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TESTIMONY OF 

THE DEPARTMENT OF THE ATTORNEY GENERAL 

TWENTY-SEVENTH LEGISLATURE, 2013                                       
 

 

ON THE FOLLOWING MEASURE: 

H.B. NO. 1482, H.D. 1,   RELATING TO HEALTH. 
 

BEFORE THE: 

HOUSE COMMITTEE ON  CONSUMER PROTECTION & COMMERCE                     

                           

 

DATE: Monday, February 25, 2013     TIME:  2:30 p.m. 

LOCATION: State Capitol, Room 325 

TESTIFIER(S): David M. Louie, Attorney General, or  

Ann Andreas, Deputy Attorney General 
  

 

Chair McKelvey and Members of the Committee:   

The Department of the Attorney General provides the following comments on this bill. 

The purpose of this bill is to create a new part in chapter 323, Hawaii Revised Statutes, 

that would:  (1) require the Department of Health (DOH) to recognize hospitals or health care 

facilities that meet the criteria for three levels of stroke care, (2) publish a list of recognized 

hospitals and health care facilities and their levels of recognition, and (3) establish a statewide 

stroke database.  

While the general powers and duties of the DOH do not encompass establishing clinical 

standards of care, this bill moves the DOH into that role, creating the potential for the DOH’s 

exposure to significant liability.  This bill requires the DOH to recognize three classifications of 

stroke care programs.  Each of the classifications reference criteria specified by the American 

Heart Association, the American Stroke Association, or the Brain Attack Coalition.  In addition, 

at page 7, lines 5-8, this bill allows the DOH to accept an accreditation or certification from the 

Joint Commission, or “other nationally recognized organizations that use criteria consistent with 

the American Heart Association, the American Stroke Association or the Brain Attack 

Coalition’s criteria.”  The lack of specificity as to the standard by which the DOH will be 

expected to determine the level of stroke care provided by a facility can be expected to create 

opportunities for at least confusion, inconsistency, and ambiguity as the DOH proceeds with 

implementation of the bill, and possibly liability for the State if the DOH’s actions or inability to 

act contributed to a stroke patient’s injury or death.   



Testimony of the Department of the Attorney General 

Twenty-Seventh Legislature, 2013 

Page 2 of 3 

 

492602_2  

At page 9, lines 6-9, this bill also requires the DOH to “adopt standardized pre-hospital 

stroke-triage assessment guidelines for use by recognized stroke centers and emergency medical 

services and publish the guidelines on its website.”  This provision is so vague that it can be read 

as a mandate to redefine emergency medical services standards of care without providing any 

criteria as to what those standards should be.  

The Department of the Attorney General has concerns that this bill creates a “regulatory” 

scheme, but provides no enforcement authority for the DOH.  The lack of a fully developed 

regulatory scheme also contributes to the potential for significant liability.  For example, at page 

6, lines 13-17, this bill requires the hospital or health care facility seeking recognition to submit 

an application to the DOH without allowing the DOH to specify the contents of the application 

or the documentation required to support the application.  The bill fails to give the DOH any 

authority to require additional documentation or investigate the facility seeking recognition.  In 

fact, if the facility submits documentation of its accreditation or certification from American 

Heart Association, American Stroke Association, or Brain Attack Coalition, this bill requires the 

DOH to presume that the facility meets the classification criteria set forth in the bill.  Because 

these organizations and the Joint Commission issue such accreditations or certifications, the 

DOH’s determination that a facility meets the criteria for a certain level of recognition does not 

appear to be necessary or meaningful.  The bill, however, allows recognized hospitals and health 

care facilities to advertise to the public their “state-approved status” and “state level 

recognition.”  Page 8, line 13. 

The bill does not give the DOH any authority to enforce this regulatory scheme.  As set 

forth on page 7, lines 19-22, the only information that the DOH receives about a recognized 

facility’s current status is an annual self-report by affidavit of its chief executive officer that the 

facility “continues to meet” the necessary criteria.  If the facility fails to meet criteria for 

recognition for more than six weeks or chooses not to maintain its recognition, it self-reports that 

failure or choice to the DOH.  See page 8, lines 1-4.  The bill, however, does not specify any 

process for removal the facility’s name from the DOH’s list of recognized facilities.  Other 

common aspects of a regulatory scheme are missing from this bill.  The bill does not specify a 

complaint report and resolution process or authorize the DOH to establish such a process by 

rulemaking.  The DOH has no authority to suspend or revoke any facility’s level of recognition.   
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The bill involves the DOH in improvement of care for stroke patients by mandating that 

the DOH require both recognized stroke centers and emergency medical services to demonstrate 

effective use of unspecified recommendations and clinical practice guidelines and maintain 

quality assurance programs that include performance measurements and improvement activities.  

See page 9, lines 11-16.  The performance measurements will have to be consistent with 

nationally recognized guidelines such as those published by the American Heart Association or 

the Joint Commission, and reported to the DOH.  Again, the lack of a specific standard creates 

ambiguity, and the lack of any enforcement powers means that the DOH will be collecting 

information that will not lead to remedial action.   

In prior testimony on this bill’s companion measure, the Director of Health expressed 

“some concerns over what liability the State may incur as an ostensible certifier of the quality of 

medical practice and policy.”  The Director’s concern is well founded.  If a stroke patient 

suffered a serious adverse outcome at a hospital or health care facility recognized by the DOH as 

providing a certain level of care to stroke patients and if the care provided actually failed to meet 

the criteria for the recognized level of care, the DOH could be exposed to significant liability for 

the adverse outcome. 

Accordingly, the Department of the Attorney General respectfully requests that the 

Committee hold this bill.     
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Conference Room 325
 

The House Committee on Consumer Protection & Commerce 

To:	 Representative Angus McKelvey, Chair
 
Representative Derek Kawakami, Vice Chair
 

From:	 Celeste Mausolf, RN, BSN, MBA
 
Executive Director, Cardiovascular Service Line
 

Re:	 HB 1482, HD1 RELATING TO HEALTH - Testimony in Strong Support 

My name is Celeste Mausolf and I am the Executive Director of the Cardiovascular Service Line 
for Hawaii Pacific Health (HPH). HPH is a nonprofit health care system and the state's largest 
health care provider anchored by its four nonprofit hospitals: Kapi' olani Medical Center for 
Women & Children, Pali Momi Medical Center, Straub Clinic & Hospital and Wilcox Memorial 
Hospital on Kauai. HPH is committed to providing the highest quality medical care and service 
to the people of Hawai'i and the Pacific Region through its four affiliated hospitals, 49 outpatient 
clinics and service sites, more than 5,400 employees and 1,300 physicians on staff. 

We are writing in strong support of HB 1482, HD1 which establishes a stroke system of care in 
the State of Hawaii as well as requirements for the measuring, reporting and monitoring of 
stroke care performance through data collection of a stroke database. 

HB 1482, HD1 represents the collaborative efforts of the American Heart Association, 
Department of Health, and various health care providers including Pali Momi Medical Center 
and Straub Clinic & Hospital. This bill will help to create an effective system to support the rapid 
assessment and triage of stroke patients so that they are treated in a timely manner. The 
creation of this legislation will lead to greater collaboration and coordination among health care 
providers, and most importantly facilitate better data collection to guide efforts to better patient 
outcomes. 

The bill is also drafted with sensitivity to the Department of Health's budget considerations by 
leveraging existing data collection and benchmarking activities to develop the much needed 
data registry. 

We are continuing our ongoing discussions with the stakeholders on this measure. We ask that 
this Committee pass the bill so that these discussions can continue. 

Thank you for the opportunity to provide this testimony. 
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We are Matthew Koenig, M.D., stroke neurologist and Associate Medical Director of Neurocritical Care, Karen Seth, 

Director, Neuroscience Institute and Ancillary Services, and Cherylee Chang, M.D., Director of the Stroke Center 

and Medical Director of the Neuroscience Institute/Neurocritical Care, all of The Queen’s Medical Center.  We 

would like to provide testimony in strong support of HB 1482, HD1, Relating to Health. 

 

The Stroke Center at The Queen’s Medical Center has been the only hospital certified by The Joint Commission 

(TJC) as a Primary Stroke Center in the State of Hawaii since 2004. Currently, TJC Primary Stroke Center 

certification is the most widely recognized process for medical centers seeking certification nationally.  “The Joint 

Commission's Certificate of Distinction for Primary Stroke Centers recognizes centers that make exceptional efforts 

to foster better outcomes for stroke care.”(1)  

 

Queen’s has also been instrumental in working with the American Stroke Association, the Hawaii State Department 

of Health (DOH), the Hawaii Neurological Society, and other hospitals and local organizations over the last sixteen 

years to strengthen the State’s stroke system of care, including actively participating in a stroke coordinator 

collaborative established by the American Stroke Association.  We have been heavily involved with professional 

and community stroke education and outreach efforts, such as sharing best practices at workshops about how other 

hospitals can become certified as a TJC Primary Stroke Center.   Queen’s is also the hub hospital for the The 

Hawaiian Islands Regional Stroke Network, which is funded by a grant from the DOH Neurotrauma Supports 

Fund. This network increases patient access to expert stroke consultation through the establishment of a 

telemedicine-based regional stroke network and increases public education about the recognition of stroke 

symptoms and the need to call 911. 

 

As such, The Queen’s Stroke Center has been working to strengthen the system of stroke care throughout all areas 

of the state.  There is indeed a need to facilitate the development of stroke treatment capabilities and improve the 

access to emergency stroke care across the state.  As the leading cause of chronic adult disability and the third 

leading cause of death, stroke is a major public health problem in Hawaii.  Reliable data regarding the incidence of 

stroke, access to acute stroke expertise, and utilization of alteplase (tPA) – the only FDA-approved treatment 

proven to reduce long term disability in acute stroke – are currently lacking in the state.  Based on our best estimate, 

however, recent alteplase (tPA) utilization rates have been around one-third of the national average and far below 

those of well-organized stroke systems of care in other states.  The major barrier to acute stroke treatment in Hawaii 

is the lack of a coordinated system of stroke care whereby patients with acute stroke symptoms are rapidly triaged 

to centers with rapid, on-site stroke expertise.  Without such a system, emergency physicians in the state are often 

hesitant to treat patients with acute stroke at smaller hospitals where coordinated post-treatment care pathways and 

other safety measures are lacking.  In order to successfully address these problems, the majority of U.S. states have 

passed similar legislation to adopt a coordinated statewide stroke system of care (see attached map).  If the current 



  

 

bill passes, Hawaii will join more than thirty states that have enacted similar legislation.  Creation of a statewide 

stroke system of care will lead to significant long term cost savings due to the reduction of chronic disability among 

stroke survivors (see attached document). 

 

The current bill has several merits that will directly improve acute stroke care in the State.  All of these elements are 

necessary for the State to meet current standards of care for acute stroke treatment as outlined in the 2013 

Guidelines for the Early Management of Patients With Acute Ischemic Stroke from the American Heart 

Association/American Stroke Association and endorsed by the American Academy of Neurology and the American 

Association of Neurological Surgeons (see attached excerpt). 

1) The bill outlines a recognition program for three tiers of acute stroke care: comprehensive stroke center, 

primary stroke center, and stroke support facility.  This recognition program provides an aspirational 

framework for hospitals in the state to raise the level of stroke care we provide to meet current national 

standards.  It also provides a platform for appropriate pre-hospital triage by EMS and inter-hospital 

collaborative care and transfer agreements so state hospitals can better work together to share stroke 

expertise.   

2) The bill supports efforts by EMS providers to establish a uniform tool for pre-hospital recognition of stroke 

symptoms and early notification of emergency physicians so patients can be evaluated more efficiently and 

receive treatment more rapidly.   

3) The bill creates a statewide registry of stroke data overseen by the DOH, which will provide much needed 

data about the incidence of acute stroke, alteplase (tPA) treatment rates, and quality-of-care indicators.  

Importantly, these data will be collected and analyzed by the DOH without having to create a freestanding 

registry or requiring hospitals to report redundant data.  In Hawaii, hospitals already submit data through the 

American Heart Association-sponsored database Get With The Guidelines – Stroke.  By customizing the 

Get With The Guidelines – Stroke database for Hawaii hospitals and allowing the DOH “super-user” access 

to the existing database, the DOH will be able to evaluate the quality of stroke care without significant 

additional expenses. 

 

We are also supportive of the continued dialogue that the DOH and other stakeholders are engaging in around the 

language of this measure.  Pending the outcome of these discussions, amendments may be proposed at a later time.  

 

As stroke providers, we see a tremendous need for a coordinated stroke system of care to address disparities in 

access to stroke expertise throughout the state and reduce the chronic disability caused by stroke.  This legislation is 

a major step forward in advancing stroke care in the state and will directly benefit the people of Hawaii. 

 

Thank you for the opportunity to testify.   

 

Literature cited: 

 

1. http://www.jointcommission.org/certification/primary_stroke_centers.aspx 
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MEDICAID SAVINGS WITH IMPROVED ACUTE STROKE CARE IN HAWAII 
Stroke is the leading cause of long-term disability and the fourth leading cause of death in the adult population in 
the United States.1  States have substantial influence on acute stroke care through policies related to primary 
stroke centers (PSCs) and emergency medical services (EMS) routing protocol.  Efforts to support these policies 
can have significant impacts on improving stroke system of care, patient outcomes, and hence Medicaid 
expenditure on stroke-related care in a state.  This fact sheet presents these impacts on Medicaid expenditure on 
nursing home care for Medicaid enrollees with acute ischemic stroke (AIS) based on an economic model with 
Hawaii-specific information. 
 
Stroke Facts in Hawaii 
• About 795,000 Americans annually suffer from a stroke.2  AIS accounts for about 87% of all strokes.  

Among AIS survivors ≥ 65 years, 26% were institutionalized in a nursing home after 6 months.2 
• Stroke affected 2.2% of the state population and accounted for 671 deaths in Hawaii in 2009.3,4 
• Medicaid spent an estimated $58 million on stroke-related care in 2011.5 

 
Stroke Care 
Intravenous tissue plasminogen activator (IV-tPA) improves neurological outcomes and reduces disability for 
eligible AIS patients when administered within 3 hours of symptom onset.6  Currently, < 5% of AIS patients are 
treated with IV-tPA.7,8 
• Lack of organized stroke care remains a significant challenge to receiving IV-tPA treatment. 
• Hawaii has 1 Joint Commission-certified PSCs.9  More patients receive IV-tPA in PSCs with at least one 

year certification versus non-PSC hospitals (6.5 vs. 0.9%).10 
• On average, 2.5% of AIS patients receive IV-tPA with local services.  Integrating an EMS routing protocol 

within a PSC can further increase the treatment rate to 10.5%.11 
 
Potential Medicaid Savings with Improved Acute Stroke Care 
• Medicaid savings with different assumptions of an increase in the proportion of AIS patients treated at 

PSCs are shown in Figure 1. 

 
*Accounts for additional AIS patients treated each year 

 
• A 20% absolute increase in the proportion of AIS patients treated at PSCs will lead to: 

o 50 more patients receiving IV-tPA per year and 4 fewer patients with disability per year. 
o Medicaid savings of $195,838 at one year, and $2.5 million and $7.9 million at five and ten years, 

respectively. 
 
• The integration of an EMS system within a PSC versus local services will lead to: 

o 356 more patients receiving IV-tPA per year and 29 fewer patients with disability per year. 
o Medicaid savings of $1.4 million at one year, and $17.7 million and $56.6 million at five and ten 

years, respectively.  
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Figure 1. Cost savings in Medicaid expenditure on 
stroke-related care* 
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AHA Model Legislation
• Designation of hospitals by Depts of Health based on TJC criteria 

for Primary Stroke Centers (PSC)
• Recognize other certification levels as they become available

• EMS assessment, treatment and transport
• Adoption of EMS stroke triage assessment tool
• Pre-hospital care protocols, including routing
• Training requirements 

• Continuous quality improvement plan
• State-wide database
• Analysis, identification of interventions & recommendations 

• Coverage for telemedicine services

• Stroke systems of care task force

1



31 states have passed legislation to advance stroke system of care:
AZ, AL, AR, CT, DE, FL, GA, IL, IN, IA, KY, LA, MA, MD, MS, MO, NC, ND, NJ, 
NV, NM, NY, OK, PA, RI, TN, TX, SC, VA, VT, WA
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The legislation and rules passed in these states includes a variety of 
elements found in the model bill and places their respective state on the 
path to a successful stroke system of care.
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22 states are in the process of implementing rules regarding stroke care: 
AL, AZ, DE, GA, IA, IL, KY, LA, MA, MD, MO, NV, ND, NJ, OK, PA, RI, 

TX, SC, VT, VA, WA
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• Some states take multiple years to implement regulations

• Try to mandate 1-2 year implementation after legislation



CA, CO, GA, HI, KY, LA, ME, MD, MI, NH, OK, OR, TX, VA, VT

15 States have passed legislation that mandates that 
private payers reimburse for telemedicine consults
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HOUSE COMMITTEE ON CONSUMER PROTECTION & COMMERCE 
Rep. Angus L.K. McKelvey, Chair 
 
February 25, 2013 at 2:30 p.m. 
Conference Room 325 
 
Supporting HB 1482 HD 1:  Relating to Health 
 
The Healthcare Association of Hawaii advocates for its member organizations that span the 
entire spectrum of health care, including all acute care hospitals, as well as long term care 
facilities, home care agencies, and hospices.  In addition to providing quality care to all of 
Hawaii’s residents, our members contribute significantly to Hawaii’s economy by employing 
over 40,000 people.  Thank you for this opportunity to testify in support of HB 1482 HD 1, 
which creates an infrastructure for the classification of three levels of stroke hospitals that is 
designed to improve the care of stroke patients. 

Each year more than 700,000 Americans have a stroke, with about 160,000 dying from stroke-
related causes (National Institute of Neurological Disorders and Stroke website, National 
Institutes of Health). Stroke is the third leading cause of death in the United States when 
considered independently of other cardiovascular diseases.  Stroke also remains a leading cause 
of serious, long-term disability in the United States. 

Major advances have been made in the past several decades regarding stroke prevention, 
treatment, and rehabilitation.  However, significant obstacles remain in ensuring that scientific 
advances are consistently translated into clinical practice. 

The American Heart Association, the American Stroke Association, and the Brain Attack 
Coalition have performed extensive research on stroke care and have compiled the most 
effective evidence-based practices in organized formats that can be adopted by hospitals.  This 
bill requires hospitals in each of the three levels to adopt the appropriate set of practices.  This 
bill is part of a national effort to ensure that stroke patients receive the best possible care. 
 
Thank you for the opportunity to testify in support of HB 1482 HD 1. 



 

 
 

                           
February 22, 2013 
 
The Honorable Angus L.K. McKelvey 
Chair, House Committee on Consumer Protection & Commerce 
Hawaii State Capitol, Room 320 
Honolulu, HI 96813 
 
Dear Chairman McKelvey: 
 
The American Osteopathic Association (AOA) is writing to urge you to amend the statutory 
language of § 323-B(c) within HB 1482. Our proposed amendment would recognize the AOA’s 
Healthcare Facilities Accreditation Program (AOA/HFAP) as an accrediting body deemed sufficient 
to provide hospitals with accreditation status as a level I comprehensive stroke center, level II 
primary stroke center or level III stroke support facility. As currently written, HB 1482 fails to 
explicitly recognize AOA/HFAP certification for stroke centers, which are in line with both the 
American Heart Association and the Brain Attack Coalition’s criterion at each level. Excluding an 
accrediting organization that is equipped to license hospital stroke centers in a user-friendly and 
cost-effective manner is a disservice to health care facilities within Hawaii and an indirect detriment 
to the patients within them. 
 
AOA/HFAP is a nationally recognized accreditation organization conducting accreditation surveys 
for more than 65 years. AOA/HFAP meets or exceeds all standards required by the Centers for 
Medicare and Medicaid Services (CMS) to provide accreditation to hospitals, ambulatory 
care/surgical facilities, mental health facilities, physical rehabilitation facilities, clinical laboratories 
and critical access hospitals, and has maintained its deeming authority continuously since the 
inception of CMS. AOA/HFAP is also recognized by the National Committee for Quality 
Assurance (NCQA), Accreditation Council for Graduate Medical Education (ACGME) and 38 State 
Departments of Public Health.  
 
AOA/HFAP requests that § 323-B(c) (in approximate wording) be amended to the following:  
 
“Hospitals or health care facilities that submit documentation showing accreditation or certification 
from the American Heart Association, American Stroke Association, or Brain Attack Coalition as a 
comprehensive stroke center, primary stroke center, or stroke support facility shall be presumed to 
meet the criteria in subsection (a) for recognition as a level I comprehensive stroke center, level II 
primary stroke center, or level III stroke support facility, as applicable. The department may accept 
and consider an accreditation or certification from The Joint Commission, Healthcare Facilities 
Accreditation Program, or other nationally recognized organizations that use criteria consistent with 
the American Heart Association, American Stroke Association, or Brain Attack Coalition's 
criteria…”  
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AOA/HFAP accreditation is equivalent to the accreditation that is already recognized in the 
language of § 323-B(c). HFAP has been certifying primary stroke centers since 2006, and as 
standards and market demand have evolved, so has the program into three types of certification: 
stroke ready center certification (level III), primary stroke center certification (level II) and 
comprehensive stroke center certification (level I). The foundation of the AOA/HFAP stroke 
center certification standards are built on the American Heart Association guidelines, as well as the 
Brain Attack Coalition’s criteria. Stroke centers certified by AOA/HFAP are also required to submit 
clinical performance measures to HFAP, the American Heart Association ‘Get with the Guidelines’ 
and CMS on a quarterly basis, as per best practice guidelines and the 2013 CMS directive. 

Survey standards focus on the same core areas as the Joint Commission and similarly are guided by 
recommendations set forth from the Brain Attack Coalition and American Heart 
Association/American Stroke Association. These include (but are not limited to) organization 
support, service infrastructure, treatment protocols for diagnosis, assessment, clinical care, 
rehabilitative referrals and discharge preparation. Recognizing the equivalency of AOA/HFAP is 
consistent with the purpose of § 323-B(c) in establishing a stroke system of care in Hawaii by 
recognizing three levels of care and establishing requirements for the measuring, reporting and 
monitoring of stroke care performance. 

We urge you to recognize AOA/HFAP’s equivalent certification survey standards by 
amending HB 1482. Should you need any additional information, please feel free to contact Joseph 
L. Cappiello, BSN, MA, HFAP Chief Operating Officer, at (800) 621-1773, ext. 8072. 
 
Sincerely, 
 

 
Ray E. Stowers, DO, FACOFP dist. 
President, AOA 
                   
CC: Norman E. Vinn, DO, AOA President-elect 

Mark A. Baker, DO, Chair, AOA Department of Governmental Affairs  
Joseph A. Giaimo, DO, Chair, AOA Bureau of State Government Affairs 
Les Barrickman, DO, President, Hawaii Association of Osteopathic Physicians and Surgeons 
John B. Crosby, JD, AOA Executive Director 
Sydney Olson, AOA Associate Executive Director, Advocacy and Government Relations 
Linda Mascheri, Director, AOA Department of State, Affiliate and International Affairs 
Michael J. Zarski, JD, HFAP Chief Executive Officer  
Joseph L. Cappiello, BSN, MA, HFAP Chief Operating Officer  
Nicholas A. Schilligo, MS, Director, AOA Division of State Government Affairs 
Amy Bolivar, Manager, Executive Projects and Communications 
Marcia Batchelder, Executive Director, Hawaii Association of Osteopathic Physicians and 
Surgeons 

 



  As a young stroke survivor (I had a stroke at the age of 31 years old) I believe that 

improving the stroke system of care in Hawaii is imperative to allow people like me who suffer 

stroke to have a fair chance to continue on with a “normal” life after stroke. Stroke is one of the 

leading causes of disability in the United States; and improved stroke systems of care help 

reduce the severity of the disability that can result from strokes.  I feel very fortunate to have 

been close to a hospital designated as a primary stroke center when I had my stroke.  Due to the 

immediate treatment and fast thinking of the doctors in emergency room in Englewood New 

Jersey, I was administered a tPA promptly to dissolve my clot and allow the blood to resume 

flowing through my brain. I was in an induced coma for three days, due to the severity of the clot 

and brain swelling.  Once stabilized, I was transferred to a comprehensive stroke center 

(Overlook Hospital in Summit NJ) to handle my treatment upon awakening. 

 

  Fortunately, I woke up; and within a couple of weeks I was able to regain most of 

my gross motor movements, and today I am proud to say that while I am not 100% better 

physically (I have still not regained the fine motor dexterity of my left hand), from a cognitive 

standpoint I am able to function at a very high level.  I recently passed the Hawaii Bar Exam, and 

am a practicing attorney again. I understand that Hawaii has unique issues with providing 

immediate care to people who suffer strokes in less populated areas, especially on the neighbor 

islands, however, people living in all areas of Hawaii need to have fast access to effective 

medical treatment when they are faced with a life threatening health event like stroke, especially 

when the time delay in obtaining treatment could be the difference between being bound to a 

wheelchair to maintaining the ability to run.  Improving stroke systems of care will help to 

ensure that people in Hawaii have a fair chance at enjoying all the unique joys and pleasures that 

Hawaii has to offer even after a devastating event like stroke.  I’m thankful that I can still go 

hiking and running when I want to.  And most importantly, I’m thankful that I am able to 

meaningfully participate in the workforce at as an attorney to be a voice for others. I am also 

extremely grateful to have the opportunity to voice my support for a bill like this.   
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