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He Mana‘o: June 2009
S. Kalani Brady MD, MPH, FACP; Editor, Hawai‘i Medical Journal

I wish to commend to you an icon. He is a man responsible for so 
many of us kauka (doctors) who have been inspired, guided, taught, 
nurtured; a man who balanced personal mentoring with societal 
change, with a return to recognition of our mana (spiritual energy), 
our kuleana (responsibility).
 Dr. Kekuni Blaisdell was the John A. Burns School of Medicine’s 
first Chair of the Department of Medicine, well chosen for his 
excellence in the practice of Western medicine. He is also kupuna 
(senior advisor) in the University of Hawai‘i School of Medicine 
Department of Native Hawaiian Health, the first department created 
to study an aboriginal/first nation population of any medical school 
in the United States.
 Kekuni was born in 1925 to Nameleonalani Piltz and James 
Keli‘ikauahi Akana, both bookkeepers. When he was 7, his father 
passed on, and his mother later married William Kaha‘i Blaisdell, 
who hanai (adopted) him and his older sister.
 When at Kamehameha Schools, he was told he should be an 
electrician, because trades were emphasized at that time: how could 
a kanaka (Hawaiian) become a physician? In fact he was told by a 
ha‘ole (non-Hawaiian) teacher that a few little dots in the Pacific 
at the side of the world map were the insignificant Hawai‘i: much 
different than our understanding of ka pae‘aina (our homeland) in 
the center of ka moana nui (the great ocean, Pacific). He remembers 
that at the time, “kanaka” was a derisive term rather than the defini-
tion of human being.
 Kekuni graduated from Kamehameha, and went to the church-
sponsored University of Redlands in California. This very conserva-
tive campus atmosphere supported Kekuni’s desire to study, offering 
little in the way of extracurricular distractions. He then attended 
the prestigious University of Chicago for medical school, and after 
completing his internship, he served in the US Army, including as-
signments in Korea, Japan, and Taiwan, where he helped set up his 
base’s first pathology lab.
 Kekuni mastered every layer of health with a passion. As we 
know, in medicine, there are several perspectives. The microbiolo-
gist focuses on the world under a microscope. As a doctor in Taiwan 
and later Chief of Hematology for the US Atomic Bomb Casualty 
Commission, he spent much time in the microcosm of cells. 
 While in Japan, he adopted his hanai son, Mitsunori 
Kamakanaka‘ilialoha, an orphan. In 1962, Kekuni married Irene 
Hiroko Saito, and then returned to the University of Chicago, 
where their daughter Helen Kaleleonalani was born. After six years 
on faculty in Chicago, he was recruited to return to our fledgling 
John A. Burns School of Medicine as chair of the largest and most 
important field, the Department of Medicine. He helped establish 
clinical training programs in Saipan, Palau, Chuuk, Pohnpei, and 
Okinawa.
 As a doctor who finds my own greatest reward in clinical medicine, 
I have marveled at Kekuni in the doctor/patient relationship. Unlike 
many who bow to the constraints of time and the encroaching of 
technology on the patient visit, Kekuni sat and listened to the pa-
tient. He once said he chose academic medicine because it allowed 
the time to care for patients the way he envisioned his calling. In 
teaching his students, he espoused five principles:

 1)  the patient comes first.
 2)  bring science to the bedside.
 3)  doctor means teacher.
 4)  have fun at what you’re doing.
 5)  ka pae‘aina is a very special place.

Countless former haumana (students) use this mantra in their pres-
ent practice of medicine.
 Many kauka would stop here, feeling that they had given enough to 
the calling of medicine: not Kekuni. He ascended up the perspective 
again from cellular and microscopic medicine to clinical medicine 
one-on-one with patients to a population perspective, and finally to 
an understanding of health in the context of our Hawaiian culture. 
Rather than simply focus on health disparities in Native Hawai-
ians from the perspective of education, socio-economic status, and 
cultural differences leading to non-compliance with the Western 
medical system, a common Western public health perspective, he 
delved deeper into the root causes of poor health in many of our 
kanaka maoli (native Hawaiians). 
 As a founder of E Ola Mau, an organization of kanaka maoli 
healers, he provided some of the key early reports on the health of 
Native Hawaiians, including the US Congressional Native Hawai-
ians Study Commission Report and the 1985 E Ola Mau Native 
Hawaiian Health Needs Study Report. These reports had a pivotal 
impact on governmental recognition of the state of kanaka maoli 
health, and still provide the foundation for further research in this 
field. These reports led to the creation of the 1988 Native Hawai-
ian Healthcare Improvement Act, and Papa Ola Lokahi, the Native 
Hawaiian Healthcare System, which provides research, education, 
and clinical healthcare on many of our Hawaiian islands. The reports 
also helped support the creation of the Native Hawaiian Health 
Scholarship Program to increase the number of Native Hawaiian 
health professionals. Kekuni is also a charter member of the ‘Ahahui 
o Na Kauka, the Native Hawaiian physicians organization, and a 
permanent kupuna member of its Board.
 While he might be considered the penultimate internist, he has a 
deep knowledge of the healing practices of our culture. He describes 
a totally different paradigm from Western medicine. He says that the 
essence of wellness is lokahi (oneness) and pono (harmony) with 
self, others, and all in the cosmos. Lokahi is inherent, having resulted 
from the mating of the sky father Wakea with the earth mother Papa. 
Since all things have this common heritage, all things are living, 
conscious, and communicating siblings. Pono is maintained by 
proper thoughts, feelings, and actions toward the spiritual as well as 
the material world. Kekuni says that unfortunate outcomes such as 
ma‘i, or illness, result from altered pono or impaired relationships 
and loss of mana (spiritual energy). Wellness is primarily restored 
by correcting impaired relationships through communication, with 
supplemental la‘au, lomilomi, and other modalites used as appropri-
ate to bring about healing.
 With his calm, gentle, but assertive manor, Kekuni Blaisdell 
reminds us all of our cultural heritage and compels us to “imua e 
na poki‘i.”
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A Practical Approach to the Healthcare Crisis:  
The Current Challenges Facing Hawai‘i and the Nation (Part 1 of 2)

Jerris R. Hedges MD, MS, MMM and Daniel A. Handel MD, MPH

Abstract
Although there is consensus regarding the existence of a healthcare 
crisis, that point is where the consensus stops, even within defined 
professional and demographic groups. Clearly there is evidence that 
we must address a growing societal expenditure for healthcare, an 
aging and more complex patient population, a shortage of physicians 
and other health care providers, and health outcomes disparities 
amongst population groups. This article emphasizes how these 
factors impact healthcare nationally and in Hawai‘i. The second 
part of this series outlines approaches that can enhance health in 
the United States without creating economic collapse. 

Introduction
Among physicians, nurses, hospital administrators, healthcare 
insurers, politicians, business leaders, and the family with children 
or elders, there is consensus regarding the existence of a healthcare 
crisis. That point is probably where the consensus stops, even within 
defined professional and demographic groups. Clearly, experience 
and self-interest color of all our perspectives. There are approaches 
that can enhance health in the United States without creating economic 
collapse, but these approaches require societal changes. To produce 
a better product, there must be state and federal investment into a 
systems approach that enhances patient access to health promotion 
and maintenance coupled with a refocusing of reimbursement; soci-
etal acceptance of the limits to medical care available within such a 
system; use of a no-fault injured patient/family compensation fund; 
and societal investment in the training of our future practitioners. 
To better understand the rationale for these approaches, this article, 
as the first of a two-part series, explores the current problems fac-
ing the US healthcare system, both in Hawai‘i and in the nation. 
In the second part, we will address specific approaches to these 
healthcare issues.

The Problems
Others have elegantly outlined the problems facing the United 
States in health care and in achieving health targets.1,2 Indeed, it 
is the challenge of achieving our health targets that should be our 
collective focus as health care implies the application of resources 
to maintain or achieve health. Key challenges that the United States 
faces include the following:

1) The expenditure of large portions of the United States gross 
domestic product with a disproportionate achievement of health 
targets: Nationwide, the United States invests 16% of the GDP 
or $2.3 trillion.3 In Hawai‘i, 13% of the Gross State Product was 
devoted to healthcare in 2004, comparable to the national average 
that year.4

2) An aging population with increasingly more complex and demand-
ing healthcare needs: Almost 13% of the United States is expected 
to be over the age of 65 in 2010 with an increase to 20% by 2050. 
Comparatively, 14% of Hawaii’s population is projected to be 65 
years of age and older in 2010, increasing to 22% by 2030.5 Those 

over 65 years of age consume twice the amount of healthcare ser-
vices of those under 65.6

3) An aging, understaffed, and progressively more disenfranchised 
healthcare workforce: Even the June 2006 recommendation of the 
Association of American Medical Colleges (AAMC) of a 30% 
increase and subsequent further increase in positions in Graduate 
Medical Education (GME) will only moderate the need as primary 
care specialties continue to remain short-staffed.6

4) Disparities in healthcare access, delivery and outcomes: Such 
discrepancies have been explored in great detail at a national level 
both by the Institutes of Medicine (IOM) in their 2002 report, 
Unequal Treatment: Confronting Racial and Ethnic Disparities in 
Healthcare,7 and the Agency for Healthcare Research and Quality 
(AHRQ).8 

Healthcare Expenditures
The United States is without universal health care and thus systems 
of healthcare delivery have evolved organically in response to a 
myriad of financial incentive systems. Despite considerable altruism 
existing within the healthcare profession, both on the part of physi-
cians, nurses and other direct care providers as well as healthcare 
administrators, at some point the cost of doing business and the 
needs of one’s own family must be met. 
 Consequently, in a system that largely reimburses on the basis of 
documented activity and complexity of service, the performance of 
technical procedures on the acutely ill patient population is reinforced. 
Thus the management of chronic disease (e.g., asthma, diabetes, 
psychiatric illness) is not reinforced and population level health 
indices are not improved. This phenomenon may occur even if the 
patient is insured by a provider who reimburses above cost for health 
maintenance activity, if the reimbursement for acute intervention is 
greater and the cost of running a practice or hospital remain close 
to the margin due to a large number of underinsured patients being 
managed concurrently. In 2007, 18% of the population in the United 
States under 65 was uninsured, significantly higher than the 8.3% 
uninsured rate in Hawai‘i.3 This figure may be misleading given 
that many believe that reimbursement for equivalent service even 
by commercial insurance payers remains lower in Hawai‘i than on 
the US Mainland.
 From the consumer’s perspective, there is also a disconnect be-
tween the cost of health care and what is consumed. Even healthcare 
insurance is commonly paid by the employer (61.8% in Hawai‘i, 
53.4% nationwide in 2007).3 Although patients often experience some 
financial risk through a partial insurance payment and associated per 
use co-pay, the full cost is often hidden from the employee (but not 
the employer). Thus, employers may seek to choose relatively healthy 
employees who will keep their costs down or limit the employee 
hours to avoid the mandatory insurance requirement. Similarly, 
insurance companies seek to exclude patients with chronic disease 
when possible to keep their costs and financial risk low. 
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 These factors mean those who may consume a disproportion-
ate amount of the healthcare dollar and for whom chronic disease 
management would be most beneficial are less likely to receive 
such care from physicians and hospitals. These individuals are also 
at risk of being excluded from employment or insurance coverage. 
The latter factors result in lack of chronic disease management for 
much of the population. 
 The constellation of these factors has led many to call for capitated 
care models and universal coverage. Given that the only state with 
a lower uninsured rate than Hawai‘i (Massachusetts at 7.9%)4 has 
adopted universal coverage, one might conclude the next natural 
environment to try such an experiment should be here in Hawai‘i. 
Although attractive as a means to reduce acute care cost, enhance 
health indices, and improve chronic disease management, these ap-
proaches will not succeed unless the other challenges noted above 
are simultaneously addressed. 

Aging Population
Despite health indices being disproportionately lower in the United 
States than other industrialized nations with a relatively lower ex-
penditure of resources, the life-span of US citizens has increased 
progressively. The age-adjusted death rate per 100,000 population 
from 2003-2005 in the United States was 812, decreased from 1022.8 
in 1979-1981. Hawai‘i had the lowest average of any state in the 
country at 623.6 per 100,000 during 2003-2005, also down from 
the 1979-1981 rate of 801.2.9 This longevity when coupled with 
family planning has led to a disproportionate increase in the elderly. 
Elder US citizens tend to lead active lifestyles unless hampered by 
advancing or under-treated chronic disease. 
 One shortfall of healthcare reform that is largely based upon a 
capitated care model coupled with universal coverage is that even 
with enhancements in chronic disease management, the burden of 
chronic disease will continue to increase with the aging popula-
tion. The vision of a population that will live for a long period in 
a relatively healthy state and die suddenly with little healthcare 
intervention has not been borne out.
 Elders today require teams of physicians, nurses and other provid-
ers to manage multiple conditions, sometimes requiring therapies 
that may transiently worsen one or more of the conditions. While 
a “medical home” providing a practitioner care coordinator and 
shared information systems with consultants and other practitioners 
will enhance efficiencies and outcomes for these patients, the care 
demands are considerable.
 A key issue to be resolved is the determination of and minimization 
of futile care – that is, care we are technically able to provide, but 
that is anticipated to provide little health benefit and that represents 
significant health risk. In this case, the risk may be not only for 
the hastening of death or the introduction of morbidity-associated 
complications, but also the risk of added expense to the patient’s 
family, hospital, physician, and society. A prime example is the 
expense associated with an extended intensive care unit stay in a 
patient with end-stage disease whose health status has deteriorated. 
Two states have demonstrated that on average almost $30,000 in 
healthcare is spent in the last year of life.10 This practice results not 
only in additional direct expense, but also raises the risk of medi-
cal-legal expenses should the patient or family question the care 
provided or outcomes obtained. 

Workforce
The US physician and nursing workforce is aging, understaffed, 
and progressively disenfranchised.  As the US population has in-
creased, the concurrent increase in physicians trained has been at a 
rate considerably less than the US population growth.6 Furthermore, 
many of the current practitioners are from the “baby-boomer” gen-
eration and accepting of long work hours in return for a reasonable 
financial return. The current millennium practitioners seek more 
family time and personal reward. Practice choices to a greater extent 
now reflect decisions to increase family time and financial reward. 
Consequently more practitioners are choosing practices in densely 
populated areas associated with specialty activities. As Lawrence 
Smith MD, FACP stated, Baby Boomers “live to work” and Genera-
tion X “works to live.”11 
 The rising costs of business for physicians are in large part due to 
increasing malpractice liability costs and labor costs in the setting of 
reduced reimbursement (in terms of inflation adjusted dollars) per 
unit of care activity provided. Younger physicians are less likely to 
select a general practice focus or practice in rural settings, in part 
due to the reduced income potential, but also due to the difficulty 
in obtaining practice cross-coverage and the desired family time. 
 In the rural areas, where generalists and specialists are insufficient 
in number for the population, patients are often without even the 
possibility of a “medical home” and critical acute care. In 2005, 
only 11% of physicians practiced nationwide in a rural setting.12 In 
these areas, businesses may find it difficult to recruit key personnel 
as healthcare delivery is marginal. Shortages of providers have been 
recently documented on the Big Island of Hawai‘i, especially for 
primary care.13 Physicians and community leaders are raising the 
ethical concern that commercial insurers are continuing to accept 
health insurance premiums when the physical access to healthcare 
is limited to the local emergency department or a practitioner in a 
distant town (even if virtually available via computer). 
 Because the training of medical students is labor intensive and 
funds for oversight of clinical trainees are limited, especially in 
rural areas, medical schools have struggled to increase their class 
size. Federal funding for rural-based training has been reduced and 
does not address the growing need for key specialists to support the 
generalists in many communities. Nationally, the AAMC recom-
mendation for a 30% increase in medical students has largely gone 
unheeded.6 In Hawai‘i, plans to expand the medical school class 
at the John A. Burns School of Medicine have been tabled due to 
the reduction in state higher education funding associated with the 
current economic recession.
 Physicians and other practitioners have been disenfranchised from 
much of the policy making and funding methods for health care. 
They have watched as health insurance companies including the 
state and federal governments have transferred the responsibility 
for the care of the underinsured to the practitioner as an unfunded 
mandate. They have watched as hospitals and free-standing facilities 
war over procedurally based revenue. 

Disparities
Ethnic health outcome disparities are well recognized in Hawai‘i.14,15  
Clearly, health outcome disparities may have many causes, includ-
ing variable access to basic health care; variable access to specific 
interventions; variations in diet, activity and other cultural and envi-
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ronmental factors; and genetic variations.  Of these factors, access to 
basic health care (including preventive measures and chronic disease 
management) and life-saving interventions are major factors impact-
ing health outcomes.  The lack of universal health coverage clearly 
impacts the ability of patients to access healthcare when needed. The 
nation has de facto created a safety net for emergency care using the 
Emergency Treatment & Active Labor Law (EMTALA) to ensure 
that all patients are provided access to emergency care. EMTALA 
has virtually no impact on chronic disease management where the 
opportunity exists to prevent acute disease flares. 
 The concept of universal health coverage implies that similar 
services will be provided by all covered by a health plan and not 
just that all will have a health plan. Much societal discussion and 
input will be needed to determine which factors can be covered 
within a universal health coverage model as society cannot afford 
to cover all healthcare expenses for all citizens. The process by 
which the extent of coverage is determined requires input from a 
broad range of society, but is best not left to a popular vote as the 
exact trade-offs in cost versus service require extensive technical 
consideration. Oregon lawmakers, in their development of the Or-
egon Health Plan, created a prioritized list of diagnoses based on 
cost-effectiveness for impact on health. Below a certain threshold, 
diagnoses were simply not covered. Because of this, they were able 
to insure more individuals than those traditionally eligible under a 
Medicaid system. Since its inception in 1989, this threshold, and 
the diagnoses included on this list, has fluctuated with the available 
budget of the state.16 Such a system may warrant further exploration 
within Hawai‘i. 
 There are also geographic disparities in the location of clinics, 
hospitals, physicians and other healthcare providers.  Clearly systems 
of healthcare that encourage the rapid recognition and transport of 
acutely ill or injured patients to higher levels of care will benefit 
the acutely ill or injured patient. These systems are too costly to 
develop for routine care, although telehealth and the use of allied 
health personnel may provide a cost-effective means of introduc-
ing health-focused programs and chronic disease management to 
remotely located citizens. Hawai‘i, more than any state in the nation, 
needs to be a national leader in telehealth given the unique geographic 
barriers of being an island state. In 2007, the US Department of 
Agriculture offered $128 million in funding for rural telehealth,17 
so resources are available to expand an existing infrastructure.
 The health professional’s relationship to the patient must not be 
understated. Remote care techniques require the same degree of 
cultural sensitivity as in-person sessions. Indeed, a blend of in-per-
son and telehealth sessions may be needed to overcome barriers to 
delivering the health message and healthcare interventions to remote 
locations. Additionally, the health professional of the future must 
be culturally sensitive and willing to collaborate with colleagues 
outside of her/his own discipline to ensure effective care continuity 
and chronic disease management. It is this latter role that warrants 
our attention – more than attempts to capture discretionary visit 
payments from the worried well. 

Next Steps
Resolution of the healthcare crisis cannot be achieved through a 
focus on only one factor. Rather, multiple factors must be simultane-
ously addressed as these issues are interlocking. Societal changes 
include the following: 

 a) A capitated care model focused on health and chronic disease  
  management. 
 b) Universal access to a basic healthcare delivery system, 
  and acceptance of the service limitations associated with 
  such a model of care delivery.
 c) A universal electronic shared health information system as a  
  mechanism by which care in such a system can be 
  coordinated. (More about this will be covered in part two of  
  this series.)
 d) An approach to developing state sanctioned, legal 
  approaches to avoiding or minimizing futile care.
 e) Enhancement of systems of care (e.g., statewide trauma 
  systems).
 f) Alignment of practitioner and hospital reimbursement with  
  societal health goals, coupled with legal protections. 
 g) A system of no-fault patient compensation when injuries 
  occur in the course of medical care.  
 h) Support of expanded training programs for physicians, 
  nurses and other practitioners.

 These features are explained in more detail in the next article in this 
series. A key message is that a functional healthcare reform model 
will not succeed by addressing one or two of these features. Indeed, 
a functional model may require that all features be simultaneously 
addressed.
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Improving Living Renal Transplant: Lessons from 
a Multi-ethnic Transplant Program
Chan W. Park MD; Whitney M. Limm MD; and Linda L. Wong MD

Abstract
Living-renal transplant (LRT) is the most effective treatment for end-
stage renal disease (ESRD), and innovative strategies to increase 
donation are needed. We reviewed our ethnically/culturally diverse 
program to identify factors that contribute to donors’ decision to 
participate. Records of 110 LRT (related:unrelated = 66:44) and 
respective donors (1999-2005) were reviewed for demographics, 
outcome, education, employment, language, religion, and motivation. 
One and 5-year graft survival were 98.2% and 92% respectively. 
Mean donor age was 41.1 yrs with Men:Women = 62:48 and similar 
ethnicity to recipients. Donors tended to be married (65.5%), edu-
cated (31.8% - high school, 58.1%- additional education/degree), 
employed (84.4%), religious (55.9%) and English-speaking (73.8%). 
Successful donors were motivated: 54% traveled from off-island, 
and 10.9% had prior acts of altruism. Proper referral, identification 
& education of donors, and individual motivation of potential donors 
are key factors required for LRT. Continued efforts to overcome edu-
cational/language/cultural barriers are necessary to assist patients 
in finding donors and increasing LRT.

Introduction
The United Network for Organ Sharing (UNOS) currently reports 
that over 69,000 patients are waiting for renal transplants. In 2005, 
only 16,481 renal transplants were performed with 45% from living 
donors. Living renal transplant (LRT) is clearly the best treatment 
for ESRD in appropriate candidates.1-4 Patients who undergo LRT 
consistently perform better through all years of survival with 5-year 
graft survival rates of nearly 80% versus only 66.5% for deceased-
donor renal transplants (DDRT).5 
 Given these benefits, few have examined the characteristics of 
the current living donor population and what truly motivates them 
to donate. Are there specific identifiable factors common among 
living donors? What are the motivations that inspire an individual 
to donate an organ despite potential risks? Our objective was to 
analyze the characteristics of the ethnically and culturally diverse 
LRT donor population in Hawai‘i in an effort to identify factors 
which may contribute to successful LRT. 

Methods and Materials
This is a retrospective study of LRT performed at Hawai‘i Medical 
Center – East (HMC-E) between January 1, 1999 and December 31, 
2005. HMC-E is a 220-bed tertiary facility, and the only transplant 
center in Hawai‘i. It is the major referral center for renal transplant 
for American territories of the Pacific Basin (including American 
Samoa, Guam, Saipan, Micronesia and the Marshall Islands). 
Foreign nationals from Asian countries such as Japan, Korea, and 
the Philippines who desired medical care in the United States have 
also been referred. Since 1991, all transplants were performed by 
five transplant surgeons, all of whom are fellowship trained in 
transplant surgery. 
 This project was approved by the Institutional Research Board 
and by the Inter-hospital Board for Hawai‘i Pacific Health, of which 
St. Francis Medical Center is a member. Potential renal transplant 
candidates were referred from local dialysis units to the transplant 
center. Prior to 2004, transplant candidates met with a transplant 

nurse and a transplant surgeon. Starting in 2004, they were required 
to attend a two-hour “Kidney Transplant Class” during which time 
they were given a presentation informing them of the evaluation 
process, transplant operation, use of immuno-suppression, results and 
specifics about our center. Interested living donors were encouraged 
to attend these sessions and given a packet of information regarding 
living donation as well as a short video with donor testimonials. 
 Potential living donors were identified and screened for ABO 
compatibility, HLA and lymphocyte cross-matching tests, and 
medical suitability by a nephrologist. The donor then underwent 
psychosocial evaluation with interviews by the transplant nurse 
coordinator, medical social worker and transplant psychologist. 
All donors met with the same transplant surgeon on two separate 
occasions—once with the recipient present and later independently. 
Interpreters were made available to all potential donors if English 
was not their primary language and/or if requested. All LRT cases 
were discussed at the Renal Transplant Selection Committee meeting 
and LRT only proceeded with unanimous approval of the committee 
members. 
 Two transplant surgeons performed the donor nephrectomy and two 
transplant surgeons simultaneously performed the renal transplant 
procedure. Twenty-four donor nephrectomies were performed via 
laparoscopic hand-assisted technique. All others were performed with 
an open, limited subcostal incision (3 inch incision). Transplants 
were performed with the standard technique in the iliac fossa. Im-
munosuppression included induction with an IL-2 receptor antagonist 
(basiliximab or daclizumab) as well as steroids, mycophenolate 
mofetil and cyclosporine.
 The following data were collected on recipients: demographics, 
ethnicity, ABO blood type, etiology of ESRD, dialysis status at 
transplant (pre-dialysis, hemodialysis or peritoneal dialysis), time 
spent on dialysis before transplant, delayed graft function (the need 
for 2 dialysis sessions), graft failure date and date of death. Data 
collected on donors included: demographics, ethnicity, ABO blood 
type, relationship to the donor, highest level of education, primary 
language spoken, need for interpreter, occupation, length of time 
they were acquainted with the recipient and current status of the 
donor.
 General data on ethnicity and etiology of ESRD were also collected 
from several other sources:  (1) Patients awaiting DDRT at HMC-
E, (2) Patients on dialysis in Hawai‘i,10 (3) Patients with ESRD on 
dialysis in the United States11 and (4) US patients who underwent 
LRT / DDRT, and those on the DDRT waiting list.12 Data on ABO 
blood type, relation of living donor to transplant recipient for all US 
patients undergoing LRT were also obtained from the OPTN/SRTR 
Annual report. 
 Ethnic distribution of the general population was also determined 
for Hawai‘i and the United States based on the US Census data in 
2000.13 Ethnic information from the US Census, US Renal Data 
System and OPTN/SRTR were identified as one of the following: 
White, Black, Asian, Pacific Islander, Native American, Hispanic, 
2 or more ethnicities or other. Utilizing US Census data on Hawai‘i 
and the transplant center data, the authors were able to delineate 
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specific Asian ethnicities including Chinese, Filipino, Japanese, 
Korean, as well as Vietnamese.
 Demographic data were analyzed for descriptive statistics using 
SPSS version 14.0 software. Chi-square analyses were used to 
compare ethnicity for ESRD between various groups. 

Results
Recipient information
Between 1999 and 2005, 110 LRT were performed: 66 were from 
related -donors and 44 were from unrelated-donors. For the recipients, 
male:female ratio was 63:47 and mean age was 43.8 years (range 
3-74 years, standard deviation 15.7 years). Eight recipients were 
pediatric (<18 years). Ethnic distribution was as shown in Table 1. 
Etiology of disease was primarily glomerular diseases and distrib-
uted per Table 2. Twenty four patients were pre-dialysis, 69 were 
on hemodialysis and 17 were on peritoneal dialysis. Mean time on 
dialysis was 17.0 ± 24.2 months (range 0-156 months). Blood type 
distribution was as follows: type 0 = 39 patients, A = 37 patients, 
B = 28 patients and AB = 6 patients.

Donor demographics
Mean age was 41.1 years (range 19-62, standard deviation 10.5 
years) with a 62:48 ratio of men to women. Ethnic distribution was 
as depicted in Table 3. For the related donor group, the relationships 
were as follows: Sibling – 35, child – 14, parent – 14 and other rela-
tion – 3 including 2 aunts and 1 niece). The relationship in unrelated 
donors included 18 spouses, 6 altruistic donors, 11 friends or emo-
tionally related to the donor, 5 other, and 4 who were involved in a 
donor-exchange. Of the 5 other unrelated donors, their relationships 
specifically included: an adopted sister, a brother-in-law, a sister-in-
law, a son-in-law and a step daughter-in-law. Of the 11 friends who 
donated: 3 were fellow church members, 1 was an old high school 
friend, 5 were friends of other family members, 1 was a waiter in 
a restaurant that the recipient had frequented for many years, and 
1 was a family friend.
 Nearly two-thirds (72/110; 65.5%) of donors were married 72 
of 110 (65.5%), and of these, 18 donated directly to a spouse. 
Sixty-two (76%) donors were affiliated with a religious group. 
Of these Catholicism was the most prevalent (27.5%). The broad 
classification of “being a Christian” represented 16.5% of donors, 
and approximately 5% of donors were Mormon. Other religious 
groups identified included Buddhism, Baha’i faith, and Jehovah’s 
Witness. 
 Nearly 90% of donors were high school graduates, and approxi-
mately 55% (60/110) of donors attended some college while nearly 
25% were college graduates. Approximately 85% of the donors 
were employed, and of these, 85 (78%) were employed full time. 
There was tremendous variability among the different occupations 
reported, and no obvious trend existed toward specific career fields 
(i.e. service, professional, etc).  Nearly 72% of donors resided in the 
state of Hawai‘i, but 29 donors (26.6%) were residing on Neighbor 
Islands, 17 (15.6%) were from US Mainland, and 11 were foreign 
nationals (5 from the Philippines and 6 from the Republic of Ko-
rea).
 With a multi-ethnic population, language was an important factor 
in the LRT process. While nearly 74% of donors spoke English, 
15% spoke a Filipino dialect, 6% spoke a Pacific Island dialect, and 

Table 1.— Ethnicity of Living Renal Transplant Recipients (n=110)
Ethnicity Number of Patients

Afro-American     3

Caucasian 17

Hispanic 2

Asian 56

     Filipino      40

     Japanese      15

     Korean       5

     Vietnamese       3

     Chinese       2

     Chinese/Filipino       1

Pacific Islander 10

2 or more ethnicities 22

Table 2.— Disease Etiology for Living Renal Transplant Recipients
Etiology of ESRD Number of patients

Glomerular diseases 46

Diabetes mellitus 24

Hypertension 24

Polycystic kidney disease 10

Tubular diseases 4

Congenital 1

Unknown 1

Table 3.— Ethnic Distribution of Living Renal Donors  (n=110)
Ethnicity Number of Patients

Afro-American     3

Caucasian 24

Hispanic 3

Asian 46

     Filipino      23

     Japanese      14

     Korean       4

     Vietnamese       1

     Chinese       3

     Chinese/Filipino       1

Pacific Islander 10

2 or more ethnicities 24

2% spoke Japanese. A significant number of non-English speakers 
(26%) required some translation services.
 Twenty-seven donors had significant smoking, alcohol and il-
licit drug histories. 20 regularly consumed alcohol (defined as 2 or 
more drinks per day), have used illicit drugs in the past (including 
marijuana, cocaine, intravenous drugs), and/or smoked cigarettes. 
Another subgroup of donors (7/110) were engaged in ongoing 
psychotherapy or taking medications for diagnoses ranging from 
depression to anxiety. 
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 Table 4.— Ethnic Distribution of Hawai‘i’s Overall Population, LRT Donors and Recipients, Deceased Donor Waiting List and Patients on Dialysis.
Ethnicity (%) HI population (%) HI/LRT- Donors (%) HI/LRT-Recipients (%) HI/DD* waiting list (%) HI/new ESRD patients 

(%)
HI/all ESRD patients

White 26.5 21.8 15.5 3.4 7.5 8.1

Black 2.2 2.7 2.7 0.6 0.2 1

Asian 41.8 41.8 50.9 64.4 41.3 35.7

PI 9.1 9.1 9.1 10.1 45.2 50.9

NA 0.3 0 0 0 0.2 0

2 or more 20.1 21.8 20 21.5 4.1 2.6

Hispanic 0 0 0 0 0 0

Other 0 2.7 1.8 1.5 1.7

Total (%) 100 99.9 100 100 100 100

 Several of our donors were involved in prior acts of altruism 
including volunteering at local hospitals and community centers, 
being actively involved in church related charity organizations, 
regularly donating blood, and being adoptive parents. Although 
not specifically asked during interviews, 3 donors related that they 
were regular volunteers, while an additional 2 donors were involved 
in active church charity groups. 2 donors were noted to be parents 
of adopted children, and 5 donors had previously donated blood 
regularly.

Ethnicity 
The distribution of ethnicity of the Hawai‘i population as determined 
by the 2000 Census data is shown in Table 4. This was compared 
to all the donors and recipients of LRT in this study, the current de-
ceased-donor waiting list, all ESRD started on dialysis in 2005 and 
all ESRD patients in Hawai‘i on dialysis. There was no significant 
difference in ethnic distribution of the entire population of Hawai‘i 
vs LRT donors or LRT donors vs recipients. There was a significant 
difference in patients who received LRT compared to all patients 
on the deceased donor waiting list (p < 0.001) and all patients with 
ESRD in Hawai‘i. (p < 0.001) Pacific Islanders comprise more than 
50% of ESRD patients currently on dialysis while only 9.1% of LRT 
and 10.1% of those on the deceased donor waiting list.

Outcome –recipients and donors
Of 110 LRT recipients, one patient had delayed graft function but this 
resolved completely. One patient had primary graft nonfunction due 
to renal vein thrombosis and an undiagnosed hypercoagulable state. 
One and 5- year graft survival was 98.2% and 92% respectively. Of 
the 110 grafts, 104 are currently functioning. Three patients died 
with a nonfunctioning graft. Two patients had late graft failure and 
required return to hemodialysis. One of these was due to recurrent 
disease and the second was due to drug noncompliance. 
 Of the 110 donors, 109 are still alive and with normal renal function. 
One donor died of an illicit drug overdose 28 months after kidney 
donation. This patient had used illicit drugs prior to transplant but 
underwent intensive rehabilitation and was drug free for a year prior 
to donation.  

Discussion 
LRT is clearly the best renal-replacement therapy for patients with 
ESRD. In order to further increase LRT, physicians need to assist 
patients with identifying potential donors. Patients are frequently 
too afraid to ask relatives and friends to donate. Whom should they 
ask? How do they ask? What if my family members say “no”; then 
whom do I ask? What type of person donates?
 A number of studies have demonstrated that women were more 
willing to undergo LRT.14,15 However, Kwon et al also showed that 
long-term graft survival was significantly impacted for female to male 
donation and predicted that male donor gender was a positive risk 
factor for long-term graft survival. This was attributed to anatomic 
differences between genders, with women having approximately 
17% fewer nephrons than men.16 This study had a predominance 
of male donors (62 vs 48 women). Although the greatest number 
of graft failures was found in the female to male group (3 of 31 
transplanted), this was no different from graft failure in male to male 
(2 of 32), male to female (2 of 30) and female to female (1 of 17). 
No gender differences in LRT outcomes can thus be demonstrated 
in this study. 
 Several transplant programs have studied the psychodynamics of 
the marriage and found derived benefits following LRT including 
improved marital bonds, restoration of functional roles, and enhanced 
relationships among various family members.17-21 As with other stud-
ies, 65.5% of donors were married, and most identified their spouse 
as their primary support. In addition, most of the 21 donors who 
were ‘single’ reported that they were in stable, significant relation-
ships. Only 13 (11.8%) donors were widowed or divorced. Eighteen 
donors (16.4%) donated to their spouse. These findings are similar 
to others which suggest that marital and family relationships impact 
positively on a person’s willingness to participate in LRT.17,18 
 There is little information on the impact of religion on LRT. Prior 
studies have noted a possible negative relationship between religion 
and willingness to participate in living organ donation.22,23 Direct 
conflict of religious beliefs with organ donation and the potential 
need for blood transfusions may be contributing factors, but we did 
not encounter such issues. In our study, 62% of donors were affiliated 
with a religious group and less than 15% denied being religious. 
Several of our LRTs occurred as a direct result of church involve-
ment with three unrelated transplants performed between church 
members. Religious affiliation may sometimes facilitate LRT, and 
our program welcomes all religious groups in LRT participation. 
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 Although there are theoretic education/language barriers that 
hinder LRT, our donor group was no different than the general US 
population in terms of education level.25 This transplant program 
requires interested patients to attend a class where topics such as 
kidney disease, future sequelae of illness, and the risks and benefits 
of transplantation are discussed in a simplified manner. Potential 
donors and interpreters are encouraged to accompany them at these 
sessions. Approximately 26% utilized our translation services. 
Perhaps these efforts to deal with educational/language barriers has 
allowed our donors to more readily participate in LRT. 
 There are potential cultural barriers as well. Previous studies on 
Asian attitudes on living organ donation have mentioned “family 
apprehensions, medical care costs, and nonexistent social security” 
as barriers to organ donation.27 Andresen et al also demonstrated that 
asian patients in the United States had vastly different expectations 
with regards to medical care and organ donation.28  Because Hawai‘i 
is such a multi-cultural society, our health care system/staff are 
generally quite culturally-sensitive. Focus group studies on organ 
donation in Filipinos in Hawai‘i have indicated that 75% of com-
ments reflected a positive awareness of cultural issues regarding 
organ donation.29 From our current study, it appeared that a number 
of Asian donors mentioned having strong sense of “family obliga-
tion” as a motivation toward LRT.
 Interestingly, we found some LRT differences based on ethnicity. In 
particular, 50.9% of ESRD patients on dialysis are of Pacific Islander 
ethnicity compared to the far fewer Pacific Islanders who underwent 
LRT (9.1%) and DDRT (10.1%). This is similar to findings by Hall 
et al, in which Asians and Pacific Islanders had lower mortality on 
dialysis but a significantly lower transplant rate.30 Potential contrib-
uting factors to this disparity may include the higher presence of 
medical co-morbidities, high BMI, insurance status, noncompliance 
and patient referral. A number of studies have showed that delayed 
nephrology care is more prevalent in minorities and those with a 
lower socioeconomic status. Furthermore, late nephrology care has 
been associated with lower access to the kidney transplant waiting 
list and a lower rate of kidney transplantation.31,32 Cultural, educa-
tional and language issues may all be barriers in Pacific Islanders, 
however this would need to be studied in greater depth to determine 
the disparity in access to LRT. 
 Several studies mention experiences with living donors who have 
a history of psychiatric problems and substance abuse. Most of these 
were rejected from LRT programs due to issues such as depression, 
bipolar disorder, bulimia, and active substance abuse.14,33-35 All 
donors in this study were carefully screened by the social worker 
and psychologist prior to LRT, and about 30% had a history of prior 
substance abuse or psychological problem. At the time of donation, 
no donors were actively involved in substance abuse, and only donors 
with mild (depression/anxiety) or a distant history of psychiatric 
diagnoses were considered. From the specific comments to social 
workers, one might conjecture that these patients are donating as 
a means to “feel good about themselves” or as a means to redeem 
themselves for prior problems, but it appears that these donors, if 
carefully screened and able to participate in the evaluation process 
including giving informed consent, are able to successfully undergo 
living donation.
 Living donors are extremely motivated and by definition, are al-
truistic individuals. Due to the geographic location of this transplant 

center on the island of O‘ahu, more than 50% of  donors traveled 
by plane to donate their kidneys. Ten percent of the donors trav-
eled from outside the United States and in excess of 3500 miles to 
donate. In addition, several donors reported involvement in prior 
acts of altruism including blood donation, volunteering at hospitals, 
involvement in community and church volunteer groups, and adopt-
ing children. 
 There are limitations to this study, in that it was retrospective and 
a standardized specific questionnaire was not used to assess donors’ 
motivation. Information on prior altruistic acts or exact motivations 
for donation may have not been consistently recorded. Future studies 
are also needed to determine the short and long-term psychosocial 
impact of living donation. In addition, there is a general lack of data 
on characteristics of living renal donors and this study is an attempt 
to understand the characteristics in this special population.
 In summary, our study outlines some initial trends among minority 
LRT populations, and our data highlight some significant charac-
teristics of the living donor that may contribute to successful LRT. 
Given these findings, we need better strategies to assist patients in 
identifying and approaching potential donors. Donors can be men 
or women, more frequently married or in stable relationships and no 
more educated or employed than the rest of the general population.  
Donors can be found in not only relatives, but friends, co-workers 
and church members. Most importantly, donors are highly motivated 
and altruistic—often doing other good deeds and traveling long 
distances to donate. 
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First reported United States case of Legionella pneumophila 
serogroup 1 pneumonia in a patient receiving anti-tumor necrosis 
factor-α therapy

Sadao Jinno MD; Stephen Pulido MD; and Brian C. Pien MD

Abstract
Legionellosis has been reported to be an extremely rare disease 
in Hawai‘i. The authors report a case of a 67-year-old woman with 
a history of rheumatoid arthritis treated with long-term adalimumab 
who developed severe right-sided community-acquired pneumonia 
and a parapneumonic effusion. Legionella pneumophila serogroup 
1 was confirmed as the microbiologic cause based on a positive 
urine Legionella antigen as well as direct fluorescent antibody 
and Legionella culture of bronchoalveolar lavage. This is the first 
reported case of Legionella pneumonia associated with anti-tumor 
necrosis factor (TNF)-α therapy in the United States. There have been 
several reports of an increased association between legionellosis 
and treatment with a TNF-α antagonist. With the increasing use of 
TNF-α antagonists, Legionella pneumophila should be recognized 
as a potential re-emerging pathogen. Clinicians should particularly 
consider the diagnosis of legionellosis in patients who are immuno-
compromised, including those who receive anti-TNF-α therapy, or 
who have severe pneumonia. In such cases, there should be a low 
threshold for including empiric Legionella antimicrobial coverage 
until the diagnosis can be confirmed or reasonably excluded. 

Introduction
Tumor necrosis factor (TNF-α) is a pro-inflammatory cytokine 
which is primarily produced by activated macrophages in response 
to various immunologic stimuli.1 It aids in antigen presentation, 
intracellular killing of microorganisms, granuloma formation and 
maintenance.2 Consequently, TNF-α plays an important role in host 
resistance against intracellular pathogens, including mycobacteria 
and fungi.3 Treatment with TNF-α antagonists has been associated 
with an increased risk of infection due to Mycobacterium tuberculo-
sis,4 Listeria monocytogenes,5 Aspergillus fumigatus,6 Pneumocystis 
jirovecii,7 Histoplasma capsulatum,8 and Coccidioides immitis.9

  Legionella pneumophila serogroup 1 causes about 80% of known 
human legionellosis and 2-9% of community-acquired pneumonia 
episodes. The annual incidence rate was 0.40 cases per 100,000 
persons in the United States during 2004 and the average annual 
incidence in Hawai‘i over the past 15 years was 0.26 cases per 
100,000 persons. There have been 14 cases of L. pneumophila infec-
tion in patients treated with TNF-α antagonists reported in Europe, 
including six which were associated with the use of adalimumab.10-13 
This is the first case of Legionella pneumonia in a patient receiving 
adalimumab in the United States. Although legionellosis is consid-
ered to be a rare disease in Hawai‘i, it may be under-recognized, 
especially with the increasing use of TNF-α antagonists and chal-
lenging microbiologic diagnosis. 

Case Report 
A 67-year-old Japanese woman was hospitalized with a five-day 
history of fever, chills, slightly productive cough, and shortness of 
breath. She had a long-standing history of rheumatoid arthritis that 
had been treated with adalimumab 40mg subcutaneous injections 
every two weeks for two years and 15 mg of weekly oral methotrex-

ate. The patient also had an ongoing 40 pack-year history of smoking 
and spent part of her time living in a local condominium with her 
husband who was receiving outpatient chemotherapy. There were 
no known ill contacts or recent travel outside the state of Hawai‘i.
 On initial presentation, the patient had a temperature of 101°F, 
respiratory rate of 28 per minute, heart rate of 99 per minute, oxygen 
saturation 97% on nasal cannula 2 liters per minute supplemental 
oxygen, and blood pressure of 90/50. Lung examination revealed 
decreased aeration and increased dullness to percussion at the right 
posterior lower chest. Laboratory studies showed a serum sodium 
of 128 mEq/L and white blood cell count of 15,600/mm3 includ-
ing 61% immature neutrophils. Chest computerized tomography 
(CT) scan showed dense lobar consolidation of the entire right 
lower lobe and part of the middle lobe (Figure 1). The patient was 

Figure 1.— Dense lobar consolidation of the entire right lower lobe and 
part of the middle lobe.

admitted to the intensive care unit and empirically treated with 
vancomycin, cefepime, and azithromycin. The sputum gram stain 
showed >25 white blood cells per high-power field but no organ-
isms were seen. Subsequent routine bacterial culture only grew 
mixed oropharyngeal flora and both blood culture sets were sterile. 
A urine Legionella pneumophila serogroup 1 antigen (Binax NOW, 
Scarborough, Maine) was positive, so the antibiotics were changed 
to moxifloxacin 400mg intravenous daily and oral rifampin 600mg 
daily. The patient initially seemed to improve, however, the fever, 
dyspnea, cough, and hypoxemia recurred within several days and 
the white blood cell count increased to 22,000/mm3. Lymphocyte 
panel, immunoglobulin levels, and HIV antibody testing was not 
performed. Multiple repeat routine blood, sputum, and urine cultures 
were all unremarkable, however a follow-up chest CT scan showed 
interval development of a large loculated right-sided pleural effusion. 
Bronchoscopy was performed after the patient had been hospitalized 
for 17 days on antibiotic therapy. Gross visual airway inspection 
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only demonstrated mild endobronchial erythema. Routine bacterial, 
fungal, mycobacterial cultures, and cytology of the bronchoalveolar 
lavage (BAL) fluid were all unremarkable. Direct fluorescent anti-
body (DFA) against L. pneumophila serogroup 1 on the BAL fluid 
was positive. Subsequent BAL fluid culture on specialized media 
grew L. pneumophila serogroup 1. Due to persistent hypoxemia, 
dyspnea, and moderately severe cough, right thoracostomy tube 
drainage was performed and yielded about one liter of thin sero-
sanguinous pleural fluid. The fluid analysis was consistent with 
a parapneumonic effusion and all cultures, including specifically 
for Legionella and obligate anaerobic bacteria, were negative. The 
patient was weaned off supplemental oxygen and discharged.  At 
six months of follow-up, the patient had fully recovered but had not 
yet resumed anti- TNF therapy. 

Discussion
Legionella species are fastidious intracellular gram-negative bacilli 
that require special microbiologic culture media (buffered cysteine 
yeast extract agar). Due to difficulty of culture isolation and the 
frequent use of empiric antimicrobial treatment which includes 
Legionella coverage, the actual incidence of Legionella pneumonia 
is likely under-detected. The urine antigen test is simple to perform, 
rapid, highly specific, and a noninvasive method for detecting Le-
gionella pneumophila serogroup type 1. The sensitivity has been 
reported to range from 70-90% with a specificity >95% compared 
to culture, serology, and DFA.14 Collecting acute and convalescent 
sera to establish the diagnosis of legionellosis is laborious, time-
consuming, and impractical for making real-time clinical decisions. 
An in-house validated polymerase chain reaction (PCR) assay for 
Legionella species has recently become available on lower respi-
ratory tract specimens and pleural fluid (ARUP Laboratories, Salt 
Lake City, Utah) with a reported sensitivity of 80-100% compared 
to conventional diagnostic methods.14 
 The clues to suspecting Legionella pneumonia include fever, 
severe pneumonia, mild diarrhea, altered mentation, patients with 
chronic immunosuppression or significant smoking history, and 
failed clinical response to beta-lactam or aminoglycoside antibiotics. 
Laboratory studies often reveal hyponatremia, slightly elevated he-
patic transaminases, and a sputum gram stain with many neutrophils 
but no organisms seen. Parapneumonic pleural effusions are often 
seen with Legionella pneumonia. According to the 2007 Infectious 
Disease Society of America/American Thoracic Society consensus 
guidelines on the management of community-acquired pneumonia, 
urine antigen testing for L. pneumophila serogroup 1 should be con-
sidered for patients with severe CAP requiring intensive care unit 
admission, failed outpatient antimicrobial therapy, ongoing alcohol 
abuse, recent travel within the previous two weeks, or presence of 
a pleural effusion.15

 The first-line therapy for legionellosis is either a newer macrolide 
(azithromycin) or a respiratory fluoroquinolone (levofloxacin) that 
achieve high intracellular distribution. Rifampin can be added for 
severe infections, particularly endocarditis, or when the patient 
appears to be failing therapy with a first-line agent. This is based 
on early anecdotal reports where the addition of rifampin appeared 
superior to erythromycin monotherapy.16 The recommended dura-
tion of therapy can be as long as 21 days in immunocompromised 
hosts or those with severe disease and depends greatly on the clini-

cal response to therapy, includingdefervescence. It is noteworthy 
that the organism was cultured from the BAL specimen after the 
patient had received 17 days of active antimicrobial therapy against 
Legionella spp., including rifampin. Based on a review of the avail-
able literature, antimicrobial resistance of Legionella spp. against 
macrolides, respiratory fluoroquinolones, and rifampin has not been 
described and no standardized antimicrobial susceptibility testing 
criteria exists. 
 There have been 14 reported cases of L. pneumophila infection in 
patients treated with TNF-α antagonists. The clinical characteristics 
of these cases compared to the patient described in this report are 
compared in Table 1. The median age was 47 years (range 27-69), 
64% of patients were women, and the median duration of anti-TNF-
α therapy was 34 weeks (range 1 week – 5 years). The diagnosis 
was confirmed by urine antigen in 87%, culture in 33%, serology 
in 7%, and PCR in 7% of cases. Seven of 15 (47%) cases received 
adalimumab. Eleven patients were treated with a fluoroquinolone 
and five required admission to an intensive care unit, resulting in 
one death. Another study in France reported an increased relative 
risk ratio of 16-21 for legionellosis among persons who received 
treatment with a TNF-α antagonist compared with those who had 
not received a TNF-α inhibitor. 13 
 Based on meta-analysis of randomized placebo-controlled clini-
cal trials performed with infliximab and adalimumab, these TNF-α 
antagonists were associated with pooled odds ratio of 2.0 (95% CI 
1.3-3.1) for serious infections, including tuberculosis, histoplasmosis, 
coccidiomycosis, cryptococcosis, aspergillosis, Pneumocystis pneu-
monia, listeriosis, nocardiosis, and nontuberculous mycobacterial in-
fections.17 There are also significant structural differences among the 
commercially available TNF-α antagonists. Adalimumab, infliximab, 
and certolizumab pegol are antibody-based molecules as opposed 
to etanercept which is a smaller fusion peptide. The antibody-based 
formulations tend to circulate in the body for several months, thereby 
having a more sustained and profound immunomodulatory effect 
on cytokine release by macrophages compared with etanercept.18 

Consequently, a recent study found that the risk of granulomatous 
infection was about three-fold greater among patients who received 
infliximab than those who received etanercept.19

 Legionellosis outbreaks have been well-described from environ-
mental and potable water sources such as air conditioning cooling 
ducts, as was first discovered in the 1976 American Legionnaire’s 
conference in Philadelphia. Most reported cases of legionellosis are 
sporadic and the presumed environmental source remains elusive. 
Our patient spent part of her time living in a local condominium 
while her husband was receiving outpatient chemotherapy treatments 
but he did not develop a symptomatic Legionella infection.
 In summary, we report a case of severe community-acquired pneu-
monia and symptomatic parapneumonic effusion due to Legionella 
pneumophila serogroup 1 in a patient receiving adalimumab. There 
is an associated risk of Legionella infections and TNF-α antagonist 
therapy. With the increasing use of anti-TNF-α agents and the chal-
lenges of microbiologic confirmation, legionellosis is likely under-
recognized and may represent a re-emerging infection. Clinicians 
should maintain an index of suspicion in patients with risk factors 
for Legionella infection, including the use of anti-TNF-α therapy. 
If there is reasonable clinical suspicion, the diagnosis of legionel-
losis should be sought by performing the urine Legionella antigen 
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assay or obtaining lower respiratory tract specimens for specific 
Legionella culture, direct fluorescent antibody, or PCR. In such 
cases, empiric antimicrobial therapy should include L. pneumophila 
until the diagnosis can be reasonably excluded. 

Authors’ Affiliation:
- University Hospitals of Cleveland Case Medical Center, Cleveland, OH 33118 (S.J.) 
- University of Hawai‘i John A. Burns School of Medicine, Honolulu, HI 96813 (S.P.) 
- Department of Medicine, University of Hawai‘i John A. Burns School of Medicine, 
Honolulu, HI 96813 (B.C.P.)

Correspondence to:
Sadao Jinno MD
University Hospitals of Cleveland Case Medical Center
30 Severance Circle #712
Cleveland, Ohio 44118
Ph: (808) 352-3813
Email: sadaoj@gmail.com

References
1. Choy EH, Panayi GS. Cytokine pathways and joint inflammation in rheumatoid arthritis. N Engl J Med. 

Mar 22 2001;344(12):907-916.
2. Gardam MA, Keystone EC, Menzies R, et al. Anti-tumour necrosis factor agents and tuberculosis risk: 

mechanisms of action and clinical management. Lancet Infect Dis. Mar 2003;3(3):148-155.
3. Hyrich KL, Silman AJ, Watson KD, Symmons DP. Anti-tumour necrosis factor alpha therapy in rheu-

matoid arthritis: an update on safety. Ann Rheum Dis. Dec 2004;63(12):1538-1543.
4. Keane J, Gershon S, Wise RP, et al. Tuberculosis associated with infliximab, a tumor necrosis factor 

alpha-neutralizing agent. N Engl J Med. Oct 11 2001;345(15):1098-1104.
5. Slifman NR, Gershon SK, Lee JH, Edwards ET, Braun MM. Listeria monocytogenes infection as a 

complication of treatment with tumor necrosis factor alpha-neutralizing agents. Arthritis Rheum. Feb 
2003;48(2):319-324.

6. De Rosa FG, Shaz D, Campagna AC, Dellaripa PE, Khettry U, Craven DE. Invasive pulmonary 
aspergillosis soon after therapy with infliximab, a tumor necrosis factor-alpha-neutralizing antibody: 
a possible healthcare-associated case? Infect Control Hosp Epidemiol. Jul 2003;24(7):477-482.

7. Tai TL, O’Rourke KP, McWeeney M, Burke CM, Sheehan K, Barry M. Pneumocystis carinii pneumonia 
following a second infusion of infliximab. Rheumatology (Oxford). Aug 2002;41(8):951-952.

8. Wood KL, Hage CA, Knox KS, et al. Histoplasmosis after treatment with anti-tumor necrosis factor-
alpha therapy. Am J Respir Crit Care Med. May 1 2003;167(9):1279-1282.

9. Bergstrom L, Yocum DE, Ampel NM, et al. Increased risk of coccidioidomycosis in patients treated 
with tumor necrosis factor alpha antagonists. Arthritis Rheum. Jun 2004;50(6):1959-1966.

10. Wondergem MJ, Voskuyl AE, van Agtmael MA. A case of legionellosis during treatment with a TNFalpha 
antagonist. Scand J Infect Dis. 2004;36(4):310-311.

11. Li Gobbi F, Benucci M, Del Rosso A. Pneumonitis caused by Legionella pneumoniae in a patient 
with rheumatoid arthritis treated with anti-TNF-alpha therapy (infliximab). J Clin Rheumatol. Apr 
2005;11(2):119-120.

12. Eisendle K, Fritsch P. Fatal fulminant legionnaires’ disease in a patient with severe erythodermic 
psoriasis treated with infliximab after long-term steroid therapy. Br J Dermatol. Mar 2005;152(3):585-
586.

13. Tubach F, Ravaud P, Salmon-Ceron D, et al. Emergence of Legionella pneumophila pneumonia in 
patients receiving tumor necrosis factor-alpha antagonists. Clin Infect Dis. Nov 15 2006;43(10):e95-
100.

14. Murdoch DR. Diagnosis of Legionella infection. Clin Infect Dis. Jan 1 2003;36(1):64-69.
15. Mandell LA, Wunderink RG, Anzueto A, et al. Infectious Diseases Society of America/American Thoracic 

Society consensus guidelines on the management of community-acquired pneumonia in adults. Clin 
Infect Dis. Mar 1 2007;44 Suppl 2:S27-72.

16. Dournon E, Mayaud C, Wolff M, et al. Comparison of the activity of three antibiotic regimens in severe 
Legionnaires’ disease. J Antimicrob Chemother. Oct 1990;26 Suppl B:129-139.

17. Bongartz T, Sutton AJ, Sweeting MJ, Buchan I, Matteson EL, Montori V. Anti-TNF antibody therapy in 
rheumatoid arthritis and the risk of serious infections and malignancies: systematic review and meta-
analysis of rare harmful effects in randomized controlled trials. JAMA. May 17 2006;295(19):2275-
2285.

18. Hochman D, Wolff B. Risk of serious infections and malignancies with anti-TNF antibody therapy in 
rheumatoid arthritis. JAMA. Nov 8 2006;296(18):2203; author reply 2203-2204.

19. Wallis RS, Broder MS, Wong JY, Hanson ME, Beenhouwer DO. Granulomatous infectious diseases 
associated with tumor necrosis factor antagonists. Clin Infect Dis. May 1 2004;38(9):1261-1265.

Visit 

www.hawaiimedicaljournal.org 

to see the Hawai‘i Medical 
Journal online.



HAWAI‘I MEDICAL JOURNAL, VOL 68, JUNE 2009
113

Viral Hepatitis in a Homeless Shelter in Hawai‘i

Daniel E. C. Boyce MS; Alan D. Tice MD; Fernando V. Ona MD; Kenneth T. Akinaka MRA; 
and Heather Lusk BS

Abstract
It is estimated that as many as 21,000 people in the state of Hawai‘i 
may be infected with HCV. Most of those infected with viral hepatitis 
are unaware they are infected. Complications from viral hepatitis 
include liver cirrhosis and hepatocellular carcinoma. Hawai‘i has 
the highest incidence of hepatocellular carcinoma in the United 
States. In 2003 there were over 6000 homeless and over 155,000 
people at-risk of becoming homeless living in the state of Hawai‘i. 
Risk factors for hepatitis, such as drug use, tattoos, sexual contact, 
and sharing of personal hygiene equipment are more prevalent in 
the homeless population.
 To determine the incidence of hepatitis B and C among a popula-
tion of homeless individuals, a health fair was held at a Honolulu area 
homeless shelter with approximately 200 residents. The incidence 
of hepatitis B and C was determined by anti-HCV and HBsAg blood 
tests. A survey was also conducted regarding risk factors and basic 
demographics. 
 Fifty-nine homeless adults volunteered for testing and took the 
survey. Thirty-one (52%) volunteers were born in Micronesia, twenty-
four (41%) were born in the United States, two (3%) were born in 
Samoa, one (2%) was born in the Philippines, and one (2%) was 
born in the Marshall Islands. Forty adults were tested for Hepatitis 
C antibody, three of which tested positive. The primary risk factor 
among this group was jail time (100%), followed by illegal drug injec-
tion (67%), tattoos (67%), ear/body piercing (67%), snorting drugs 
(33%), blood transfusions (33%), and a sex partner with hepatitis 
(33%). Forty adults were also tested for HBsAg, One of which tested 
positive. This was a recent immigrant from Micronesia. 
 Homeless people in Hawai‘i are more likely to have hepatitis 
B or C because risk factors are common among this population. 
Additionally, a large proportion of Hawai‘i’s homeless people come 
from the Pacific Islands, where the prevalence of hepatitis B is one 
of the highest in the world. In addition there are significant risks of 
hepatitis spread among the homeless and into the general population 
as many homeless do not realize they are infected. The health fair 
approach was an effective means for screening homeless people 
for hepatitis B and C. Our preliminary information suggests home-
less shelters may be a good place for education, screening, and 
possibly interventions as well.

Background
Hepatitis C virus (HCV) infection is the most common chronic 
blood-borne viral infection in the United States, infecting at least 
3.9 million (1.8%) of Americans. HCV accounts for almost half of 
all patients in the United States with chronic liver disease.1 Of the 
40,000 new patients infected with HCV each year, 85% develop 
chronic hepatitis, of which 20% develop cirrhosis, which can lead 
to hepatocellular carcinoma (HCC) or death.2 It is estimated that as 
many as 21,000 people in the state of Hawai‘i may be infected with 
HCV; with most being unaware they are infected.3 It is because of 
these infections that Hawai‘i has the highest incidence of HCC in the 
United States.4 The primary source of HCV infection is drug abuse 
by injection and snorting, although transfusions were a significant 
risk prior to the use of screening tests for the virus in 1992.
 HBV infection may be spread via vertical transmission to children 
from infected mothers, as well as through horizontal transmission 
via intravenous drug use and sexual contact. The incidence of ac-

tive HBV in Americans has fallen dramatically since an effective 
vaccine became available in 1982.5 There are approximately 1.25 
million persons infected with HBV in the United States, but only 
4,759 new infections were reported in 2006.6 Hawai‘i is differ-
ent, however, because of the large immigrant population. Vaccine 
programs have not been available in most Asian and Pacific Island 
countries. Viremia has been studied by the World Health Organiza-
tion with a prevalence reputed as high as 12% in Micronesia, 4% 
in Guam, 10% in the Philippines, and 20% in Tonga.7 More than 
4,000 people migrated to Hawai‘i from outside the country in 2007, 
many of whom have not been vaccinated against viral hepatitis or 
lack knowledge of their HBV status.8

 The homeless of Hawai‘i are at particular risk for viral hepatitis 
due to their heritage and risk factors. The situation is compounded 
by this “silent epidemic” with infected people being asymptomatic 
for decades until their disease deteriorates into cirrhosis or erupts 
into carcinoma. Homeless populations lack adequate sources of 
health care and are less likely to seek treatment for conditions that 
are not acute illnesses such as with HCV.9 For these reasons hepatitis 
infections among the homeless population often go undetected or 
are not adequately treated. This population is often difficult to reach 
due to cultural and language barriers, as well as the economic bar-
riers that limit access to health care. The homeless also pose a risk 
to the rest of society by acting as a reservoir for the viruses. 
 In 2003, more than 6,000 people in Hawai‘i were thought to be 
homeless with over 155,000 at risk of becoming homeless. A high 
proportion of the homeless have a history of drug abuse, incarcera-
tion, as well as prostitution.10 Common tools of hygiene such as 
razors and toothbrushes may be unavailable or become a vehicle 
of transmission if shared. Hepatitis C virus has been found in up 
to one-third of tooth brushes11 and 38% of razors used by those 
infected.12

 An example of the problem can be drawn from the Micronesian 
population. One of the largest and fastest growing populations 
of homeless in Hawai‘i comes from Micronesia, with over 8,000 
migrants already residing in Hawai‘i, and a migration rate that has 
increased 35% over the last six years.13 Many among this group 
become homeless because they lack family support, job skills, 
and English-language proficiency. Many Micronesians leave their 
homeland for increased medical resources, possibly resulting in 
a higher rate of disease among the migrant population than those 
living in Micronesia. 
 In order to better understand the problems and risks of hepatitis 
among the homeless individuals in Hawai‘i, we undertook an in-
vestigation of the new Next Step homeless shelter in Oahu, which 
housed 200 adults and 90 children as of 2006.

Methods
We received approval from those responsible for the study and the 
human studies section of the University of Hawai‘i Institutional Re-
view Board. We then arranged a hepatitis Health Fair with speakers 
on hepatitis, music and free food on the evening of July 28, 2006.
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 People in the shelter were encouraged to be tested for hepatitis 
B and C using blood tests including assays for hepatitis C antibody 
and Hepatitis B surface antigen. T-shirts were offered for those who 
were tested. Those who volunteered were informed about the study 
and asked to fill out an approved survey form with demographic 
information and risk factors. The survey included questions regarding 
ethnicity, place of birth, history of prior hepatitis and HIV testing, 
vaccinations, risk factors for hepatitis B and C, family history of 
liver disease, and alcohol use. They were also provided information 
about available health care resources in the event that they tested 
positive for an infection. The blood collected was promptly delivered 
to a local laboratory for standard processing. Results were sent to 
the physician or clinic designated by the volunteer.
 Information about those tested was collected and coded so that it 
could not be connected to the laboratory results with any significant 
personal identifiers. Results were tabulated and analyzed using 
standard methodology. Statistical significance was not determined 
due to the small number of people tested. 

Results
Fifty-nine adults volunteered for testing and took the survey. Of 
those, 19 (32%) were men and 40 (68%) were women. Thirty-three 
(56%) designated themselves as Micronesian, eleven (19%) Hawai-
ian, Six (10%) Caucasian, three (5%) Japanese, two (3%) Filipino, 
two (3%) Samoans, one (2%) Marshallese and one (2%) African-
American. Thirty-one (52%) volunteers were born in Micronesia, 
twenty-four (41%) were born in the United States, two (3%) were 
born in Samoa, one (2%) was born in the Philippines, and one (2%) 
was born in the Marshall Islands. 
 Forty participants were tested for hepatitis C antibody. Three 
(7%) of these were found to be positive, all of whom were born in 
the United States. A comparison between individuals who tested 
positive and negative for Hepatitis C is shown in Table 1. Among 
the three who tested positive, the following risk factors were noted: 
jail time (3), injection drug use (2), tattoos (2), ear/body piercing 
(2), snorted drugs (1), blood transfusion (1), and sex partner with 
hepatitis (1). None had a history of amphetamine use, alcohol use, 
or family members with hepatitis or liver disease. Two had no 
knowledge of having the infection, while one of the three had been 
told of hepatitis C previously. 

Table 1.— Risk Factors Among Homeless Individuals Tested for Hepatitis 
C Antibody
Risk Factor HCV Positive (3 people) HCV Negative (37 people)

Average age 52 38

Gender 1 male, 2 female 16  male, 21 female

Injection drug use 67% 5%

Snorted drugs 33% 13%

Used “ice” 
or amphetamines

0% 9%

Blood transfusion 33% 13%

Needle stick 0% 3%

Tattoos 67% 40%

Ear/body piercing 67% 54%

Sex partner with hepatitis 33% 5%

 Forty volunteers were tested for hepatitis B surface antigen. 
Only one of these tested positive. This was a 26-year-old woman 
who emigrated from Micronesia to Hawai‘i the year prior and was 
unaware of her infection.
 The survey also indicated that only one person was aware of being 
vaccinated for hepatitis A. Seven people reported vaccination against 
HBV. Of the three people with HCV, none reported vaccination 
against HAV and only one reported vaccination against HBV.
 
Discussion
Our limited study suggests the homeless people of Hawai‘i are 
more likely to have viral hepatitis than the general population, as 
expected and reported by others. It also suggests the homeless are 
not aware of their infections or the relationship these infections 
have to risk factors. They also appear to be lacking in awareness 
of possible therapy for their infections as well as prevention of 
secondary infections through hepatitis vaccination. Interventions 
through health care programs designed for homeless shelters appear 
to offer a good opportunity to educate, test and offer treatment to 
stem the spread of these infections within and outside the homeless 
communities.
 The number of inhabitants of the shelter who were tested and 
took the survey was encouraging. More than a quarter of the people 
who resided at the shelter volunteered for testing even though many 
regular residents were not present. The reasons others at the shelter 
did not participate in testing could not be determined. This study 
is limited by the small number of volunteers; however the findings 
suggest homeless shelters offer an opportunity for education, testing, 
and potential intervention with vaccination programs and possible 
treatment if indicated.
 Further studies may be designed to document our findings, which 
are consistent with many other studies and unlikely to be false or 
not of concern. The “silent epidemic” of hepatitis B and C with 
the sequelae of liver cancer and cirrhosis can be reduced through 
funding for educational programs, testing, and interventions such 
as vaccines, safety kits, and treatments.
 In conclusion, the homeless in Hawai‘i appear to be at greater 
risk for having hepatitis B and C and are in need of interventions 
not only for the benefit of themselves but the rest of society. It is 
also clear the homeless are often not aware of their disease and lack 
awareness of the need for lifestyle changes such as abstinence from 
alcohol and drug abuse. They also lack understanding for the need 
for vaccination and the risks posed to others by sharing needles, 
snorting devices, razors, and even toothbrushes.

This paper is attributed to John A. Burns School of Medicine, Uni-
versity of Hawai‘i. Support is attributed to the Hepatitis Support 
Network of Hawai‘i.
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An Evaluation Tool to Measure Cultural Competency in Graduate Medical 
Education
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Introduction
In response to the growing need for healthcare workers who are 
capable of working effectively with diverse patient populations, 
the need for cultural competency training has become imperative. 
There is no standardized definition of cultural competence, but one 
of the most commonly cited is by Cross et al., which states that: 
“Cultural Competence is a set of congruent behaviors, attitudes, 
and policies that come together in a system, agency, or among pro-
fessionals and enables that system, agency, or those professionals 
to work effectively in cross-cultural situations.”1 Cultural training 
has been mandated by the two main medical education accrediting 
bodies in the United States. The Liaison Committee on Medical 
Education (LCME) requires faculty and students to “demonstrate 
an understanding of the manner in which people of diverse cultures 
and belief systems perceive health and illness and respond to vari-
ous symptoms, diseases, and treatments.”2 Additionally, the LCME 
requires medical students to take into consideration their own as 
well as others’ biases when treating patients. 
 The Accreditation Council for Graduate Medical Education (ACG-
ME) requires cultural competency under two of its six competencies.3 
Under Professionalism, it requires “sensitivity and responsiveness to 
a diverse patient population, including but not limited to diversity in 
gender, age, culture, race, religion, disabilities, and sexual orienta-
tion.” For Interpersonal and Communication Skills, residents must 
be trained to “communicate effectively with patients, families, and 
the public, as appropriate, across a broad range of socioeconomic 
and cultural backgrounds.”
 Both the LCME and the ACGME require institutions to provide 
evidence of the effectiveness of schools’/programs’ cultural compe-
tency efforts. Currently, there is a lack of reliable and valid tools or 
measures that address specifically cultural competency in medical 
education and residency programs.4  The lack of an objective tool 
to establish the efficacy of interventions has been a weak point of 
cultural competency efforts in general. Several studies have provided 
extensive critiques of existing scales and/or research related to these 
scales in terms of their ability to truly assess cultural competence.5, 

6 However, many of the widely used scales limit their focus on race 
and/or ethnicity. 
 A reliable and valid “preparedness to provide cross-cultural care 
survey” aka Cross-Cultural Care Survey has been developed by 
Weissman et al., and was distributed to a sample of residents in their 
last year of training.7 (The psychometric properties of the survey’s 
scales will be presented in a paper currently undergoing revision 
– Personal Communication, Elyse Park, Ph.D., March 17, 2009). 
The Cross-Cultural Care Survey attempts to assess a resident’s 
perception of how “prepared” and “skillful” he or she is with regard 
to the provision of high quality care to patients who are culturally 

diverse/different from a culture of their own. The initial nationwide 
survey was comprised of 2,047 residents (internal medicine, surgery, 
pediatrics, obstetrics/gynecology, emergency medicine, psychiatry, 
and family medicine). The results revealed that most of the residents 
viewed a patient’s culture as an important factor when providing care 
(moderately important = 26%; very important = 70%). There were 
variations among specialties. For example, surgical and emergency 
medicine residents were less likely to deem cultural issues as very 
important (43% and 47%, respectively), compared with other spe-
cialties, of which 67% to 94 % felt it was very important.  
 

Refining an Existing Cultural Competency 
Evaluation Tool
In an attempt to identify a reliable and valid tool to measure cultural 
competency efforts in JABSOM’s residency programs, the Cross 
Cultural Care Survey was selected. Permission was obtained from 
one of the developers of the survey. In addition, institutional review 
board approvals (from the University of Hawai‘i’s Committee on 
Human Studies and the Queen’s Research and Institutional Review 
Committee) were obtained. Unlike the original study, the survey 
was distributed to all residents; not just those in their final year of 
training. This was done to: 1) see if there would be any difference 
between program years and 2) track over time the impact of any 
cultural training interventions (by conducting a longitudinal assess-
ment of a group of residents from when they first start to program 
completion). 
 In addition to the Department of Surgery where the study was 
initiated, the other residency programs were asked if they would 
be interested in participating. In Spring 2008, surveys were distrib-
uted to residents in surgery, psychiatry, family medicine, internal 
medicine, and geriatrics. For all but two of the specialties (surgery 
and family medicine), the response rate was low and/or there was 
a significant amount of missing data due to incomplete responses. 
After speaking with those who distributed the survey as well as some 
of the residents, the main reason cited was the length of time it took 
to complete the survey (approximately 20 minutes). Therefore, it 
was surmised that a shortened version may lessen the burden on the 
residents and increase the response rate.  
 It was also felt that as long as the most critical items/sections of 
the survey were kept intact, a shortened version would still allow for 
assessment of “preparedness” and “skillfulness”.  An amendment 
to the IRB approvals to shorten the survey and conduct a pilot test 
of this shorter version was obtained. 
 Members of the Office of Medical Education Fellowship Group 
(Maria Chun, John Huh, Cynthia Hew, Bradley Chun, and Jerry 
Allison) participated in the revision of the original survey with the 
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primary objective of minimizing the length of time to complete 
the survey. Consensus was reached on the most essential items of 
the survey that would measure preparedness and skillfulness. The 
original survey was comprised of the following sections: Training 
(self-report on cultural instruction received in residency); Prepared-
ness (perception of “preparedness” to provide cross-cultural care); 
Cross-Cultural Experiences (self-report on diversity of patients 
treated, barriers and problems encountered, feeling of helplessness); 
Skillfulness (perception of “skillfulness” to provide cross-cultural 
care); Resources (self-report focused on language barrier issues); 
Specialty (self-report on preparedness to perform various medical 
tasks/procedures); Demographics. Having received some preliminary 
data regarding the reliability and validity of the “preparedness” and 
“skillfulness” scales on the original survey, agreement was made 
to keep those scales intact. After reviewing the existing literature 
related to the original survey and discussing the sections and items, 
the shorter version was piloted in Spring 2009.  Initial feedback 
from the residents is that it takes about 5-10 minutes to complete 
this shortened survey.  

Plans for the Future of Evaluating Cultural 
Competency
Data collection continues, and plans are to publish the results and 
share the findings with the developers of the original survey who 
have been notified of the development of a shorter version. Their 
expert opinion will be obtained and the survey will continue to be 
revised and refined so that it can be used to assess the impact of any 
cultural training during residency. Additionally, it is hoped that the 
survey can be amended for use with medical students, practicing 
physicians, and other healthcare workers/providers. 
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❖ A TICK SKIT. A TASK KIT. A LYME AND QUANDARY BASKET.
In 2006 the Infectious Diseases Society of America (IDSA) developed a set 
of guidelines for Lyme Disease, which characterize the condition as an acute 
infection, and recommend treatment with a few weeks of antibiotics. The 
guidelines are essentially in agreement with the Centers for Diseases Control 
and Prevention (CDC). The problem is that a sizable number of patients 
believe that Lyme disease can become chronic or produce a post-Lyme 
syndrome, frequently even with no tick bite history. There are complaints 
of persistent and severe joint pain and fever, and that the syndrome requires 
long term treatment with medication. The Connecticut Attorney General has 
been pursuing an antitrust investigation and claims his office has uncovered 
“serious flaws in the IDSA process,”and “undisclosed financial interests 
held by several of the most powerful IDSA panelists.” The panelists have 
denied that they received any financial benefit from the guidelines, and 
no complaint has been filed. Still, the investigation has cast a poisonous 
shadow over therapy for Lyme disease, and some doctors don’t want to 
see Lyme patients. In an attempt to clear the air, IDSA will convene a new 
eight to 12-member independent review panel made up solely of physicians 
and scientists to determine the medical and scientific validity of the 2006 
guidelines. To date no Lyme ticks have been found in Hawai‘i.

❖ A BRIGHT EYE INDICATES CURIOSITY; A BLACK EYE TOO MUCH.
A multi-center clinical trial is underway in the United States to study the 
benefits of a revolutionary treatment for keratoconus called collagen cross-
linking or CXL. The potential is huge for the refractive surgery market, and 
there are other possible applications including treating infectious corneal 
ulcers, corneal melts and corneal edema. In 2003, German investigators 
found that they could stop the progression of the cone-shaped thinning of 
the cornea through the interaction of riboflavin and ultraviolet light (UVA). 
The treatment is now in use in every major nation except the United States, 
and it is anticipated that the Food and Drug Administration will soon get 
on board. The process involves removing the corneal epithelium, applying 
0.1% riboflavin and illumination with UVA for 30 minutes. The outcome is 
cross-linking with corneal collagen which stiffens the cornea and stops the 
progression of keratoconus and corneal ectasia after refractive surgery.

❖ A FINE IS A TAX FOR DOING WRONG. A TAX IS A FINE FOR DOING 
WELL.
Anti-sin taxes (alcohol, tobacco, gambling) have always been popular with 
politicians, but a proposal in the Oregon legislature goes far beyond the 
predictable. House bill 2641 would increase the tax on beer by 1,900% 
moving the tax per barrel from $2.60 to an outrageous $52.21. Oregon is 
the second largest micro-brewery producer in the United States, and its 96 
breweries already provide over 5,000 jobs and $2.25 billion to the Oregon 
gross domestic product. Proponents of the measure point out that Oregon is 
49th in the nation in malt beverage tax, and the law has not changed in 32 
years although attempts have been made biennially and have always been 
defeated. Stephanie Pump (not related to the Town Pump) of the Governor’s 
Council on Alcohol and Drug Abuse states that the measure is one of the 
most logical steps to be taken to stabilize addiction and recovery services. 
If passed the law will also drive brewers out of Oregon, cost the loss of 
many jobs, and encourage beer drinkers to cross the Columbia river and 
do their shopping in Washington.

❖ NOTHING IS EVER AS SIMPLE AS IT FIRST SEEMS TO BE.
When the going gets tough, the tough – give up their ova. A healthy young 
woman with high college SATs may be able to sell her eggs for up to 
$50,000, although the American Society of Reproductive Medicine states 
compensation above $10,000 is not appropriate. Some agencies advertise 
that certain specific characteristics may provide a much greater financial 
reward. A history of hepatitis, diabetes, cancer, or sexually transmitted dis-
ease are automatic eliminators, and a comprehensive test of psychological 
and genetic factors must be included. Moreover, several weeks of hormone 
injections to synchronize the donor menstrual cycle with the recipient is 
part of the routine before the vaginal wall approach to harvest the cell(s). 
Donors must also refrain from smoking, drinking and sex. Once informed, 
many opt out. Still, college loans, credit card and mortgage debt, savings 
exhaustion, and other economic pressures have applicants lining up, and 
in some instances husbands are offering their wives.

❖ TOO MUCH WINE INJURES A MAN INTERNALLY, EXTERNALLY 
AND ETERNALLY.
Unlike other countries France has two drinking ages. Wine and beer can be 
purchased at age 16 and hard liquor at age 18. No matter what the customers 
age, bartenders and shopkeepers rarely ask for ID when they sell, uncork 
or pour. The government of President Nicolas Sarkozy wants to reduce the 
damage of addiction among young people, and has proposed to raise the age 
for wine consumption to 18 years. While the powerful winemakers lobby 
does not intend to obstruct the law, they believe the government is making 
a mistake They believe that the new law will encourage binge drinking, a 
habit imported from the United States where the legal age is 21. The French 
have an age-old custom of teaching their children to taste and appreciate 
wine with family meals and that is unlikely to change irrespective of a 
legal change in age limit.

❖ A SCHOOL BOARD CAN MAKE A DECISION THAT IS DUMBER 
THAN ANY OF ITS MEMBERS
Six years ago in Arizona a 13-year-old girl, an honor student with no his-
tory of disciplinary problems, was accused by a classmate of providing 
prescription-strength ibuprofen pills. She denied the allegation, but was 
taken to the principal’s office. The school, which has a no-tolerance policy 
for both prescription and over the counter drug use without permission, 
subjected the girl to a strip search down to panties and bra conducted by a 
nurse and assistant, both women. No drugs were found. The student was 
humiliated and traumatized by the experience. The American Civil Liber-
ties Union representing the student, claims that older students deserve the 
same constitutional rights as adults, but the educators argue that a ruling 
against them would jeopardize campus safety. The initial ruling by a 
federal magistrate and three person panel supported the school policy, but 
the US Circuit Court of Appeals overruled that body, and now the issue 
has percolated to the United States Supreme Court. Zero tolerance doesn’t 
mean zero common sense.

❖ HEY, FTC! I CAN TELL YOU WHERE TO PUT YOUR RED FLAG.
The American corpus medicinensis is already buried under commissions, 
agencies, regulations, investigators, accountants, lawyers, bureaucrats of all 
colors, et cetera – ad nauseam, not to mention the screw-you-over insurance 
carriers. The latest planned abuse is making practicing physicians policemen 
for the Federal Trade Commission. By May 1, 2009, practicing physicians 
must implement a formal identity theft program under the FTC’s “red flag” 
policy. These flags are meant to be for financial and banking institutions 
for preventing identity theft and not for doctors struggling to survive in 
a whirlpool of crapola. Apparently lawyers for the megalith can interpret 
rules and regulations any way they wish. Failure to comply could mean 
administrative penalties or up to $2,500 in fines per violation. It is time for 
the American Medical Association to say NO, NO, NO! To apply this red flag 
baloney to physicians’ practices is stupid, unenforceable and abusive.

❖ MOST MODERN TOYS ARE EDUCATIONAL, SOMETIMES MORE 
THAN SEEMS NECESSARY.
Toy retailers reported that one of the biggest sellers of 2008 was an anima-
tronic “Baby Alive Learns to Potty.” The doll comes complete with special 
“green beans” and “bananas” packets that when fed to the doll come out 
the other end as simulated feces. The doll then says, “Oh, I made a stinky.” 
Geez! One can’t help but wonder where Hasbro will go next with their 
true-to-life biologic representation.

ADDENDA
❖ A federal arbitrator ruled in March that an employer had for years will-
fully violated the Fair Labor Standards Act exploiting its employees by 
failing to pay overtime. The guilty employer: The US Equal Employment 
Opportunity Commission.
❖ A “Stop the Violence” concert was held at Silver Springs, Maryland. A 
brawl broke out and 16 people were arrested.
❖ In Ft. Pierce, Fla., a woman called 911 three times to report that her local 
McDonald’s was out of chicken McNuggets.
❖ In Vilas County, Wis., the district attorney’s office is looking for a woman 
about 5 foot 8 inches, 140 lbs who is willing to stick her head into a toilet 
to validate a homicide theory.
❖ Half of the large bowel is a semi-colon.

Aloha and keep the faith — rts■
Editorial comment is strictly that of the writer.
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