, within weeks after
voters in Arizona and California approved propositions allowing
physicians in their states to prescribe marijuana for medical indica
tions, federal officials, including the President, the secretary of
Health and Human Services, and the attorney general sprang into
action. At a news conference, Secretary Donna E. Shalala gave an
organ recital of the parts of the body that she asserted could be
harmed by marijuana and warned of evils of its spreading use.
Attorney General Janet Reno announced that physicians in any
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state who prescribed the drug could lose the privilege of writing
prescriptions, be excluded from Medicare and Medicaid reimburse
ment, and even be prosecuted for a federal crime. General Barry R.
McCaffrey, directory of the Office ofNational Drug Control Policy,
reiterated his agency’s position that marijuana is a dangerous drug
and implied that voters in Arizona and California had been duped
into voting for these propositions. He indicated that it is always
possible to study the effects of any drug, including marijuana, but
that the use of marijuana by seriously ill patients would require, at
the least, scientifically valid research.

I believe that a federal policy that prohibits physicians from
alleviating suffering by prescribing marijuana for seriously ill
patients is misguided, heavy-handed, and inhumane. Marijuana
may have long-term adverse effects and its use may presage serious
addictions, but neither long-term side effects nor addiction is a
relevant issue in such patients. It is also hypocritical to forbid
physicians to prescribe marijuana while permitting them to use
morphine and meperidine to relieve extreme dyspnea and pain.
With both these drugs the difference between the dose that relieves
symptoms and the dose that hastens death is very narrow; by
contrast, there is no risk of death from smoking marijuana. To
demand evidence of therapeutic efficacy is equally hypocritical.
The noxious sensations that patients experience are extremely
difficult to quantify in controlled experiments. What really counts
for a therapy with this kind of safety margin is whether a seriously
ill patient feels relief as a result of the intervention, not whether a
controlled trial “proves” its efficacy.

Paradoxically, dronabinol, a drug that contains one of the active
ingredients in marijuana (tetrahydrocannabinol), has been available

by prescription for more than a decade. But it
is difficult to titrate the therapeutic dose of this
drug, and it is not widely prescribed. By con
trast, smoking marijuana produces a rapid
increase in the blood level of the active ingre
dients and is thus more likely to be therapeu
tic. Needless to say, new drugs such as those
that inhibit the nausea associated with chemo
therapy may well be more beneficial than
smoking marijuana, but their comparative ef
ficacy has never been studied.

Whatever their reasons, federal officials are
out of step with the public. Dozens of states
have passed laws that ease restrictions on the
prescribing of marijuana by physicians, and
polls consistently show that the public favors
the use of marijuana for such purposes.1Fed
eral authorities should rescind their prohibi
tion of the medicinal use of marijuana for
seriously ill patients and allow physicians to
decide which patients to treat. The govern
ment should change marijuana’s status from
that of a Schedule 1 drug (considered to be
potentially addictive and with no current medi
cal use) to that of a Schedule 2 drug (poten
tially addictive but with some accepted medi
cal use) and regulate it accordingly. To ensure
its proper distribution and use, the govern
ment could declare itself the only agency
sanctioned to provide the marijuana. I believe

Continued on Page 100
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Editorial Letters to the Editor

Letter from the Editor - April 1996

Norman Goldstein MD, F.AC.P.
Clinical Professor, Medicine (Dermatology)

John A. Bums School of Medicine
University of Hawaii

Many thanks to members and nonmember readers of the Journal

who sent in these Letters to the Editor.
Since our publication of the Special Issue on Death and Dying

(December 1996), I continue to receive concerned letters. Never in

the 56-year history of our Journal have we received so many letters

on one subject. Please do continue to send those letter on D.A.D.D.
Doctor-Assisted Death with Dignity. All letters will be published
with the approval of the writer - anonymously if you wish.

As A.A. “Bud” Smyser, a valuable member of our Governor’s

Blue-Ribbon Panel on Living and Dying with Dignity, stated in his

“Hawaii World” (Honolulu Star-Bulletin, March 6, 1997): “I hope
we and the community can retain our civility as we debate.”

April is Donor Family Decision Month

April is “Donor Family Decision Month” in Hawaii proclaimed

by Governor Ben Cayetano on March 25.
The Organ Donor Center of Hawaii wants to encourage families

to discuss the option of organ, tissue and eye donation amongst

themselves, and then to decide what their future actions will be and

to make that commitment during the month of April.
Elliot I. Alvarado, the Executive Director of the Organ Center of

Hawaii has submitted the following article for our Journal. His wife

Peggy Strieper MD is a pediatric cardiologist.
Every physician should read his article and participate personally

and with family members and promote the Organ Donor Center via
our offices. Call the center at 599-7630 for information.

Congratulations on publishing an excellent HMJ on issues of
Death and Dying. There are many issues that do not have right or
wrong answers (my opinion). My position is to offer medication to
control pain, even if it increases the risk of lethal side effects.

I have problems with passing a law to assist patient suicide. lam
not concerned about the ethical doctor, the ethical patient and the
patient’s ethical family. I am concerned when any in the above
group are “slipshod” and only wish to resolve their personal prob
lem immediately.

For example, my mother had a stroke at age 91 years. For months,
it appeared the end was imminent for her. She is now nearly
completely recovered, and at age 95 is still coherent and enjoys her
friends.

Carl W. Lehman MD

Regardless of how warmly and fuzzily doctor-assisted suicide is
clothed by its proponents, it is still murder and against every ethical
and moral component of physician training (not to mention the
commandment of our Maker).

I am constantly amazed that physicians who can assist in child
birth and the saving of human life, can support the killing of that
same human being in later years. It will be a sad day in medicine if
doctors are looked on as killers (I’ll not mince words) rather than
healers.

William F. Moore, Jr. MD

I was pleased to read in the Hawaii Medical Journal about the
Blue Ribbon Panel to study the issue of Death with Dignity. The
special edition of the Journal which you edited on Death with
Dignity was a great contribution. Congratulations on an outstanding
job! It is unfortunate the AMA has taken such a reactionary stance.
Hopefully, Hawaii can eventually move ahead with legislation that
will address this issue.

Byron A. EliashofMD

I would like to congratulate you on the excellent Death and Dying
issue of the Hawaii Medical Journal. It is about time that the
medical profession begin to talk honestly about this subject. Good
doctors have quietly helped suffering patients end their lives to
relieve suffering since the beginning of our profession. The pro
nouncements of the American Medical Association on this issue are

_____________

essentially political. Keep up the good work.
Thanks to the Hemlock Society Ad in the Jour
nal, I have been able to make contact with the
Hawaii organization.

William B. Wenner MD

“Death has two sides. The good one is physi
cal death, when breathing or the heart stops.
Spiritual death, when part of the nervous system
withers and a person becomes a memory, is
especially bad if it occurs years ahead of physi
cal death. It is a feature of old age and sometimes
middle-age if a rogue gene is present. Its hall
mark is microscopic amyloid plaques, head
stones on the graves of dead nerve cells and
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fibers of the brain. The loss of brain functions creates a long

ghoulish existence entirely dependent on the continuous adminis

trations of others (a nursing home gold mine). It is called senile

dementia and is the certain fate of everyone who lives long enough.

If the present, common, and really criminal practice of life support
to and withholding physical death for years from the spiritually dead
continues, they may reach a number high enough to compose an
American version of the Nazi holocaust. Its theme being horrid
living instead of brutal slaughter. It could supplant the Nazi debacle
as history’s biggest and worst crime.

Euthanasia must be legalized and again become standard medical
practice. Give man the break he gives his beloved pets.”

to doctor assisted suicide. I believe it is a disservice to those who

would like a fair and impartial presentation of this very emotionally

charged and ethically important subject to be so heavily weighted

with the views of the Hemlock Society, and others who advocate

doctor assisted suicide.
That being said, I thank you for providing the leadership and

devoting the time and effort to publish the Hawaii Medical Journal.

Ann B. Catts MD

Continued on Page 100

Editor’s Comment:
The above letter was submitted to the Editor

of the Honolulu Star-Bulletin by Paul W.

Gebauer MD. A shortened version was pub

lished on February 12, 1997.

Dr Gebauer was kind enough to forward his

entire letter to me and appears above. He con

tinues his comments in his letter to me:

Thank you for the Journal (December 1996
Special issue), I feel the day will come when
there are 10 million spiritually dead housed in
American nursing homes, kept alive with tube

feedings etc., at a cost of more than a billion
dollars a day and causing even more broken
hearts and pocketbooks. Public outcry will then

force new legislation that says, “If he won’t
swallow, don’t feed him.”

Paul W Gebauer MD

The initial Hawaii Medical Journal issue on
Death and Dying, though weighted in favor of
assisted suicide/euthanasia, at least gave some
semblance ofpresenting the other side, presum
ably to engender real and open discussion. The
present second Journal issue on the subject
makes no attempt-to-provide a balanced discus
sion , and, in fact, contains what I believe to be
a rather inflammatory article (“Voluntary Eu
thanasia in the North Territory - Australia “)

which appears to demean and belittle those who

oppose assisted suicide by suggesting that op
ponents must be religious zealots or else lacking
in compassion.

There is oneparagraph in DrRussell T. Stodd’ s
“Weathervane” which does support the “slip
pery-slope” argument so disparaged by doctor
assisted suicide advocates. Unfortunately, there
is no reference to this paragraph to indicate that

there is a contrary viewpoint.
The Hawaii Medical Journal is published

under the auspices of the Hawaii Medical Asso
ciation. Most of organized medicine is opposed
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Where can physicians...
• Communicate and take action on issues of vital importance,
• Obtain educational information vitalto physician performance and

practice operations, and
• Establish vital linkages with colleagues who are employed, hospital-based,

managers or medical school faculty?

The 1997 Annual American Medical Association
Organized Medical Staff Section Assembly Meeting
June 19-23, Chicago Marriott Downtown
Chicago, Illinois
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• Provide “how to” information on preparing for audits,
• Give insight into the American Medical Accreditation Program (AMAP) and

its plan for improving the review process for physicians, and
Exhibits will showcase information system vendors equipped to capture required data.

To register call 800 AMA.32 1 1 and ask for the Department of
Organized Medical Staff Services.
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Medical School Hotline

The Integration of Clinical Skills and Clinical
Anatomy in Medical Education

Richard T. Kasuya MD, Marita Nelson Ph.D. and
John Melish MD, University of Hawaii

John A. Burns School of Medicine

The University of Hawaii John A. Burns School of Medicine has
anticipated and is meeting the needs of future physicians in a
constantly evolving, challenging environment. In 1992, the Robert
Wood Johnson Foundation Commission on Medical Education
recommended that medical schools integrate basic and clinical
science instruction and evaluation as one of five recommendations
for medical education.’ JABSOM responded to this call for im
proved integration by designing a new course combining introduc
tory clinical skills and clinical anatomy for the first-year curricu
lum. The primary goal was for students to develop an understanding
of clinical anatomy in the context of the basic physical examination
sequence and diagnostic imaging. Other goals include learning the
components of the problem-oriented medical record, medical inter
viewing and effective physician-patient communication.

The course is 14 weeks in length at the beginning of the first-year,
with 6-8 hours of structured activity per week. This time is divided
between large group interactive demonstrations, dissections in the
anatomy laboratory, and supervised practice of clinical skills. Six
afternoons are reserved for direct patient interactions under the
supervision of faculty and volunteer physicians throughout the
community. Students interview and examine select patients, discuss
and review pertinent clinical data, and receive feedback on their
interview, physical examination and communication skills. Addi
tionally, supplemental self-directed resources including videotapes,
computer-based learning, self-study lab modules, and recommended
readings are incorporated into the curriculum.

The organization and sequencing of the course follow closely the
sequence of the basic physical examination, as do the tutorial health
care problems that are studied concurrently and serve as the foun
dation of the medical school’s problem-based learning (PBL) cur
riculum. For example, when students are focusing on the basic
clinical skills, clinical anatomy and diagnostic imaging of the heart
and vascular system, they are concurrently working through a health
care problem on acute myocardial infarction in their tutorial ses
sions. The following week, the focus shifts to the clinical skills,
clinical anatomy and imaging of the abdomen, and the related
tutorial case covers acute viral hepatitis.

As the first semester of the curriculum is designed as an introduc
tion to the skills necessary for efficient and effective problem
solving, the health care problems, clinical skills and clinical anatomy
are presented as an introduction to topics that will be re-visited in
depth later in the curriculum.

Students are required to pass an integrated laboratory examina
tion, attend and satisfactorily complete all assigned course activi
ties. They also complete entry and exit questionnaires that assess
their appreciation of the value of, and interrelationships between,
the various components of the course. The results of these question
naires have indicated that students felt an improvement in their
understanding of clinical anatomy, clinical skills, elements of a
strong physician-patient relationship, diagnostic imaging and hu
man sexuality (p<O.O5). Their perception of the importance of each
component was high both before and after the experience. Written
feedback from clinical preceptors indicated that students were able
to apply the materials from this course to their patient care experi
ences. Feedback from tutors in subsequent units indicates that
students are better prepared in anatomy and imaging aspects of
health care problems than previously.

It is emphasized that this course represents a beginning of a
continuum of learning experiences that span the four years of
medical student education at JABSOM. Clinical skills laboratories
and preceptorship experiences continue weekly through the first
two years of the curriculum as a prelude to the more traditional
clinical clerkships of the third and fourth years. Supplemental to
actual patient care experiences, standardized patients and video
taped exercises are utilized throughout the curriculum for both
learning and evaluation. Similarly, this course represents the first of
many opportunities for students to learn anatomy and imaging.
Elective experiences in clinical anatomy are offered throughout the
curriculum, and continue to be emphasized in health care problems
and clinical clerkships. Moreover, diagnostic imaging, incorpo
rated into health care problems throughout the first two years of
training, is covered in the context of patient care in the third year
clerkships and offered as an elective for senior students.

In summary, this course represents an effective integration of
introductory clinical skills, clinical anatomy and imaging. Signifi
cant early patient care experience have been combined with a wide
variety of other instructional strategies. Students feel that the course
is valuable and satisfying, and faculty also believe that the course
helps students meet the desired behavioral objectives. This inte
grated course serves as a model for educational collaboration
between basic science and clinical teachers in the context of a
problem-based learning curriculum and provides students with a
solid foundation for future success as physicians.

References
1 Marston ROme Robert Wood Johnson Foundation Commission on Medical Education. The Sciences

ot Medical Pracbce, Summary Report. JAMA 268(9): 1144-1145.
2. Li, JTC Clinical Skills in the 21st Century. Arch Intern Med 154:22-24.
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Telemedicine Today
James E. Hastings MD

Professor and Chair of the UH Department of Internal Medicine

Introduction
Telemedicine is a rapidly expanding technology that is one of the

forces transforming our health care delivery system. It is the product
that results from the marriage of improved telecommunications and
automation technology applied to the problems we face in the
delivery of health care. It is an innovation whose time has come and
it will change the way we think of and practice our system of
medicine.

History
The history of telemedicine probably began when telephones and

radios were first used to allow physician-to-patient or physician-to-
physician conrmunication to address patient problems. This tech
nology was utilized in rural parts of our country as well as with ships
at sea. Its growth paralleled the development of the supporting
communications technologies. There is little literature but much
anecdotal information on this subject. The information tells of its
success in guiding, and influencing medical care. About 1958 we
find the first mention in the literature of the use of a video image
applied to the physicianlpatient encounter. There is sporadic men
tion of this technology over the next decade.

In the late 1960’s there were numerous demonstration projects
that produced a body of knowledge that was annotated in the
medical literature. This experience was funded in large part by the
federal government with the National Aeronatics and Space Admin
istration playing a very large role. The NASA medical department
realized the need to explore and understand the limitations and
possibilities of addressing medical problems and indeed disasters in
space, a location and environment where face to face care was
unavailable. These numerous demonstration projects, though use
ful and productive, closed when the federal funding ran out. The
technology was not user friendly. The economic utility was not
demonstrable to the bill payers. The communications infrastructure
was not robust enough to adequately support the endeavors. Lastly,
like many new ideas, there was enthusiasm for it only in the minds
of a few.

A decade later, starting about 1989, a resurgence began that has
continued to the present time. The technology has improved signifi
cantly, both in the telecommunications arena as well as the automa
tion arena. Not only has the technology improved, but it is more user
friendly and has penetrated deeper into society. More homes have
personal computers. ATM machines have become universal. Our
children play computer games daily. Telecommunications and
automation have both become much larger parts of our lives. This
time a much broader constituency within the federal government
enthusiastically supported telemedicine by initiating many and
more varied demonstration projects. Additionally, many state gov
ernments have joined in supporting telemedicine projects. Both the
telecommunications utilities and the automation industry have
become much more robust and presumably can see the economic
potential. Both have contributed significantly to this initiative.

International
Growth of telemedicine has occurred primarily in areas with

robust telecommunications infrastructure. This has been primarily
the United States and Europe. Rural Norway has become a leader in
the field. Individual demonstrations have occurred in most Western
European countries. Long distance communications links for radio
logical interpretation and consultations have been demonstrated
between several leading mainland US university hospital systems
and countries in the Pacific rim as well as the Middle East. Some of
the richer Pacific Rim countries are beginning to develop the
technology. The US Military has been a leader in implementing
telemedicine technology initially supporting the Armenian earth
quake relief in the early 1970’s and more recently in association
with major troop deployments into the Caribbean and to Bosnia.
Locally, Tripler Regional Medical Center has been supporting
health care in the South Pacific for the past 4 years with full motion
video teleconferencing and still frame visual communication to
either remote or economically deprived areas of the South Pacific.
Occasional contacts have been made between Tripler and military
sites in Asia, the Middle East and the continental United States. One
of the least heralded but most rewarding and least expensive
telemedicine experiments was the linking of health care personnel
in the Federated States of Micronesia, the Marshall Islands, and
Palau. Physicians in these areas have been linked with still image
capability over standard telephone connections. This link permitted
consultations with specialists in Hawaii, consultations between
local clinicians and Continuing Medical Education activities. This
advance was a joint effort between Tripler Regional Medical
Center, AT&T and the University of Hawaii at the Pacific Basin
Medical Officers Training Program in Pohnpei State.

Growth Patterns
The introduction of the technology today usually begins with the

specialties that make high use of images. Radiologists and patholo
gists are the usual initiators. This is true in Hawaii. The next step is
teleconferencing. Following this, more sophisticated and complex
interactions take place utilizing physiological data and direct dis
cussions by the patient and provider as a part of the consultation .The
initial efforts are usually point to point, between two well defined
geographic locations that already are related in a significant referral
pattern. Once the first two locations are established, it is much easier
to build other locations. Very quickly a network is established. The
initial concept is usually a wheel and spoke operation, but in many
cases this has given way to a web shaped network which makes
better economic use of the utility.

Bandwidth Availability
Cost of the bandwidth is a major determinant of the particular

technology utilized in these projects. If the only available band
width is that provided via regular telephone service, then the
experiment includes only voice and single frame images, EKG’s,
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etc. for the interaction. On the other end of the bandwidth spectrum
is full motion video and several channels of data running simulta
neously. This is very expensive today but broad band width provides
the opportunity for the distant consultant to visualize and process as
much or more information than is available if co-located with the
subject. Multiple simultaneous video channels may be especially
important if the consultation is a complex event such as telementoring
a surgical procedure. Demonstrations of this technology have
occurred locally at Tripler Regional Medical Center as well as at the
Kaiser Hospital. One of the most cost effective approaches being
developed is the so-called “store forward” technology where infor
mation is acquired and packaged in a computer and then forwarded
to the consultant at a later time. There are versions of these store-
forward systems that can include full motion video. Store -forward
technology plus advanced data compression will bring much more
information to the consultant without the expense of large band
width and without the requirement for three individuals (patient,
primary physician and consultant) to be precisely located at the
same point in time, as is required for real time, face to face,
consultations. These differences make store-forward a more flex
ible alternative that is less expensive and therefore more acceptable
than real-time connectivity.

Effectiveness
The experiences gained over the past three decades have shown

the effectiveness of utilizing these technologies to deliver health
care. Certainly, the greatest utility has been in underserved areas
where access is a significant problem due to the lack of skilled
personnel and time and distance separation. A great many studies
have demonstrated patient and provider acceptance of this technol
ogy. Numerous examples in many specialty fields including Inter
nal Medicine, Pediatrics, Ob/Gyn, Neurology, Psychiatry, Derma
tology and many surgical specialty areas have shown successful
utilization of the technology. Most of the literature is anecdotal and
uncontrolled. What are not available are business case studies that
demonstrate the economic utility of the technology. Further, more
rigorous studies need to be undertaken to demonstrate the limits of
the technologies. There is simply not enough data currently to
provide this information.

Impediments to growth
A Telemedicine Policy Review Group convened by the Western

Governors. Association, identified six problem areas that served as
barriers to the implementation of Telemedicine. This was reported
by Rashid Bashur, et al.

Problem 1—Inadequate Information Infrastructure and Uncoor
dinated Infrastructure. State policymakers need to understand the
complimentary nature of many societal functions utilizing this
technology and develop policy in support of this concept. Social
services, education, police, and health departments all need a
networked solution to improve their efficiency - and it can be the
same solution.

Problem 2—Regulatory Distortions, Limitations on Competi
tion and Fragmented Demand for Telemedicine Services. As most
telemedicine is developing in rural areas with limited availability of
communication companies, there is little competition to drive down
communication prices. We will have adequate competition within
the borders of Hawaii. Our problem occurs when we apply this
technology to the rest of our Pacific constituents.

Problem 3—Restrictive Reimbursement Policies for Telemedicine
Services in the Public and Private Sectors. This is a major issue for
the survival and growth of this technology. Third party payers need
to be educated about the benefits of increased access to care and
ultimately of diminished cost.

Problem 4—Restrictive Physician Interstate Licensing and Intr
astate Credentialing. States are grappling with this issue now and the
trend is to require some special licensing for practice in another
state. This will be an increased expense to the system and will
restrict the growth of the technology.

Problem 5—Malpractice Liability Associated with Telemedicine.
This issue has not been tested in the courts as yet.

Problem 6—Confidentiality of Patient Information. This is a
major concern and adequate safeguards need to be built in.

Future directions
Future development is going to be determined by a conwiex

interrelationship of capital availability and solutions to the -

ments listed above. Most importantly, though, this technoiog
becoming more universal and accepted by both providers arid
patients. It will grow. The issue is how fast and where. Most of the
literature and demonstrations to date have focused on sites charac
terized by their physical remoteness because of great distance or
time differences. Very little effort has looked at how this technology
will effect the more usual practice of medicine in urban areas. My
suspicion is that this is ultimately where the technology will have its
greatest impact. The ubiquitous television will become part of a bi
directional communication system of high band width. The “elec
tronic house call” is not a remote concept. The ability to improve
access for all patients is a real possibility. There are several experi
ments that have been federally funded that are looking at the
utilization of various forms of teletechnology utilization directed at
not geographically remote recipients, but focused instead on local
individuals who for a variety of reasons make high use of the health
care system. If these studies prove successful and are able to
decrease clinic or ER visits and prevent hospital admissions, per
haps the third party payers will support the development of the
technology and the bill payers will demand it. In the meantime, high
band width technology will continue to grow in availability and
decrease in cost so that more experiments with the technology can
be undertaken.

Conclusions
Telemedicine, after a halting start, has now become a part of our

health care system and will only grow over the next several years.
It will have a major impact on the way health care is delivered. In so
doing it will significantly increase access to care for many people.
There are a number of impediments in our system that will slow its
growth and may influence and divert its development. Cost remains
a major issue influencing the development of the technology and we
may need to wait until another approach to financing health care is
available. Under our current system of fee for service reimburse
ment, the economic disincentive to developing this technology is
significant. Countering this will be the demands of our patients for
the increased access and quality this technology offers.
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We have over 200 specialists who can immediately turn to one
another for assistance. But we’re not here just for each other.
Straub would like to be a valuable resource to other physicians
in Hawaii as well. Many of our specialists regularly visit the
neighbor islands and are available for consultations.

We respect the relationship you have with your patient, which
means we work closely with you to meet your needs and then
return your patient to your care as soon as possible.

If you’d like consultation on a case, just call us at one of the
numbers listed on the left. Or, if you’d like to talk to us about
providing your services at our hospital or at one of our 11
clinics, please call Dr. John Berthiaume, Vice President,
Professional Affairs, at 522-3973.

Give us a call today. After all, we’re here to help you help your
patients.

When it really matters,
people turi to

Stmub



The Birth of the RCMI Clinical Research
Center is a Joint Venture of the University of

Hawaii and Kapiolani Health
Carol Trockman MS*, Susan Pelke RN*, Harry Skidmore MSW’

Fred Greenwood DSc***, David Easa MD*

Hawaii established a Clinical Research Center with collaboration
from the University of Hawaii Pacific Biomedical Research Center,
the John A. Burns School ofMedicine and Kapiolani Health via a five
year award from the Research Centers in Minority Institutions of the
National Institutes of Health. Support offered includes consultative
services for protocol design; epidemiological and biostatistical
analysis; design of study forms; and data and specimen collection
and analysis.

Introduction
For the first time in the history of its medical community, Hawaii

has established a Clinical Research Center (CRC). This facility,
located at the Kapiolani Medical Center for Women and Children
(KMCWC) campus, was a collaborative effort by three community
forces. These included the Pacific Biomedical Research Center
(PBRC) and the John Burns School of Medicine, both located at the
University of Hawaii at Manoa (UHM), and Kapiolani Health.

The Clinical Research Center resulted from a five year grant
awarded by the Research Centers in Minority Institutions (RCMI)
beginning October 1995. The RCMI, which has a mandate to foster
development of clinical research through the establishment of
administrative and clinical research infrastructure in designated
minority centers, is part of the National Institutes of Health (NIH).
These centers are similar to the General Clinical Research Centers
(GCRCs) funded in over seventy major mainland academic centers
for some 30 years. The difference is that the criteria and funding
levels for awards to minority institution Clinical Research Center

Clinical Research Center’
Kapiolani Medical Center for Women and Children
1319 Punahou Street
Bingham Building
Honolulu, Hawaii 96826

Kapiolani Health Research lnstitute’
Kapiolani Medical Center for Women and Children

Pacihc Biomedical Research Institute”
University of Hawaii at Manoa

Please address correspondence to:
David Easa MD
1319 Punahou Street
Honolulu, Hawaii 96826

This manuscdpt was supported by a Research
Centers in Minority Institutions award, P2ORRI
A111091, from the National Center for Research
Resources, National Institutes of Health.

grants are tailored to provide a stimulus to clinical research. General
Clinical Research Centers are generally housed at institutions
already with state of the art technology, and have investigators of
national and/or international status. There was much more inpatient
research thirty years ago. That fact coupled with concerns over
expanding health care costs and the transition to managed care have
directed the current trend toward outpatient research. Thus, the
Clinical Research Center may be the only way for clinical research
to survive the health care cost crunch of the 1990’s.

In any case, the Clinical Research Center is the first opportunity
for the State of Hawaii to provide a mechanism for our multi-ethnic
population to participate in clinical research studies that address its
health care concerns. Support offered Hawaii investigators through
the Clinical Research Center includes consultative services for
protocol design, epidemiological and biostatistical analysis, design
of case report forms, assistance with treatment protocols, data
collection, specimen collection and analysis, as well as data entry
and analysis. The purpose of this report is to inform the Hawaii
medical community about this new center as well as to review the
activities of the first year.

Purpose
The specific purpose of the Clinical Research Center is to culti

vate the development of high quality clinical research in the State of
Hawaii, with a major goal being the growth of diverse clinical
studies significant to health care issues of minority populations, and
to stimulate interest and development ofresearch expertise in junior
and, particularly, minority investigators. The vision is to promote
clinical research activities in our community and to encourage
applications from all health care facilities and providers in Hawaii.
The success ofthe center may lead to future grants from the National
Institutes of Health and other agencies, as well as continued core
support for the Clinical Research Center, thereby firmly establish
ing the Clinical Research Center as a community resource.

A centralized faóility such as the Clinical Research Center was
needed given the scattered nature of existing clinical and basic
research activities in the community and the limited number of
institutions involved in clinical and basic research. A “Consortium
for Biomedical Research” was set up to bring together the institu
tions involved in biomedical research at the initiative of Dr Sally A.
Myers, The Queen’s Medical Center, to foster collaboration and
sharing ofstate resources. The University ofHawaii at Manoa is one
of these institutions through its John A. Burns School of Medicine
and two of its Organized Research Institutes - Pacific Biomedical
Research Center and the Cancer Research Center of Hawaii. The
other institutions involved with research include the medical centers
located in the major private, non-profit, community hospitals affili
ated with the Medical School - Kapiolani Medical Centers, St.
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Francis Medical Center, Kuakini Medical Center, The Queen’s
Medical Center and Tripler Army Medical Center (TAMC). A goal
of the Clinical Research Center is to avoid duplication, since the
center not only serves the existing limited cadre ofclinical research
ers but also increases the critical mass by providing linkages
between these and the basic researchers located predominantly on
the Manoa campus. To bridge this gap, Kapiolani Medical Center
for Women and Children has provided a central location with space
on the hospital campus as well as matching pilot project seed
monies, infrastructure support and clinical staff expertise.

From Proposal to Reality
Initially, the Clinical Research Center was to be housed in the

Kapiolani Women’s Center, a free standing facility several blocks
from the hospital campus. However, after considerable administra
tive discussion, the Clinical Research Center was relocated to the
hospital campus as it is much more convenient for investigators and
staff and closer to hospital resources as required. With planned
renovations successfully completed, the area measures 3500 square
feet and consists of four patient exam rooms, a patient waiting area,
a reception area, a storage and processing laboratory, a conference
room, office space for all staff, and a storage area. However,
although the Clinical Research Center was funded by the National
Institutes of Health Research Centers in Minority Institutions pro
gram as of October 4, 1995, it took several more months before
official notification was received, allowing appropriate organiza
tional and administrative structures to be implemented to birth the
center. Hiring of research personnel was a time consuming process
due to funding concerns and constraints, as well as the limited
availability ofqualified research personnel in our small community.

Our staff of eleven is comprised of a Program Director, David
Easa, MD; Program Coordinator, Susan Pelke, RN; three research
nurses; an epidemiologist; a computer specialist; a laboratory assis
tant; an administrative secretary; a grants specialist; and a biostat
istician. The current staff of experienced nurses and other research
personnel resulted from not only an evaluation of qualifications and
experience, but also an appreciation of personality traits that would
foster the teamwork and collegiality necessary in creating an appro
priate research infrastructure environment. It was also clear the
research personnel hired for the Clinical Research Center were
appropriately committed to the Research Centers in Minorities
Institutions’ goal of fostering quality clinical investigation into the
health problems of minorities. In that regard, the research staff
currently consists of an ethnic mixture of two Asian females, one
Filipino female, one Filipino/Portuguese female, one Japanese!
Caucasian male, three Caucasians females and three Caucasian
males.

The extraordinary amount of time needed to assist potential
investigators with protocol development was unanticipated. While
many are experienced clinicians and/or specialists, few are adept at
the research process. Because coaching of inexperienced investiga
tors is a major goal of the program, many hours have been spent by
the Program Director, Program Coordinator and staff in guiding
potential investigators and revising protocols, thereby delaying
actual protocol implementation.

Another unexpected, time-consuming and cumbersome situation
is the current requirement for each protocol supported by our
Clinical Research Center to be approved by at least two Institutional
Review Boards (IRB). These bodies approve all studies to insure
human subjects protection. Because University of Hawaii at Manoa
is administratively responsible for Clinical Research Center activi
ties yet research subjects are seen on the Kapiolani Medical Center
for Women and Children campus, both the Kapiolani Medical

Center Institutional Review Committee and the University of Ha
waii Committee on Human Studies must approve Clinical Research
Center protocols. In an effort to ease this situation, Clinical Re
search Center stimulated discussions are progressing toward accep
tance by the University’s Committee on Human Studies to accept,
without a second review, the recommendations of the Kapiolani
Institutional Review Committee.

The Clinical Research Center’s Scientific Advisory Committee
(SAC) was established as the official source of review for scientific
merit for potential Clinical Research Center protocols. Patricia L.
Blanchette, MD, MPH, Director of the Division of Geriatric Medi
cine, University of Hawaii atManoa School of Medicine, currently
chairs the committee. In addition, representatives from each of the
major hospitals of the community sit on the committee. Several
institutions, including Kapiolani Medical Center for Women and
Children, Pacific Biomedical Research Center, the Cancer Re
search Center, and the University of Hawaii at Manoa School of
Medicine, have provided more than one member. The organization
and construction of such a committee of clinical and basic science
scholars committed to the Clinical Research Center was a long and
laborious process, but one that forged a formidable group, display
ing enthusiasm, expertise, and comprising some of the best clinical
researchers in the community. To date, 16 projects have been
approved and funded. These projects represent researchers affili
ated with various institutions including Kapiolani Medical Center
for Women and Children, Leahi Hospital, Pacific Biomedical
Research Center, Queen’s Medical Center, the Cancer Research
Center, Tripler Army Medical Center, University of Hawaii at
Manoa, and private physicians.

Research Environment
To support professional growth and development, our biostatisti

cian has already conducted two consecutive six hour courses in
biostatistics for our staff, current and potential investigators through
out the community as well as medical center and University of
Hawaii at Manoa personnel. The course was co-sponsored by the
Clinical Research Center and Kapiolani Health Resource Institute
(KHRI) and is in keeping with our educational goals to foster
research expertise for inexperienced investigators. Another Kapio
lani-sponsored conference entitled “Protecting the Rights of Hu
man Subjects in Research,” was presented this summer and added
to the expertise of community investigators involved or planning
research with human subjects. Additional courses in epidemiology
and other basic research topics are currently being planned.

Invitation to the Community
To advertise and encourage applications from community cen

ters, the Program Director and Program Coordinator attended
regularly scheduled Institutional Review Board meetings of each
community hospital, presenting an overview of the Clinical Re
search Center and explaining the type and extent of support that may
be possible for each institution or individual investigator. Origi
nally, applications from hospitals other than Kapiolani Medical
Center for Women and Children were limited, but there was a great
desire to support clinical research studies proposed by investigators
from other hospitals. This may expand the number and type of
clinical research studies performed in the Clinical Research Center.

Since the Clinical Research Center has been funded for sixteen
months, it is early yet to measure its impact on institutional devel
opment. As Clinical Research Center activities intensify over the
next several years, a greater number of collaborations will be
possible between institutions in the community, between the Uni
versity and community hospitals, and between basic scientists and
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clinicians. Investigatorinitiatedresearchprojects
or ROl awards are the primary research award
from the National Institutes of Health for clini
cal and basic researchers. As these ROl awards
become more difficult to obtain, it becomes all
the more important to combine the expertise and
ability of basic scientists with clinical scientists
to expand the focus and depth of any clinical
research study with potential for meaningful
data so a reasonable chance of being funded is
possible in the future. We believe the central
location for this collaboration should and will be
in the Clinical Research Center.

Summary
For the first time, the State of Hawaii has a

clinical research center to meet the health needs
of its multi-ethnic population who are distanced
from clinical research centers on the mainland.
Major benefits of utilizing Clinical Research
Center services are sharing expertise of the
Clinical Research Center staff with potential
investigators and expediting implementation of
clinical studies. In short, the Clinical Research
Center has brought about an opportunity for
unlimited collaboration and cooperation between
community resources to maximize the clinical
research potential for the State of Hawaii and its
people.

The Clinical Research Center is actively en
couraging the submission of new protocols.
Interested investigators are encouraged to call
the Clinical Research Center at 973-5242 for
additional information. Assistance is available
with protocol design, as well as application
submission, dates for Scientific Advisory Com
mittee and Institutional Review Boards meet
ings. Help with other aspects of clinical research
protocols development such as input by an epi
demiologist and biostatistician, design of data
collection forms, data collection, specimen col
lection and analysis, and data entry and analysis
are also available.
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The Role of the Physician in the Organ
Donation Process

Elliott I. Alvarado, Executive Director, Organ Donor Center of Hawaii

For obvious reasons, physicians have had a major role in the organ
donation process in Hawaii. Starting from the recovery and trans
plantation ofkidneys in the early 1960’s by Dr Livingston Wong and
continuing in 1987 with the formation of the organ procurement
organization to serve the state of Hawaii independently of hospital
affiliation, physicians such as Dr Wong have been instrumental in
the organ donation process. Today, the organization that Dr Wong
helped to establish is known as the Organ Donor Center of Hawaii
and in September 1997 it will celebrate ten years of service.

Starting with a part-time staff and an occasional organ donor, the
organization now has a half dozen full-time staff with several part-
time staff to manage the recoveries of 12 organ donors annually. The
scope of annual activities for the organization has broadened to
include 18 tissue donors and over 60 eye donors (in collaboration
with the Hawaii Lions Club Eye Bank).

The role of the physician continues to be pivotal in this process.
For example, the physician has the responsibility to declare death
and inform the family. For a doctor trained to save lives, losing a
patient is often an emotional defeat. It is at this point, where
medicine can offer no further hope for the family, that the physician
must open a door of opportunity for the surviving family. The
“continuum of care” has progressed from patient to family and the
doctor has an important role to play. Just when there is nothing else
left to offer but sympathy, the physician can offer the family one
more option. The family has the final option, a final choice that gfly
they can make for the deceased patient, the option of donation.

While doctors are very well-trained in a variety of disciplines and
specialties, the role of approaching the family for consent must go
to a trained facilitator. Studies have documented the greater success
of trained personnel to secure consent from potential donor families

than physicians are able to obtain. These facilitators may be an
Organ Donor Center coordinator or a “designated requestor” at a
hospital who has been specially trained to approach bereaved
families. Approaching a family without training may even expose
the facilitator to some legal liability.

The opportunity to exercise the “right” of donation is one that
cannot be denied to a surviving family. Some medical professionals,
acting on what they thought were the family’s best interests, have
failed to present the option of donation and have found themselves
in lawsuits.

While all the cases have been settled out-of-court, it is obvious
that hospital staff and physicians should refer all deceased g
potential donors to the organ procurement organization for disposi
tion. Of course, many patients will fail to meet the medical criteria
for acceptability. But those criteria change with time and formerly
unacceptable potential donors from a few years ago are routinely
accepted today. The Organ Donor Center provides a valuable
insulating service to physicians by acting as the referral organiza
tion that accepts or declines a potential donor. The doctor never has
to make a decision regarding acceptability and will never have to
deny the donation option to a surviving family.

Since 1987, the Organ Donor Center of Hawaii has facilitated the
recoveries of almost 200 organ and tissue donors. The families of
those donors made important decisions to share the lives of their
deceased and thus spare the loss of life, or the loss of the quality of
life, for another family. Like the recipient families, donor families
have benefited from donation as well because they are able to find
meaning in their personal and tragic loss. Typical of what donor
families feel is this statement from a donor mom, “He donated
everything. Knowing how many people he helped has really been a

comfort to us. It is possible to bring some good
out of death. Our loved ones are lost to us for
now, but we will see them again. His name will
go on and on in a positive way.”

Physicians were part of that donation process
and they will continue to have an important role
in the donation process in the future by (1)
declaring death, (2) informing the family and
(3) leaving the option of donation open.
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Council Highlights

March 7, 1997
Roger Kimura MD, Secretary

The meeting was called to order by Dr Spangler, President at 5:38 pm.
Those present were Drs L. Howard, Treasurer; C. Lehman, Immediate

Past-President; AMA Delegates: C. Kam, A. Kunimoto; Alternate AMA
Delegate: F. Holschuh, S. Wallach; Speaker: H.K.W. Chinn, Vice-Speaker:
P. Blanchette; County Presidents: W. Dang, Jr., Honolulu; J. Betwee, Maui;
G. McKenna, Kauai; A. Bairos - W. Chang, W. Dang, G. Goto, J. Lumeng,
J. McDonnell, R. Stodd; Young Physician Delegate: G. Caputy; HMA
Alliance: C. Gutteling

HMA Staff: J. Won, B. Kendro, J. Asato, P. Kawamoto, A. Rogness -

recording secretary.
Minutes: The minutes of the January 10, 1997 meeting were approved as

circulated.
Dr Spangler reported: 1) that the Rib community is honoring retired

Senator Richard Matsuura on March 9 and that he and other physicians from
HMA will attend. The HMA will present him with a letter of commendation
and a plaque. 2) The special House of Delegates will be meeting on April 5
at 12:30 at the HMA office to receive the Reorganization Task Force’s report.
There will be no Council meeting in April; 3) He received a letter from the
U.S. Dept. of Health and Human Services stating that there is no scientific
data that marijuana is a safe and effective drug in treating patients.

Mrs Gutteling reported on the Doctors’ Day Ball which will beheld
on March 29th and encouraged physicians to attend. The proceeds will go to
the AMA-ERF, UH John A. Bums School of Medicine. The Alliance will
once again take out a two page ad in the newspaper in honor of Doctors’ Day.
There will be a proclamation signing for Doctors’ Day with the Governor and
Mayor. The Presidents of the HMA and HCMS are invited to attend the
signing. The Alliance also thanked Council for the $3,500 given to them in
support of their projects. The Alliance reported 104 registered and paid
members. The membership dues is $50. Physicians are encouraged to have
their spousesjoin. Council gave the Alliance a round of applause for theirhard
work on behalf of physicians.

For Action
• Council approved the payment of OSMAP dues in the amount of

$200 and the AMA Federation dues in the amount of $750.
• Council approved Finance Factors mortgage package as a benefit to

members and will announce it in the newsletter.
• Council agreed that the HMA do its own directory of physicians in-

house.
• Council approved the Finance Committee’s recommendation to stay

with SET as the portfolio managers for the HMA Employees Retirement Plan.
• Council approved the Tobacco Task Force’s recommendation to put

HMA’s logo on the anti-Tobacco posters which are to be distributed to
physician offices and 3rd and 4th grade classrooms in the State.

• Council approved the Annual Meeting Committee’s recommenda
tions 1 - 6 for the exhibit booth fee, exhibit fee booth waiver with support of
the scientific program, speaker honorarium, registration fees, proposed 1997
budget and to allow a pharmaceutical company to produce tote bags with
HMA’s logo on it.

• Council approved the Public Relations Committee’s recommenda
tion that the Distinguished Medical reporting awards be presented at the June
6 Council meeting to which only the winners and their bosses would be
invited.

• Council approved the Executive Committee’s recommendation to
send out the Dept. of Health Diabetes Control Program’s corrected Survey to
physicians in the state at little or no cost to the HMA.

• Council passed a motion that HMA’s Counsel contact the Regulated
Industries Complaints Office to discuss changing the language of the reports
on physicians given out to the public.

Component Society Reports
Kauai.—Dr G. McKenna reported that Kauai County Medical Society

met in January and he was elected the new President. They are considering a

public relations campaign on the island where physicians in the society would
write articles or volunteer to give talks on local radio or T.V. identifying
themselves as Kauai County members. They want to increase the publics
knowledge on issues facing them, such as managed care, etc.

Honolulu.—Dr W. Dang, Jr. reported that Honolulu County had their
first county society meeting where Susan Chandler did a presentation on the
QUEST program. Representatives from all the provider plans attended and
there was an interesting exchange of questions. The next county society
meeting will be in April where Keith Kamita from the local DEA office will
talk about the pressures on physicians.

Hawali.—Dr Spangler reported for Dr L. Sonoda-Fogel that their county
society had their first meeting on February 6. With the help of the Alliance,
the previous scholarship program will be reinitiated. They will be having
another summer family picnic and hope to recruit new members.

Maui.—Dr J. Betwee reported that their county society will also be
having a meeting with Keith Kamita from the local DEA office and David
Karp of M.I.E.C. in May. They will also be having a joint-sponsored CME
venture with Parke-Davis on Diabetes.

For Information
Health and Fitness Expo.—The anti-smoking character “The Extin

guisher” from the AMA was enjoyed by both children and adults at the expo.
Dr Holschuh complimented Mr Jon Won and the Tobacco Task Force for
their work at the Expo.

Legislative Committee.—At this point in time it is not sure what will
come out of the No-Fault bill. Dr Wallach met with Keith Kamita of the local
DEA office regarding certain drugs and their classification. Dr Howard
reported that there are 128 active bills that involve medicine that HMA is
watching, such as early intervention, volunteer services, elderly care, con
trolled substances, etc.

Physicians Accessing the Internet.—This is a hands-on course which
will be held on Saturday, April 19. There will be two sessions. Session 1 from
8:00 - 12:15 and Session 2 from 1 pm. - 5:15 pm. HMA member is $35,
Nonmember $110.

HMSA Pilot Project.—Dr Lehman reported that this is a pilot project to
reward physicians who are fee for service for various contributions. Two
physicians represent HMA on this project, Drs C. Lehman and J. Lumeng. It
was questioned that if participating in this program is measuring quality of
care. It was felt that the project is looking more at cost effectiveness which
may reduce utilization of services. Drs Lehman and Lumeng will continue to
attend the meetings and monitor the project.

MIEC.—A deductible program for professional liability through MIEC’s
Claremont Liability Insurance Company will be available in the near future.
Informational sessions will be held. This program will be available to MIEC
policyholders and nonpolicyholders, HMA members or nonmembers.

Special Report of the HMA Nominating Committee.—Dr Stodd
reported that the Nominating Committee met just before Council. The
Montana-Wyoming PRO board requires that they have 8 members from
Hawaii on their PRO board (6 members of the HMA and 2 nonmembers) It
was directed by the Executive Committee that the Nominating Committee
select the members. The Committee nominated physicians from the neighbor
island and Honolulu who have experience in evaluating medical quality of
care. The slate is as follows: One Year Terms: Drs Sakae Uehara and
Geoffrey Galbraith; Two year terms: Stephen Wallach, Paul Esaki and John
Berthiaume; Three year terms: Frederick Holschuh, Joe Palmer and Stephen
Kemble.

Labeling of Prescriptions.—Dr Howard received a letter from Senator
Cal Kawamoto kindly asking him to remind physicians about compliance
with the prescription labeling law. Physicians must ask their patients if they
want their diagnosis labeled on the prescription. It was felt by Council that the
symptom not the diagnosis should be placed on the label. Dr Howard will
discuss this with Senator Kawamoto.

Meeting was adjourned at 8:15 p.m.
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News and Notes Henry N Yokoyama MD

Life in These Parts
Conference Notes
“Neuroscience advances & the
Gamma- Aminobutyric acid (GABA)
Receptor”

Visiting professor James A. Ferrendelli MD,
Professor and Chairman, Department of Neurol
ogy, University of Texas—Queen’s Medical
Center, Friday morning conference, January 24,
1997.

I. Epilepsy
A. General Discussion: Seizures vs Epilepsy

Drug related
Syncopal
Metabolic
Traumatic
Poison
Infection
Febrile

B. Classification of Epileptic Seizures
(International Classification)

• Clinical Observation
• EEG Finding

Partial Generalized
Seizures Seizures

Bilateral
Initially

Wide Spread
Cerebral Involvement

C. Diagnosis of Seizures:
• History: From patient and witnesses

• PE/Neuro exam
• EEG: - Photic stimulation

- Hyperventilation
- Sleep deprivation

• Special Studies:
-CT&MRI
- Intensive CCTVIEEG monitoring

D. Treatment:
• Antiepileptic drugs in the past:

- marijuana, bromides, phenobarb
• Present Rx

I. Specific AEDs:
- phenytoin; carbamazepine (Tegretol);

Na Valproate; ethosuximide
2. Non-Specific AEDs:

- barbiturates; benzodiazepines
3. New AEDs:

• Felbamate
- for children; 3,000 patients
studied and 100,000 pts using it in
6 months; Toxicity: aplastic
anemia, hepatotoxicity.

• Gabapentin
- use in partial seizures;

low toxicity
• Lamotrigine

- well tolerated; rash 5-6% of
patients

• Toprivamate (Released 1 month ago)
- neurotoxicity

• Vigabatin (U.S-Japan)
- good drug; available next year

4. Parenteral Drugs
• IV phenytoin

- markedly insoluble; given IV
carefully to prevent
extravasation

• Parenteral Fospharytoin:
Well tolerated, faster
administration; IM also;
Disadvantages: perineal itching;
cost

II. Gamma-Aminobutyric acid (GABA) Syn
apse

A. General: GABA is the most common
neurotransmitter (includes 40% of the drugs).

GABA Receptor Modulates:
Benzodiazepan receptors; Picrotoxin
receptors; Barbiturate receptors; Steroid
Receptors

B. Clinical use of drugs at the GABAa
Receptors:

- antianxiety drugs;
- anticonvulsants
- sedatives
- hypnotics
- anesthetics (Also caffeine, amphetamines)

C. Drugs acting at GABAa Receptors
- Past: alcohol, barbiturates
- Present: benzodiazepines eg Valium
- Future: neurosteroids; butyrolactones

re Butylolactones: The next 10 years will
be exciting times.

Miscellany
A farmer stood leaning on a fence at the edge of

his property. He watched as a red sports car come
over the top of a hill and followed the road up to
the spot where he stood.

“Do you know how I can get to Route 91?” the
driver asked.

The farmer thought for a few seconds. Then he
said, “Nope.”

“Do you know where the nearest turnpike en
trance is?” the driver asked.

“Nope.”
“How about the town of Hadley. Do you know

which direction it is from here?”
“Nope.”
Exasperated, the driver raced his engine. “You

don’t know very much, do you?”
“Nope,” the farmer said. “But I’m not lost.”

Larry Wang’s Repertoire
“What’s a honeymoon salad?”
(It’s lettuce alone without dressing).

Potpourri
A man took his terminally ill dog to a vet. The

vet took the old dog in the back and laid him on
the examining table. His pet cat came in and
sniffed the dog. Sniff-sniff here and sniff-sniff
there for nearly a half hour until the dog finally
stopped breathing. The vet approached the dog
owner.

“Sorry, but your dog is dead. There wasn’t
much we could do for him.”

“Is there a charge?” the man asked.
“The charge will be $850 dollars.”
“What? Thats preposterous!”
“Well, $50 dollars is my fee and $800 dollars

for the cat scan.”

(An Atlanta Georgia joke as related by
‘Don’t Quote Me’ Ben Tom)

Elected, Honored & Appointed
Ophthalmologist John Corboy is the Small

Business Person of the Year. John is surgeon and
director of the Hawaiian Eye Center with nine
locations. He founded the Hawaiian Eye Founda
tion, anon-profit charitable group which provides
services, education and research on vision in
Pacific peoples and sponsors eye missions to the
South Pacific.

The Talented
Kaneohe resident and singing Straub physician

Kalani Brady played Sky Masterson
(Broadway’s leading crap shooter) in “Guys and
Dolls” at the Richardson Theater. Kalani ‘ s previ
ous role was as a rabbi and Jewish father in “The
World of Sholom Aleichem.” Kalani admits he is
no Marlon Brando, but promise that his character
will be suave and debonair with a “devil-may care
attitude.”

Hypocrite’s Oath
Luciel Jokeil, columnist for Island Business

discovered a 1935 HMA publication with the
following ad for Philip Morris cigarettes: “Take
no one’s word but your own” as to the advantages
of any one cigarette for patients with irritation of
the upper respiratory tract due to smoking—The
published studies on cigarette differences are
merely a starting point—It is only when doctors
make their own tests on their own patients who
smoke that they are fully convinced of Philip
Morris’s superiority.”

(Shades ofllAA2?)

Seizures

Non-Recurrent Recurrent
(Seizures) (Epilepsy)

l.
Symptomatic Idiopathic
(Secondary) (Primary)
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CAP Accredited Laboratory

Surgical Pathology

Dermatopathology

Cogy

Frozen Sections

Intraoperative Consultations

David M. Amberger, M.D.

2036 Hau Street Honolulu, Hi 96819
(808) 842-6600 Fax: (808) 848-0663

Federal Foolishness and
Marijuana
Continuedfrom Page 84
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that such a change in policy would have
no adverse effects. The argument that it
would be a signal to the young that “mari
juana is OK” is, I believe, specious.

This proposal is not new. IN 1986,
after years of legal wrangling, the Drug
Enforcement Administration (DEA) held
extensive hearings on the transfer of
marijuana to Schedule 2. In 1988, the
DEA’ s own administrative-law judge
concluded, “It would be unreasonable,
arbitrary, and capricious for DEA to con
tinue to stand between those sufferers
and the benefits of this substance in light
ofthe evidence in this record.”tNonethe
less, the DEA overruled the judge’s or
der to transfer marijuana to Schedule 2,
and in 1992 it issued a final rejection of
all requests for reclassification.2

Some physicians will have the courage
to challenge the continued proscription
of marijuana for the sick. Eventually,
their actions will force the courts to adju
dicate between the right of those at death’s
door and the absolute power of bureau
crats whose decisions are based more on
reflexive ideology and political correct
ness than on compassion.

Editor’s Note:
The Doctor’s Dilemma

Compassion, as defined in the dictio
nary, is the feeling of “sorrow for the
distress of another; with the desire to
help.” Indeed, it is this feeling of com
passion that unifies us as physicians,
and that motivates us to continue to
practice the art ofmedicine day by day.

The understanding that medicine is
not strictly scientific intercourse, but an
art form as well, has permitted us as
physicians to use our bestjudgement in
the care ofpatients when faced with a
dilemma.

In recent years, governmental con
straints have posed a different type of
dilemma before our medical commu
nity—one with far-reaching horns ca
pable ofmortally wounding ournation’s
strong medical profession, and by ex
trapolation, our patients. Today’s two-
pronged conundrum is this: can we con
tinue to treat patients with compassion
and best judgement while still remain
ing in compliance with new law?

Letters to the Editor
Continuedfrom Page 87

Until there’s a cure,
there’s the American
Diabetes Association.

and suffering of the dying patient. I hope to
work toward an improvement in physician
skills in this area.

I was moved to write this after getting a
consult letter from you with Hemlock Soci
ety info inserted. I cannot support you on
this one, in fact I’ll fight you every inch of
the way.

I have always had the utmost re
spect for your causes and crusades. I
have followed and praised your work
for historic preservation and avoid
ance of sun radiation. I am, therefore,
saddened by your support and crusade
for physician assisted suicide.

Physicians and healers. Tradition
has banned assisted suicide since the
time of Hippocrates. Physician as
sisted suicide is a slippery slope, very
slippery. I fear what it will lead to. I
believe that we, the profession, can do
a much better job in relieving the pain

natologists, intensivists, etc.
These are the ones who interface with

the public and are intimately involved
with pulling or not “pulling the plug”
(also transplant surgeons).

I, and I’m sure other of similar stripe,
would be willing to serve.

John H. Houk MD
Walter K. T Shim MD

I noted with interest that in your
1/97 editorial of the HMJ the Blue/Black
Ribbon panel had an absence of physicians
who are on the front lines of decision mak
ing such as pediatric surgeons, trauma sur
geons, oncologists, oncologic surgeons, neo



Classified Notices

Now you can use all the features of one of
the country’s leading practice management
software right in your own office.

With Praxis for the Office, you use your
own staff to do the billing, while maintaining
total control of your accounts receivable and
insurance filing. As with all Praxis systems,
local technical support is always part of the
package.

Compare us to any of the other guys. Feature
for feature, you’ll find Praxis software
simply a better, more efficient management
solution. Check out these advantages:

Electronic claims filing and remittance

HMO module

• Appointment scheduler

• Automatic posting and
downcode detection

• EOB imaging and storing management

• Front-end claims editor

• Custom report generator

By improving your data capture and
information management, your office
efficiency and productivity will go up. As
will your profitability. So you can’t afford to
wait. Contact Richard Mamiya for more
information about Praxis for the Office
at 948-9107.

To place a classified notice:
HMA members.—Please send a signed and type

written ad to the HMA office. As a benefit of member
ship, HMA members may place a complimentary one
time classified ad in HMJas space is available.

Nonmembers.—Please call 536-7702 for a non-
member form. Rates are $1.50 a word with a minimum
of 20 words or $30. Not commissionable. Payment
must accompany written order.

Office Space

Ala Moana Bldg.—Oral Surgery office adaptable for
M.D., 680 sq ft, 3treatment rooms/Recovery. Opposite
Lab/Xray. Any reasonable cash offer. 949-8187.
Queen’s POB I—Office space to share. Call Jim
Musgrave at 521-3473.
Liliha Medical Bldg.—1397 sq ft medical office, 4
exam rooms, 2 offices, nurse’s station, free parking.
Chaney, Brooks & Company 544-9557.

Services Available

Bookkeeping, Taxes, Payroll, design Quickbooks
and Peachtree Accounting Systems. Very knowl
edgable and reasonable rates. Call Rose Chan, CPA
at 262-0877 for free consultation.
Choice and Dignity in Dying. The Hemlock Society
USA. 800-247-7421. httpllwww.hemlock.org/hemlock
e-mail: hemlock@privatei.com. Join Today!

For Sale

Misc forsale.—Canon copier model 4050 $2,950; desk
60 x 30 $50.; Credenza 71’xl 8 $100. Ask for Nelson
536-7702.
Flexible sigmoidoscopy.—With complete accessories,
Call Susan at (808) 961 -06799 (Hilo).

Locum Tenens

Locum Tenens: Family PracticelUrgent Care.—
FPBC physician available for short term Locum Ten-
ens coverage. Please contact: Vadim Braslavsky, MD.,
7800 England Dr., #101, Overland Park, Kansas 66204.
Phone (913) 383-3285.

Position Available

Heavenly Hana.— Family practitioner needed to work
with newly formed community-based Hana Commu
nity Health Center to create a comprehensive medical
care program at the Hana Medical Center. This is an
opportunity to truly make a difference is this beautiful
rural community. Board certified preferred. Physicians
also needed for vacation and call cover. Please direct
inquiries to: Dan Omer, Hana Community Health Cen
ter, P.O. Box 807, Hana, Maui, Hawaii 96713.

Praxis
for the

(

Keep billing in-house.

Increase office efficiency.

Announcing
Practice

Management
Software

from Praxis

Q Praxis
A proven solution with local support.

1585 Kapiolani Blvd., Suite 1800, Honolulu, HI 96814
FAX (808) 949-0483



The Weathervane Russell T. Stodd MD

Believe everything you hear about the government;

nothing is too impossibly weird.
How confused is the present U.S. health care market? So confused, that

Washington is willing to pay New York hospitals $400 million over the

next six years not to educate doctors. According to HCFA, more doctors

means more expenditures for Medicare, so the perceived solution is to

reduce the number of resident positions. But, because the hospitals depend

on the Medicare dollars of $100,000 each year for each resident physician

(whom they pay $40,000), the government will continue to pay the

hospitals. In return, the hospitals agree to reduce the number of resident

positions by 25%.

Laser Hype! Get rich quick—or maybe not.
Summit Technology, Inc., announced plans to spin off its chain of

vision-correction centers. The company plans to focus instead on its core

business of selling the laser equipment to doctors. While analysts hailed

the move as long overdue, they remained skeptical that Summit can turn

around its flagging fortunes. Once the high-flyer, Summit has been hit hard

by stiff competition, poor earnings, and a federal government inquiry over

leaked documents. Additionally, the market for eye-surgery lasers has
proved a disappointment, and consumers remain cautious about the
surgery and its significant cost.

This plan needs a certain something—possibly
burial.

The idea seemed like an instant winner to Madison Avenue. C. Everett

Koop, MD one time Surgeon General, would appear on Time-Life Medical

tapes telling consumers about 30 common illnesses from prostate disor

ders to migraine and breast cancer. Drug stores, markets and discount

stores would offer vital disease information next to aspirin, band-aids and

hemorrhoid cream at $20 a tape. With news star Linda Ellerbee anchoring

the video and the fatherly Dr Koop sitting on the porch talking to people,

the public was just waiting to be informed. After all, health was “hot.” A
certain boffo bonanza! NOT! After a sales disaster, Time-Life pulled the

plug on the producers, and closed the door. Dr Koop was frustrated and
perplexed, called Time Warner Chairman Gerald Levin, and found the
decision was irrevocable. Sorry, Doc, you should have kept your day job
(and uniform).

If man had created man, he would be ashamed of his
performance.

Because the Texas bar believed that lawyers were violating soliciting

rules, a bar official represented herself as the mother of a Valujet crash
victim. As expected, two lawyers were quickly caught by the Commission

for Lawyer Discipline, but so far no charges have been filed against the
ambulance chasers. In fact, they are objecting, and claim the bar has

violated its own rules against misrepresentation. Texas bar officials claim

they had no plans for a sting operation until they were contacted by a

woman who had previously worked for two Houston attorneys who
employed her to sign up victims’ families. Those fun-loving lawyer
people—what a grand bunch! Makes one recall that cartoon of two snakes
eating each other.

When the government has it in for you there’s no
limit to what you may have to endure.

While Congress is planning additional cuts in Medicare to doctors and
hospitals (including some horrifying eye surgery reductions), patients are
registering their dissatisfaction with hospital care. A survey done by the
American Hospital Association encompassing 37,000 people in 12 states,
revealed that patients find medical centers a “nightmare to navigate,” that

they get sent home before they feel ready, that they seemed alienated from

their doctors, and that the hospital employs uncaring care-givers. William

Speck, MD president ofColumbia-Presbyterian Medical Center, traces the
problem to the rise of managed care, the focus on costs, and that “the whole

system has become depersonalized.” Obviously there is still a significant

market for independent patients and independent doctors.

Sin is geographical. Ethics are situational. Truth is
elastic.

Who do you trust? The public give the President a confidence level of
38% in high ethical standing, but then the public also rates Jack Kemp, the
GOP potential presidential candidate at the same level. Billy Graham, long
time bible thumping evangelist, rates a62% high ethical standing, but even
he is still far behind the man the public gives the highest rating at 76%,
former General Cohn Powell.

The professor ultimately makes an ash of himself.
If you are old enough to recall the 60’s, you remember Professor

Timothy Leary, one-time Ivy League guru of LSD and other recreational

toxins (turn on, tune in, drop out). He led a generation of flower children

seeking the meaning of life. Prostate CA caught up with the aging prof last
May, and now he is truly headed out of this world. For a fee of $4800,
Celestis, Inc., will provide an “astrofunerary” service and Leary’s ashes

will go into orbit. According to predictions, the ashes will orbit 350 miles
above the earth for about one year, then gradually succumb to gravity as
Timothy drops out for the last time.

You don’t tell deliberate lies, but sometimes you
have to be evasive.

A poll early last year revealed that 90% of Washington journalists voted
for Bill Clinton, but the media scoffed when critics called that confirmation

of a liberal bias. A newer survey shows most Americans disagree. The
Center for Media and Public Affairs hired Louis Harris to interview 3,000

people and determine what the public thinks about journalists. Some
findings: the media ignore people’s privacy, are influenced by the power

ful, are too negative, have too much influence, and abuse freedom of the
press. Other findings—49% think that the media usually don’t get facts
straight, and most Americans think the media are biased—67% said the
bias is liberal rather than conservative (even by liberals).

Addenda—
+ Rhinitis is the most common chronic disease in the U.S.
+ Population of Kuwait 600,000; percentage of adults employed by the

government, 92%
+ A lot of people have warned Pres. Clinton that Bosnia will turn into

another Vietnam, which would be embarrassing for him because he
will have to go back to college.

Aloha, and keep the faith—rts •
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Do you know why
doctor-owned
professional liability
insurance companies
were created
in the first place?
So doctors could have a reliable, financially-secure source of
coverage. And so they could have a say in the decisions that
affected their profession, their insurance coverage and its cost. —

For 16 years, Hawaii doctors have come to MIEC for the same
reasons... and more:

a Local peer review of all claims
a Hawaii claims office
• No claims are settled without the policyholder’s consent—

80+% of claims are closed without indemnity payment
a Educational seminars for physicians and medical office staff
a No cost office surveys
a Loss prevention advice

1997 marks the 12th year without a rate increase for MIEC’s
Hawaii physicians. This will be the ninth consecutive year of
dividend credits. With these credits, long-term MIEC —

policyholders will pay less in 1997 than they did in 1987.

SPONSORED BY
THE HAWAII MEDICAL ASSOCIATION 1fIIi(

FOR UNDERWRITING INQUIRIES:

Medical Insurance Exchange of California
6250 claremont Avenue, Oakland, California 94618
Telephone: 800-227-4527 • Fax: 510-654-4634

FOR CLAIMS INQUIRIES:

Hawaii Claims Office
1360 South Beretania, Suite 405, Honolulu, Hawaii 96814
Telephone: 808-545-7231 -

• The West’s first physician-owned professional liability insurance company
• $240+ million in assets
• $115 million in surplus
• “A” (Excellent) AM. Best rating



people:

• Our Plan Specialists make sure your employees understand the
program, which encourages high participation

• We coordinate announcements & enrollment meetings,
brochures, videos, and personalized meetings with sub-groups
and individuals

• We take care of the details, so you can take care of your
company’s business

FREE! AWARD-WINNING ENROLLMENT VIDEO! To get one, or to find out

more about the Future Horizons 401(k), call the Retirement Experts
at (808) 538-4400. Neighbor Islands call toll-free 800-272-7262.

.A h Hawaiian Trust Company, Ltd.
Minding your money. Building your wealth.

Any investments in stocks and bonds are subject to risks that may result in loss of principal,
and are not deposits or obligations of or endorsed or guaranteed by Bank of HawaII or
Hawaiian Trust Company, and are not insured by the FDIC, the Federal Reserve Board
or any other government agency.

The Future Horizons 401(k), developed by Hawaiian Trust, a unique
retirement plan specially designed to meet the needs of Hawaii’s


