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Dear Jessica,

It's part of aging: less health, more time in doctors' offices. But for
seniors and their loved ones, the concept of caveat emptor, buyer
beware, may kick in as never before.

Older adults long have been subject to excess care, specifically over-
testing, over-diagnosis, and over-medication. But signs are increasing
that they also may be suffering due to doctors and hospitals pushing
them toward bigger and more aggressive treatment with various kinds
of surgical procedures.

Patients should always consider their doctors’ counsel with due care.
But they also may wish to take precautions to shield themselves from
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costly, complex, invasive, demanding, and painful medical therapies
that they don’t want and that won’t improve either the quality of their
lives or their longevity. Although they are supposed to be protected
from such unacceptable care, it occurs with disturbing frequency,
especially for the aged.

If you’re feeling good or even just OK, now is the time to leap in and
safeguard yourself and those you love from harmful medical care.
There are solid ways to share your wishes and to ensure that you get
the level of medical services you want — and not more. *

*If you see colored type in this newsletter, that indicates the presence of a
hyperlink that you may click on for further information online.

For older patients, caution and
skepticism may be the Rx for
aggressive medicine

Let’s give doctors the benefit of the doubt: They train long and hard to
learn how to treat injury and illness. And when patients present
problems, they’re inclined to action — to order tests, prescribe drugs,
recommend treatments, and even operate. But for older patients, this
may not always be the optimal course.

While patient-safety advocates long have warned about excesses in
testing and drug prescribing for older patients, the New York Times
recently reported that concern is growing about some of medicine’s
most intrusive care: surgical procedures for those 65 and older. As
the newspaper noted:

“People over 65 represent roughly 16% of the American population,
but account for 40% of patients undergoing surgery in hospitals —
and probably more than half of all surgical procedures. Those
proportions are likely to increase as the population ages and more
seniors consider surgery, including procedures once deemed too
dangerous for them.”
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The independent, nonpartisan Kaiser Health News Services reported
more jarring information about surgery for seniors:

“Surgery … has become all too common among those near the end of
life, experts say. Nearly 1 in 3 Medicare patients undergo an operation
in the year before they die, even though the evidence shows that
many are more likely to be harmed than to benefit from it.”

What are the implications of this? It depends, of course, on the
individual. Studies may arbitrarily pick 65 as a starting age for people
to be deemed seniors, because that's when data, such as from
Medicare, burgeons. Many in the 65 and older crowd, however, may
be fit and well. But illness and injury can strike suddenly. And it can be
useful for older people to think ahead and find guidance in what may
befall seniors as they age and decline. Paula Spann, of the New York
Times, has reported sad and even grisly stories of older patients who
don’t get the medical counsel that might benefit them most. These
include the story of a wheelchair-bound 77-year-old woman with
emphysema and on oxygen, suffering from weak kidneys, heart
failure, and arthritis. She dreaded the idea of being a burden to her
loved ones by ending up on life-support systems.

But this information wasn’t shared with her surgeons. They thought
she understood that she might not survive a major repair of a long-
problematic bleeding aneurysm. They thought they explained that, if
the surgery went well, she might need kidney dialysis and a ventilator
for however long she lived — and that she likely would spend
whatever time she had in nursing-home care.

The woman, confused or failing to understand, told surgeons to go
ahead. She ended up having multiple surgeries (one lasting eight
hours, the other six hours), suffering cardiac arrest and resuscitation,
and was in intensive care, sedated, bloated, and breathing only with
mechanical assistance before her family told doctors they needed to
stop.

Liz Szabo has written for the Kaiser News service about a San
Franciscan, 87 and struggling with heart failure and chronic lung
failure that left her gasping. When she went to an emergency room for
care during a bad breathing episode, doctors operated on her,
implanting a defibrillator in her chest — “a medical device to keep her
alive by delivering a powerful shock.”

The woman, who had told loved ones that she wanted to die in peace
and had signed a “do not resuscitate” order in case she was
hospitalized, was horrified to learn that the defibrillator “would not
allow her to slip away painlessly and that the jolt would be ‘so strong
that it will knock her across the room,’” her daughter told Szabo.

Sandeep Jauhar, a cardiologist and author of the book “Heart: A
History,” also has raised questions about medical care of the aged,
particularly those with heart conditions severe enough to require
internal defibrillators. He reported:
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“In 2015, about 160,000 defibrillators were implanted in Americans,
more than double the number from the decade prior. The population of
patients who are eligible for an implantable defibrillator has expanded
drastically, too: You used to have to be a survivor of cardiac arrest to
be eligible; now the eligible population includes those who have
merely an increased risk of sudden death. In America today, if
everyone who qualified for a defibrillator were to get one, the costs
could reach billions of dollars.”

But are these a good option, especially for patients who already may
be old and failing? He pondered the issue with just such an elderly
patient and friend, noting:

“Sudden cardiac death has always been something of a paradox. It is
at once the most desirable way to die and the most feared. Abrupt life-
threatening arrhythmias are a leading cause of mortality in the United
States. Approximately 350,000 Americans experience them every
year, and 90% of the victims die before or soon after they get to a
hospital.”

And yet, he says:

“[Defibrillators’] cost, even with our country’s skyrocketing health care
expenditures, is not the main issue. The main issue, in my view, is
that defibrillators may send the dying process down a long and
winding path that it might not otherwise have taken. No one wants to
die prematurely, but when it’s their time, most people want to go
quickly and painlessly. Defibrillators can prevent this from happening.”

On another front, Szabo reported that surgeons have found
themselves questioning why they perform relatively low-risk breast
cancer operations on frail and elderly women in nursing homes. That’s
because a recent study “examined the records of nearly 6,000 nursing
home residents who had inpatient breast cancer surgery the past
decade. It found that 31% to 42% died within a year of the procedure.
That’s significantly higher than the 25% of nursing home residents
who die in a typical year.”

Researchers said that breast cancers in older women typically grow
more slowly and were unlikely to kill patients, while underlying health
conditions — combined with the stress of surgery — may increase
their harmful effect on those undergoing procedures. Indeed, the data
on the elderly women whom doctors operated on was eyebrow-
raising:

“Women in the study, who were on average 82 years old, were coping
with a variety of life-threatening health problems even before being
diagnosed with breast cancer. About 57% suffered from cognitive
decline, 36% had diabetes, 22% had heart failure, 17% had chronic
lung disease, and 12% had survived a heart attack.”

Lest anyone too quickly dismiss the concern that doctors may be
treating older patients with misplaced zeal, Span recently reported on



the rise of acute-, long-term care hospitals, aka LTCHs where
“patients often land when an ordinary hospital is ready to discharge
them, often after a stay in intensive care … these patients are still too
sick to go home, too sick even for most nursing homes.” She noted:

“Close to 400 such hospitals operate around the country, some free-
standing, others located within other hospitals, most for-profit. They
provide daily physician visits, high nurse-to-patient ratios and intensive
therapy. In 2017, they accounted for about 174,000 hospital stays.
Medicare covered about two-thirds of them, at a staggering cost of
$4.5 billion, the Medicare Payment Advisory Commission has
reported.”

Even as business is booming in these facilities, their outcomes are
distressing, Span reported:

“[T]he odds look dismal for older adults who enter an LTCH …a recent
study [found] in the Journal of the American Geriatrics Society.
Sampling 5% of Medicare data, [researchers] identified more than
14,000 patients who had been transferred to such hospitals and
tracked them for five years, from 2009 through 2013. Most had not
needed mechanical ventilation. Only 45% of Medicare patients were
alive a year after admission, the study found; fewer than 1 in 5
survived for five years. The researchers defined ‘recovery’ as logging
60 consecutive days without entering a hospital or nursing home — ‘a
pretty low bar,’ [as a researcher described it.] But over five years,
more than half of Medicare patients in an LTCH never reached it. In
fact, despite the prevalence of aggressive, life-prolonging procedures
like feeding tubes, ventilators and dialysis, LTCH patients spent two-
thirds of their remaining lives (the median survival period was 8.3
months) in institutions, including hospitals, skilled nursing homes and
rehab facilities.”

Span reported that younger patients — those in their 60s — receiving
care after hip fractures or joint replacements did better in LTCHs. But
41% of the patients in these facilities are 80 and older, and the oldest
have the worst outcomes.

But, wait: What patient wouldn’t insist that her doctors use every
available resource to help them recover swiftly and fully from injury or
illness?

Maybe not. While many of us might demand drastic interventions, the
data about these aren’t pretty: Common chest-pumping resuscitation
can, for example, leave frail, older patients with fractured ribs — which
can take time to heal and meantime put them in constant, excruciating
pain. And for those who are intubated and hooked up to mechanical
breathing devices, consider this: A research team with experts from
Boston, San Francisco, and Dallas studied 35,000 cases in which
adults older than 65 had undergone intubation and use of mechanical
ventilators at 262 hospitals nationwide between 2008 and 2015. They
found that a third of intubated patients died in the hospital. Only a
quarter of intubated patients go home from the hospital. After
intubation, 31% of patients ages 65 to 74 survive the hospitalization
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and return home. But for 80- to 84-year-olds, that figure drops to 19%;
for those older than 90, it slides to 14%.

For the patients on ventilators and requiring other acute care in
specialized facilities, the outcomes also can be unhappy. Span
reported on Dr. Daniela Lamas, a critical-care specialist at Brigham
and Women’s Hospital in Boston, who has researched and published
on what she calls “this afterworld” of LTHC care that she knew little
about. She found in interviews with dozens of the facilities’ patients
that they felt their existences were “poor,” marked by loneliness,
anxiety, stress, feelings of abandonment, and complaints of hunger,
thirst, and inability to communicate and be understood not just by
medical staff but also by loved ones.

She said of the extreme interventions of long-term hospitals and
doctors: “When we put people through things with a goal that’s not
achievable, that allows people to suffer without a purpose. There are
ways to allow people to keep their hopes but also face reality

Surgeons, too, think changes are
needed

The aggressiveness with which doctors treat older patients has
prompted at least one specialist group to urge its members to take a
different path with seniors.

The American College of Surgeons, with more than 82,000 members
across the country, has spent four years developing new standards to
improve seniors’ outcomes and assure older patients that they will get
optimal care and respect for their lives and wishes. To be sure, the
group will charge institutions for consultations on the new measures,
which Span reported thusly, quoting Dr. Ronnie Rosenthal, a surgeon,
geriatrician at the Yale University School of Medicine and a leader of
ACS’ Coalition for Quality in Geriatric Surgery:

“[An ACS] team will visit each applying hospital. ‘We’ll look at charts,
we’ll interview people,’ she said. ‘We’ll see if they’re actually meeting
the standards, so the public can have confidence.’ Some of the
standards, based on published research, relate to staffing or physical
changes like ‘geriatric-friendly’ patient rooms. Some involve managing
medications, with less reliance on opioids. Participating hospitals will

https://journals.lww.com/ccmjournal/Abstract/2017/04000/Opening_the_Door__The_Experience_of_Chronic.32.aspx
https://journals.lww.com/ccmjournal/Abstract/2017/04000/Opening_the_Door__The_Experience_of_Chronic.32.aspx
https://www.nytimes.com/2019/06/07/health/elderly-surgery-complications.html
https://www.nytimes.com/2019/06/07/health/elderly-surgery-complications.html
https://www.facs.org/-/media/files/quality-programs/geriatric/geriatricsv_standards.ashx?la=en
https://www.facs.org/quality-programs/geriatric-coalition
https://onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15815
https://onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15815


screen older patients for vulnerabilities — including advanced age,
cognitive problems, malnutrition and impaired mobility — that put them
at higher risk. Some of these risks can be addressed before surgery,
through ‘pre-habilitation,’ to help patients gain strength. But many of
the standards involve not infrastructure and surgical approaches but
communication: ensuring that patients truly grasp their risks and
alternatives, and that physicians ascertain patients’ wishes.”

Judith Graham, a Kaiser News columnist, has reported on the
surgeons’ guidelines, too, finding them rooted in, perhaps, a new and
different view of the fundamental patient right of informed consent.
This means doctors clearly and fully tell patients all the important facts
they need to make an intelligent decision about what treatments to
have, where to get them, and from whom. Doctors, nurses, and
hospitals, when dealing with older patients, may need to refine this
conversation, Graham reported, also quoting Dr. Rosenthal:

“Generally, surgeons explain to an older patient the physical problem,
how surgery is meant to correct it and what complications are
possible, backed by references to scientific studies. What we don’t ask
is: What does living well mean to you? What do you hope to be able
to do in the next year? And what should I know about you to provide
good care?”

These kinds of questions matter increasingly as patients age, Span
reported:

“As older people undergo more operations, the [geriatric surgery]
coalition has focused on the results. Perhaps unsurprisingly, older
surgical patients often fare worse than younger ones. One study
reviewing major, nonemergency surgery in 165,600 adults over 65
found that mortality and complications increased with age; hospital
stays often lengthened. Patients in their 80s undergoing major surgery
for lung, esophageal and pancreatic cancer have substantially higher
mortality rates than those aged 65 to 69, another study found; they’re
also more likely to go to nursing homes afterward.

"Why? Older patients often have chronic health problems, aside from
whatever the surgery is supposed to fix, and take long lists of drugs.
The hospital itself, where they risk acquiring infections or losing
mobility after days in bed, can endanger them. Frailty, an age-related
physiological decline, particularly correlates with increased mortality
and complications. ‘How we talk to them, how we care for them, their
outcomes — there’s a lot of opportunity to do better’ for older surgical
patients, [said Clifford Ko, a colorectal surgeon at the University of
California, Los Angeles.]”
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Real world issues, of course, can get in the way of optimal medical
care.

Take, for example, the time that doctors typically devote to those in
their care: The Medscape Physician Compensation Report 2017 found
overall that 30% of physicians spend 17-24 minutes with each patient,
and that 29% spend 13-16 minutes with each patient. Even among
specialists in some heavy-duty areas like cardiology and oncology,
around 40% of those doctors most often said they didn’t spend more
than 16-24 minutes with patients.

How are older patients, who may have chronic and more complex
conditions and who may be taking more prescription drugs and
undergoing more treatments, supposed to cadge time with their
doctors to talk about not only their immediate health needs but also
bigger-picture concerns about their lives and well-being?

This is a tough issue, especially because doctors also are bombarded
with guidelines that urge them, in tight visits, to screen patients for
matters like mental health and potential substance abuse.

Still, it is key for all patients from the start to establish a relationship
with their doctors, especially their primary physician. It can be a
challenge to research doctors to find those that best suit you and your
needs. But important resources and guides now are available online
for study. Don’t underestimate the value, too, of asking family
members, friends, and trusted work colleagues for referrals. Ask
around to see if a hospital in your area is considered a stand-out and
look at doctors who practice there to potentially care for you.

Don’t be shy about visiting a couple of practitioners and being upfront
with them from the beginning about what you expect and like — and
seeing how they react to you.

Patients may wish to organize themselves in advance of appointments.
They may wish to jot a few notes about topics they want to discuss.
They may want to bring a spouse, partner, or trusted friend along, with
the doctor’s assent, to ensure everyone understand the details of any
proposed medical care. This can be especially helpful if patients,
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especially seniors, must take drugs or undergo treatments that may
diminish cognitive acuity or other capacities.

Patients may find it useful to investigate their own health insurance
and Medicare coverage, focusing on preventive medical services
available at low or minimal cost. Most doctors don’t schedule routine
annual physicals anymore because research shows they don’t improve
patients’ health outcomes, and, instead, can encourage over-testing,
over-diagnosis, and over-treatment. But if you’re covered for
preventive services during the year, take advantage and schedule
them, so your doctor sees you and becomes that much more familiar
with you and your circumstances.

There’s another important way to force yourself and your doctor to talk
about crucial health care issues: See if you and your doctor can
schedule time to discuss a medical advance directive. This important
document can help guide your doctor and loved ones about your
wishes for medical care if you become ill, injured, or incapacitated and
cannot make your wishes known.

You don’t want your caretakers and loved ones to guess what you
want. They might apply their standards to your situation, which might
not be what you would have chosen. For example, you might not want
a feeding tube if doctors have determined that you have severe brain
damage from which you will not recover. If the person who must make
that decision for you doesn’t know that would be your choice, he or
she might assume you want all possible measures taken even if the
chances of success are slim.

The Institute of Medicine issued a report in 2014 that found just how
poorly Americans and our health care system dealt with the difficult
issues affecting end-of-life patients and their loved ones.
Conscientious advocates in medicine have scrambled to make
improvements. There now are useful resources online now (such as
those from the AARP and other nonprofits) that may be helpful to you,
your doctor, and those who care about you most in tackling the tough
talks about some of the most complex, demanding, and costly medical
care you will ever receive.

Here’s another important thing to know: Medicare and many insurers
now recognize the importance of the advance-directive discussion, so
much so that it is now covered care.

In such discussions, try to ensure that your doctor knows your sound
mind’s expectations for the quality and length of your life. How well do
you tolerate pain and discomfort — and how much of it would you
accept to sustain your life? What would your life be like if you’re not
mobile or if you must rely on others for much or most of your daily
care? Who might help you if you become debilitated? And, of course,
what resources might you have to pay for this help and the costs of
medical care? Do spend time so you’re knowledgeable, clear, and
comfortable about palliative and hospice care.

A big takeaway here is this: It’s important for patients as much as they
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can to take as much charge of, and become an active partner with
their doctors in, their own medical care — no matter their age. Many
doctors are caring and compassionate. But medicine is full of perverse
incentives that can affect your care. These include the current practice
of paying providers for the number and volume of services they
provide, rather than rewarding them for the quality, safety, and
effectiveness of their work. With health care spending in this country
exceeding $3.5 trillion a year and taking up roughly 18% of the GDP,
medicine has become so awash with money that the system can look
at patients not as people but as sources of profits.

Patients, sadly, must campaign in every contact with their doctors to
ensure they’re seen as real people, hurting and sick though they may
be. They also need to enforce the expectation that their care — not
external concerns like profits or institutional demands — should be
front and center. These steps may help. There are more, such as
insisting on a second or third opinion, if your doctor recommends a
course of care you find unacceptable. Listen closely to your doctor’s
recommendations. Don’t just roll over.

This may be especially important with surgeons, who are legendary as
medical swashbucklers. They should not defy common sense and put
patients at risk with a rush to perform non-emergency procedures.
They should take the time to talk you and your loved ones through, in
detail, procedures they want to perform on you. Remember: All
medical procedures, especially surgeries, come with risks. As I have
written in my book, The Life You Save: Nine Steps to Finding the Best
Medical Care — and Avoiding the Worst, it is vital for patients to be
tough and to ask a prospective surgeon questions such as:

1. “Do I really need any surgery?” (A busy surgeon – and busy

means a lot of doctors have confidence in this surgeon — will

be more candid than a surgeon with time on his hands to tell

you that waiting might be the most prudent thing to do.)

2. “What is the exact procedure that you would recommend for a

family member if they had the same thing I have?” (You need to

make sure the surgeon and you are both talking about the

exact kind of procedure proposed for you, not some close

cousin.)

3. “Who would you ask to do the operation on a close family

member of yours if you couldn’t?”

4. “How often do you do this kind of procedure?” You want to hear:

“Every week” (and if you hear “a few times a year” or less, you

want to drop this surgeon).

5. “Is there anyone at your institution (in your partnership, in my

town, etc.) who does these procedures more than you do? If so,

would you mind if I speak to him or her?” (A defensive response
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to this question is a red flag.)

6. “How long have you been doing this procedure?” (Be careful

with this one, because some surgeons can honestly say “years”

but have less experience in volume of cases than a fresh-faced

young surgeon who has just finished rigorous sub-specialty

training at a major teaching hospital with several cases every

week. The more important focus is volume of recent cases.)”

So, what happens if your surgeon or doctor doesn’t take kindly to
answering questions and helping you understand that you’re getting
top-notch treatment? Maybe you need a new doctor (and possibly a
lawyer, too). Of course, may you and yours stay healthy, no matter
your age, and far from any medical care throughout 2019 and beyond!

Drugs and tests also
ordered in excess

Older patients need to be wary of doctors getting
aggressive about operating on them. They also
should be skeptical and cautious about the
excessive testing and drug prescribing they may
experience as part of their health care.

As the Kaiser Health News Service reported:

“An increasing number of elderly patients
nationwide are on multiple medications to treat
chronic diseases, raising their chances of
dangerous drug interactions and serious side
effects. Often the drugs are prescribed by
different specialists who don’t communicate with
each other. If those patients are hospitalized,
doctors making the rounds add to the list — and
some of the drugs they prescribe may be
unnecessary or unsuitable. ‘This is America’s
other drug problem — polypharmacy,’ said
Maristela Garcia, director of the inpatient geriatric
unit at UCLA Medical Center in Santa Monica,

Get copies of your records

Here’s a way to safeguard your medical care and
determine if you and your doctors are simpatico
and communicating as well as you must: Get
copies of your medical records.

Even if you have absolutely no complaints about
your health care, reading your own medical
records is an essential first step to becoming an
informed, proactive patient. In my book, The Life
You Save, Nine Steps to Finding the Best Medical
Care – and Avoiding the Worst, I list getting and
reading these documents for patients as Step
One to improve their medical care. It
accomplishes a bunch of things all at once.

You become literate in your own body.
You learn the lingo your doctors use, and you
remind yourself of the concerns your doctors
have about you that you might rather not think
about.

You learn a lot about your doctor. Does
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Calif. ‘And the problem is huge.’”

For seniors, the story noted:  “Some drugs can
cause confusion, falling, excessive bleeding, low
blood pressure and respiratory complications …”
Federal officials have reported that the aged, who
account for 35% of all hospital stays, experience
drug-related complications about half the time,
adding three days on average to their
hospitalization. Adverse drug reactions affect as
many as 400,000 patients annually and add an
estimated $3.5 billion to health care costs.

Hospitals can deal with the problem of
polypharmacy by having pharmacists, especially
those with geriatric specialization, review and
exercise oversight on older patients’ prescriptions
— both those they’re admitted on and those
issued to them while hospitalized. Pharmacists
can play a beneficial role, too, in explaining meds
and their proper use to patients and their
caregivers. Family members and patients may
wish to check prescriptions against the Beers
guidelines, a helpful list from the American
Geriatrics Association. It provides information
about drugs that seniors should avoid or use with
caution.

As for over-testing, Kaiser news service reported
separately  that “a growing chorus of
geriatricians, cancer specialists and health
system analysts” have criticized this practice,
arguing that excessive exams in the nation’s
oldest patients “is highly unlikely to detect lethal
disease, hugely expensive and more likely to
harm than help since any follow-up testing and
treatment is often invasive.”

The Kaiser article noted:

“And yet such screening — some have labeled it
‘over-diagnosis’ — is epidemic in the United
States, the result of medical culture, aggressive
awareness campaigns and financial incentives to
doctors. By looking for cancers in people who are
unlikely to benefit, ‘we find something that wasn’t
going to hurt the patient, and then we hurt the
patient,’ said Dr. Sei Lee, an associate professor
of geriatrics at the University of California-San
Francisco. Nearly 1 in 5 women with severe
cognitive impairment … are still getting regular
mammograms, according to the American Journal
of Public Health — even though they’re not

she have an organized set of records? Does he
record what you told them in your sessions with
reasonable accuracy and completeness? If the
answers are no, you might want to think about
getting another doctor.

You can correct errors. Do your records say
something about you that’s just plain wrong? Or
do they leave out something important, like an
allergy to a common drug such as penicillin? Now
is your chance to fix things before they have bad
consequences.

You can prevent potentially huge
failures in communication. People find
abnormal test results in their own records with
distressing frequency — but usually they don’t
look until it’s too late. There are so many test
results getting filed into medical records and so
many opportunities for miscommunication that
you can never assume no news is good news
when the doctor’s office has failed to tell you
about a test result.

You should get a copy of every lab report, X-ray
study and specialist’s report. The easiest way is
to start asking for these routinely, up front, when
you’re about to have the test done. But if you’ve
got any kind of complex medical history, go
ahead and ask your primary doctor’s office for a
copy of your entire chart.

Journalists and health policy experts have found
that it can be a challenge to get these documents,
which providers legally must supply. Harlan
Krumholz, a cardiologist, professor of medicine at
Yale School of Medicine and an advocate of
transparency and accessibility for patients and
their medical records, recently wrote for National
Public Radio about securing these important
documents. He cited three key points when
banging on doors at doctors’ offices and
hospitals:

First, know your rights. You have the right
"to inspect, review, and receive a copy of your
health and billing records that are held by health
plans and health care providers," according to
the website of the Office of the National
Coordinator for Health Information Technology.
You have the right to "correct your health record
by adding information to it to make it more
accurate or complete." A guide from the Office of
the National Coordinator can help you with the

http://www.americangeriatrics.org/files/documents/beers/BeersCriteriaPublicTranslation.pdf
http://www.americangeriatrics.org/files/documents/beers/BeersCriteriaPublicTranslation.pdf
http://www.americangeriatrics.org/files/documents/beers/BeersCriteriaPublicTranslation.pdf
https://khn.org/news/doing-more-harm-than-good-epidemic-of-screening-burdens-nations-older-patients/
https://khn.org/news/doing-more-harm-than-good-epidemic-of-screening-burdens-nations-older-patients/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2936976/pdf/1917.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2936976/pdf/1917.pdf
https://www.protectpatientsblog.com/why-are-doctors-and-hospitals-still-bungling-patients-records-requests/
https://www.npr.org/sections/health-shots/2019/08/28/754725843/opinion-its-your-right-to-see-your-medical-records-it-shouldn-t-be-this-hard-to-
https://www.npr.org/sections/health-shots/2019/08/28/754725843/opinion-its-your-right-to-see-your-medical-records-it-shouldn-t-be-this-hard-to-
https://www.npr.org/sections/health-shots/2019/08/28/754725843/opinion-its-your-right-to-see-your-medical-records-it-shouldn-t-be-this-hard-to-
https://www.npr.org/sections/health-shots/2019/08/28/754725843/opinion-its-your-right-to-see-your-medical-records-it-shouldn-t-be-this-hard-to-
https://www.healthit.gov/topic/privacy-security/your-health-information-rights
https://www.healthit.gov/topic/privacy-security/your-health-information-rights
https://www.healthit.gov/how-to-get-your-health-record/


recommended for people with age-limited life
expectancy. And 55% of older men with a high
risk of death over the next decade still get PSA
tests for prostate cancer, according to a 2014
study in JAMA Internal Medicine. Among people
in their 70s and 80s, cancer screenings often
detect slow-growing tumors that are unlikely to
cause problems in patients’ lifetimes. These
patients often die of something else — from
dementia, to heart disease, or pneumonia — long
before their cancers would ever have become a
threat, said Dr. Deborah Korenstein, chief of
general internal medicine at New York’s Memorial
Sloan Kettering Cancer Center.”

How do doctors and patients derail unnecessary
tests that may cause more harm than good?
Nancy Schoenborn, an associate professor in the
division of geriatric medicine and gerontology at
the Johns Hopkins School of Medicine, has just
been quoted in a piece for the JAMA medical
journal. She said clinicians, especially primary
care doctors, need to take time and tailor their
messages to older patients, discussing with them
points of common agreement like benefits and
harms of procedures.

As she and Dr. Alexia Torke, an associate
professor of medicine at the Indiana University
School of Medicine who has
published research on cancer-screening
cessation, both described the challenge:

“Decades of public health messages have
emphasized the importance of cancer screening.
‘We have these very clear, consistent messages
that sit on the side of a [mailbox] or on a
billboard: get your colonoscopy,’ Torke said.
Clinicians and patients get into the routine of
regular screening, and advocacy groups sport
pink ribbons to encourage mammograms. ‘There
is a lot of emotional attachment to doing that,’
Schoenborn said. ‘It’s part of being a good
citizen.’ But the time may be ripe for a ‘more
public health approach to raise awareness in the
public that stopping screening can be the right
thing,’ she added. ‘Maybe a first step is just to
raise awareness that it’s not something we all
have to do until we die.’”

details. By the way, these rights also apply to
records created by pharmacies, laboratories, and
insurers.

Second, be persistent. The studies indicate
that health care providers are often ill informed
about the law. To be successful, you may need to
push. I know someone who was about to be
charged $450 for medical records, and by
knowing her rights she bargained the charge
down to a reasonable amount, though still out of
compliance with the law. If you want your records,
then sometimes you will need to keep at it. You
may even need to push the issue high up in the
organization.

Third, support change. What we need, for
starters, is for the government to enforce the
current law. The law is explicit regarding your
right to access your health information.
Your rights under federal law need to be
respected. When your rights are violated, you can
contact the Office for Civil Rights or your
congressional representatives for help. What you
do may help the next person.

By the way, the records should be affordable as
well as accessible to patients. As Krumholz
noted, “despite federal guidance that records
delivered digitally should not cost more than
$6.50, hospitals charged as much as $541.50 for
a 200-page record.”
 

 

Recent Health Care Blog Posts

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1897549
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1897549
https://jamanetwork.com/journals/jama/fullarticle/2751887
https://www.researchgate.net/publication/333193059_Communicating_About_Stopping_Cancer_Screening_Comparing_Clinicians'_and_Older_Adults'_Perspectives
https://jamanetwork.com/journals/jama/fullarticle/2751887
https://jamanetwork.com/journals/jama/fullarticle/2751887
https://jamanetwork.com/journals/jama/fullarticle/2751887
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1666431
https://www.healthit.gov/topic/laws-regulation-and-policy/health-it-legislation


Here are some recent posts on our patient safety blog that might interest
you:

Milk and water — it’s that simple. That’s the latest and official recommendation for what children

5 and younger mostly should drink. For parents, if any doubt persists, that advice comes from

leading health authorities, including Healthy Eating Research, a nutrition advocacy group funded

by the Robert Wood Johnson Foundation. The group developed the kids’ drink guidelines with

the backing of the American Academy of Pediatrics, the Academy of Nutrition and Dietetics, the

American Heart Association, and the American Academy of Pediatric Dentistry. The experts

cautioned grown-ups about giving children sugary drinks, including, in a sure-to-be-contested

suggestion, recommending a hard cap on fruit juices: for 100% juice, less than a cup a day.

Critics have attacked Sen. Bernie Sanders for his proposal to wipe out $81 billion in medical

debt, including by changing rules around debt collection and bankruptcy. He also called for

“replacing the giant credit reporting agencies with a ‘public credit registry’ that would ignore

medical debt when calculating credit scores,” reported the New York Times. Well, there he goes

again, with interesting but hard to execute ideas, critics replied to Sanders’ medical debt idea,

dissecting it to pieces. But dig into some of the news articles and important realities flare up.

Even his critics concede that medical debt has become a nightmare for too many Americans,

contributing in unacceptable fashion to family stress and anxiety and, more importantly, adding

to the nightmare of medical bankruptcy.

The Grand Old Party may have just won the dictionary definition of a Pyrrhic Victory. That’s

because Republicans’ decade-long assault on the Affordable Care Act his finally showing

predictable results, with the share of Americans lacking health insurance increasing for the first

time in 10 years.The rate and number of people without health insurance increased from 7.9%,

or 25.6 million, in 2017 to 8.5%, or 27.5 million, in 2018, officials reported.The nation’s children

got a kick in the face, too, with almost half a million more youngsters uninsured in 2018 versus

2017 — a decline attributable mostly to a reduction in the number of kids covered by safety net

programs like Medicaid and the Children’s Health Insurance Program aka CHIP.

Americans are confronting a care-giving calamity with the elderly at home, and the alarms are

sounding loudly about it. But are experts and politicians grasping the severity of this crushing

health care shortfall? The New York Times, Vox, Washington Post, and Forbes all published

detailed and solid news articles about the nation’s quiet nightmare with the workforce needed to

deal with the booming population of aging baby boomers.

Red means stop, right? That’s a driving basic. But Americans’ flouting of a fundamental traffic

regulation — the red light — is costing more lives than it has in a decade. The AAA Foundation

for Traffic Safety has found that two people die daily in vehicle wrecks involving the running of a

red light, NPR reported, noting: “Drivers blowing through red lights killed 939 people in 2017.
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That’s an increase of 31% from a low in 2009, when 715 people were killed. More than half of

those killed were passengers or people riding in other vehicles. About 35% were the drivers who

ran the red light. Pedestrian and cyclist deaths connected to red light running represented about

5% of total deaths.”

The battle to reduce the sky-high cost of hospital care may have created its own unforeseen and

harmful consequence: By hastening to get patients out of traditional hospitals and into skilled

nursing facilities and long-term care centers, doctors and policy-makers may be contributing to a

medical nightmare — serious infections acquired in health care institutions. The New York

Times reported that “public health experts say that nursing facilities, and long-term hospitals, are

a dangerously weak link in the health care system, often understaffed and ill-equipped to

enforce rigorous infection control, yet continuously cycling infected patients, or those who carry

the germ, into hospitals and back again.”

HERE’S TO A HEALTHY REST OF 2019!

Sincerely,

Patrick Malone

Patrick Malone & Associates
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