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Most people are already aware of the harmful ef-
fects of smoking cigarettes. This awareness, cou-
pled with the rising cost of cigarettes, have led to 

a drop in the number of smokers. Smoking rates are at an 
all-time low nationally in decline from 20.9 percent in 2005 
to 16.8 percent in 2016. In Hawaii, the rate is below the na-
tional average at 14.1 percent of the population.

In our supplement cover story, we explore something 
that most people don’t know -- that there are differences be-
tween women and men when it comes to quitting smoking. 
Women’s brains respond differently to nicotine. They smoke 
for different reasons than men; and have a more difficult 
time quitting.

Find out what some of the other differences are in our 
cover story; as well as specific smoking cessation techniques 
that have been proven to be more successful for women.

If you are a female smoker, that inspiration to quit could 
come soon. Perhaps this article will at least guide you in that 
direction.          Story on S4
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Women Are Rising Beyond
Sex Inequality, Thinking Outside 
the Box

While there is 
a glaring in-
equality of 
the sexes, I 

don’t believe that women are 
not capable of being equal or 
even more superior to men. 
They can! 

In the past, men are al-
ways superior to women. 
They dominate all aspects of 
society, except of course in 
the household where cooking 
is their forte… although now-
adays, the best chefs are men. 
Historically, power/control 
has been distributed among 
the sexes unequally with pow-
erful positions going most 
often to men as opposed to 
women. But, as gender equal-
ity increases, women started 
to hold more and more im-

portant positions due to pol-
icy changes, social reforms, 
and the evolution of the po-
litical landscape. Slowly but 
surely, women are living up to 
the challenge where men have 
their dominance and control.

For those women who rise 
over and above gender equal-
ity, my research showed that 
they have shown creativity, 
guts, innovative skills, deter-
mination, and the will to think 
outside the box. They are not 
satisfied with ordinary solu-
tions… always experimenting 
more options beyond the ordi-
nary norms.

For many years, women 
never had the chance in poli-
tics and had not allowed wom-
en to play a significant role in 
government. Even in the early 
1900s, politics were viewed 
almost exclusively as men’s 
world. However, due to the 
changing environment and so-

ciety’s transformation, wom-
en gradually increased their 
rights and roles in politics and 
several factors contributed to 
the rising degree of female 
participation in governments. 
Women has evolved!

A 1999 study found: “… 
the electoral system struc-
ture, left party government, 
the timing of women’s suf-
frage, the share of women in 
professional occupations, and 
cultural attitudes toward the 
role of women in politics each 
play a role in accounting for 
variation in the degree of gen-
der inequality in political rep-
resentation around the world”. 

According to the Pew Re-
search Center, “the key barri-
er for why women either are 
not advancing in their careers 
or are not being viewed as 
competitors for top positions 
in companies and the gov-
ernment is because there are 
“many interruptions related 
to motherhood that may make 

it harder for 
women”.  That’s 
right – pregnan-
cy, household 
chores, taking 
care of the chil-
dren, etc. – has 
been women’s 
weakness. In fact 
Forbes even pro-
vides scenarios 
that even if wom-
en have full-time 
jobs, they are 
still the one re-
sponsible for any 
family dilem-
mas rather than 
men. This re-
search indicates 
that one reason 
women are not 
advancing in top 
positions in busi-
nesses is because 
of gender norms 
that have per-
petuated into the 
20th century… 
but women were 
able to overcome 
these distractions 
and became suc-
cessful in their 
respective fields. 

On the Equality of the 
Sexes, also known as Essay: 
On the Equality of the Sexes, 
a 1790 essay by Judith Sargent 
Murray, she wrote on the rise 
of women’s rights, which pre-
dated Mary Wollstonecraft’s 
essay A Vindication of the 
Rights of Women which was 
published in 1792 and 1794. 

In her essay, she noted that 
“nature has given men and 
women the ability to be intel-
lectual equals, but any inferi-
ority is a result of the culture 
and not nature…which means 
women cannot or would not 
take care of activities such as 
cooking or sewing, but that this 
will give them the liberty to re-
flect upon their education and 
come up with positive ideas, as 
opposed to negative ones”.

 She also acknowledged 
that there are passages in the 
Bible that could be used to 
back up the argument of male 
superiority, but that she con-
siders these passages to be 
metaphors and not fact… and 
that women can find a way to 
balance both education and 
housework to make them suc-
cessful… just like men. 

A closer look of Hawaii 
shows that we have women 
who are outstanding and kept 
thinking outside the box to be 
equal, if not greater than men. 
Sen. Mazie Hirono (D), a ju-
nior senator and one of two 
US senators from Hawaii, is 
one of them. She has shown 
women superiority and serves 
as a good specimen for people 
who think outside the box. 

Her records show that Hi-
rono was never remiss in her 
job as senator, even during 
times of distress. On June 28, 
2018, the Senate passed Hiro-
no’s provision to help volca-
no-impacted farmers on Ha-
waii Island in the 2018 Farm 
Bill. The provision allowed 
farmers and producers affect-
ed by the volcano’s eruption 
to retroactively sign-up for 
catastrophic coverage under 
the Non-Insured Crop Assis-
tance Program (NAP). The 
program provides assistance 
to producers of non-insur-
able crops – including papa-

ya, leafy greens, floriculture, 
and aquaculture – in the event 
that natural disasters destroy 
crops, reduce yields, or pre-
vent planting. Eligible pro-
ducers suffering losses from 
volcanic activity have access 
up to $125,000 in assistance.

On immigration, “Sena-
tor Hirono has demonstrat-
ed outstanding commitment 
to immigrant communities 
through her leadership on 
family immigration issues, 
Filipino Veterans’ concerns, 
and her strong support of 
comprehensive immigration 
reform. She’s also incredibly 
dedicated to the health and 
well-being of immigrant com-
munities, an issue close to our 
hearts. We very much rely on 
Senator Hirono for her vision 
and courage in this area and 
look forward to working with 
her for many years to come,” 
Kamal Essaheb, National Im-
migration Law Center Direc-
tor of Policy and Advocacy, 
commented. 

Hirono vowed to continue 
to be the leading advocate in 
the Senate for comprehensive 
immigration reform with fam-
ily unity as a guiding princi-
ple, and fighting against any 
attack on America’s immi-
grant community.  She vowed 
to be the champion for the De-
ferred Action for Childhood 
Arrivals (DACA) program.   
“These inspiring young peo-
ple, aptly called DREAMers, 
simply dream of making a 
better life for themselves in 
the only country they know.  
They are not criminals—they 
are people who are part of the 
fabric of our country and our 
economy” she said. 

Similarly, in a news re-
lease, U.S. Rep. Colleen 
Hanabusa, D-Hawaii, anoth-
er Japanese American wom-
an who thinks outside the 
box, said Trump’s assertion 
that Democrats are to blame 
“for his deliberate decision 
to prosecute all asylum seek-
ing families at the border for 
illegal entry is the latest lie 
being peddled by his admin-
istration. Trump’s policy vi-

By Elpidio R. Estioko

(continue on S3)
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olates asylum laws and the 
constitutional rights of par-
ents.” According to Hawaii 
News Now, there are nearly 
2,000 children were separated 
from their families over a six-
week period in April and May, 
after Attorney General Jeff 
Sessions announced the new 
“zero-tolerance” policy that 
refers all cases of illegal entry 
for criminal prosecution.

In addition to the two 
women legislators, YWCA 
Oahu recognized four wom-
en business leaders for their 
inspirational work in the 
community. The four wom-
en, from different industries, 
were honored at the 41st An-
nual Leader Luncheon at the 
Sheraton Waikiki Hotel on 
Wednesday, May 16, 2018.

The 2018 honorees are: 
Julie Arigo, General Manag-
er, Waikiki Parc Hotel; Cath-
erine Ngo, President & Chief 
Executive Officer, Central 
Pacific Bank; Ginny Tiu, Pia-
nist/Philanthropist; and Loret-
ta Luke Yajima, Chair of the 
Board of Directors & Chief 
Executive Officer, Hawaii 
Children’s Discovery Center.

Julie Arigo was recog-
nized by national industry 
magazines, including Hotel 
Management’s “Top 25 Gener-
al Managers to Watch” in 2013 
and Pacific Edge’s “Leading 
Ladies of Hospitality” as one 
of the top executives from Oa-
hu’s hotel industry.

For her part, Catherine 
Ngo, prior to her time at Cen-
tral Pacific Bank, was a found-
ing general partner of Startup 
Capital Ventures, an early-stage 
venture capital firm established 
in 2005, with investments in 
Silicon Valley and Hawaii, as 
well as in China.

Ginny Tiu, on the other 
hand,  was discovered by Ed 
Sullivan when she was five, 
and her career took off. She 
has performed throughout 
the world and performed for 
President Kennedy and Pres-
ident Bush. Tiu is especially 
passionate and committed to 
helping those most vulner-
able, and hopes to encour-
age others to do the same, 
through her philanthropic 
work, fundraising, educating, 
and advocacy.

We also had women in 
the past who served as men-

tors and models for Hawaii. 
Matthew Dekneef acknowl-
edged in his article 15 ex-
traordinary historic Hawaiian 
women who inspired the cit-
izens of Hawaii. These wom-
en are filled with examples of 
powerful passion and com-
mitment making progressive 
steps for women’s, indig-
enous and minority rights 
across the Hawaiian Islands 
instilling pride in culture and 
identity, regardless of gender.

To name a few, Dr. Don-
nis Thompson, the former 
University of Hawaii wom-
en’s director of athletics, was 
one of them. She was the 
champion for the university’s 
women’s sports program who 
eventually went on to become 
the first woman to serve as 
Superintendent of Education 
for the state of Hawaii. 

Helen Lake Kanahale is 
another one who was consid-
ered as one of the first women 
labor leaders in Hawaii. She 
was deeply involved with the 
United Public Workers and 
the International Longshore-
men and Warehousemen’s 
Union Women’s Auxiliary, 
working for the rights and 

wages of union workers.
Rosalie Enos Lyons Ke-

liinoi was Hawaii’s first 
elected woman legislator in 
the Territory of Hawaii, in-
troducing bills that empow-
ered women in public life. 
Notably she proposed and 
passed landmark pieces of 
legislation that still stand in 
the books of Hawaii Revised 
Statutes: Act 274, which gave 
married women the right to 
sell, without the consent of 
their husbands, property they 
brought into the marriage and 
Act 31, designating funds for 
programs to promote the wel-
fare of pregnant women. 

Emma Kailikapuolono 
Metcalf Beckley Nakuina is 
a highly regarded authority 
on Hawaiian water laws and 
unofficially considered Ha-
waii’s first female judge be-
cause of her understanding 
of laws governing the tradi-
tional distribution of water in 
Hawaii—a “custodian of the 
laws of the Kamehamehas.” 
Her published works on the 
subject, notably “Ancient 
Hawaiian Water Rights and 
Some Customs Pertaining to 
Them,” have become a stan-

dard reference and primary 
source to this day. 

Mary Kawena Pukui was 
a Hawaiian scholar whose 
published works are con-
sidered a cornerstone in the 
active preservation and per-
petuation of the Hawaiian 
language and diverse fields 
of Hawaiian studies. Pukui 
published invaluable resourc-
es, references and translated 
manuscripts including the 
definitive “Hawaiian Dic-
tionary – Hawaiian-English, 
English-Hawaiian,” “Place 
Names of Hawaii” and “Ole-
lo Noeau,” a collection gath-
ering 3,000 Hawaiian prov-
erbs and poetical sayings.

These past and present 
women of distinction in the 
island of Hawaii serve as 
models and mentors for the 
citizens, especially the wom-
en. We need to emulate their 
extraordinary thinking out-
side the box and their cre-
ative approaches to problems 
needing extraordinary solu-
tions!

(For further inquiries or com-
ments, please email author at 
estiokoelpidio@gmail.com).
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Fewer Women Smoke Than Men
But Women Find Quitting Harder

Women have a harder time 
quitting smoking

Some studies show that 
women have a harder time 
quitting smoking than men. 
In one study of 1,000 smok-
ers attempting to quit, wom-
en had 33 percent lower odds 
of successfully quitting than 
men. 

Success rates might be 
found in the different reasons 
why women and men smoke.

Among the top reasons 
why women smoke is to re-
lieve stress and anxiety; while 
men tend to smoke for the 
nicotine rush. Women smoke 
to achieve a calmer state of 
mind; men smoke to get a 
“wake-up” nicotine boost. 

It’s arguable that there are 
more triggers in daily life (for 
women: juggling home and 
work life) that require less 
stress than there are triggers 
that need enhanced alertness, 
which could explain why 
women have a tougher time 
quitting smoking.

Women smokers also 
tend to have a fear of gaining 
weight more than men. It’s 
true that smokers do put on 
additional weight. The aver-
age person who quits smok-
ing gains between 4 and 10 
pounds. 

The fear of gaining weight 
is more pronounced in wom-
en because some women use 
smoking as a form of weight 
control to curb their appetite. 

Rowena Cruz of Waipahu 
says stress was the primary 
reason she started smoking 
over 15 years ago while work-
ing at her first job. “I worked 
for a law firm as a paralegal 
and constantly juggled multi-
ple projects. I probably should 
have handled stress better and 
had a healthier outlet like ex-

By Edwin Quinabo

(continue on S5)

Who would have thought that there are differences between wom-
en and men when it comes to quitting smoking. Research sug-
gests that there are because female brains respond differently 
to nicotine and that women tend to smoke for different reasons 

than men.
So in the challenging journey to quit smoking, what works for men might 

not work for women, and vice versa.

ercising. But I was young.
“I have noticed that less 

people are smoking. Cost 
could have something to do 
with it. New laws that make 
it more difficult to smoke in 
public places could be an-
other reason. Or more people 
are realizing the toll smoking 
takes on health through much 
more anti-smoking public ser-
vice announcement and an-
ti-smoking ads.

“Once you start, it’s easy 
to get hooked. Then quitting 
is very hard to do. You just get 
used to smoking as a part of 
your daily life. It’s a typical 
pattern, have a cigarette in the 
morning, after meals, before 
going to bed, and to relax or 
to get energy.”

Like Cruz, most woman 
pick up the habit of smoking 
in young adulthood that is 
triggered by a stressful work 
or school environment.

Nicotine works differently 
on women

Studies show the effects 
of nicotine is less on wom-
en than men; suggesting that 
women’s dependence on 
smoking is more behavioral 
than physical addiction to nic-
otine. 

When a person smokes, 
the number of nicotine re-
ceptors in the brain increases. 
This is believed to reinforce a 
desire to smoke. For men who 
smoke, the number of nicotine 
receptors have been found to 
increase. In a study, surpris-
ingly, women smokers did not 
develop more nicotine recep-
tors than women who do not 
smoke.

The study found higher 
levels of progesterone were 
associated with a lower num-
ber of available nicotine re-

ceptors, the researchers said, 
suggesting progesterone may 
indirectly block these recep-
tors.

Women are also found to 
have more severe withdrawal 
symptoms in part caused by 
fluctuating hormones during 
menstrual cycles.

Cruz said she tried to quit 
several times. She was suc-
cessful on two occasion for 
a total of four years. But got 
back into it. All it took was 
smoking one or two ciga-
rettes, then she got addicted to 
it again. 

“The first time I quit, my 
then boyfriend who was also 
a smoker, quit. It was some-
thing we did together. He was 
able to quit for good. I am 
wanting to quit for good too. 
The second time I quit was 
during my pregnancy with my 
daughter.

“I started my journey to 
quit again two months ago. 
I didn’t do cold turkey (just 
stop smoking immediately) 
this time. Instead I gradually 
reduced from 20 cigarettes a 
day to 5 a day, then got down 
to none. It was tough, even 
though I am familiar with the 
withdrawal process. 

“I am not doing any spe-
cial technique to quit like 
taking up a new hobby or ex-
ercising. I did put on a few 
pounds, but I am not as wor-
ried about this as I was when 
I was younger and quit. In 
the long run, I know quitting 
smoking is far more import-
ant to my health than adding 
a few pounds.

I think my desire to quit 
is stronger this time because I 
am older now and more con-
cerned about my health. At 
some point, all that smoking 
is bound to catch up and get 

me sick. It’s time to quit for 
good,” said Cruz.

Women smokers more sus-
ceptible to heart disease

Studies show a difference 
in vulnerability to heart dis-
ease between the sexes.

For men, smoking one 
cigarette a day raised a per-
son’s risk of heart disease 
by 48% on average over a 
non-smoker, while smoking 
20 cigarettes a day doubled 
the risk.

It was even worse for 
women. Having one daily 
cigarette increased their heart 
disease risk by 57%, while 
smoking 20 cigarettes a day 
raised the risk by 2.8 times.

Quitting Techniques that 
Work Better for Women

Because nicotine plays 
less a role on smoking ad-
diction to women, smoking 
cessation aid like gums and 
patches or other types of treat-
ment that involve nicotine 
such as nicotine-replacement 
therapies are less effective. 
Women smokers wanting to 
quit have higher rates of suc-
cess in behavioral therapies.

Relaxing act iv i t ies : 
Yoga, visualization, listening 
to calming music or getting 
a massage all help to reduce 
stress and the urge to smoke.

Smelling and Holding 
a Cigarette: Another tech-
nique found useful for wom-
en is a technique of smelling 
and holding a cigarette as if 
smoking it, but not actually 
smoking it. During the tran-

sition period of quitting, this 
technique could be tried until 
there eventually becomes less 
of or no need for it.

Full Breathing: Practic-
ing full, deep breathing tech-
niques in through the nose 
and out through the mouth 
can be helpful. Long, slow, 
deep breathing helps to relax 
the body.

Exercise and Walks: 
Working out and taking walks 
are healthy ways to distract 
from smoking urges.

Talk to your support cir-
cle: Women find communi-
cating with family and friends 
during stressful moments ef-
fective in avoiding the urge to 
light up a cigarette. 

Meditation and prayer: 
Both meditation and prayer 
have been found to help with 
relaxation and to strengthen 
women’s will to quit smoking.

Vitamin C drops or can-
dy: Smokers find the act of 
putting something in their 
mouth as a replacement to the 
act of smoking helps. Sucking 
on candy is common or chew-
ing gum. Packing healthy 
sticks of raw carrots or nuts to 
carry throughout the day have 
been said to be helpful.

New hobby: Getting a 
new passion or hobby like 
running, painting, reading, 
journaling, needleworking, 
all help to replace one activity 
(smoking) for another.

Avoid trigger places: In 
the first weeks of quitting, 
avoid going to places like 
clubs, bars, parties, or even 
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coffee houses if these are trig-
ger places and situations for 
smoking.

Contemplate on the ben-
efits of quitting: Thinking 
about the benefits of quit-
ting each time a smoker has 
the urge has been found to 
be helpful. Think about the 
health benefits, saving money, 
keeping more energy, being 
around longer for loved ones. 

Women have an extra in-
centive to quit smoking be-
cause it reduces risk for infer-
tility; and during pregnancy it 
reduces a chance for compli-
cations or low birth weight of 
her baby.

Dr. Len Horovitz, a pul-
monary specialist at Lenox 
Hill Hospital in N.Y., agreed 
“more attention should be 
paid to non-nicotine related 
smoking therapies.”

“You can replace all the 
nicotine you want, and people 
might still want to smoke,” 
Horovitz said. “For instance, 
smoking is a big stress reliev-
er for some people. Even the 

act of deep breathing is a part 
of the habit, and breathing 
exercises may help smokers 
because they mimic puffing a 
cigarette,” Horovitz said.

Looking at Numbers and 
Trends

An estimated 37.9 million 
adults in the U.S. smoke ciga-
rettes. According to the CDC 
Behavioral Risk Factor Sur-
veillance System, about 17 
million of smokers are wom-
en and 21 million men.

More than 16 million 
Americans live with a smok-
ing-related disease.  Smoking 
is the leading cause of pre-
ventable death in the U.S.

Deaths due to smoking 
account for 1 out of every 5 

deaths each year or about 
480,000 lives.

In Hawaii, 14.1 percent of 
the population are smokers. In 
national comparison, Hawaii 
has the second lowest rate of 
deaths due to cancer (155.4 to 
100,000) and 5th lowest rate 
of premature deaths due to 
smoking (278.7 to 100,000).

Smoking is at an all-time 
low in the U.S. It has declined 
from 20.9 percent in 2005 to 
16.8 percent in 2016.

Worldwide, about 250 
million women are smokers; 
22 percent of smokers in de-
veloped countries are wom-
en.

Health Risks of Smoking
Most people are already 

aware of the harmful effects 
of smoking like asthma, re-
spiratory infections, chronic 
coughing, lung disease, low-
ered lung function, sudden 
infant death syndrome, low 
birth rate, small infant birth, 
stroke, heart disease and 
cancer. 

Researchers say cutting 
back from smoking helps, but 
is still harmful. There is no 
safe level of smoking for car-
diovascular disease. Coronary 
heart disease is the most wide-
spread cause of death among 
cigarette smokers.

Average cigarette smok-
ing reduces the total life ex-
pectancy by 6.8 years; for 
heavy smokers, life expectan-
cy is reduced by 8.8 years.

Quitting is more psychologi-
cal than physical

After about a week, the 
physical addiction to nicotine 
is greatly reduced and the rest 
of the battle to quit is a psy-
chological one. 

“It’s the psychological 
withdrawal that people have 
the most difficulty with,” says 
Heath Dingwell, Ph.D.  He 
says it comes down to break-
ing the habit and finding bet-
ter ways to manage stress.

For every one cigarette 
a smoker resists, that is one 
step closer to quitting. For 
woman like Cruz who tried 
to quit smoking on several 
occasions only to pick up the 
habit again, there’s no shame 
in that. Just keep trying.

Hawaii Resources
for Quitting Smoking

• Call the Hawaii Tobacco Quitline – 
1-800-QUIT-NOW

 Free 24/7 coaching, patches, and 
 Text2Quit program
• American Lung Association
 in Hawai‘i
 (808) 537-5966
• HMSA
 (855) 329-5461
• Kaiser Permanente
 Hawai‘i Region
 (808) 643-4622
• Castle Medical Center Live Well 
 Tobacco Free Program
 (808) 263-5050
• Kapi‘olani Medical Center
 (808) 945-1494
• Kalihi-Palama Health Center 
 Smoking Cessation Program
 (808) 841-7981
• Kõkua Kalihi Valley Quit Tobacco 

Program
 (808) 791-9426
• Life Foundation
 (808) 853-3244
• Wai‘anae Coast Comprehensive 
 Health Center
 (808) 697-3599
• Waikiki Health Center
 (808) 791-9391
• Waimãnalo Health Center Quit 
 Smoking Treatment Program
 (808) 259-7948
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Hawai‘i Department of Health Reminds Public of Health Risks 
and Precautions During Heavy Rains and Potential Flooding 

Lieutenant Governor Doug 
Chin announced an easier 
way for the public to drop off 
unused prescription drugs at 

designated police stations across the 
state.

On Oahu, the public can drop off 
unused medication at the office of 
PSD’s State Narcotics Enforcement 
Division.  NED will also coordinate 
with the county police departments to 
ensure the environmentally-safe dis-
posal of the unused drugs collected in 
the drop boxes.

Each drop box is made of 14-gauge 
powder-coated steel and weighs 150 
pounds. They measure 61 inches tall, 
21.5 inches wide and 22 inches deep.  
Participating police departments are 
implementing the Drop Box Program 
on their respective island according to 
their policies, protocols and designated 
locations. 

The Drop Box Program will also 
help deter the public from discarding 
expired medicine in the trash or down 
the toilet, polluting the environment. 
Proper disposal helps reduce the risk 
of prescription drugs entering the hu-
man water supply or potentially harm-
ing aquatic life.

The Hawai‘i Medication Drop Box 
Program will supplement, not replace 
the national drug take back events that 
state and federal law enforcement plan 
to continue twice a year. From 2010 
to 2017, nearly 30,500 pounds of pre-
scription drugs were collected here at 
previous events and disposed of safely. 

 “This is a game-changer for a seri-
ous public health issue,” said Lt. Gov-
ernor Chin. “We’re being proactive and 
making it easier to remove dangerous 
drugs from our homes, schools and 
streets 365 days a year.”

“The Honolulu Police Department 
continues to support the Hawai‘i Med-
ication Drop Box Program and the ef-
forts of all the participating agencies,” 
said Honolulu Police Chief Susan Bal-
lard. 

The Hawai‘i Medication Drop Box 
Program is a public health and public 
safety partnership between the Depart-
ment of the Attorney General (AG), 
Department of Health (DOH), Depart-
ment of Public Safety (PSD), the Drug 
Enforcement Administration (DEA), 
and the Hawai‘i, Maui, Honolulu, and 
Kauai Police Departments. After several 
meetings, the roles and responsibilities 
of these departments have been deter-
mined, with a cooperative understand-
ing, to implement and sustain the Drop 
Box Program by utilizing federal, state, 
and county resources. 

“The DEA applauds the efforts that 
the State of Hawai‘i has made to offer 
year-round medication drop-boxes,” said 
John Callery, Assistant Special Agent in 
Charge, U.S. Drug Enforcement Admin-
istration, Honolulu District Office. “This 
is another step in the right direction to 
thwart our nation’s opioid crisis in our 
communities here in Hawai‘i.  Mahalo 
to the Governor’s Office and our law en-
forcement leadership for spearheading 
this outstanding initiative.”

Hawaii Medication Drop Box 
Program Launched

HONOLULU – As 
Tropical Storm 
Olivia moves 
through the Ha-

waiian Islands, the Hawai‘i 
Department of Health (DOH) 
urges residents and visitors to 
be safe and take the following 
precautions to stay healthy as 
the storm continues its track 
through the state.

Avoid brown water and pay 
attention to advisories

Brown water advisories 
have been issued for the is-
lands of Maui and Lāna‘i, and 
parts of Kaua‘i, O‘ahu, and Ha-
wai‘i Island, due to pollution 
caused by recent heavy rains. 
The public is advised to stay 
out of floodwaters and storm 
water runoff due to possible 

overflowing cesspools, sewer, 
manholes, pesticides, animal 
fecal matter, dead animals, 
pathogens, chemicals, and as-
sociated flood debris. Children 
should not be allowed to play 
in floodwater areas. 

If people must enter brown 
water along coastlines or in ar-
eas where water has pooled due 
to flooding, take precautions 
to cover any open wounds or 
injuries, and be sure to wash 
and rinse thoroughly with soap 
and clean water afterward. For 
the latest updates on brown 
water advisories, visit DOH’s 
Clean Water Branch website at 
https://eha-cloud.doh.hawaii.
gov/cwb/#!/landing and sign 
up for email alerts. 

Practice food safety and 

proper handling 
Severe weather conditions 

may cause power outages and 
disrupt refrigeration of food. 
Refrigerated food is safe as 
long as power is out no more 
than four hours. Discard per-
ishable food that has been 
above 40°F for more than two 
hours. Throw away spoiled 
or unrefrigerated food to pre-
vent foodborne illnesses. Use 
covered and sealed containers 
for disposal to minimize the 
presence of flies and rodents. 
Wash all produce carefully, 
no matter where it’s from, un-
der clean, running water, and 
cook food thoroughly. For in-
formation on food safety go to 
https://www.foodsafety.gov/
keep/charts/refridg_food.html.

Wash hands often with 

soap and clean water to pre-
vent spreading and contract-
ing any illnesses, especially 
before handling and preparing 
food to avoid food contamina-
tion. If soap and clean water 
are unavailable, alcohol-based 
hand-sanitizers may be used 
instead. For more information 
on health risks during flooding, 
visit the U.S. Centers for Dis-
ease Control and Prevention’s 
(CDC) site: https://www.cdc.
gov/healthywater/emergency/
extreme-weather/floods-stand-
ingwater.html.

Take steps to support good 
mental health

Natural disasters are stress-
ful and can cause emotional 
reactions, which everyone ex-
periences differently. Taking 

care of your emotional and 
mental health is important and 
shouldn’t be overlooked. Talk 
to family members and friends 
to maintain a strong support 
system. Help your children by 
sharing age-appropriate infor-
mation and set a good example 
by taking care of yourself. Take 
breaks and unwind periodical-
ly and ask for help if you need 
it. In the aftermath of a natural 
disaster, eligibility for mental 
health services is very broad 
and services are available to 
anyone with needs related to 
the disaster. DOH’s Crisis Line 
of Hawaii is available 24 hours 
a day, seven days a week to 
provide assistance. On O‘ahu, 
call (808) 832-3100. On the 
neighbor islands, call toll-free 
at 1 (800) 753-6879.
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By Raphael Ryan
Malilay, M.D.

There’s something 
fishy about fish oil. 

This isn’t be-
cause it’s a multi-

billion dollar global industry 
that’s predicted to make 2.63 
billion by 2020. And it’s not 
because this profit rides on 
the back of unsustainable 
ecological practices. Neither 
is it because China and India 
are poised to supply more and 
more of this product. It’s not 
even because the research that 
started the fad – concluding 

Eskimos don’t die from heart 
disease because of their high 
fat diet – has already been de-
bunked.

It’s because we’re still not 
sure if it works, even after de-
cades of research. 

Before the pitchforks 
and harpoons come out, let 
me first assure everyone that 
there’s no doubt that the very-
long-chain Omega-3 fatty 

acids EPA and DHA, found 
in seafood and the main in-
gredient in  fish oil capsules, 
help with triglyceride levels 
and have anti-inflammatory 
and antioxidant properties. 
But any claims more than that 
would be arguably controver-
sial, including its benefits in 
heart disease. There are com-
pelling studies, new and old, 
for both sides of the debate. 

Partic-
ularly for 
heart dis-
ease, sig-
nificant re-
search has 
been done 
not just 
into wheth-
er an effect 
is present 
or not, but 
in what age 
g r o u p s , 
what kind 
of patient 
d e m o -
g r a p h i c 
and history, 
as well as 
what spe-
cific kind 
of heart 
d i s e a s e . 
R e g a r d -
less, the 
f i n d i n g s 
have been 
m i x e d , 
with no 
small part 
being due 
to the 
fact that 
the stud-
ies have 
d i f f e r e n t 
s t r eng ths 
(i.e. me-
t a - a n a l y -
ses, ran-
d o m i z e d 

control trials, observational 
cohorts), target outcomes (pri-
mary or secondary prevention 
of heart disease, mortality), 
inclusion/exclusion criteria, 
and demographics. 

This is without even men-
tioning the dilemma regard-
ing dietary Omega-3, which 
essentially is found in seafood 
and only seafood. While we 
can imagine that it should al-
ways be better to get your dai-
ly dose from food as opposed 
to supplements, it turns out it’s 
not that simple. To achieve a 
250mg Omega-3 dose, the US 
Dietary Guidelines for 2015-
2020 recommend 2 servings 
of certain seafood weekly 
for adults, specifically high 
Omega-3 and low mercury 
seafood (tilapia, herring, an-
chovies, salmon, Atlantic/Pa-
cific mackerel), while avoid-
ing those with high mercury 
content (predatory fish such 
as shark, swordfish, marlin, 
and King Mackerel). Where 
it gets complicated is the eco-
logical burden of eating fish, 
including farmed fish. While 
most Hawaiians would like-
ly have no problem meeting 
and eating these servings, 
most US adults consume only 
1 serving of seafood weekly, 
and doubling this serving to 
meet guidelines would cause 
further exploitation of ocean 
fisheries. Choosing farmed 
fish is not quite the answer 
either, as feed is made from 
other marine organisms, and 
depending on the feed, mercu-
ry content may even be higher 
than in wild fish. Ultimately, 
the best solution may be to eat 
a variety of seafood, and only 
as part of a balanced diet.

Expecting mothers are 
certainly no stranger to the 
confusion on fish and fish 
oil. Mercury has been estab-
lished to be toxic to develop-
ing fetuses, and yet maternal 
seafood intake of less than 8 
ounces weekly (approximate-
ly 2 servings) has likewise 
been shown to be detrimental 
to childhood neurocognition 
and development. Current di-
etary guidelines for seafood 
in pregnancy limit servings 
to 2-3 weekly. In terms of 
fish oil, while there has been 
recent research that supple-
mentation at the last trimes-
ter of pregnancy may reduce 
asthma and wheezing, this has 
been inconsistent, and current 
guidelines do not recommend 
it as part of standard-of-care.

Now some might ask 
if there’s anything to lose 
by taking too much fish oil. 
While there has been no real 
harm seen in high dose sup-
plementation, the state of re-
search thus far should make 
one think: is it worth spending 
on what may be insignificant 
benefits? 

In closing: eat fish and a 
variety of it, but take your fish 
oil with a grain of salt, unless 
you’re literally eating it as 
ulam. Like any other medi-
cation, consult your doctor to 
know if fish oil supplementa-
tion is right for you.

As a child, RAPHIE MALILAY 
won first place in National poetry 
and essay writing contests in the 
Philippines. This marked the peak 
of a short-lived writing career. He 
has since finished medical school, 
and is currently undergoing a rig-
orous preceptorship under Dr. 
Charlie Sonido. 

“the state of research 
thus far should make 
one think: is it worth 
spending on what 
may be insignificant 
benefits?”
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Understanding 
Chronic Pain and 
Its Treatment
By Dr. Jerald Garcia, M.D. 

At any one point 
in our lives, all 
of us will ex-
perience some 

type of pain. Fortunately for 
most, the pain resolves and 
goes away on its own. This 
type of pain is called acute 
pain. It is what pain experts 
refer to as a “good pain” be-
cause it serves as a protec-
tive measure to allow our 
bodies to heal. For exam-
ple, if you accidentally cut 
yourself with a knife, an in-
flammatory process ensues. 
It is this inflammation that 
makes the damaged area 
very sensitive and painful 
such that even touching it 
slightly brings about exqui-
site pain. As such, you be-
come less prone to use the 
wounded area and this pro-
tection allows the damaged 
tissues to regenerate and 
heal. Over a short period 
time, both inflammation and 
pain go away and our nor-
mal functions are restored. 
Generally speaking,there is 
nothing you need to do for 
acute pain other than wait 
for it to take its course. You 
may “rest” the affected area 
and take anti-inflammato-
ry pain medications such 
as ibuprofen or naproxen 
as needed for breakthrough 
pain. With acute pain, you 
are reassured by the fact 
that, over time, as the tis-
sues heal and the inflamma-
tion subsides, the pain grad-
ually disappears.  

Unfortunately for others, 
there is a type pain that lin-
gers or worsens over time. 
This type of pain is what 
experts refer to as “chronic 
pain”or pain that persists 
over several months or even 
years. Chronic pain serves 
no protective function and 
only causes a lot of suffering 
and disruption in a person’s 
ability to perform day to day 
activities and live life to the 
fullest. This pain may come 
in several forms such as low 
back pain, sciatic pain, mi-
graine headaches, arthritic 
pain and neuropathic/nerve 
pain. Because chronic pain 
is yet poorly understood 
despite the many advances 
in science and research, it 

can be quite challenging to 
treat. As such, doctors who 
specialize in chronic pain 
management utilize what is 
called a “multi-disciplinary 
approach” to treat this type 
of pain. Put simply,this 
multi-disciplinary approach 
utilizes a combination of 
different strategies and spe-
cialties addressing the bio-
logical, psychological and 
social needs of a chronic 
pain sufferer in order to 
arrive at the best possible 
treatment outcome. What 
follows is a brief synopsis 
of techniques and strategies 
used by pain management 
doctors in treating chronic 
pain:

Medications.  Pain is a 
complex pathway that starts 
with the site of injury trans-
mitting pain signals through 
the spinal cord and ulti-
mately, to the brain. Once 
the pain signal reaches the 
brain, this is when pain is 
actually felt or experienced 
by the individual. There-
fore, there are several areas 
in the pain pathway where 
different types of medica-
tions can act in order to stop 
the pain signal from reach-
ing the brain. For example, 
anti-inflammatory medi-
cations such as ibuprofen, 
naproxen and even steroids 
are utilized to minimize or 
take away inflammation 
and therefore stop the pain 
signals from being created 
in the first place. As was 
alluded to earlier, inflam-
mation is considered the 
first step in the initiation of 
pain. If the inflammatory 
process becomes too over-
whelming,doctors can stop 
the pain by diminishing the 
transmission of the pain sig-

nal via the nerves to the spi-
nal cord and ultimately to 
the brain. This can be done 
through neuropathic and 
nerve blunting medications 
such as gabapentin, some 
antiseizure and even some 
antidepressant medications. 
Yes, these medications 
are not only used for sei-
zures and depression. They 
can help with pain as well. 
Muscle relaxants can mini-
mize painful muscle spasms 
which is a common re-
sponse mechanism a muscle 
tissue utilizes in response 
to pain. Opioids such as 
oxycodone or hydrocodone 
blocks the brain’s and spinal 
cord’s reception of the pain 
signal thereby minimizing 
the patient’s experience of 
pain. Although opioids can 
be initially quite effective,a 
word of caution about them 
is that they should be used 
very sparingly due to its po-
tential to cause more harm 
with long term use in the 
form of addiction, depen-
dence, overdose and death. 
In general, opioids are never 
the answer to the treatment 
of chronic pain.

Physical Therapy. Peo-
ple who suffer from chron-
ic pain tend to consciously 
decrease their activity level 
and increase their amount 
of rest thinking that doing 
so will keep the pain from 
worsening.On the contrary, 
this tendency towards inac-
tivity is actually detrimental 
for the patient as as it may 
lead to decompensation, 
loss of muscle tone, delayed 
recovery and worsening of 
symptoms. Remember, for 
acute pain, rest is good but 
for chronic pain, rest can be 
disadvantageous. Physical 

therapy works by altering 
one’s physiologic response 
to pain. It may reduce pain 
by increasing muscle tone 
around areas of degenera-
tion such as in the joints and 
spine.  There are many peo-
ple who suffer from the ex-
act same type of chronic pain 
condition yet their ability to 
function and their activity 
levels can be completely 
different. The goal of phys-
ical therapy in the setting of 
chronic pain is to improve 

function and self-manage-
ment of pain. In order to ob-
tain optimal benefits from a 
physical therapy program, it 
is important for the patient 
to participate in its activities 
and exercises fully. Some-
times, it can be difficult to 
do this if one’s pain is debil-
itating. In severe cases, it is 
recommended to see a pain 
physician first so that other 
treatment modalities to min-
imize pain are done and the 

(continue on S12)
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patient with minimal pain 
then is able to fully partic-
ipate in physical therapy 
and derive maximal benefits 
from it. it can be difficult to 
do this if one’s pain is debil-
itating. In severe cases, it is 
recommended to see a pain 
physician first so that other 
treatment modalities to min-
imize pain are done and the 
patient with minimal pain 
then is able to fully partic-
ipate in physical therapy 
and derive maximal benefits 
from it. it can be difficult to 
do this if one’s pain is debil-
itating. In severe cases, it is 
recommended to see a pain 
physician first so that other 
treatment modalities to min-
imize pain are done and the 
patient with minimal pain 
then is able to fully partic-
ipate in physical therapy 
and derive maximal benefits 
from it. 

Psychological Thera-
py. Everyone experiences 
the same type of pain differ-
ently. For example, if two 
people accidentally stubbed 
their respective toes in the 
the exact same way, one may 
take the pain that ensues 
with minimal fuss while the 
other may wail incessantly. 
This difference in the pain 
experience is referred to as 
the “affective component” of 
pain. That is, we experience 
pain differently based on 
our previous personal expe-
riences, our own memories 
of similar pain and the so-
cial support network that we 
have. Psychological therapy 
targets the affective compo-

nent, also known as the “suf-
fering aspect” of our pain 
experience. Examples of 
psychotherapy include cog-
nitive behavioral therapy, 
biofeedback, relaxation and 
imagery.The goal of psycho-
therapy is to teach a patient 
coping skills and to mini-
mize the biological stress 
response to pain and finally 
to decrease the emotional 
distress that naturally comes 
hand-in-hand with chronic 
pain. Research has shown 
that psychological therapy is 
effective but success widely 
depends on a patient’s will-
ingness to participate.

Injections. For those 
whose pain becomes too 
debilitating that they want 
a procedure done but some-
thing less invasive than 
surgery, injections may be 
a good alternative. Injec-
tions come in many forms, 
depending on the pain lo-
cation and source. Physi-
cians can target specific 
pain-causing nerves and in-
ject medications to “quiet” 
them down or even perform 
a radiofrequency ablation 
to disrupt the transmission 
of pain signals. In certain 
areas of increased irritation 
and inflammation such as a 
degenerated spine or joint, 
steroids can be injected di-
rectly to the pain generator 
in order to to eliminate the 
pain caused by inflammation 
almost immediately. These 
injections are safer alterna-
tives to surgery and in many 
instances are pre-requisites 
by many insurance carriers 

prior to the consideration 
of surgery. To know if you 
are a candidate for an injec-
tion,speak to your primary 
care provider.

Surgery. Not all chron-
ic pain issues have surgical 
solutions. A migraine head-
ache, for example, does not 
require surgery. However, 
some pain generators such 
as a herniated disc in the 
spinal cord that is imping-
ing on a nerve root can be 
corrected surgically if the 
patient so wishes. In gener-
al, surgery is often seen as 
a last resort in the treatment 
of certain chronic pain con-
ditions because of the inher-
ent risks involved. However, 
it is also the most definitive 
means to treat specific pain 
conditions. The decision to 
undergo surgery to treat pain 
is made between the patient 
and his/her surgeon after 
weighing the risks, benefits 
and alternatives involved in 
taking such a step. 

Implants. Because 
chronic pain is such a com-
plex phenomenon, it is still 
poorly understood and diffi-
cult to treat. Scientists have 
employed other methods 
that can be considered “new 
technology” and “outside 
the box” if only to provide 
patients suffering from se-
vere pain some improve-
ment in their quality of 
life. Two examples of “new 
technology” techniques are 
spinal cord stimulators and 
intrathecal pain pumps. Spi-
nal cord stimulators involve 
implanting electric leads 

and a battery source close to 
the spine in order to inter-
fere with the transmission 
and therefore the experi-
ence of pain. This option is 
generally reserved for those 
who have tried and failed 
many other treatment mo-
dalities including surgery. 
The second type of “new 
technology”is an intrathecal 
pain pump wherein an im-
planted catheter and pump 
delivers miniscule doses 
of pain medicine directly 
into the spinal space. This 
decreased dosing reduces 
many of the common side 
effects of taking pain med-
icine by mouth. However, 
intrathecal pain pumps are 
not without risk and require 
close and frequent monitor-
ing. Some pain physicians 
reserve these pumps for 
cancer-related pain. 

Stem Cells. As of this 
writing, scientists from all 
over the world are actively 
trying to gain a better un-
derstanding of chronic pain 
and seeking new ways to 
treat it. A promising area is 
stem cell therapy wherein 
young, baby cells are inject-
ed or placed in areas of pain 
caused by ageing and de-
generative cells and tissues. 
For example, in arthritic 
knees and shoulders. More 
research and understanding 
need to be done before stem 
cells can become a part of 
the mainstream chronic pain 
treatment modality. There 
are certain institutions that 
are already employing this 
strategy but they are gener-

ally not covered by medical 
insurance and require out of 
pocket expenditure on the 
part of the patient.

To summarize, chronic 
pain is a type of pain that 
does not resolve or go away 
for several months or even 
years. If you suspect that 
you are suffering from a 
chronic pain condition, it is 
important that you speak to 
your primary care doctor in 
order to determine the many 
treatment options you have 
at your disposal. The longer 
your pain persists, the more 
difficult it becomes to treat. 
Pain specialists usually em-
ploy a multidisciplinary ap-
proach in treating chronic 
pain and this usually com-
bines different methods in-
cluding medication, phys-
ical therapy, psychological 
therapy and interventional 
therapy such as injections 
or surgery. Patients need to 
understand that there is no 
“magic pill” that will mi-
raculously take away all 
of their chronic pain over-
night. To get the best possi-
ble outcome,patients usual-
ly have to undergo a lengthy 
treatment process requiring 
some time and patience. 

JERALD GARCIA MD is a dou-
ble board certified interventional 
pain specialist and anesthesiol-
ogist. Born and raised in Cebu, 
Philippines, Dr. Garcia complet-
ed his medical school at the Uni-
versity of Minnesota School Med-
icine in the Twin Cities and his 
residency and fellowship at Case 
Western Reserve University in 
Cleveland, Ohio. He was recent-
ly named a ‘Top Doctor’ in Pain 
Medicine by Honolulu Magazine.
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Breast cancer is the 
most commonly 
diagnosed cancer 
in women nation-

wide.  In Hawaii, it’s estimat-
ed that there will be 1,150 
new female breast cancers 
diagnosed and 160 deaths 
attributed to breast cancer in 
2018.1 As a practicing med-
ical oncologist in Honolulu, 
I am well aware of the clin-
ical/societal impact the dis-
ease has in the community.  
Breast cancer mortality rates 
have steadily declined based 
on national data aggregates, 
suggesting improved detec-
tion modalities and more ef-
fective treatments.  National 
movements that increase 
breast cancer awareness 
contribute to these better 
patient outcomes.   We now 
associate October as Breast 
Cancer Awareness Month, 
and I commend the Filipino 
Chronicle for participating 
in this effort to inform and 
educate.  With this in mind, 
I wanted to discuss findings 
from a recent large, multi-in-
stitutional study, conduct-
ed in the United States, the 
long-awaited TAILORx 
study.    

The use of chemother-
apy in breast cancer thera-
py is universally acknowl-
edged.  Using chemotherapy 
following an operation that 
has removed all evidence 
of disease is called “adju-
vant” chemotherapy.  There 
have long been efforts in 
clinical oncology to select 
out patients who may bene-
fit from chemotherapy.  The 
toxicities of treatment are 
well known.  Hair loss, fa-
tigue, nausea and vomiting 
are just some of the common 
side effects.  There are scary, 
long-term complications 
such as heart failure, bone 
marrow effects, and second 
cancers.  Oncologists have 
resorted to different resourc-
es to make important deci-
sions on treatment.  One of 

the most widely used tools 
was a database that looked 
at all patient outcome results 
from early stage breast can-
cer treatment.  Using this 
database as a reference was 
a primary tool in counsel-
ing patients on treatement.2 
Progress in the understand-
ing of tumor biology has 
changed this platform.   On-
cology has evolved to  “look-
ing inwards” at tumor DNA.  
Terms such as “molecular 
profiling” or “targeted ther-
apy” are routinely used at 
medical meetings, reflecting 
the increased sophistication 
and complexity of the ap-
proach to cancer.

The OncotypeDX test 
is a 21-gene assay that can 
determine how aggressive 
one’s breast cancer is.3 On-
cologists use this study to 
determine whether patients 
will benefit from adding 
chemotherapy to the treat-
ment plan.  This study has 
been used in breast tumors 
that express estrogen or 
progesterone receptors, 
negative for the Her-2/
neu antigen, and who have 
no disease in the axillary 
lymph nodes (removed at 
time of surgery).  The re-
sult of an analysis will yield 
three possibilities, based on 
a scoring system encom-
passing the 21-gene assay. 
Low risk indicates a good 
prognosis and chemothera-
py is not recommended.  A 
high risk score means a less 
favorable prognosis and pa-
tients are uniformly offered 
chemotherapy .  All patients 
receive anti-hormonal ther-
apy, regardless of score.   An 
“intermediate score” is less 
clear.  These patients could 
receive either hormone ther-
apy alone, or some would 
also receive chemotherapy.

The TAILORx study 
was devised to address the 
question of what to do with 
the “intermediate score” pa-
tients.4  This was a random-
ized trial, involving multi-
ple institutions, including 

By Melvin Palalay, M.D. the University of 
Hawaii Cancer 
Center, and results 
of this important 
study have recent-
ly been presented 
and published in 
a major peer-re-
viewed  journal 
(New England 
Journal of Medi-
cine).  The defined 
primary end-point 
was something 
called invasive 
disease free sur-
vival (freedom 
from recurrence 
of another inva-
sive breast cancer, second 
primary, or death).  The 
key finding from this study 
was that outcomes were the 
same, regardless of wheth-
er patients received che-
motherapy or not.  In other 
words, the addition of che-
motherapy did not seem to 
incur any benefit.   One ob-
servation, however, was that 
for patients who were less 
than 50 years of age, there 

may be some benefit with 
the addition of chemother-
apy.  The major outcome 
from this study may lead to 
fewer women having to go 
through chemotherapy as 
they recover from curative 
breast surgery.  They would 
still be required to take 5-10 
years of anti-hormonal ther-
apy, however.  We would 
have to individualize the de-
cision making with patients 

less than 50 years of age, 
as there may be a benefit to 
adding chemotherapy in this 
specific sub-group.

It is an exciting time to 
be a cancer doctor!   It is with 
great optimism and confi-
dence that we move forward 
to a day when cancer can be 
cured.  My colleagues and I 
are indebted to the scientists, 
researchers, and patients who 
are involved in clinical trials 
such as these.
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Amazing Outcome from TAILORx Study 
for Breast Cancer
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Anxiety is a com-
mon emotion that 
everyone experi-
ences. However, 

women tend to experience anx-
iety earlier than men. Women 
deal with stress differently and 
are twice as likely to have an 
anxiety disorder. They tend to 
think and dwell on their stress-
ors. As women’s role in society 
changes, women are experi-
encing more stress and anxiety. 
There are more working wom-
en than ever before. Their role 
as “the stay at home mom” has 
changed. They are becoming 
the family’s main source of in-
come and with divorce on the 
rise, there is increasingly more 
single working mothers. Wom-
en also experience hormonal 
changes that make them more 
prone to anxiety disorders. But 
what is anxiety and when does 
it become a problem.

Anxiety is our body’s re-
action to any threat or stressor 

in the environment. The “fight 
or flight” response is triggered 
and a series of physiological 
changes occur that prepares 
our body to deal with the 
threat. Our heart beats harder 
and faster, we breathe more 
shallow and rapid, muscles 
tense, pupil and blood vessels 
constrict to draw the blood 
into our vital organs, and ap-
petite and digestive process-
es decrease. However, in our 
modern age, the threats that 
trigger our anxiety are stress 
and other pressures from life 
including family, work, social 
situations, finances, and health 
among other things. Anxiety 
becomes a problem when it 
is triggered by illogical fears, 
uncontrollable worry and ner-
vousness that prevent a per-
son from enjoying and func-
tioning fully in life. Common 
situations include fear about 
being in social situations, be-
ing judged, disliked, or not 
measuring up to expectations. 
Another situation is worrying 

that the worse is always go-
ing to happen despite knowl-
edge that everything will be 
okay. Sometimes a panic at-
tack may occur. Panic attacks 
are more common in wom-
an and can happen suddenly 
or unexpected. Panic attacks 
does not necessarily have a 
trigger. A person could wake 
up in the middle of night due 
to a panic attack or could be 
in the middle of doing some 
mundane activity. Some un-
healthy coping behaviors are 
social avoidance, hair pulling 
until there is a bald spot on 
the scalp, eyebrow or eyelids, 
uncontrollable behavioral 
compulsions such as cleaning, 
and/or use of drugs and alco-
hol. A common symptom of 
anxiety that affects the Asian 
population is physical sick-
ness. Untreated or undetected 
anxiety disorders could lead 
to stomach ulcers, gastrointes-
tinal problems, headaches, in-
somnia, high blood pressure, 
depression and unexplained 

pain or physical 
symptoms. 

If you think 
you have a prob-
lem with anxi-
ety. It is a good 
idea to make 

sure your anxiety is not due to 
an underlying medical condi-
tion, such as hyperthyroid-
ism and menopause, which 
are common in woman. Also 
look at your lifestyle. Are you 
eating healthy, exercising, 
and practicing good stress 
and time management. There 
are many excellent apps 
geared toward meditation and 
relaxation. Learning to do 
deep breathing exercises is 
also very powerful and effec-
tive for anxiety. Think about 
your worry. Examine it, does 
it make sense and is there 

another way you can look at 
a problem or situation. Are 
you overly too negative and 
not considering the positive 
and realistic. Journaling and 
talking to others also helps. 
Medications are also very 
effective but some of them 
can be addictive and lead to 
dependence. It would be wise 
to discuss this approach with 
both your doctor and a mental 
health professional about this 
option. Psychotherapy is an-
other excellent and effective 
treatment for anxiety, worry, 
and panic attacks. 

By Jay D. Valdez, Psy. D.

Anxiety, The Double Edged Sword

  HEALTHLINE NEWS

September Is National Suicide
Prevention Awareness Month

September is National Suicide 
Prevention Awareness Month 
and the Hawai‘i Department 
of Health (DOH) Emergency 

Medical Services and Injury Prevention 
System Branch (EMSIPSB) in partner-
ship with the Prevent Suicide Hawai‘i 
Task Force hosted a series of community 
events across the state.

Events aimed to raise public aware-
ness about the topic of suicide and the 
impact of suicides in Hawai‘i as well as 
to connect survivors with postvention 
services.

Suicide is the leading cause of fatal 
injuries in Hawai‘i for people ages 15 to 
44 and is the ninth leading cause of all 
deaths in the state. From 2013 to 2017, 
926 Hawai‘i residents died from suicide. 
On average, one person dies by suicide 
every two days in the state.  

“Our goal is to educate the public 
about the warning signs of suicide and 
encourage individuals to address these 
warning signs with family members, 
friends and colleagues,” said Nancy 
Deeley, DOH EMSIPSB’s suicide pre-
vention coordinator. “These annual 
events help to strengthen our efforts by 
allowing us to build stronger community 
support systems for those who most need 
them and to identify effective strategies 
to reduce the risk factors for suicide.”

For anyone experiencing difficult or 
suicidal thoughts, or anyone who knows 
someone who is, call the Crisis Line of 
Hawai‘i at 832-3100 (Oahu), 1-800-753-
6879 (Neighbor Islands), the National Sui-
cide Hotline at 1-800-273-TALK (8255), 
and message the Crisis Text Line at 
741741. Resources are available 24 hours 
every day.
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By Kinsey Hasstedt  Guttmacher Institute

In recent months, social conservatives have doubled down on various 
long-standing proposals to deny public funding to Planned Parenthood and 
other providers focused on reproductive health. This includes efforts by 

Congress and the Trump administration to bar Planned Parenthood from re-
ceiving funding through federal programs—including Medicaid and the Ti-
tle X national family planning program—as well as attempts to eliminate or 
reshape Title X, based on the premise that the program indirectly subsidizes 
abortion. Proponents of such restrictions are ultimately seeking to make abor-
tion inaccessible for U.S. women, and so are seeking to shutter Planned Parent-
hood health centers and any safety-net health center providing publicly funded 
family planning services that additionally offers abortions (using other funds), 
or is affiliated with an abortion provider.

Beyond the Rhetoric: The Real-World Impact of 
Attacks on Planned Parenthood and Title X

However, the conse-
quences of these proposals 
reach far beyond abortion. 
Nationwide, Planned Par-
enthood health centers serve 
two million (32%) of the 6.2 
million women who obtain 
contraceptive care from 
some type of safety-net 
family planning center.1 
And 1.6 million (41%) of 
the 3.8 million contracep-
tive clients served by Ti-
tle X–funded providers are 
served at Planned Parent-
hood health centers.

Recent analyses con-
ducted by the Guttmacher 
Institute have looked at the 
impact of four different sce-
narios that align with many 
of the specific antiabortion 
policy attacks that have been 
proposed at the federal and 
state levels. Each scenario 
would radically undermine 
the nation’s family plan-
ning safety net and blatantly 
jeopardize women’s access 
to family planning care.

 
Scenario 1: Exclude Planned 
Parenthood from all public-
ly funded programs.

For many years, social 
conservatives have sought 
to exclude Planned Parent-
hood health centers from 
receiving any type of pub-
lic funding—whether in 
the form of grants specif-
ically for the provision of 
reduced-cost or free fami-
ly planning and other ser-

vices, as under the Title X 
program, or in the form of 
reimbursement for services 
provided, as through Med-
icaid. President Trump’s 
fiscal year 2018 budget pro-
posal takes this broad ap-
proach, cutting Planned Par-
enthood off from all federal 
programs—including Title 
X, Medicaid and many oth-
ers—that its health centers 
rely upon to deliver afford-
able health care services. In 
this scenario, women who 
currently depend on Planned 
Parenthood would be left to 
seek care elsewhere. 

Guttmacher’s analy-
sis shows that if all other 
types of safety-net fami-
ly planning centers had to 
fill the gap by serving all 
those currently obtaining 
contraceptive services from 
Planned Parenthood, wom-
en would find it consider-
ably more difficult to obtain 
care. This is unsurprising, 
since Planned Parenthood 
serves two million contra-
ceptive clients each year 
nationwide, and the average 
Planned Parenthood health 
center serves far more con-
traceptive clients than all 
other types of safety-net 
health centers.

In order to serve all the 
women currently obtaining 
contraceptive services at 
Planned Parenthood health 
centers nationwide, other 
types of safety-net family 

planning providers would 
have to increase their client 
caseloads by 47%, on av-
erage. Federally qualified 
health center (FQHC) sites 
offering contraceptive care, 
hospital sites and others 
would have to increase their 
capacity by more than half 
(see chart 1). Sites operat-
ed by public health depart-
ments nationwide would 
have to increase their con-
traceptive client caseloads 
by a lesser proportion. Nev-
ertheless, they still would 
have to take on hundreds 
of thousands of additional 
clients. Health departments 
have long been under-re-
sourced and are often al-
ready stretched thin when 
it comes to maintaining the 
public funding and capacity 
necessary to meet the needs 
of their communities. 

Across the country, elim-
inating Planned Parenthood 
would affect different types 
of safety-net family plan-
ning providers to varying 
degrees, depending on the 
make-up of a given state’s 
safety net. In 33 states, oth-
er providers would have to 
increase their contraceptive 
client caseloads by at least 
20%, and in some cases, 
would have to at least dou-
ble or triple their capacity.

Scenario 2: Bar federal 
funding to Planned Parent-
hood, with the expectation 

that FQHCs can fill the gap.
In justifying their ef-

forts to exclude Planned 
Parenthood health centers 
from participating in public 
programs, many social con-
servatives have argued that 
Planned Parenthood health 
centers are not necessary be-
cause FQHCs are ubiquitous 
and could readily meet the 
demand for family planning 
services. Such claims often 
come with promises of ad-
ditional funding for FQHCs. 
Most recently—and visi-
bly—social conservatives in 
Congress have included such 
proposals in their efforts to 
repeal the Affordable Care 
Act (ACA), pairing a provi-
sion that bars Planned Par-
enthood from Medicaid with 
another that allocates new 
money for FQHCs.

In reality, although they 
have become increasingly 
important sources of pub-
licly funded contraceptive 

care, FQHCs could not 
readily serve all the women 
who rely on Planned Parent-
hood (see “Federally Qual-
ified Health Centers: Vital 
Sources of Care, No Substi-
tute for the Family Planning 
Safety Net,” 2017). First, 
while there are indeed more 
FQHC sites than Planned 
Parenthood health centers 
across the country, not all 
of them offer contraceptive 
care. Guttmacher found 
that in 2015, only six in 10 
FQHC sites reported serving 
at least 10 contraceptive cli-
ents in a year; this subset of 
sites are then counted among 
the nation’s safety-net fami-
ly planning centers. Second, 
client volume must also be 
taken into account: On av-
erage, a Planned Parent-
hood health center serves 
2,950 contraceptive clients 
in a year, while an FQHC 
site providing contraceptive 

Chart 1

Map 2

(continue on page S16)
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care serves 320.
This adds up to unrealis-

tic expectations for FQHCs 
if Planned Parenthood were 
cut out of the family plan-
ning safety net. In 27 states, 
FQHC sites that offer con-
traceptive care would have 
to at least double their con-
traceptive client caseloads, 
and in nine of those states, 
they would have to at least 
triple their caseloads (see 
map 2). Nationwide, this 
would mean taking on an 
additional two million con-
traceptive clients.

The challenges are also 
clear at the local level. In 
80% of the 415 U.S. coun-
ties with Planned Parent-
hood health centers, either 
existing FQHC sites of-
fering contraceptive care 
would have to at least dou-
ble their capacity, or there 
simply is no FQHC site 
providing these services. 
This scheme stands to have 
the largest negative impact 
on the 1.7 million (85%) of 
Planned Parenthood’s con-
traceptive clients served in 
those counties.

Scenario 3: Exclude Planned 
Parenthood from Title X.

The federal Title X pro-
gram is the backbone of the 
nation’s publicly funded 
family planning effort. De-
spite a prohibition on the use 
of Title X funds for abor-
tion services that has been 
in place since the program’s 
inception, antiabortion pol-
icymakers have targeted the 
program as indirectly sup-
porting abortion; they have 
repeatedly sought to restrict 
Title X funds from going 
to entities associated with 
abortion, often specifically 
Planned Parenthood. This 
tactic, which has been repli-
cated in many states, prompt-
ed the Obama administration 
to issue regulations that clar-
ified states cannot exclude 
otherwise qualified abortion 
providers from the Title X 
program (see “Recent Fund-
ing Restrictions on the U.S. 
Family Planning Safety Net 
May Foreshadow What Is to 
Come,” 2016). Congress and 

President Trump have since 
overturned those regulations.  

Excluding Planned Par-
enthood from Title X na-
tionwide would pose mas-
sive challenges to the rest of 
the safety-net family plan-
ning provider network. Gut-
tmacher’s analysis shows 
that in order to serve all the 
women who currently ob-
tain contraceptive care at 
Title X–supported Planned 
Parenthood health centers in 
the 50 states and the District 
of Columbia, other types of 
Title X sites would need to 
increase their client case-
loads by 70%, on average.

This translates into Ti-
tle X–funded FQHC sites 
having to more than dou-
ble their contraceptive cli-
ent caseloads, while Title 
X sites operated by hospi-
tals would have to increase 
their caseloads by about 
three-quarters (see chart 3). 
Title X–funded health de-
partment sites would need to 
expand their capacity to de-
liver contraceptive services 
by about one-third. Collec-
tively, these additions repre-
sent hundreds of thousands 
of women who currently ob-
tain care at Title X–funded 
Planned Parenthood health 
centers—most of whom are 
low-income and uninsured, 
relying on Title X for re-
duced-cost or free care.

Again, how this change 
would impact other Title X 
providers varies by state. 
Without Title X–supported 
Planned Parenthood sites, 
other Title X providers in 
27 states would have to in-
crease their contraceptive 
client caseloads by at least 
20%. In 13 of those states, 
other Title X providers 
would have to at least dou-
ble their capacity—and in 
many, to an even greater 
degree—to maintain the 
current reach of their states’ 
Title X networks. 

Scenario 4: Eliminate or 
restructure Title X to shift 
funding to FQHCs.

Antiabortion policy-
makers have also suggested 
drastically undermining or 

outright eliminating the Ti-
tle X program by directing 
all current funding to FQHC 
sites. This comes at the ex-
pense of not just Planned 
Parenthood, but all provid-
ers focused on reproductive 
health. State policymakers 
have been pursuing this goal 
for years, and socially con-
servative members of Con-
gress may well carry their 
current rhetoric through 
to the illogical conclusion 
that Title X funds should 
go only to entities offering 
primary care, excluding the 
very providers often best 
able to provide high-quality 
family planning and related 
services to large numbers of 
people.

Guttmacher’s research 
shows that FQHC sites alone 
could not sustain the current 
reach of Title X. If asked to 
serve all of the women who 
rely on many different types 
of providers for Title X–
supported services, FQHC 
sites providing contracep-
tive care would have to at 
least double their contra-
ceptive client caseloads in 
41 states (see map 4). In 27 
of those states, these FQHC 
sites would have to at least 
triple their capacity. Nation-
wide, this adds up to an ad-
ditional 3.1 million clients.

At the local level, there 
are Title X–funded pro-
viders in about 2,000 U.S. 
counties. In one-third of 
those counties, there is no 
FQHC site providing con-
traceptive care, and in about 
half of them, FQHC sites 
that offer contraceptive 
care would have to at least 
double their contraceptive 
client caseloads. Collec-
tively, 2.8 million (91%) 
of the contraceptive clients 
currently served at Title X 
sites other than FQHCs are 
in one of those two catego-
ries of counties and would 
face the most considerable 
burdens in obtaining Title 
X–supported care. 

Policymakers should 
put sound policy decisions 
above political expediency. 
Despite social conserva-
tives’ ploys to make Planned 
Parenthood and even Ti-

tle X appear expendable, 
the facts prove otherwise. 
An abundance of evidence 
demonstrates how import-
ant Planned Parenthood 
health centers are for a large 
proportion of women who 
need publicly funded fam-
ily planning services (see 
“Understanding Planned 
Parenthood’s Critical Role 
in the Nation’s Family Plan-
ning Safety Net,” 2017). 
Moreover, the health and 
economic benefits made 
possible by a robust Title 
X network have been well 
documented (see “Why We 
Cannot Afford to Undercut 
the Title X National Family 
Planning Program,” 2017).

It is high time that con-
gressional leaders, Pres-
ident Trump and his ad-
ministration stop pushing 
ideologically motivated pol-
icies and misleading talking 
points, and instead focus 
on implementing policies 
that will advance access to 
high-quality reproductive 
health care. This means in-
vesting in proven public 
health programs and provid-

Chart 3

Map 4

(BEYOND THE RHETORIC...from page S15)

ers, by adequately funding 
Title X and abandoning the 
shortsighted campaign to 
cut Planned Parenthood off 
from participation in public-
ly funded programs. Doing 
so would be a step toward 
the types of investments 
and policies that the mil-
lions of women who rely on 
a diverse, robust network of 
safety-net family planning 
providers need and deserve. 
(www.guttmacher.org)
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