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Handbook on Living Longer and Better


Healthcare that is not too hot, 
not too cold.




Tom Sloan, M.D.
(Updated 2-1-22)
 


EXECUTIVE SUMMARY

REASONABLE GOAL: LIVE TO AT LEAST NINETY IF IT IS ENJOYABLE.
·  If you are not feeling your best or gaining best control of a medical problem, please call and book a “ONE HOUR” appointment.  So Many things are fixed easily enough if you and I simply spend a bit of extra time on them.  I may also initiate such a visit by suggesting it to you.

· We can often find ways to keep you from getting killed or hurt by the most common problem: heart attack and stroke.  Since my first job in medicine, stroke death rate is down more than 77%, heart disease more than 67% – Wow!

· We need to understand which cancer screenings and treatments are useful and which can cause harm.  Over that same span of my career, cancer death rate is respectably down more than 18%. Since this number was published, cancer treatment is improving both substantially and quickly.

· So many lifestyle choices and habits have been touted that we do well to choose the winners and learn to ignore those with lesser prospects of doing much good.

· “First, do no harm.”  We must keep healthcare from hurting you and pursue only the right care for the right amount of time and energy.




Set IT and forget it Covid
(Less than a page to cover the whole thing)
No one knows when it will end or settle down.
This is my formula for you till then:
· Get vaccinated as much as you are willing, as advised.
· Six feet and a mask nearly “guarantees” you will not get Covid.
· Own ten quick tests at home and anyone in household with symptoms that “could be”, do as much or little testing as you “should” by this formula: days 2-6 of symptoms, test twice a day, stop and call when positive – negative tests cannot “prove” not Covid, practical matter, positive test is Covid.
· I advise against testing anyone without symptoms.  If you can arrange adding a better PCR test somewhere and get quick results that is worthwhile.
· Test is most likely positive day four of symptoms but treatments for anyone with any risk are best earliest and not later than day 7.  Call me if positive if you have the risks that make treatment smart.
· Reasons to test are to isolate and guide treatment.
· That’s it: prevent it as much as you are willing, test for the good of others and maybe yourself.  Phone visit with me if positive.

AFTER HOURS AND EMERGENCY CARE
I think if you are dying, the emergency room next door is very good and the nearest emergency room is best if it is serious. However, if you are after-hours sick but not dying and should not wait until I am in the office, then the 24/7/365 Memorial Hermann Emergency Room (phone number 281-719-3333), back of The Woodlands, across from Wal-Mart, 9950 Woodlands Parkway, is the best in the region or the one on 7474 N Grand Parkway W in Spring (phone number 281-374-5400) if it is closer to home. Why? 
Those locations have excellent lab, x-ray, and CT facilities.  They see you much faster than the hospital emergency room and the doctors there have more time so do better work than they can in all the busy emergency rooms in America.  This gives you faster, better answers. No matter where you live, it is worth it to drive past others to go there.
I like the fact that, unlike freestanding emergency rooms, hospital affiliated emergency rooms are generally better funded and the physicians are subject to medical staff discipline.  

ONE HOUR FOLOW UP VISITS
If you are not feeling perfectly or not meeting all health goals like weight, diet, exercise, blood pressure, blood sugar or whatever, I suggest you call and book a one hour follow up visit.
We can usually meet with a lot of success in this.
You and I will do best if you put such onto a business basis by doing two things:
1. Bring a written list of what matters to you the most in the order it matters to you the most.
2. Appreciate how only you can tell the story accurately.  It is worthwhile to respect your unique ability and do that well.  It is easy to spend time talking about other doctors, tests, friends, family or even your best guess but all those can detract from what only you can do:  give an expert account of what happened or how you feel.
I will do my best to pursue things from there.


VACCINES

There are a lot of vaccines for special instances that I will not cover until the special circumstance arises.  The following make sense for all of us.  Most vaccines are now given at the pharmacy – I will write a “prescription” that serves more as a note to remind and specify what we all have in mind – often a prescription is not required.

COVID – Covid vaccines reduce death, hospitalization, lifelong complications, Covid infection and Covid transmission to others.  The risk/reward of their safety is overwhelmingly favorable.  I recommend being both timely and vaccinated as completely as current consensus opinion suggests.  Any questions, ask.

Flu – My personal rule of thumb is I avoid the chatter and always get the flu shot because flu is miserable and has a chance of knocking years off my life by making me dead after being miserable.  The modern vaccine is little different than placebo in side effects, though years ago the shot gave plenty of people a few day's misery that has some saying they don't want to take it again.  The older you get, the more the flu might ruin you so it might be worth trying again.

Skip all the news story hype about how well the vaccine matched, etc.  Even in years when the match is poor, vaccine recipients get less flu and less severe flu.  Get it as soon as it is available each year, usually early Fall.  Get it even if you are running late as we see flu every month these days, likely due to so much world-travel bringing it to non-travelers – no such thing as "too late" to get the shot.

If you are over 65, I recommend the “double dose” flu shot but if they are out when you are there, instead get the “regular” shot right then.

Pneumonia – If you have an immune problem, diabetes, heart or lung disease, get these immunizations before age 65.

 If you have had the “23” and “13” shot, you are complete.  If not the newer version is “just” the “20”.  So either 23 and 13 or 20 alone – not both.

Shingles – Many of you have received the “old” shingles vaccine, which was the best vaccine we had at the time, but it suffered from being only 58% effective and was also a live virus vaccine which some immune-compromised patients should not take. 
The new vaccine is 98% effective. The experts are recommending this two-shot series be given two to six months apart to all patients over age 50 who are not allergic to any of the constituents of the vaccine, regardless of whether they had the old vaccine or whether they have had shingles before. 
Currently, people over age 50 would be generally considered to have had chicken pox even if they do not recall that being the case – some cases are subclinical and can cause shingles. 
Get the new vaccine if you are over age 50. People with immune compromise can safely receive this vaccine. 
Though serious adverse events are no more common than placebo, I am surprised this newer vaccine does have fairly common, more than a little incidence of pesky side effects like muscle aches, sore, swollen arm, tiredness, fever and such. This may affect your preference for when to get this recommended vaccine.
 Pertussis, tetanus – When we were kids we received the Pertussis or “whooping cough” shot and at older age the vaccine gave some fever and seizures so we quit giving it for decades and everything worked fine.  A few years back, this disease that can kill newborns made a comeback as our immunity waned.  Middle-aged/older folks get this highly contagious disease and, tragically, can give it to helpless newborns, so an adult vaccine-booster that does not cause fever and seizures was developed: Tdap.  Get it once, regardless of when last tetanus was.  You need tetanus every 10 years and Tdap contains tetanus.  At present no booster is advised for Pertussis though a plain tetanus shot every 10 years is still advised.

HPV – The human papilloma virus can cause cancer of the cervix in women and cancer of the oral cavity and anal-genital warts in both sexes.  The virus is sexually transmitted.

The 9-Valent vaccine should be given at age 11 and can be given up to age 26.  After age 26, it could be for ages 26-45 in people who anticipate having new sex partners.



GENERALITIES ABOUT SCREENING TESTS
When the medical profession does things right, very few screening tests pass the rigorous scientific requirements needed to advise the screening test be done.  The principles are that the disease should be common and bad enough to be worth screening for, the treatment good enough to avoid the bad outcome, that it will be worth your time and effort and the harm of the screening and treatments small enough to be “worth it”.
I think the most useful screening by far is screening for your risk for heart attack and stroke by looking at your age, sex, family, cholesterol, blood sugar, tobacco history, blood pressure and a C-reactive protein blood test.  Depending on the results of that, maybe nothing more is needed in you, or you may need more tests or treatment to avoid this most common cause of death and health disappointment.  We should be concerned you might have such if you have a pulse because it is so common and our ability to avoid such arterial problems is excellent.
By contrast, we have some good screening tests for various cancers but, given that only a small percentage of people will die of any one of these cancers, the science supporting a screening test for say, colon cancer, must demonstrate excellent characteristics.
We are plagued with causing a lot of harm from well-intentioned screening efforts that got ahead of the science. You might grow to appreciate this as we examine the various screening tests.  Even very smart people do not easily understand some of how screening causes harm. Among those who do, there is still room for personal preference so I hope, before your next serum rhubarb test, you develop an informed view and the test being done represents what you think best.



BREAST CANCER SCREENING
Linda is not sure what to think about breast cancer screening.  She is a thoughtful reader and sees smart doctors saying different things – one making a case for no screening and another for screening every year.
For those at average risk who prefer the most assertive screening, a yearly mammogram starting at age 40 and ending when less than 10 remaining years of life is expected would be advised.  
The US Preventive Services Task Force advises every 2 years starting at age 50 and age 40-49 should be,    “… shared decision making based on risks, benefits, patient values and preference.”  The United Kingdom recommends every 3 years.  Feel free to discuss this with me. 


COLON CANCER SCREENING

 Colonoscopy is advised every ten years starting at 45 for those who choose colonoscopy. Quitting when age 75 or less than 10 years of life expectancy, if that is earlier than 75, seems wise. 

Cheap-stool testing is advised every year starting at 40 and every year you do not have colonoscopy or a stool-DNA test.  The quit-rule of thumb is the same as for colonoscopy.

Expensive stool DNA cost something like $600 and is covered every 3 years by Medicare and more insurances every day as it is new from 2014.  Good science does not yet suggest a best interval, but the three-year plan makes the common sense of it entailing less danger and less cost than colonoscopy.  Also, since it is seemingly not quite as effective as colonoscopy, “giving it more chances” makes sense – remember, it usually takes ten years to go from nothing to cancer that has spread, so three opportunities in ten years might make sense.

The stool-DNA test is not recommended for people as described above with first degree relatives with colon cancer nor those with prior polyps.

Because stool-DNA is new, it has not had time for the smoke-filled-room of medical consensus advice to trickle down to you and me.  When that several-years process is completed, knowing what I do of screening science, I think the bright guys in this field may voice strong favor for stool-DNA because a principle of screening science is to do the most good for the least harm and though colonoscopy may do more good, it comes with more harm as well.

 (
As it stands now, I think proper is to observe colonoscopy is most effective.  The expensive-stool DNA is far more effective than NOT doing colonoscopy and the cheap stool every year you don’t have a colonoscopy or stool-DNA is smart. 
)




As in everything, it stands for you to decide best for you.  If you simply consider, DECIDE and act, that would seem a best-fit for you and certainly superior to procrastination.


LUNG CANCER SCREENING

Having been a doctor who made the mistake in the 1980's of doing routine screening chest x-rays in smokers, only to find we caused harm and did no good, my enthusiasm is guarded for new guidelines for screening by CT scan.  The guidelines call for CT scan IF you smoke, have quit less than 15 years ago AND have smoked “20 pack-years or more”.  Pack-years are simply the average number of packs per day you have smoked, multiplied by the number of years you have smoked.  

So, if you quit smoking more than 15 years ago, no screening is recommended. If you smoked 40 years, half a pack a day, that is 20 pack-years.  If less than that, you should not be screened.  If you are under 50, over 80, have limited life expectancy or are not willing or able to have curative lung surgery--you should not be screened.




CERVICAL CANCER SCREENING – PAP SMEAR

This subject has finally changed so much, I no longer write guidance.  Best is to consult a gynecologist and if not, searching “ACOG-cervical cancer screening” provides recommendations.


BLADDER AND KIDNEY CANCER SCREENING

Older guidelines endorsed routinely doing a urine specimen over age 60 to screen for cancer and I had done so for years.  Newer guidelines do NOT suggest this and I believe it is most appropriate we quit doing a routine urine.

Certainly, any blood in the urine or urinary tract symptoms of burning, frequency or pain will continue to merit evaluation.


SKIN CANCER SCREENING

To my surprise, there are not vigorous suggestions regarding skin cancer screening so I am going to give advice because common sense and experience tell me that, of course, early detection will save lives.  Importantly, though it may cost in time, money and anxiety, these are relatively trivial harms compared to the prices you pay for appropriate colon, breast and other screens because our invasiveness is limited to the relatively harmless business of skin.

I suggest a first, total-body skin exam by a dermatologist be done at age 18.

In our sunny part of the world, I believe the fact that I do not examine ALL skin surfaces and lack full expertise makes a formal, full-body skin exam by a dermatologist wise. When you call for the appointment, specify that you want this so that appropriate time is booked. Ask the dermatologist when, if ever, such a full exam should be repeated for best guidance. Some people might not need such very often, others very regularly, depending on what is found and other factors.

I believe a proper, thorough skin examination is beyond the talents of an internist. I look at your skin quite a bit during annual exams, keep an eye out for abnormalities and find and refer a fair number of cancers but this skin exam is not comprehensive.


 PROSTATE CANCER SCREENING 
The “Choosing Wisely” initiative of organized medicine says screening digital rectal exams should no longer be performed – I do not disagree.  Should you prefer the exam, just ask.
The U.S. Preventive Services Task Force final recommendation on PSA testing has come out as below. Should you desire PSA testing and are between the ages of fifty-five and sixty-nine, you need only ask for it and it will be done. The fact that I understand the subject and have personally never had the test and would be unwilling to have it myself does not preclude you preferring to have the test so just ask and it will be done. 
Should you desire to discuss it more, let me know. 

	Population
	Recommendation
	Grade
(What's This?)

	Men aged 55 to 69 years
	For men aged 55 to 69 years, the decision to undergo periodic prostate-specific antigen (PSA)–based screening for prostate cancer should be an individual one. Before deciding whether to be screened, men should have an opportunity to discuss the potential benefits and harms of screening with their clinician and to incorporate their values and preferences in the decision. Screening offers a small potential benefit of reducing the chance of death from prostate cancer in some men. However, many men will experience potential harms of screening, including false-positive results that require additional testing and possible prostate biopsy; over diagnosis and overtreatment; and treatment complications, such as incontinence and erectile dysfunction. In determining whether this service is appropriate in individual cases, patients and clinicians should consider the balance of benefits and harms on the basis of family history, race/ethnicity, comorbid medical conditions, patient values about the benefits and harms of screening and treatment-specific outcomes, and other health needs. Clinicians should not screen men who do not express a preference for screening.
	C

	Men 70 years and older
	The USPSTF recommends against PSA-based screening for prostate cancer in men 70 years and older.
	D

	Grade
	Definition
	Suggestions for Practice

	A
	The USPSTF recommends the service. There is high certainty that the net benefit is substantial.
	Offer or provide this service.

	B
	The USPSTF recommends the service. There is high certainty that the net benefit is moderate or there is moderate certainty that the net benefit is moderate to substantial.
	Offer or provide this service.

	C
	The USPSTF recommends selectively offering or providing this service to individual patients based on professional judgment and patient preferences. There is at least moderate certainty that the net benefit is small.
	Offer or provide this service for selected patients depending on individual circumstances.

	D
	The USPSTF recommends against the service. There is moderate or high certainty that the service has no net benefit or that the harms outweigh the benefits.
	Discourage the use of this service.


 
Below are 2 other brief presentations from opposite viewpoints.  Harding basically says, “No” and the urologists make only a soft case for your consideration if age 55-69.


RISKS AND BENEFITS OF PROSTATE CANCER SCREENING
(FROM THE HARDING CENTER FOR RISK LITERACY)
“We have prepared a fact box with transparent, up-to-date information about the risks and benefits of prostate-specific antigen (PSA) testing, which include the overall and prostate cancer specific mortality rates for groups that participate in PSA screening and those that do not.
It also specifies which number of PSA screening participants will receive a positive test result even though they do not have prostate cancer (called a false positive result), and how many healthy men were treated unnecessarily due to these false positive results.
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THE GREAT PROSTATE MISTAKE (STILL HARDING)
In a New York Times article, published in March 2010, Richard Ablin, the scientist who discovered PSA in 1970, argues against routine screening as "a profit-driven public health disaster", which in fact is hardly more effective than a coin toss. 
In the United States, a recommendation against prostate screening caused an outcry, even though the benefit of these screenings was called into question through objective data.”
THE AMERICAN UROLOGY ASSOCIATION GUIDELINES
These guidelines are from the American Urological Association. Historically, they had been VERY aggressive in their advice for PSA screening but the science has caused them to re-tool and I think these guidelines are a decent balance for the more negative-toned Harding presentation.

Notice only statement 3 (box below) would lend much support to PSA screening and critics might point out that additional useful information might be the Harding point that ALL CAUSE mortality is not reduced in men who undergo PSA testing.  Approximately 74% of deaths due to prostate cancer occur over age 74, an age at which no one recommends screening.

Guideline Statement 1: The Panel recommends against PSA screening in men under age 40 years. 

Guideline Statement 2: The Panel does not recommend routine screening in men between ages 40 to 54 years at average risk. 
· For men younger than age 55 years at higher risk (e.g. positive family history or African American race), decisions regarding prostate cancer screening should be individualized.
 (
Guideline Statement 3
: For men ages 55 to 69 years the Panel recognizes that the decision to undergo PSA screening involves weighing the benefits of preventing prostate cancer mortality in 1 man for every 1,000 men screened over a decade against the known potential harms associated with screening and treatment. For this reason, the Panel strongly recommends shared decision-making for men age 55 to 69 years that are considering PSA screening, and proceeding based on a man's values and preferences. 
)


BACK TO SLOAN-TALK

Though enthusiasm for PSA has waned, it remains that you are a bright guy and I think these brief presentations adequately inform your decision – I don’t think you go wrong, whichever choice reflects your personal approach.
Perhaps you best decide whether to have the test done in the common sense fashion that if your personal preference is to be willing to undergo treatment that
may have even impressive, permanent side effects for a small chance of receiving benefit, then the test might make good sense for you.

If, on the other hand, you are prone to not wanting to take on the risk and harm of treatment unless a substantial likelihood of benefit is to be had, then perhaps this test does not meet those criteria and perhaps you would be better served by not having the test. 
                                

THE DILEMMA OF BENIGN PROSTATIC HYPERPLASIA (BPH)

Starting around age 40 and worsening with each decade, the normal growth/enlargement of the prostate, which completely encircles the urethra as it empties the bladder to urinate, begins to cause all kinds of NORMAL symptoms.  These include frequency, weaker stream, urgency, dribbling after urinating, getting out of bed at night to urinate, hesitancy, etc.  While annoying, so is the deterioration in basketball skills with each decade and probably most men are well served to the extent that accepting these symptoms as a normal-enough part of aging is deemed acceptable to them.

If the symptoms become alarming or too annoying, we have remedies that start with simple pills, move on to complicated pills or the urologist can sometimes do in-office procedures that have words like "laser" or "microwave" attached. More rarely, the old, not-small, surgical procedure of "trans-urethral resection of the prostate" or TURP remains the best choice – the urologist, in the operating room, goes through the penis and "reams out" the inside of the large prostate.

The dilemma in having these normal-enough symptoms revisits the problem we have with screening PSA.  If you choose PSA anyway, no dilemma; if you have symptoms, we do a PSA.  If you studied PSA and decided you do not want to risk getting a cancer diagnosis that might not benefit but harm you, look at this edited-by-me info from the good source called "Up To Date" that talks about PSA with these symptoms (which IS different than SCREENING an asymptomatic guy) and note their reluctance to say it should be done and the usual, doctor self-defending reluctance to NOT do it:

"Serum prostate specific antigen — Prostate cancer can cause obstructive symptoms, although the presence of symptoms is not predictive of prostate cancer!!!!   Measurements of serum PSA may (they say "may", not "should") be used as a screening test for prostate cancer in these men with BPH, preferably in men between the ages of 50 to 69 years (the only years ANYONE sort of recommends PSA) and before therapy for BPH is discussed. The following points should be kept in mind when serum PSA determinations are ordered and the results interpreted:

●The specificity of the serum PSA assay is lower in men with obstructive symptoms than in asymptomatic men (meaning, if you have symptoms of large prostate, PSA is likely to be higher because of the benign condition but can lead to the cascade that can get a biopsy and perhaps a cancer diagnosis without clear, net benefit.) In men with prostate enlargement, the serum PSA value and prostate volume have a log-linear relationship but there are conflicting data on its utility for predicting development of Lower Urinary Tract Symptoms. Older men tend to have a steeper rate of increase in prostate volume with increasing serum PSA concentrations. 

●High values occur in men with prostatic diseases other than cancer, including BPH.

●Some men with prostatic cancer have serum PSA concentrations of 4.0 ng/mL (a widely used cut-off value) or less. (I bolded the next sentence not because of importance but because, after all of what is said above, I find it vexing.)

A combination of digital rectal examination and serum PSA determination provides the most acceptable means for excluding prostate cancer."

OK. That very last sentence is the dilemma. While it is a perfectly true sentence, it has us back to pursuing prostate cancer because of extremely common symptoms, with cancer probably NO more likely because of those symptoms--I have never seen data to suggest the presence of cancer would increase these already near-universal symptoms.

MY dilemma is that the untenable blame-game stuff leaves me vulnerable if I do NOT do a test (PSA) that my best judgment says stands to do you more harm than good but ethically, I am unwilling to do the test without your INFORMED consent – consent I, personally, would NOT give to any doctor for symptoms I judge to be far more likely Benign Prostatic Hyperplasia.

YOUR decision will be to tell me whether to proceed with PSA or NOT, before I CAN prescribe pills.  If my pills are ineffective or if this entire "uncertainty" leaves you with any doubts, I suggest you go see a urologist where I anticipate NO subtlety nor hesitation; they can be expected to do a PSA and proceed accordingly – that could easily be best and most comfortable for you and I am delighted to simply observe.

Those who tell me of BPH symptoms will probably be asked to read these sections before we begin to discuss PSA, pills or urologists any further.



OSTEOPOROSIS IN MEN AND WOMEN

Let’s dispense with terminology first: osteopenia means thinner bones but not yet osteoporosis which means "too thin".  Though sex, genetics, race, body-build, alcohol and tobacco matter, I get surprised all the time by who does and does not get these "natural-enough" conditions (thin, white female who smokes, drinks alcohol and has a mom with osteoporosis, is the worst risk but some of these folks, none-the-less, have great bone density and vice-versa).

I like the guidance of the U.S. Preventive Services Task Force just fine:

The USPSTF recommends screening for osteoporosis in women aged 65 years and older and in younger women whose fracture risk is equal to or greater than that of a 65-year old white women who has no additional risk factors.

Said a different way, "don't do bone density if you do not meet these criteria."

If you are 50-64, it is slightly convoluted, but worth it to figure out if you have the risk of the unrisky 65 year old and therefore should get bone density testing.  To do so, Google “Frax” and plug in the calculation tool.  If your 10-year-risk of “major osteoporotic” on the frax calculation is 9.3% or greater, get bone density testing, otherwise wait till age 65.  This same calculation can guide treatment for osteopenia if greater than or equal to 20% or if risk of hip fracture is greater than or equal to 3%.

Good reasons to wait to be tested include not just time, money and concern but also that bone density does not do an excellent but rather only a “somewhat useful” job of predicting who will get a fracture.  Further, our treatments also do not do an excellent but rather only “useful” job of decreasing the number of fractures – probably most useful is DO NOT FALL – partly by being careful and partly by staying in good physical condition.

There is reason to be concerned with our treatments over a long period of time, so “waiting” to be tested till closer to when osteoporosis becomes a bigger problem makes good sense.

Mostly, Osteopenia should not be treated with medicine, only osteoporosis should. All of us do well to get weight bearing exercise like walking for lower body and weights for upper body to help against osteoporosis.  I think Vitamin D 800-2000 mg per day might help, though data is not fully supportive and I think getting calcium in your diet is a good idea with supplemental calcium no longer recommended over concerns it might harm arterial health and is not necessary.
 
The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening for osteoporosis in men.  That said, if a guy is quite old and thin and has a personal preference to be screened, that seems reasonable, though I would not recommend such before age 70.

I am happy to discuss this more if you prefer.


SONOGRAM FOR ABDOMINAL ANEURYSM

This is only recommended once, for men only, age 65-75 only, who have ever smoked more than 100 cigarettes.  My enthusiasm for this is tepid as our certainty of net benefit is less clear than with, say, colonoscopy.

The test might save a life by identifying an aneurysm before rupture makes emergency surgery less likely to be successful.  However, the odds of detecting a small aneurysm to be followed for years or of our advising elective surgery and it not go well – these odds are not small.

Back in the day, I had my 100 cigarettes and I doubt I will do this test as I value avoiding medical mischief higher than taking an elective chance to avoid an emergency chance.  If you prefer the former, just ask and we will order it to be done next door.


HIV TESTING

One of the many guidelines says simply, “screen for HIV age 15-65 and others who are at increased risk.”

I do not routinely do this because it requires your written permission, costs you money, has often already been done on insurance or other exams and because the risk in those without risky behavior is small.

If you want the test, ask.  If you have had unprotected sex with men or women of unknown or positive HIV status or use IV drugs and share dirty needles, please get the test.


HEPATITIS C TESTING

USPSTF recommends I offer one-time screening if you were born between 1945 and 1965.  Treatment is now so good, help us confirm this has been done.  You should also be screened if you are high risk from injection drug use, ever, or from blood transfusion before 1993.  If you want this test, simply tell us.


ALCOHOL CONSUMPTION

Mary and Ralph have been married a long time and enjoy having eight to twelve servings of alcohol per week. Perhaps in the past, all of us would consider this to be very reasonable. Imagine Ralph’s surprise when his doctor reviewed information with him that called that into question. 
For years I have been concerned that our national conversation on alcohol has been flawed in that, while everyone knows that drinking entirely too much is a crummy idea, we have not emphasized that “moderate alcohol consumption” (defined as eight to twelve servings per week) is associated with potential health risks. I think it is a mistake for me not to be clear about these risks. For those who drink more than that, we already know the risk is high. (One “serving” equals 12 ounces of beer, five ounces of 12% wine, or one shot (1 ½ ounces) of 80 proof spirits.)
Recent guidelines in the United Kingdom based on the science to date, have recommended no more than eight servings per week for men and women and I want to say I agree with these suggestions. 
In a minute I will list the lengthy number of conditions that alcohol can cause, but let me say that I believe whatever you choose to do is your own business – I see my job as trying to provide information and making it as accurate as I can.
I am not wanting to slight those who drink entirely too much, but they have surely read and surely know that they are simply no good at having a little, probably an inherited tendency.  Their only good remedy is to stop drinking entirely unless they are strategically satisfied with the idea that they have a high probability of being harmed by alcohol within the only life they have been granted. 
If you drink heavily and want to quit, please consult me to make it safe to quit.
Appreciate that though some of the long laundry list I will provide may only pertain to heavier drinking, some specifics serve to illustrate how that is not entirely the case.  First, any regular weekly drinking is associated with an increased rate of breast cancer in women, so here is a small amount of alcohol that has consequences – less than even the eight servings per week. 
Impressively, an excellent MRI-based study done over thirty years demonstrates 3.4 times the odds of hippocampus atrophy with eight to twelve servings of alcohol per week. Hippocampus atrophy is implicated in dementia and, in fact, the same study found a faster decline in lexical fluency. 
I prefer science findings like this, but I will tell you in my many years of practicing, I feel like I have seen moderate alcohol consumption (8-12 servings per week) result in harm to some patients, especially in the 60-90 age group.
As I said, it is entirely your choice, but heavy and even moderate alcohol consumption would make me more comfortable if you were couching it with something along the lines of, “I know that going to the casino and losing week after week is depleting my family’s savings, but that’s okay, I really like casinos,” or, “I know that 55-year-olds who hang-glide have a pretty high morbidity and mortality rate, but that’s okay, it really gives me a thrill,” or, “I have worked hard my whole life to earn a good retirement and enjoyment of my golden years, and I know that with my alcohol consumption I am putting those years at risk, but that’s okay, I enjoy the alcohol that much.”
If that’s truly your personal, strategic thought, I have no qualms with you being the decider, but I am bothering to write this to give you information that doesn’t give you an unpleasant surprise at the age of 68.
One of the problems with alcohol studies is the difficulty of being certain how much alcohol it takes to account for the following symptoms or conditions. Please be aware there is not any question that alcohol can and does do all of the following, but rather it’s at what amount? I tried to provide the MRI study actually shrinking an important part of the brain with even modest amounts of alcohol as a clear-cut example that more harm than we might like or appreciate can occur. The fact that even smaller amounts of regular alcohol intake increases breast cancer is certainly cause for pause.
Also a word on “self medicating”: Although it is true that those with anxiety, depression and some other conditions might come home at night and have some alcohol that seems to give temporary relief, the truth is, it makes anxiety, depression, fragmented sleep and insomnia worse over days and weeks and I occasionally see patients where the amount of alcohol in the situation makes this unsustainable and they are feeling very badly. We have very effective alternatives so, when ready, ask me and we can work on it. 
The “cardio-protective” benefits of alcohol have recently come under some dispute and in any event, I can assure you that modern science has excellent cardio-protective talents that do not include any need whatever for alcohol to help. 
Good luck and let me know if you have questions. 
Conditions associated with alcohol use:
Dementia, burning nerves, damaged nerves that affect posture and balance, testicular shrinkage, muscle weakness, brain damage that causes unbalanced walking, accidents, depression, suicide, growth of red blood vessels on skin, breast enlargement in men, pot-belly, malnutrition, enlarged red blood cells, loss of muscle, low testosterone, a number of cancers to include mouth, esophagus, liver, breast and others, heart failure and atrial fibrillation. In some settings, increased heart attack, ulcers, gastritis, esophagitis, liver failure, erectile dysfunction, decreased libido, fragmented sleep and a host of other problems.

Stay Healthy.
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