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No doubt we all remember that the Latin word doctoris
means teacher, not personal healthcare provider, and not 

primary care (or other) physician. Arguably among the most 
important functions we can perform is to teach our patients how 
to best care for their own health. Not only is it our calling, it is 
fun; it is rewarding. We might tend to forget the power we have 
as doctors when we’re trying to complete our patient charts in 

the most recently re-
quired format, avoid 
HIPAA violations 
and infringements 
of the latest “ille-
gal” abbreviations 
in hospital records, 
prove our current 
clinical competence 
to credentialing au-
thorities who police 
us, learn yet another 
unwieldy computer 
system for “improv-
ing” our patients’ 
care, and fight for 
our patients’ needed 

medication or timely consultation. In the increasingly complex 
world of modern clinical medicine, it is easy to feel battered and 
defensive, and lose of the sense of our personal worth. But out 
there in the real world, people still highly respect doctors, and 
if we comport ourselves with appropriate dignity, a message 
we share can have great impact.
 Last month in this column, I addressed the importance of 
continuing medical education. I have devoted a signifi cant part 
of the past two decades of my life to developing and teaching 
the process of C.M.E. But I have also derived great satisfaction 
from participating in a large number of educational forums with 
the general public as the target audience. These have included 
small public screenings such as one last month in Lana‘i City, 
where I sat with people singing songs with the ‘ukulele and 
teaching them about preventing and caring for diabetes. They 
have included seminars with target audiences as varied as 
residents of nursing homes, employees of the O‘ahu Transit 
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Service, Rotary Clubs, conventions such as the Association of 
Hawaiian Civic Clubs, and larger gatherings such as Akamai 
Living, Prime Time Gold, and the Straub Foundation’s public 
education days, which reach up to a thousand attendees at a 
time.
 And then, understanding that people’s attention to learning 
is as varied as the people themselves, one can expand into 
mass media such as radio and television. As a frequent guest 
on health radio shows, I intend to reach a different listener 
than at live events. With weekly television medical talk shows 
such as ‘Olelo’s “Health in Paradise” and the PBS series “UH 
on Call”, we were able to stimulate increased awareness of 
personal health to a viewing audience by using graphics and 
action footage in addition to local health experts. Finally, the 
“soundbites” of the “Ask the Doctor” segment, which has run 
weekly on the KHON 2 Morning News for more than a de-
cade, have probably reached the largest audience, an estimated 
100,000. You, my colleagues, would not believe how easy the 
show is! For any primary care practitioner such as myself, there 
is always some simple teaching point for each question that one 
can share with the viewers to increase their knowledge of and 
commitment to health. Frequently, I have invited my students 
from the third year outpatient internal medicine course to the 
station, and their answers are just as appropriate as my own.
 As you wrestle with the complexity and intensity of mod-
ern medicine, I invite you to step out and spend some simple 
time teaching. The opportunities (and need) for volunteers 
are numerous. One can choose limited appearances for the 
American Heart Association, the American Cancer Society, 
the American Lung Association, the American Diabetes As-
sociation, the National Kidney Foundation, and a host of 
other organizations. One can join the speakers bureau of the 
Hawai‘i Medical Association, any of the specialty societies or 
medical centers, or civic organizations. Your reward will be 
an eager group of people ready to receive your wisdom, and 
it is indisputable that primary prevention is much more cost 
effective than the efforts we expend on patient rescue in the 
intensive care unit. Feel again the respect that is drained by 
so many of our daily duties in medicine. And when you are 
called doctor, remember what it means!
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Pediatric Obesity: 
Are We Under-diagnosing?
Assessing pediatric obesity at an urban community health clinic
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“We must…intensify efforts for early identification and 
early prevention of overweight and obesity, or we are 
going to have the first generation of children who are 
not going to live as long as their parents.”

(Dr. G. Blackburn, Associate Director of Division of 
Nutrition at Harvard Medical School)

Abstract 
Pediatric care providers are often discouraged by the 
scope and magnitude of our current childhood over-
weight epidemic. Numerous studies have shown the ad-
verse consequences of pediatric obesity, ranging from 
short-term physical and psychosocial consequences 
to long-term consequences that manifest in adulthood. 
In this study, we investigated rates of overweight and 
at-risk for overweight children in a community health 
center in urban Honolulu, Hawai‘i which serves a large 
multi-cultural and multi-ethnic population with a large 
presence of Asians and Pacific Islanders. This was 
done by conducting a chart review of the pediatric 
patients in the clinic. Twenty-four children had been 
formally diagnosed and recorded in their charts as 
obese/overweight during the last 2 years, out of 4,640 
pediatric patients seen (less than 0.5%). However, ac-
cording to this study, roughly 140 overweight children 
are seen monthly at this clinic, indicating a prevalence 
of more than 50%. Samoan and Micronesian children 
were found to be primarily impacted. 

Introduction
Obesity is one of the most difficult challenges currently 
facing pediatric primary care providers in the United 
States. The prevalence of overweight in children ages 
6-11 years in the United States has more than tripled 
in less than 30 years, increasing from 4% to 15% in 
2001.1 It is also estimated that an additional 15% of 
children are at risk for becoming overweight.2 These 
data together imply that providers have more than a 
quarter of their patients as overweight or at risk for 
becoming overweight.3 In Hawai‘i, according to the 
2003 Hawai‘i Youth Risk Behavior Survey, 27.3 percent 
of high school students were classified as overweight 
or at-risk for overweight and 48.6 percent of students 
were trying to lose weight.4

 Numerous studies have shown the adverse conse-
quences of pediatric obesity, ranging from short-term 
physical and psychosocial consequences to long-term 
consequences that manifest in adulthood. These include 
diabetes,5 hypertension, orthopedic complications,6 
asthma, sleep apnea,7 eating disorders8 and psychosocial 
problems.9 One study of school age and teen children 
found that obese children rated their quality of life as 
comparable to that of children with cancer.10 As adult 
obesity contributes to 4 of the 10 leading causes of death 
among U.S. adults including coronary heart disease, 
stroke, type 2 diabetes, and cancer, adult obesity is 
perhaps the most notable adverse outcome of child-
hood overweight.11 It has been estimated that at least 
one-third of overweight preschool children and one-half 
of overweight school age children remain overweight 
as adults.12

 It is predicted that with no successful intervention, 
the present generation of children could have shorter 
life spans than their parents.13 Treatment of overweight 
that is already established is more difficult, more 
costly, and less effective than preventing weight gain; 
therefore, prevention may be the best intervention.14,15 
When looking for evidence-based successful preven-
tive interventions, practitioners are faced with the fact 
that no long-term (longer than two years) evidence is 
available and no evidence-based overweight prevention 
guidelines exist.16

 Pediatric care providers can easily become discour-
aged by the scope and magnitude of this problem as 
the childhood overweight epidemic continues to grow. 
The main interaction between pediatric caregivers and 
their patients typically occurs in brief visits to the clinic, 
which might preclude the possibility of addressing a 
complex issue thoroughly. At a busy community health 
center, these are often sick-child visits, where acute care 
is the priority, as opposed to well-child visits, which 
allow for greater emphasis on preventive care. Neverthe-
less, as a first basic step in preventive intervention and 
in treatment of existing obesity, the American Academy 
of Pediatrics recommends that patients’ BMI should 
be calculated and plotted once a year for all children 
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and adolescents, and change in BMI should be used to 
identify rates of excessive weight gain. 
 To our knowledge, only two studies to date 
have tried to assess pediatric providers’ perfor-
mance in identifying obesity in their patients. 
One, in North Carolina, using voluntary surveys 
of physicians, revealed that although BMI charts 
are useful and provide a clear measuring stick in 
observing obesity, they are underused.17 The second 
study, in Children’s hospital in Pittsburgh, revealed 
that obesity was underdiagnosed in pediatric charts 
patients by 50%.18 In this case, the results were based 
on examinations of patients’ charts in a primary case 
practice located in an urban tertiary-care, academic, 
pediatric hospital serving an urban, poor, mostly Afri-
can-American population.
 For the study reported here, we investigated rates of 
overweight children in a community health center in 
Honolulu, Hawaii by conducting a chart review of the 
pediatric patients in the clinic. 

Study Design 
The study was conducted at an inner-city community 
health center in Honolulu, Hawai‘i which serves a 
large multi-cultural and multi-ethnic population with 
a large presence of Asians and Pacific Islanders. In the 
summer of 2004, a series of key-informants interviews 
with the pediatric providers revealed a need for inter-
ventions focused on overweight among their patients. 
The providers reported a large number of overweight 
children, some of them already suffering from weight-
related complications such as hypertension and high 
levels of cholesterol; however, neither the magnitude 
of the problem nor the effectiveness of diagnosis and 
intervention were known. Therefore, a chart review was 
conducted in order to assess the needs in the clinic as 
pertains to pediatric obesity. 
 The data used in this analysis were collected using 
two different methods: First, we reviewed all the charts 
of patients that were formally diagnosed as overweight 
anytime in the last two years. The patient list was 
generated using the health center’s Medical Manager 
System, designed primarily as an automated billing 
system. Second, we reviewed charts of all the pedi-
atric patients seen on two separate, randomly chosen, 
days. The CHC’s medical records are not automated; 
therefore chart review was the most accurate method 
of obtaining the data. 

Findings 
Results for Chart Review of Patients Diagnosed as 
Overweight 
Twenty-four children had been diagnosed and recorded 
in their charts as overweight during the last two years, 
while in 2004 a total 4,640 pediatric patients were seen 
(less than 0.5%). None of these charts included a BMI 
record. We therefore computed patients’ BMIs based 

on recorded height and weight and verified that all of 
them were correctly classified as overweight using the 
American Academy of Pediatrics definition (BMI more 
than the 95 percentile according to age and gender).19 
The average BMI for these 24 patients, computed ac-
cording to gender and age, was 36.2 while the 95% BMI 
threshold, computed according to gender and age, is 
22.7. Only one patient had a BMI slightly lower than 
the threshold (22.6) while the highest BMI measured 
in this group of overweight pediatric patients was 57.4. 
This group of identified overweight patients included: 
12 female and 12 males, with an average age of 11.2. 
Ethnically, there were eight Micronesians, six Samo-
ans, five Filipinos, three Hawaiians, one Laotian and 
one Caucasian.

Results for Chart Review of Pediatric Patient 
Sample:
Among 60 patients seen on two different days, 31 were 
infants and young toddlers, less than 2 years old. In our 
study we excluded children less than 24 months old 
as according to the American Academy of Pediatrics, 
BMI needs to be charted only for children older than 2. 
Among the 29 patients who were older than 2, 14 were 
not overweight but 15 (52%) were overweight (BMI 
higher than the 95th percentile according to gender and 
age). This overweight rate is significantly higher than 
the only other similar study currently available that 
found an obesity rate of 9.7% for children 3 months to 
16 years old. None of the patients in our sample that 
were found to be overweight based on their BMI was 
formally diagnosed and/or recorded as overweight by 
the providers nor was his/her BMI recorded. For the 
15 overweight children we found an average BMI of 
31.8 (95% average BMI=23.3), ranging from a low 
of 20.5 to a high of 43.1. Of these patients, 10 were 
female and five males; and their average age was 11.3. 
Nine of these 15 patients were Samoan. The rest were 
three Hawaiians, and one Micronesian, Tongan and 
Chinese, respectively. 

Discussion
As we see, the children in the second group were as 
significantly overweight as the children who were 
formally diagnosed as overweight, but this group was 
not diagnosed and not recorded as overweight/obese. 
According to the first chart review, one child a month is 
diagnosed in the clinic as overweight. If findings from 
the second review of patients over a two-day period are 
representative, then roughly 140 overweight children are 
seen monthly at this clinic. These are serious findings, 
clearly showing the need for (1) systematic identification 
of overweight children and documentation of BMI for 
all pediatric patients, and (2) an urgent need for cul-
turally tailored obesity prevention programs targeting 
especially Samoan and Micronesian populations.
 In response to these findings, the pediatric provid-
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ers at the health center implemented protocols to routinely assess 
and document BMI for all pediatric patients, and are committed to 
finding resources to more effectively address obesity prevention. 

Study Limitations
Our main limitation is clearly the small size of our sample. But 
another limitation is the population served at this Community 
Health Center: first of all, we found higher rates of overweight 
among Samoan and Micronesian children and we might want to be 
cautious with this finding, as BMI charts might not be appropriate 
to measure children from these populations that may tend to have 
bigger and heavier bodies than the populations on which the BMI 
is standardized. BMIs may therefore have to be used in conjunction 
with height and weight charts and a thorough physical assessment 
in determining overweight among these populations. Furthermore, 
the study might be biased as the population served in this clinic 
is primarily low-income. Although childhood obesity is prevalent 
across all population groups in America, low socioeconomic status 
might be a risk factor for overweight in young children. An analysis 
of data from NHANES III (1988-1994) showed that the prevalence 
of overweight was higher in low-income children (15.4%), than 
in higher-income children (8.8%). Since the population served at 
this clinic consists mostly of lower-income families, the reported 
results might not reflect the prevalence of the problem in other 
income groups.

Conclusion
While the multiple adverse consequences of childhood obesity 
are abundantly clear, many apparently efficacious interventions 
are beyond the scope of primary care practitioners, and for now 
there are limited resources for prevention and treatment. A systems 
approach that more fully integrates the child with family, school, 
health professionals and community is therefore recommended.20 
This system approach becomes clear when we observe that school-
based prevention programs studied to date have not been successful 
in reducing the prevalence of obesity21 and when we understand 
that the barriers for healthier weight are all around us: in vending 
machines at school, media targeting children, lack of walking/bi-
cycle paths and the amounts of inexpensive, fast and unhealthy 
food that surround us. It seems that only an environment that is 
conducive to physical activity and healthy diet will succeed in better 
obesity prevention. But, until policies change to make this happen, 
all medical practitioners must do their part by documenting BMI 
according to APA guidelines, making accurate diagnoses, raising 
patient and family awareness and actively guiding them towards a 
healthier lifestyle.  
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Abstract
Exposure to secondhand smoke causes adverse 
health outcomes particularly in vulnerable groups like 
children. This multi-centered prospective study exam-
ined the household exposure to secondhand smoke 
among asthmatic children presenting to emergency 
departments on O‘ahu, Hawai‘i. Findings revealed that 
asthmatic children of Samoan, Micronesian, Filipino, 
Part/Native Hawaiian and Other/Mixed Ancestry had 
a greater proportion of high exposure to secondhand 
smoke in the home compared to Japanese, Chinese 
and Caucasian ethnic groups. Asthmatic children with 
no insurance or with Medicaid had a greater frequency 
of high exposure to secondhand smoke in the home 
than those with private insurance. Additionally, an in-
verse relationship between caregiver educational level 
and exposure to secondhand smoke in the home was 
observed. Recommendations are provided to improve 
health outcomes and address the disproportionate 
burden of asthma in such children.

Introduction
Over the past quarter century, numerous scientific studies 
have established the damaging health effects resulting 
from exposure to secondhand smoke.1-3 Secondhand 
smoke (also called environmental tobacco smoke (ETS) 
or passive smoke) is a mixture of the smoke given off 
by the burning end of tobacco products and the smoke 
exhaled by smokers.4,5 This smoke contains a complex 
mixture of more than 4,000 chemicals, more than 50 
of which are known or probable human cancer-causing 
agents.1,2 Secondhand smoke is responsible for about 
35,000 deaths from heart disease and 3,000 deaths from 
lung cancer each year.6 Every year nearly 300,000 cases 
of bronchitis and pneumonia in children under 18 months 
of age are directly linked to secondhand smoke, which 
is also responsible for increased risk for ear infections 
and Sudden Infant Death Syndrome. Secondhand smoke 
triggers or exacerbates 200,000 to 1 million cases of 
childhood asthma.3,4 In 1992 the U.S. EPA concluded 

that sufficient evidence was available to demonstrate 
secondhand smoke’s causal association with additional 
episodes and increased severity of asthma in children 
who already have the disease.3 Exposure to secondhand 
smoke has also been identified as a risk factor for the 
onset of asthma in children who did not previously 
have symptoms.7

 The prevalence rate of smoking among adults in 
Hawai‘i is 21.1% compared with the national median 
prevalence rate of 23.1% [2002-CDC estimate].8 But 
smoking prevalence in Hawai‘i continues to be higher 
in some ethnic groups than in others as demonstrated 
by Maskarinec et. al. who reported that Native Hawai-
ians reported the highest smoking prevalence, Japanese 
the lowest, and Caucasians intermediate levels.9 These 
high prevalence rates by adults may result in increased 
risk of secondhand exposure to children in the home. 
The effects of secondhand smoke on the health of chil-
dren are particularly concerning because they are an 
extremely susceptible group. Children are vulnerable 
to secondhand smoke exposure for several reasons: 
(1) they are still developing physically, (2) they have 
higher breathing rates than adults, and (3) they have 
little control over their indoor environments.10 Children 
exposed to high doses of secondhand smoke, such as 
those whose mothers smoke, run the greatest relative 
risk of experiencing damaging health effects. 
 The dangers of secondhand smoke prompted an 
investigation by the Hawai‘i State Department of 
Health in 2003 to measure the population at risk of 
secondhand cigarette smoke from adults inside Hawai‘i 
households.11 The report estimated that 14% of Hawai‘i 
children under 18 years of age (n=40,200) were as at 
risk for exposure to second hand smoke inside the 
home. The study also determined that the exposure 
was approximately the same regardless of whether the 
children were asthmatic or not. While the study provided 
insight concerning the exposure to secondhand smoke 
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among children representing Hawaii’s general population, little is 
known about the characteristics of household smoke exposure among 
asthmatic children presenting to an Emergency Department (ED) 
with acute asthma symptomotology. Such children have been shown 
to be at greater risk for increased morbidity secondary to the lack 
of knowledge of asthma and its triggers, lack of appropriate asthma 
medications and absence of written asthma action plans resulting 
in repeated emergency visits and hospitalizations.12, 13 This current 
article will describe the secondhand smoke exposure of 897 asthmatic 
children (age 1-17) presenting to four major EDs on Oahu with an 
acute wheezing episode. We hypothesize that asthmatic children 
who visit the EDs have higher exposures to secondhand smoke in 
the home compared to asthmatic children representing the general 
population. A second hypothesis of this study is that ED asthmatic 
children of Part/Native Hawaiian will have a higher exposure of 
secondhand smoke exposure in the home compared with other ethnic 
groups. This is based on a previous investigation that indicated the 
high incidence of smoking in the Native Hawaiian ethnicity.9 
 Because secondhand smoke exacerbates asthma in children, 
identification of such exposure in the home will help target envi-
ronmental remediation activities to help decrease asthma morbidity 
in this group. In addition, this article will also characterize other 
household exposures identified by the parents as being responsible 
for triggering the child’s asthma. Since asthma is a multi-factorial 
disease, exposures to such irritants and/or allergens and viral infec-
tions may also be responsible for consequent morbidity. 

Methods

Study Subjects
Patients older than 12 months and younger than 18 years presenting 
to the EDs with asthma, wheezing or bronchospasm were eligible 
to participate in the study from 10/1/2002 to 8/1/2004. All research 
was conducted in accordance with appropriate institutional review 
boards. 

Study Design
This was a multi-centered prospective cohort study that included 
four Oahu emergency departments: 1) Kapiolani Medical Center 
for Women and Children (KMCWC)-a tertiary care children’s and 
women’s medical center in urban Honolulu, 2) Kaiser Permanente 
Medical Center (KPMC)-a general hospital in a residential com-
munity of Honolulu serving Kaiser plan patients, 3) Castle Medical 
Center (CMC)- a general hospital in a rural/residential community 
of northern Oahu, and 4) Waianae Coast Comprehensive Health 
Center (WCCHC)- a 24/7 emergency care center in a rural com-
munity of West O‘ahu. 
 Informed consent for participation was obtained during the ED 
visit when the following assessment data were collected: patient age, 
gender, ethnicity, medical insurance, asthma medication use prior to 
ED visit, the number of past ED/hospital/healthcare provider visits, 
medications administered/prescribed in the ED, hospitalization 
following the ED visit, possession of a written asthma action plan, 
asthma chronic severity classification, SpO2, heart rate, respiratory 
rate, number of days experiencing symptoms prior to coming to 
the ED, and signs present in the ED such as the use of accessory 
muscles and/or retractions. 

Ethnicity
Ethnicity was categorized into Native and Part Hawaiian, Filipino, 
Samoan, Micronesian, Caucasian, Chinese, Japanese and Other/
Mixed Ancestries. The Other/Mixed Ancestries category included 
African American, Asian/Pacific Islanders not otherwise specified, 
Hispanic, Korean, Laotian, Malaysian, Portuguese, Tongan and 
Vietnamese since these groups were too small in number to be 
categorized individually. 
 Asthma chronic severity classification was based on the National 
Institute of Health asthma guidelines, which categorized asthma 
severity based on daytime and nighttime frequency of symptoms in-
cluding coughing, wheezing and trouble breathing. Our investigators 
developed and validated a simplified algorithm to assess NIH-based 
asthma chronic severity classification for all ED patients.14 Written 
asthma action plans were defined as “written plans made by you 
and your [child’s] doctor to help care for your [child’s] asthma.”
 Follow-up data were collected by phone interviews three weeks 
and three months after the ED encounter. Data were collected by 
project and ED staff, including research assistants, project coordina-
tors, respiratory therapists, nurses and physicians. Follow up data 
elements included demographics; quality of life indicators; pattern 
of medical care (including prescription pick-up, PCP follow-up, 
current medication use); and home environment (including house-
hold smoking and exposure to allergens and triggers). The child 
was defined as being exposed to second hand smoke in the home if 
the caretaker reported that someone in the home smokes. Children 
categorized as exposed were further stratified into a low exposure 
and high exposure group. The low exposure group included smok-
ers who reported intermittent smoking both in the home and/or 
just outside or on the lanai of the home. The low exposure group 
also included children who lived with separated families in which 
one of the parents smoked in one of the homes. The high exposure 
group included children living with one or more smokers (range = 
1- 5 smokers) who reported always smoking inside the home. These 
smokers included mothers, fathers, siblings, grandparents, aunts and 
uncles of the asthmatic children. 
 All data was obtained in a standardized fashion at each ED, recorded 
on a standardized paper data form, and entered into a database for 
subsequent analysis. Data were analyzed using chi-square analysis 
as appropriate. 

Results
ED child asthmatics demonstrated a threefold higher, overall expo-
sure to indoor smoke than child asthmatics in the general Hawai‘i 
population (table 1). Significant differences were found among the 
ethnic groups and child exposure to secondhand smoke in the home 
(table 2). Asthmatic children of Samoan, Micronesian, Filipino, 
Part/Native Hawaiian and Other/Mixed Ancestry had a greater 
proportion of high exposure to secondhand smoke in the home 
compared with Japanese, Chinese and Caucasian ethnic groups 
(p<0.001). Asthmatic children with no insurance or with Medicaid 
had a greater frequency of high exposure to secondhand smoke in 
the home than those with private insurance (table 3). The caregivers 
(i.e. parents and/or guardians) of the asthmatic children completing 
fewer years of education had a significant, elevated frequency of 
high exposure to secondhand smoke in the home than those com-
pleting more years of education (p<0.001). Within our sample of 
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asthmatic caregivers, 57.1% who completed grades 1-
11, 37.7% who completed a GED or 12th grade, 36.5% 
who completed other (foreign) schooling, 27.5 % who 
completed 1 or 2 years of college/technical/vocational 
training, 16.6% who completed three or four years of 
college/technical/vocational training, and 16.0% who 
completed 5 or more years of college/technical/voca-
tional training of their children had a high exposure to 
secondhand smoke in the home (n=897) [table 4]. When 
assessing the environmental exposures recognized by 
parents as being responsible for triggering their child’s 
asthma, we found that 57.0% were uncertain and did 
not know. Of the parents that were able to recognize 
the environmental exposures responsible for triggering 
their child’s asthma, weather (43.0%), sickness (32.4 
%), allergies (20.1 %), tobacco smoke (15.2 %), and 
exercise (13.2%) were the most frequently reported 
followed by miscellaneous (4.3 %), outdoor triggers 
(3.7 %), emotional factors (2.1 %), ingested (cold) items 
(1.3% ), chemicals (0.9 %) and existing conditions (0.8 
%) [table 5]. The percentages will not equal 100 % 
because the parents were not limited in their responses 
for trigger identification. For instance, one parent may 
have indicated three asthma triggers including sickness, 
exercise, and emotional factors.

Discussion

ED child asthmatics are three times more likely to be 
exposed to secondhand smoke in the home.
Approximately 42.7% of Hawai‘i child asthmatics 
visiting the ED were exposed to secondhand smoke 
in the home—this percentage is more than three times 
that of asthmatic children representing the general 
population of Hawai‘i (table 1). It is also similar to the 
48.2 % of asthmatic children representing a national 
sample of inner-city whom were exposed to secondhand 
smoke in the home.15 Previous studies have indicated 
that high-risk asthmatic children in the inner-city are 
exposed to elevated levels of allergens, indoor air pol-
lutants and are differentially affected by asthma when 
compared to non-inner-city children.15,16 While our ED 
patients account for a mixture of rural and urban child 
asthmatics in distinct geographic regions of Oahu, 
they share similar characteristics of other high-risk 
children disproportionately burdened with this chronic 
disease. High-risk households include groups with (1) 
a low socioeconomic status (2) a lack of awareness and 
understanding of appropriate actions to reduce asthma 
trigger exposures, (3) poor understanding of asthma, 
including management techniques, which result in 
increased symptoms, severity, recurrent exacerbations 
and repeat asthma-related emergency department visits 
and hospitalizations.12,13,15 
 The high exposures to household smoke in our ED 
asthmatics indicate that secondhand smoke is a signifi-
cant target for environmental remediation activities to 

Table 1.— Comparison of exposures to secondhand smoke between asthmatic children 
representing the general population of Hawaii and asthmatic children who visit the 
Emergency Department. 

General Population of Hawaii 
Child Asthmatics

(n=40,200)

Hawaii Child Asthmatics visiting the 
Emergency Department

(n=897)

Percent Exposed 14 % 42.7 %*

* Children under 12 months of age were excluded.

Table 2.— Ethnicity and the number of asthmatic children with no, low-, and high 
exposure to secondhand smoke in the home. 
P < 0.001 none low exposure high exposure Total

Ethnicity 

Chinese 10 2 1 13

Japanese 27 9 5 41

Caucasian 35 5 11 51

Part/Native Hawaiian 124 36 70 230

Filipino 84 19 48 151

Micronesian 35 5 20 60

Samoan 42 10 36 88

Mixed/Other Ancestry 150 31 82 263

Total 507 117 273 897

Table 3.— Medical insurance status and the number of asthmatic children with no, 
low-, and high exposure to secondhand smoke in the home. 
P <0.001 none low exposure high exposure Total

Private 269 38 15 322

Medicaid 226 74 234 534

No Insurance 12 5 24 41

Total 507 117 273 897

Table 4.— Caregiver educational level and the number of asthmatic children with no, 
low-, and high exposure to secondhand smoke in the home
P <0.001 none low exposure high exposure Total

Completed

Grades 1-11 9 3 16 28

GED or 12th grade 149 49 120 318

1 or 2 years of college/
technical/vocational training 177 45 84 306

3 or 4 years of college/   
technical/vocational training 119 12 26 157

5+ years of college/   
technical/vocational training 21 0 4 25

Other 32 8 23 63

 Total 507 117 273 897
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reduce asthma morbidity in this population. The National Asthma Education and 
Prevention Program guidelines recommend remediation activities to reduce the 
detrimental effects of secondhand smoke exposure to asthmatics in addition to 
other environmental exposures and allergens in sensitive patients. 
Their recommendations17 include:
 
For Allergens:
1.  Animal dander: Remove animal from the house or, at a minimum, keep  
  the animal out of patient’s bedroom and seal or cover with a filter air  
  duct that lead to the bedroom.

2.  House-dust mites: 
  a. Essential: Encase mattress in an allergen-impermeable cover; encase  
  pillow in an allergen-impermeable cover or wash it weekly; wash sheets  
  and  blankets on the patient’s bed in hot water weekly (water temperature  
  > 130°F is necessary for killing mites).

  b. Desirable: Reduce indoor humidity to less than 50 %; remove carpets  
  from the bedroom; avoid sleeping or lying on upholstered furniture; re 
  move carpets that are laid on concrete

3.  Cockroaches: Use poison bait or traps to control. Do not leave food or  
  garbage exposed.

4.  Pollens (from trees, grass or weeds) and outdoor molds: To avoid expo- 
  sures, adults should stay indoors with windows closed during the season  
  in which they have problems with outdoor allergens, especially during  
  the afternoon.

5.  Indoor mold: Fix all leaks and eliminate water sources associated with  
  mold growth; clean moldy surfaces. Consider reducing indoor humidity  
  to less than 50%.

Table 5.— Environmental exposures recognized by parents as being responsible for 
triggering child asthma (n=897).
Uncertain/don’t know 57.0%

Weather 43.0%

   Kona winds (3.6%)

   Air Conditioning (3.3%)

Sickness (viral infection) 32.4%

   Acquired from other children including siblings (5.4%)

Allergies 20.1%

   Dust (12%)

   Food and other (6.3%)

   Pets (4.7%)

   Mold (1.8%)

Smoke 15.2%

Exercise 13.2%

Miscellaneous 4.3%

Outdoor triggers 3.7%

Emotional Factors 2.1%

Ingested (cold) items 1.3%

Chemicals 0.9%

Existing Condition 0.8%

Indoor/Outdoor Pollutants and Irritants:
6.  Discuss ways to reduce exposures to the follow- 
  ing:
  a. Wood-burning stoves or fireplaces
  b. Un-vented stoves or heaters
  c. Other irritants (e.g., perfumes, cleaning  
    agents, sprays)

Tobacco Smoke:
7.  Tobacco smoke: advise patients and others in  
  the home who smoke to stop smoking inside the  
  home or to smoke outside the home. Discuss  
  ways to reduce exposure to other sources of to- 
  bacco smoke, such as from day-care providers  
  and  the workplace.

 Because exposure to household smoking is so wide-
spread in our ED child asthmatics, we recommend 
avoidance of smoking altogether including outside of 
the home. A previous study demonstrated that envi-
ronmental tobacco smoke (ETS) contamination and 
ETS exposure were 5–7 times  higher in households 
of outdoor smokers as compared with households of 
non-smokers.18 Although these “outdoor” smokers were 
attempting to protect their infants by smoking outdoors 
the data clearly demonstrated this was not effective.  
The investigators summarized that infants of smokers 
are at risk of ETS exposure in their homes through 
dust, surfaces and air. Furthermore, they concluded 
that although smoking outside the home reduced ETS 
(in comparison to households of indoor smokers), it 
does not protect a smoker’s infant from ETS exposure 
or contamination of the smoker’s home. 
 Additional studies support the recommendation and 
benefit of banning indoor smoking. A study on asthmatic 
children who were exposed to environmental tobacco 
smoke (ETS) in homes where at least one person smoked 
demonstrated that absolute smoking restrictions in the 
home by parents were associated with lower reported 
levels of smoking, ETS exposure, and air nicotine 
and urine cotinine concentrations.19 Another study 
demonstrated that banning smoking in the home has a 
small but significant effect on urinary cotinine levels in 
infants, independent of household cigarette consump-
tion, housing tenure, and overcrowding, whereas less 
strict measures (i.e., permitting smoking in the home 
but placing restrictions on smoking near the baby or 
‘airing-out’ the room after smoking), had little or no 
effect on the infants’ exposure to ETS as indicated by 
cotinine levels.20  

Previous studies of other populations indoor 
exposures
Some interventions to reduce secondhand smoke ex-
posure in children have been promising. A randomized 
trial to reduce passive smoke exposure in racially and 
ethnically diverse low-income families demonstrated 
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that a motivational interviewing session with follow-up counseling 
calls by health educators that emphasized personal responsibility for 
change, enhancement of self-efficacy, and objective feedback in the 
context of a supportive relationship was successful in significantly 
lowering objective measures of passive smoke exposure (nicotine 
levels) in households.21 Reductions were also demonstrated in another 
controlled trial through coaching sessions to reduce ETS exposure 
among asthmatic Latino children.22 A randomized controlled trial 
of an ETS reduction intervention in low-income asthmatic children 
(ages 3-12) involving a cotinine-feedback, behaviorally based 
education by nurses demonstrated a significant reduction in asthma 
health care utilization.23 
 However, other investigations have been less successful or unsuc-
cessful alluding to the difficulty in addressing the addictive nature 
of cigarettes (nicotine) and behavioral change. A controlled study 
assessing the effect of feedback regarding urinary cotinine and brief 
tailored advice on home smoking restrictions among low-income 
parents of children with asthma noted no significant differences 
between groups in the mean reduction from baseline in total daily 
consumption or consumption in front of the child, children’s urinary 
cotinine level, or parental smoking cessation.24 Since the intervention 
did not change parents’ tendency to ban smoking in their homes or 
otherwise change smoking habits to reduce their children’s expo-
sure to ETS, more intensive interventions were recommended by 
investigators. 
 Because asthma is a multi-factorial chronic disease, a more com-
prehensive approach has a higher likelihood for improved outcomes. 
A study conducted by the National Cooperative Inner-City Asthma 
Study indicated reduced complications of asthma after conducting 
an individualized, home-based, comprehensive environmental in-
tervention using a culturally sensitive approach with modules built 
on behavioral change theory that address the allergen and smoking 
exposures in inner city child asthmatics (age 5-11). Successful teach-
ing points specific to household smoking included: (1) providing 
caretaker education the importance of avoiding smoking exposure 
at home and in public places (2) reminder signs for the home and 
child’s bedroom (e.g. “No Smoking/Lungs at Work), (3) shared 
decision-making strategies with the parent/caretaker to eliminate 
or reduce child’s exposure at home, primarily to keep smoke out 
of the child’s bedroom (4) providing a list of local smoking cessa-
tion programs if the parent/caretaker assessed as ready to change 
and (5) giving families a HEPA air purifier for child’s room and 
instructions in its use.15,25  However, a similar home intervention 
addressing environmental allergens and tobacco smoke tailored to 
low-income wheezing infants age 9 to 24 months did not reduce 
respiratory symptoms or medical use relative to a control group.26 
This is particularly important because the majority of childhood 
asthma onset, manifested as wheezing illness, occurs during the 
first 2-3 years of life.27,28,29

 More studies are needed to determine ways to improve outcomes 
in this younger age group. Although some asthma triggers are rea-
sonably controllable (e.g. reduction of animal dander, dust mites, 
food allergens etc.) certain ones are more difficult for parents and 
health care providers to control such as viral infections/colds. 

Ethnicity, Socioeconomic Status
The demographics of Hawai‘i children at risk for repeated asthma-

related ED visits were previously characterized.10,11 In addition to 
behavioral practice, cultural beliefs and barriers to asthma care, 
socioeconomic factors were identified among the asthmatics. In 
this current investigation we specifically assessed the association 
between ethnicity and asthmatic child exposure to secondhand 
smoke in the home. Within our sample of asthmatic children, the 
percentage exposed to secondhand smoke in the home by ethnic 
classification included 52.3% Samoan, 46.1% Part/Native Hawai-
ian, 44.4% Filipino, 41.7 % Micronesian, 34.1 % Japanese, 31.4 % 
Caucasian, 23.1% Chinese and 43.0 % of Other/Mixed Ancestries 
(n=897). Significant differences were found among the ethnic groups 
and child exposure to secondhand smoke in the home. Asthmatic 
children of Samoan, Micronesian, Filipino, Part/Native Hawaiian 
and Other/Mixed Ancestry had a greater proportion of high exposure 
to secondhand smoke in the home compared with Japanese, Chinese 
and Caucasian ethnic groups (p<0.001). A study assessing ethnic 
differences in trends and determinants of cigarette smoking in the 
state of Hawai‘i demonstrated that Native Hawaiians reported the 
highest smoking prevalence, Japanese the lowest, and Caucasians 
intermediate levels in a combined data set of 158,629 subjects 
representing 40.0% Japanese, 30.3% Caucasian, 14.3% Hawaiian, 
8.1% Filipino and 3.0% Chinese. Our previous investigation with 
our child asthma ED cohort demonstrated an unequal burden of 
repeated asthma-related emergency visits in Native and Part Hawai-
ians, Filipinos, Samoans and Micronesians and our current findings 
demonstrate a high exposure to secondhand smoke further support 
the observation that ED child asthmatics represent a skewed popu-
lation that is particularly different from the general population of 
asthmatic children in Hawaii. They also emphasize the importance of 
examining specific ethnic subgroups as opposed to single categories 
such as Asians or Pacific Islanders. This is especially important in 
regions comprised of ethnically diverse communities like Hawaii. 
While Native Hawaiians have been known to have the highest 
smoking prevalence levels, our study indicates that other groups 
also demonstrate high levels of smoking in the home, particularly 
persons of Samoan, Micronesian, Filipino and Other/Mixed descent. 
Few studies have characterized smoking prevalence in these ethnic 
subgroups. One study did examine the prevalence and predictors of 
smoking behavior among Samoans in three geographical regions 
including American Samoa, Hawai‘i and Los Angeles.30 The study 
indicated that approximately one-fourth (26.6%) of Samoans were 
current smokers, with 22.5% of women and 31.4% of men currently 
smoking (n=1834). More current smokers were found in American 
Samoa (28.9%), followed by Hawai‘i (26.9%) and Los Angeles 
(24.1%, P<.001). At each site, Samoan men compared with the 
women were significantly more likely to smoke, initiate smoking 
earlier and smoke more cigarettes. Predictors of smoking among 
Samoans included being younger, male, married, less educated, with 
lower income, and more acculturated. The study concluded that the 
high smoking and low cessation rates signify that smoking-related 
diseases will be significant causes of morbidity and mortality for 
Samoans for many years.  
 Another surveillance study conducted in Hawai‘i –the Hawai‘i 
Behavioral Risk Factor Surveillance System—determined that smok-
ing prevalence had been approximately 15% for Japanese, close to 
20% for Filipinos and Caucasians, but as high as 30% for Native 
Hawaiians during 1991-2004. At this time data regarding smoking 
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prevalence and behavior among other Pacific Islander groups has 
only been collected via secondary research activities. Reported 
smoking rates among Guamanians, Palauans, and Chuukese were 
between 38.0 % and 58.3 %. Ethnic differences in smoking must be 
addressed using culturally sensitive interventions. We re-emphasize 
a need to characterize smoking behavior among subgroups in Hawaii 
by sociodemographic and other factors as a means to further identify 
and focus efforts on preventing a problem from getting worse. 
 Our findings also demonstrated that asthmatic children with no 
insurance or with Medicaid had a greater frequency of high ex-
posure to secondhand smoke in the home than those with private 
insurance. Additionally, we found an inverse relationship between 
the educational level of the caregivers of the asthmatic children and 
the high exposure to secondhand smoke in the home. Caregivers 
of the asthmatic children completing fewer years of education had 
a significant, elevated frequency of high exposure to secondhand 
smoke in the home than those completing more years of education. 
This type of relationship has been noted in previous studies.31,32,33 
Future interventions must take into account other factors associated 
with smoking behavior in addition to ethnicity and indictors of so-
cioeconomic status. These include age, marital status, and nicotine 
dependency.34, 35, 36, 37, 38

 The Hawai‘i State Department of Health’s Tobacco Prevention 
and Education Program (TPEP) continues to focus on four key 
goals: (1) prevent tobacco use initiation among youth; (2) promote 
quitting among adults and youth; (3) eliminate exposure to envi-
ronmental tobacco smoke and (4) identify and eliminate disparities 
among populations.39 Our sample ED data suggest an alarmingly 
high exposure to secondhand smoke among ED asthmatic children 
who have been previously shown to be unequally burdened by this 
disease, as indicated by increased asthma chronic severity, repeated 
asthma-related emergency visits and hospitalizations.12 While we 
continue to commend the effort by TPEP and associated programs 
which plan and implement community-level education and training 
programs that address tobacco control in focus areas, we suggest that 
more attention and investigation should be pursued among the ethnic 
subgroups, lower socioeconomic status households, lower education 
households and medical insurance disposition of the children we 
have identified. This includes those asthmatic children on the outer 
Hawaiian Islands. Furthermore, we agree with recommendations by 
previous investigators (Mishra et. al.) who have indicated that a focus 
on ethnic subgroups would require tailored tobacco awareness and 
cessation programs, an understanding of the complex interactions 
between social, cultural, and psychological determinants of smoking 
and cessation behaviors; and the development of policies to limit 
availability of tobacco, environmental exposure from tobacco, and 
increase cessation efforts.30 

Other Exposures and the Serious Need for Education
Whereas approximately 77% of all people with asthma nationwide 
are aware of at least one personal asthma trigger,32 only 43% of our 
cohort could identify at least one trigger. Our results suggest that 
important need for more basic asthma education, environmental 
remediation to prevent exposure to pollutants and allergens, written 
action plans outlining appropriate medication use, and management 
for families of ED child asthmatics. It must be noted that in the general 
population, less than 30% of people with asthma are taking all the 

essential actions recommended to reduce their exposure to indoor 
environmental asthma triggers. We suspect that this percentage is 
lower in our ED child asthmatic population based on the lack of 
awareness of environmental triggers and associated socioeconomic 
and psychosocial challenges. 
 Of the parents that were able to recognize the environmental 
exposures responsible for triggering their child’s asthma, weather 
(43.0%), sickness (32.4 %), allergies (20.1 %), tobacco smoke 
(15.2 %), and exercise (13.2%) were the most frequently reported. 
While weather and sickness are difficult to control, the impact of 
from these exposures on asthma symptoms and severity may be 
minimized through preventive steps that include the appropriate 
use of medications, in particular—the long term use of controller 
medications (such as inhaled corticosteroids) for persistent asthmat-
ics and quick relief medication as needed for symptoms for both 
intermittent and persistent asthmatics. Exercise-induced asthma 
could also be prevented by using beta-agonist (bronchodilator) 
5-30 minutes prior to engaging in physical activities. A warm-up 
period before exercise may also help. If asthma symptoms occur 
regularly with usual activities or exercise, increasing or (adding) 
daily long-term control medications may help. Identification and 
avoidance of food allergies would provide a means of prevention 
in sensitized patients while home environmental remediation ac-
tivities would prevent allergen (cockroach, dust-mite, cat, rodent, 
dog, mold) and indoor pollutant exposures including secondhand 
smoke. These would include reinforcement of basic concepts that 
center around vacuuming as optimal form of dust removal, keeping 
pets away, using pillow and mattress coverings and no smoking. 
Prevention for smoking should continue to be vigorously pursued 
through public policy and started early in schools and communities 
as part of the comprehensive effort.

Change is possible
What is evident is that change is possible particularly for asthmatic 
children presenting to the ED. Our participating Oahu EDs have 
provided a multi-faceted ED-based educational program that has 
demonstrated improvement in the use of written asthma action plans, 
increases in the appropriate use of controller medications, subsequent 
decreases in chronic severity level and improved quality of life.13,40 
Having been involved in ED asthma research for the past four years, 
our efforts along with selected academic centers across the nation 
and experts in the field of child asthma and allergy have culminated 
in updated recommendations for the care for ED asthmatic children 
including but not limited to the following:

• The ED expansion of childhood asthma management role be- 
 yond treatment of the acute exacerbation. This includes the ini- 
 tiation of some of the elements of long-term care for children  
 who have persistent asthma or recurrent exacerbations which  
 can allow the ED to serve as a bridge between the acute and   
 long- term care settings.

• The ED serves as a bridge between the acute and comprehen- 
 sive asthma care through initiating patient and family asthma  
 education.
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 Finally, we recommend further studies in home based environ-
mental interventions particularly among our high-risk asthmatic 
children in Hawaii including those under the age of 5, on Medicaid 
and of Samoan, Part/Native Hawaiian, Micronesian, Filipino and 
Other/Mixed Ancestry. A focus on this group will provide the great-
est likelihood for making substantial improvements and observing 
positive health outcomes. Furthermore, the efforts will help to ad-
dress the disproportionate burden of asthma on such children
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Abstract
We performed a prospective study to determine if 
subclinical tendinopathy occurs in asymptomatic 
adults treated with fluoroquinolone antibiotics. Thirty-
eight adults were enrolled. Serial ultrasounds of the 
Achilles tendons were performed. A board certified 
musculoskeletal radiologist interpreted the images in a 
blinded fashion. No changes were identified. Subclinical 
tendinopathy does not appear to exist in asymptomatic 
adults treated with fluoroquinolone antibiotics.

Introduction
Fluoroquinolone-associated musculoskeletal disorders 
have been published in case reports and retrospective 
reviews. Since the accidental discovery of nalidixic 
acid from chloroquine in 1962 and the subsequent de-
velopment of fluoroquinolone antibiotics in the 1980s 
the incidence range for such complications has been 
listed from 0.5 percent to 6% in the literature.1 These 
complications range from benign myalgias to clinically 
significant tendinopathy, including tendon rupture. 
Given the shear mechanical force and demand placed 
upon the Achilles it tends to be the most affected tendon 
and often is bilateral with an onset within the first two 
weeks of initiating therapy.2

Objective
Our objective was to perform a prospective study using 
serial sonograms to determine if subclinical Achilles 
tendinopathy occurs in asymptomatic adults treated 
with fluoroquinolone antibiotics.

Materials and Methods
Our study protocol received approval by the Human 
Use Committee at our institution and adhered to the 
policies for protection of human subjects as prescribed 
in 45 CFR 46. We enrolled 38 adult subjects who were 
prescribed a fluoroquinolone antibiotic by their physi-
cian, and they were consented. The subject’s age, gender, 

inpatient or outpatient status at the time of initiating 
therapy, name of the antibiotic prescribed, including 
dose, route of administration, indication for use as 
well as any identifiable risk factors for tendinopathy 
were recorded. The study was a paired design with 
the subject’s baseline study serving as their control. A 
repeat study was performed 10-14 days after initiating 
therapy. The study was prospective and single-blinded 
with sonographic images interpreted by a board-certified 
musculoskeletal radiologist. Exclusion criteria included 
age less than 18 and pregnancy.
 Tendon changes were staged based upon a previously 
published grading scale, with stage 0 = normal, stage 1 
= tendon thickening, stage 2 = thickening with loss of 
lines between tendons, and stage 3 = partial or complete 
tear.3 Under standard conditions, two dimensional grey 
scale images were obtained using an Acuson Sequoia 
512 Ultrasound. Using a 15 mega hertz linear transducer, 
sagittal and axial images were viewed under a Picture 
Archives Communication System. A normal proximal, 
middle and distal sagittal image of the Achilles tendon 
with its respective axial images were recorded (Figure 
1). 

Results
We obtained baseline studies on 38 subjects or 76 ten-
dons. There were 18 subjects excluded from analysis as 
they failed to return for repeat study due to geographic 
barriers, lack of transportation and time constraints. This 
resulted in post-antibiotic studies on 20 subjects or 40 
tendons. The clinical characteristics of our subjects are 
listed in Table 1. There were 13 males and 7 females, 
with a mean age of 50 years with a range of 23 to 82. 
fourteen were inpatients and 6 were outpatients. Gati-
floxacin was used in 19 subjects and levofloxacin for one 
subject, with the average duration of fluoroquinolone 
therapy of 12.8 days. 
 The majority of our subjects were diagnosed with 
pneumonia and urinary tract infection, with smaller 
numbers having upper respiratory infection, post-uro-
logic procedures and follicultis. Approximately a third 
of our subjects had diabetes mellitus and had an age 
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Figure 1.— Sagittal and axial views of a normal Achilles tendon at the proximal, middle and distal portion.  The tendon is the symmetric hypoechoic 
band, with skin above and deep soft tissue below.  Note multiple hyperechoic internal tendon fibers within the tendon.  Distally the tendon inserts into 
the calcaneus, which can be appreciated as a semicircular or half-moon shape of the Achilles tendon on the axial view.

greater than 60. Others risk factors in our subjects included renal 
disease, concomitant steroid use, recent sporting activities and a prior 
history of musculoskeletal injury. About half of the subjects had no 
identifiable risk factors for tendinopathy, but one-fourth had one risk 
factor and another one-fourth had at least two risk factors.
 There were 38 stage 0 tendons at baseline study and all of these 
remained at stage 0 on the follow-up study. One subject had a stage 
1 tendon which was unchanged on follow-up study. Another subject 
had a stage 2 tendon at baseline but again was unchanged on the 
follow-up study (Figure 2). This subject had a known history of 
Achilles tendon tear greater than 10 years before entering the study. 
There were no stage 3 tendons identified. None of our subjects 
developed tendon symptoms during the study period.

Discussion
A large retrospective study was performed in the Netherlands from 
1995 to 1996, where a total of 1841 subjects treated with fluoro-
quinolone antibiotics were reviewed to identify clinically supported 
symptomatic tendinopathy. An overall incidence of 1.2% was found, 
with most complications occurring with ofloxacin, ciprofloxacin 
and norfloxacin.4 To date there have been no prospective studies 
performed to assess for subclinical tendinopathy in asymptomatic 
subjects using imaging modalities.

 Animal histopathologic studies of fluoroquinolone-induced tendi-
nopathy have shown multiple cytoplasmic vacuoles causing swelling 
and dilation of organelles resulting in cellular debris and detachment.5 
Risk factors for flouroquinolone associated tendinopathy include 
concomitant corticosteroid use, renal disease, organ transplant, 
sporting activities, prior history of musculoskeletal disorders and 
diabetes mellitus.6 Magnetic resonance imaging and ultrasound have 
both been used to identify and classify tendinopathy and detect risk 
of rupture, with apparent comparable sensitivities in detecting early 
enthesopathy of greater than 90%.7 
 In our study we were unable to detect the presence of subclincal 
Achilles tendinopathy in asymptomatic adults treated with a fluoro-
quinolone antibiotic. Our study limitations included a high subject 
number lost to follow-up. Also, our results may not encompass all 
fluoroquinolones as most of our subjects were on gatifloxacin. The 
rate of compliance with taking fluoroquinolone antibiotics was not 
explored and may have also contributed to these findings. Future 
study designs may include a larger number of subjects, including a 
more diverse group of fluoroquinolone antibiotics, monitoring for 
antibiotic compliance and perhaps performing additional ultrasound 
exams at a later time.  
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Figure 2.— Examples of stage 1 and stage 2 Achilles tendinopathy compared with normal tendon (stage 0).  In stage 1 there is tendon thickening on 
axial imaging, while stage 2 shows separation of lines on sagittal imaging.

Table 1.— Clinical characteristics of subjects enrolled.
Subject Clinical Characteristics

■ Gender
 • 13 males, 7 females
■ Age
 • Mean of 50 years (range 23 – 82)
■ Patient status
 • 14 inpatients, 6 outpatients
■ Antibiotic used
 • Gatifloxacin (19 patients)
 • Levofloxacin (1 patient)
 • Average duration (12.8 days)
■ Indication for Antibiotic
 • Pneumonia (n = 8)
 • Urinary tract infection (n = 7)
 • Upper respiratory infection (n = 2)
 • Post-urologic procedure (n = 2)
 • Folliculitis (n = 1)
■ Underlying risk factors for tendinopathy
 • Diabetes mellitus (n = 7)
 • Age > 60 (n = 6)
 • Renal failure (n = 4)
 • Concomitant steroid use (n = 2)
 • Sporting activities (n = 2)
 • Musculoskeletal injury (n = 2)
  ❙ Subjects with 0 risk factors (n = 9) 
  ❙ Subjects with 1 risk factor (n = 5)
  ❙ Subjects with ≥ 2 risk factors (n = 6)
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At the core of the ethical debate over authorship are conflicting 
views on what it means to be an author on a scientific paper. The 
guidelines of the International Committee of Medical Journal Edi-
tors (ICMJE) are often cited as the most generally accepted stan-
dard for authorship attribution. According to ICMJE, authorship is 
based on meeting all of the following three criteria:1 1) substantial 
contributions to conception and design, or acquisition of data, or 
analysis and interpretation of data, 2) drafting the article or revising 
it critically for important intellectual content; and 3) final approval 
of the version to be published. Contributors who do not meet the 
criteria for authorship are listed in the acknowledgments section. 
Examples of contributions deserving an acknowledgment include 
scientific advising, data collection, or critical review of the study 
proposal. All persons who are eligible for acknowledgment must give 
their permission prior to inclusion. Despite widespread acceptance, 
critics have argued that the ICMJE guidelines are flawed because 
they fail to specify each author’s individual contributions,2 exclude 
certain meaningful contributions from qualifying for authorship,2 
and require unrealistic levels of involvement from each author to 
meet all three criteria.3 
 Three major scientific journals, the Journal of the American Medi-
cal Association (JAMA), Annals of Internal Medicine (Annals) and 
the British Medical Journal (BMJ) have attempted to address these 
problems by implementing variations of a hybrid model of author-
ship and contributorship.4-6  All three journals adhere to the ICMJE 
guidelines for authorship. In addition, JAMA requires authors to 
meet criteria in all four parts of a structured checklist. Part A asks 
for certification of the manuscript’s validity, and assurance that the 
manuscript has not been published or is not being considered for 
publication elsewhere. Part A also states that the corresponding 
author will serve as the primary contact with the editorial office of 
JAMA, review the edited typescript and proof, and make decisions 
regarding release of information in the manuscript. Part B states that 
the author has given final approval of the manuscript in question; 
Part C allows authors to take responsibility for part of the content 
or the whole content of the manuscript; and Part D asks authors to 
check at least one option in each of three categories of contribution 
to the intellectual content of the manuscript.  
 Annals asks authors to specify contributions by listing applicable 

“contribution codes” on a special authors’ form (a. conception and 
design, b. analysis and interpretation of the data, c. drafting of the 
article, d. critical review of the article for important intellectual 
content, e. final approval of the article, f. provision of study ma-
terials or patients, g. statistical expertise, h. obtaining of funding, 
i. administrative, technical, or logistic support, j. collection and 
assembly of data). In addition to authorship, the BMJ publishes a 
list of contributors including self-described details of individual 
roles in the planning, conduct, and reporting of work detailed in 
the article. Contributors may or may not also be listed as authors. 
BMJ also requires that one or more contributor(s) be identified to 
take responsibility for the overall content of the article and act as a 
“guarantor.” 
 Hybrid models have the advantage of highlighting specific con-
tributions and giving credit to people who contributed substantially 
to the research but do not qualify for authorship under ICMJE’s 
stringent guidelines. Listing every person who has contributed in 
some capacity to an article can become unwieldly, and accepting 
this new model requires a complete reformulation of what “author-
ship” actually implies.7 This criticism cannot be disregarded when 
one considers the impact that this model would have on the citation 
indexes currently in place. In addition, criteria for promotion, tenure 
and other academic issues would need to be reexamined.  Despite the 
existence of uniform guidelines, authorship issues have continued 
to escalate in both frequency and complexity.7 
 In clarifying the debate over authorship, three separate, yet in-
tertwined questions emerge: First, what should authorship mean?; 
second, how should we quantify this meaning?; and third, how 
should we ensure adherence to this meaning?
 The literature on the question of authorship provides sufficient 
evidence that “authorship” can have different meanings depending 
on factors including interpersonal relationships, the journal in which 
one is publishing, the position of the author’s name in the byline and 
whether they are listed as corresponding author, and the national 
origin of the author and the particular research culture of that na-
tion. For example, Mainous et al. found that junior faculty felt more 
obligated to include authors who did not meet ICMJE criteria when 
that person was in a position of administrative power.8 A survey of 
medical and surgical chairs9 found that when the first fictitious author 
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of a fictitious study title was also listed as the corresponding author, 
respondents felt that that author had been responsible for the study 
conception and design (82%), acquisition of data (95%), analysis and 
interpretation of data (100%), and drafting the manuscript (100%). 
The findings also indicated that respondents assumed that a first 
author who was also the corresponding author had contributed more 
to the study than an author who was not. Finally, Hama and Kusano10 
found that there were significantly more abstracts with more than 
six authors from Japan (32%, p < 0.001) than from North America 
(United States and Canada) (11%, p < 0.001). Japanese researchers 
appear to place value on the act of contributing rather than on the 
nature of the actual contribution, which may explain this trend.11 
 Although many papers about authorship begin by posing the 
question “what does authorship mean.” The answer is derived in 
a backwards fashion from an explication of existing guidelines. 
However, the above examples illustrate the point that authorship 
guidelines are not synonymous with what authorship does or should 
mean. Determining the meaning of authorship prior to establishing 
these guidelines is essential. 
 Uniform definitions and guidelines are possible. This “one size 
fits all” approach may lack the flexibility to acknowledge other 
equally legitimate formulations, and as such, may not adequately 
reflect the diversity of existing biomedical research communities. 
Examining the potential of a “community standard” for authorship 
is one possible alternative. Formulated along the lines of the 19th 
century “strict locality rule,” which held medical practitioners to 
the standard of care of the community in which they practiced 
rather than to national uniform standards, community standards of 
authorship would have the advantage of mitigating the difficulty 
of formulating one uniform guideline, thus acknowledging and 
validating different conceptions of “authorship.” This proposal 
is vulnerable to the contention that too many standards would be 
unmanageable. Each group would also need to be constrained by 
some baseline ethical standards (for example, a group would not 
be free to advocate outright plagiarism), and therefore would not 
be completely free to define authorship as they saw fit. 
 Regardless of the nature of the guidelines decided upon, the 
problem of enforcing adherence to authorship guidelines has in-
creasingly taken center stage in recent years. Adherence to author-
ship guidelines requires first, that the guidelines accurately reflect 
an acceptable conceptualization of the meaning of authorship, and 
second, that each individual has the personal integrity not to falsify 
their contribution to the research in question. 
 In a field that values intellectual freedom and resists external 
policing, the potential for fraud will always exist. The individual 
remains the locus of ethical responsibility for authorship. Courses 
in research ethics may improve adherence to authorship guidelines 
through increased exposure to ethical issues and forums for open 
discussion. 
 Research in the 21st century increasingly relies on inter-disciplin-
ary, multi-center collaborations. With the advent of multiple principle 
investigators on grants from the National Institutes of Health, it is 
clear that authorship disputes will continue. Fundamentally rethink-
ing the structure of authorship is essential.
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Cancer Research Center Hotline
Carl-Wilhelm Vogel MD, PhD, Contributing Editor
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Mammographic Density as a Marker for Breast Cancer Risk

Gertraud Maskarinec MD, PhD
Cancer Research Center of Hawai‘i

Mammographic density refers to the distribution of fat, connective, 
and epithelial tissue in the female breast (Figure 1). The fatty tissue 
appears dark, whereas the radiographically light areas constitute 
epithelial and stromal tissue.1 The densities are thought to reflect 
proliferative activity in the breast. When women in the same age 
group are compared, a high percentage of dense parenchyma on 
mammographic images confers an increased risk to develop breast 
cancer.1 Although aging and menopause lead to a decrease in mam-
mographic densities over time, the cumulative exposure to breast 
density results in a higher breast cancer risk among post- than 
premenopausal women. The concept of mammographic density 
patterns was introduced in the 1970s by Dr. Wolfe, a radiologist 
who evaluated breast density according to a four-level qualitative 
classification scheme.2 Later on, quantitative approaches were de-
veloped using visual estimation, planimetric, and computer-assisted 

methods.3,4 When the different assessments methods are compared, 
they all capture the associations with well known breast cancer risk 
factors, but the quantitative methods convey additional information 
over the qualitative methods.5 
 To perform quantitative mammographic density assessment at our 
center, films are scanned with a Kodak LS85 Film Digitizer (optical 
density range 0.001 to 4.1) at a resolution of 98 pixels per inch (pixel 
size equal to 260 μm). The 8-bit images are then displayed on the 
screen in 256 shades of gray. In populations who undergo digital 
mammography, the electronic images can be directly imported into 
the density assessment software. Using one of the available software 
packages,3,4 the reader determines a threshold for the edge of the 
breast and the edge of the dense tissue. Then, the computer calculates 
the total number of pixels in the digitized image that constitute the 
total area and the dense area and computes the ratio between the 

a. Percent Density <10% b. Percent Density >50%

                       

Figure 1.— The Appearance of Fatty and Dense Mammographic Images
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two values. The pixels are converted into square centimeters using 
a factor of 0.000676. As a result, two measures of breast density 
are obtained: the size of the dense areas in square centimeters and 
percent density. While assessing the films, the reader is blinded to 
the identity and the group status of the subjects. A batch of mam-
mograms contains cases and controls in random order and a sample 
of duplicates to assess reproducibility. In general, the correlation 
coefficients between repeated readings are above 0.95 indicating 
high reliability of the readings. 
 Women in the highest density category out of five or six levels 
experience a four to six-fold higher risk to develop breast cancer 
when compared to subjects in the lowest category.1 The ability to 
predict breast cancer appears to be approximately equal for percent 
density and the size of the dense areas. The number of years be-
tween the mammogram and the breast cancer diagnosis also does 
not affect the risk estimates given appropriate age adjustment.6 So 
far, four case-control studies using quantitative assessment methods 
included substantial numbers of non-Caucasian women, primarily 
Asians and African-Americans.6-9 Whereas a study from California 
described a stronger association between mammographic densities 
and breast cancer among Chinese, Filipino, and Japanese than Cau-
casian women,8 two studies in Hawai‘i  suggested a slightly weaker 
association among Japanese than Caucasian women.6,7 However, in a 
recent Japanese study9 the strength of the association between breast 
density and breast cancer was similar as in previous reports from 
Caucasian women.1 Cross-sectional studies have shown that women 
of Asian ancestry have higher percent densities than Caucasians 
because of their relatively small breast size.10,11 For example in a 
cross-sectional comparison in Hawai‘i,10 the mean breast size was 
140 cm2 for Caucasians, 156 cm2 for Native Hawaiians, 93 cm2 for 
Chinese, and 91 cm2 for Japanese, while the respective mean sizes 
of the dense areas were 34 cm2, 36 cm2, and 29 cm2 (for Chinese and 
Japanese). The respective percent density measures were 29%, 26%, 
35%, and 36%. On the other hand, percent densities were higher 
among Japanese-Americans in Hawai‘i  than among women in Japan 
(36% vs. 31%)12 reflecting the three-fold difference in breast cancer 
risk between the two populations.13 
 Well established anthropometric and reproductive breast cancer 
risk factors are related to mammographic density.14 A strong genetic 
component of breast density was demonstrated in a twin study.15 In 
addition, a number of intervention studies indicate that hormonal and 
dietary factors may influence breast density. In a large clinical trial, 
mammographic density increased between 3% and 5% in women 
taking a hormone medication containing a progestin, whereas women 
in the estrogen only group experienced a non-significant increase of 
1.3%.16 Treatment with tamoxifen17 or raloxifene18 improved mam-
mographic densities. After a two-year low-fat dietary modification 
trial among pre- and postmenopausal women, the size of the dense 
areas decreased by 6.1% in the intervention group as compared 
with 2.1% in the control group,19 but a two-year randomized soy 
intervention in Hawai‘i did not observe any significant changes in 
breast density by dietary treatment.20 
 Mammographic density serves as convenient biomarker for breast 
cancer because of its strong and independent association with breast 
cancer.1 Given the high mammography screening rates during re-
cent years, large numbers of mammographic films are available for 
the majority of women in Western countries. The films can easily 

be retrieved from clinics and digitized for computer-assisted den-
sity assessment. The comparative stability of breast density over 
time, despite a decline with age, also makes it a useful measure in 
longitudinal studies.21 Technical changes in mammography over 
time have surprisingly little effect on density readings because the 
reader primarily looks for differences in grey tones and adjusts to 
the variations in brightness and film quality. Although clinical trials 
have convincingly shown that breast density can be modified with 
certain treatments,16,17 the remaining question is whether a change in 
mammographic densities due to an intervention will also decrease 
breast cancer incidence in those women who experienced a change 
in mammographic densities. Only a few large intervention studies 
with a long observation period will be able to answer this question. 
Another potential use of breast density is improved risk prediction. 
Currently, the Gail model22 is the most common approach to identify 
women with a high risk to develop breast cancer, but the ability of 
this model to discriminate low and high risk women is relatively 
low. Adding breast density as an additional variable may improve 
the model and allow targeting of high-risk women for additional 
screening or preventive interventions.23 
 For more information on the Cancer Research Center of Hawai‘i  
please visit www.crch.org.
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UPCOMING CME EVENTS
Date Specialty Sponsor Location Meeting Topic Contact

April 2006
4/18-4/20 P Adult Mental Health Division, 

Department of Health, State of 
Hawai‘i 

Hawai‘i Convention Center, 
Honolulu

3rd Annual Best Practices 
Conference --  Treatments That 
Work:  Medication Algorithms 
and Assertive Community 
Treatment

Tel: (808) 539-3939

Web: www.amhd.org/best/

4/21/-422 ORS Hawai‘i Orthopaedic Association 
& The Queen’s Medical Center

Hawai‘i Prince Hotel, 
Honolulu

21st Annual Combined 
Orthopaedic Spring 
Symposium

Tel: (808) 630-1586

4/26 ADM, ADP, P Department of Psychiatry, John 
A Burns School of Medicine, 
University of Hawai‘i 

Queen’s Conference Center, 
Queen’s Medical Center

Alcohol and Other Addictions: A 
Cross-Cultural Perspective

Tel: (808) 586-2900

4/28-4/29 Primary Care 
Physicians, 
VS, R

Straub Foundation JW Marriott Ihilani Resort & Spa 
Ko Olina, O‘ahu

7th Hawai‘i Vascular Scientific 
Symposium

Tel: (808) 524-6755

May 2006
5/4-5/6 Multi Department of Native Hawaiian 

Health, John A Burns School of 
Medicine, University of Hawai’i 

JW Marriott Ihilani Resort & Spa 
Ko Olina, O‘ahu

He Huliau - A Turning Point: 
Eliminating Health Disparities 
in Native Hawaiians & Pacific 
Peoples Cardiovascular Disease 
2006

Tel: (808) 587-8563

Web: http://www.hawaiiexport-
center.hawaii.edu/

June 2006
6/22-6/24 OBG American College of 

Obstetricians and Gynecologists
Fairmont Orchid, Kohala Coast The Art of Clinical Obstetrics Tel: (800) 638-8444 x2540

Web: www.acog.org

6/25-6/27 Multi John A Burns School of 
Medicine, University of Hawai‘i 

Hawai‘i Convention Center, 
Honolulu

2nd Annual Hawai‘i BioScience 
Conference: The Molecular 
Basis of Disease

Web: www.hibiosci.org

July 2006
7/23-7/29 OS Department of Orthopaedic 

Surgery, Kaiser Honolulu
Grand Hyatt Resort, Poipu, 
Kauai

14th Annual Update in Ortho-
paedic Surgery, Hawai‘i 2006

Tel: (808) 432-2243

7/23-7/27 ORS North American Spine 
Society

Ritz-Carlton, Kapalua, Maui Spine Across the Sea Tel: (877) 774-6337

Web: www.spine.org

August 2006
8/17-8/18 Multi St. Francis Medical Center 

-- Liliha
St. Francis Medical Center 
-- Liliha

Medical Malpractice:  
Understanding the Law, 
Managing the Risk

Tel: (808) 547-6140

October 2006
10/12-10/16 R, N Western Neuroradiological 

Society
Fairmont Orchid, Kohala Coast 38th Annual Meeting Tel: (630 )574-0220 x226

Web: www.wnrs.org

10/20-10-22 Multi Hawai‘i Medical Association Hawai‘i Convention Center, 
Honolulu

2006 Annual Meeting;
Leading the Way: Building on 
150 years of Service

Tel: (808) 536-7702

Web: www.hmaonline.net

10/22-10/27 U Western Section of the 
American Association of Urology

Hyatt Regency Resort, Maui 82nd Annual Meeting Tel: (714) 550-9155

Web: www.wsau.org

November 2006
11/8-11/11 OBG American College of 

Obstetricians and Gynecologists
Hapuna Beach Prince Hotel, 
Kohala Coast

Obstetrical and Gynecological 
Pearls

Tel: (800) 638-8444 x2540

Web: www.acog.org

Interested in having your upcoming CME Conference listed? Please contact Nathalie George at (808) 536-7702 x103 for information.
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Classifi ed Notices

To place a classifi ed notice:
 HMA members.–As a benefi t of membership, HMA 
members may place a complimentary one-time clas-
sifi ed ad in HMJ as space is available. 
 Nonmembers.–Rates are $1.50 a word with a 
minimum of 20 words or $30. Not commissionable.
 For more information call (808) 536-7702.
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4.75 x 4.875inches

Course topics in the wide spectrum
of organ  transplantation, fetal 
therapy, pediatrics, neurologic, 
cardiovascular, gynecologic,
prostate/lung/head & neck cancers,
orthopedic, and podiatry include:

•  Advances in treatment
•  Evolving surgical techniques
•  New diagnostic methods
•  Progress in combined-modality 

therapies
•  Emerging therapies and 

technology
•  Case presentations

COURSE CO-CHAIRS
Nancy Ascher, MD, PhD
Professor and Chair, Department of Surgery,
University of California, San Francisco, CA

Robert Lim, MD
Professor Emeritus, Department of Surgery,
University of California, San Francisco, CA

Danny M. Takanishi, Jr., MD
Chair, Department of Surgery, 
University of Hawaii, Honolulu, HI

Innovations in Medical and
Surgical Care Conference
PRESENTED BY THE DEPARTMENTS OF SURGERY, 

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO AND 

UNIVERSITY OF HAWAII, HONOLULU, HI

BC/BE INTERNISTS

Hawaii Permanente Medical Group/Kaiser 
Permanente

 
Hawaii’s most established multi-specialty group of 400+ 
physicians  recruiting for BC/BE  internists for busy outpatient 
clinic and call, practice based in new Maui Lani clinic (affi liated 
with Maui Memorial Medical Center). We are also looking for 
several hospitalists to be based at the main medical center 
in Honolulu.   

Positions immediately available.  Applicant must have a com-
mitment to quality care, patient advocacy, and involvement 
in patient and professional education. Competitive salary, 
excellent benefi ts, relocation assistance and more. Send CV 
to:  Physician Recruitment, HPMG Administration, 501 Alakawa 
Street, Suite 255, Honolulu, HI  96817-5764. email:  Thao.
Hartford@kp.org,  FAX (808) 432-4620.  EOE.

“Enhancing Support & Choices in Life-Limiting Illnesses”
Speakers: Dr. Daniel J. Fischberg, Medical Director

Pain & Palliative Care Department for Queen’s Medical Center
& Ken Zeri, RN, MS, NHA, President of Hospice Hawaii

Tuesday, April 25, 2006 ~ 6 p.m. - 8 p.m.
HMA, 1360 S. Beretania St., 2nd Floor

Dinner served. Please Call 924-9255 ext. 8011 or
email mebrown@hospicehawaii.org to R.S.V.P.

Registration is free and required. Space is limited.
Sponsored by:
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The Weathervane
Russell T. Stodd MD, Contributing Editor
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❖ WHAT A GREAT VICTORY! FOR ONCE WE DIDN’T LOSE 
GROUND!
After considerable turmoil, sweat and some tears, both houses of Congress 
have agreed not to reduce Medicare physician reimbursement for 2006. 
By law, CMS had already imposed a 4.4 percent reduction, but that was 
eliminated and reimbursement was rolled back to 2005 levels. This time 
Congress was obviously impacted by the AMA’s report that 38 percent of 
their members would reduce the number of Medicare patients they would 
care for if the reduction was not eliminated. This is good news for physi-
cians, but really only for this year. To look at the larger picture, it’s obvious 
that the flawed formula that is at the root of the reimbursement mayhem, 
remains in place. So far all attempts to replace the absurd “sustainable 
growth rate” (SGR) schedule with a formula based upon actual practice 
costs have failed.
❖ IED - INJURED EYE DISASTERS.
A compilation of American military ocular injuries in the Iraq war after 
the end of the ground offensive was published in the January 2006 issue of 
Ophthalmology, with reports limited to injuries in the first eight months of 
2004. During this period, more than 500 soldiers were killed and 4,000 were 
injured. The ocular injuries were all prospectively examined and treated at 
the 31st Combat Support Hospital in Baghdad. Two hundred seven severe 
ocular and ocular adnexal injuries, including 132 open globes were cared 
for. While conventional weapons such as mortars, rockets, sniper rifles 
and automatic rifles were used effectively by the insurgents, the majority 
of the ugly injuries (51 percent) were from improvised explosive devices 
(IED). Of 41 eye removals, 24 resulted from IEDs. Many, but not all of 
these injuries would have been prevented with consistent use of ballistic 
protective lenses. This is one ugly war!
❖ COME ON, BABY, LIGHT MY FIRE…
At Swedish Hospital in Seattle, a 54-year-old woman was under sedation 
while undergoing a lymph node biopsy. She awoke with her hair and neck 
in flames, and suffered burns to her face and neck with significant scar-
ring. How the ignition occurred is still a mystery, but the fire was largely 
due to an alcohol-based hair style product that had been recently applied. 
A law suit seeking unspecified damages has been filed citing the hospital 
as negligent. The hospital is altering its pre-surgical procedures to include 
screening for hair care products.
❖ SPEED KILLS! SLOW INFURIATES.
Everybody wants to avoid the airport congestion of long security lines. 
Now a program of “Registered Traveler” is being designed to permit 
those who have submitted personal data, been fingerprinted and issued 
a “smart card,” to bypass the crowd through a special checkpoint. You 
can participate for a mere $80 a year. Sounds wonderful, right? Maybe 
not. The Federal Transportation Security Administration (TSA) has said 
participants would still be subject to random secondary screening, would 
not be exempt from removing shoes and coats, or sending laptops through 
X-ray machines. Because the program will be run by a private company, the 
personal information must be submitted to the TSA for security clearance. 
TSA will verify identity, conduct background checks, criminal records, and 
terrorism watch lists. Initially in support, the airlines are now against the 
program since they would have to build a special gate and add kiosks for 
scanning cards. Another worthwhile idea crashing on the rocks and shoals 
of bureaucracy!!
❖ AGE DOESN’T ALWAYS BRING WISDOM. SOMETIMES AGE 
COMES ALONE.
Marilyn Albert, PhD, is director of the division of cognitive neuroscience 
at Johns Hopkins University School of Medicine. She has collected studies 
from the MacArthur Foundation Studies of Successful Aging, the Chicago 
Health and Aging Project, the Northern Manhattan Study, the Canadian Study 
of Health and Aging, and the Berlin Aging Study. The compilation of work 
identified a limited set of factors that appear to predict who will remain 
mentally sharp into their 70s and beyond. To summarize, these elements are 
physical activity, mental activity, social engagement and good cardiovascular 
health. Gender and genetics were not deemed to be as important.
❖ YOU NEED A CIGARETTE TO STEADY YOUR NERVES AFTER 
READING ABOUT THE DANGERS OF TOBACCO.
It has long been known that a large and disproportionate number of indi-
viduals with mental disorders are smokers. While the national average of 
smoking Americans is about 22 percent, those with schizophrenia, atten-
tion-deficit/hyperactivity disorder (ADHD) or other mental afflictions is 

almost double the national average at 41percent. Reporting in the Archives 
of General Psychiatry, Kollins et al., theorize that these individuals get some 
benefits from tobacco that others do not. Using magnetic resonance imaging 
on the brains of rats, nicotine use increased activity in the reward centers 
in both controls and ADHD rodents, but those with ADHD-like symptoms 
also enjoyed temporal and auditory stimulation. In theory, the additional 
activation might help alleviate symptoms of ADHD. What is known is that 
anti-smoking campaigns have been effective in cutting the rate of tobacco 
use in the broad population, but have had no effect on the mentally ill.
❖ WHAT DO YOU MEAN HEADACHE? THIS IS FOR YOUR 
HEALTH CARE!
At the University of Florida, employees can now get health insurance to 
cover their domestic partners. The underwriters added one proviso: the 
applicant must swear that there was sexual contact with the partner for a 
minimum of one year in order to be covered. Kyle Cavanaugh, university 
vice president for human resources, stated that such “non-platonic” re-
quirements are now commonplace in such significant other policies. No 
mention is made of married couples, who apparently don’t need to swear 
to an active sexual relationship in the prior year (good thing .. perjury is 
a serious crime).
❖ HOPE IS GOOD COMPANY ALONG THE WAY, BUT 
GENERALLY A WRONG GUIDE.
Trading on hope, “alternative” medical clinics have attracted terminally 
ill North Americans across the border to Baja, Calif. in search of miracle 
cures. The practice gained notoriety in the l970s when actor Steve McQueen 
went there where he was treated with coffee enemas and laetrile. Needless 
to say, he expired. Now (at last) authorities have closed the Santa Monica 
Health Institute where Coretta Scott King, widow of Dr. Martin Luther King, 
Jr. died. Citing improper and irregular treatment, unauthorized surgery, 
unsanitary conditions, and improperly trained personnel, Mexican health 
officials locked the door. The clinic director has a criminal history and was 
known for providing dubious medical care.
❖ THE EXCEPTION PROVES THE RULE, ESPECIALLY THE 
GOLDEN RULE.
In western New York state, a 10-year-old bat boy for a little league team 
was accidentally struck in the chest by a baseball bat. His heart stopped, he 
collapsed and became unconscious. Penny Brown, a nurse trained in CPR, 
was nearby and her prompt action revived the child. Now, seven years later, 
Ms. Brown was dining at a restaurant when a bolus of food lodged in her 
throat and she was unable to breathe. When patrons screamed for someone 
to help, a 17-year-old eagle scout and volunteer firefighter, Kevin Stephan, 
came to help. He performed an effective Heimlich maneuver and cleared 
the obstruction. Right! He was the boy she had saved at the ball park seven 
years before. And that’s the rest of the story!
❖ WHATEVER HITS THE FAN WILL NOT BE DISTRIBUTED 
EVENLY.
In Paderborn, Germany, zookeeper Friedrich Riesfeldt wanted to help his 
constipated elephant. He fed the ailing animal 22 doses of cathartic and 
added a bushel of berries, figs and prunes. With still no action he was us-
ing an olive oil enema when the impaction suddenly broke. The zookeeper 
was struck by a huge dump of 200 pounds of pachyderm feces, fell to the 
ground, was knocked unconscious when he struck his head on a stone, and 
was buried as the elephant continued to empty its bowels. Undiscovered 
by other attendants for about an hour, he died by suffocation under the 
‘mountain do.’ Which goes to prove what the bumper sticker has been 
telling us, “SHIT happens.” 

ADDENDA
❖ Due to rising (usually sagging) obesity, standard hypodermic needles 
are increasingly unable to penetrate fat and reach buttock muscle.
❖ The first canned beer in the United States was introduced in January 
1935 by Pabst Brewing Company.
❖ Hillary Clinton is inscrutable, but I can’t vouch for the rest of her.

Aloha and keep the faith — rts■

Contents of this column do not necessarily reflect the opinion or position of the 
Hawai‘i Ophthalmological Society and the Hawai‘i Medical Association. Edito-
rial comment is strictly that of the writer.
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