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Health and Wellness As You Age

ABOUT IS THE CHOLESTEROL,
ITS ABOVE THE LINE OF NORMAL,
AND WE BETTER GET ON

THAT RIGHT AWAY

OSLER QUOTE OF THE MONTH

"If it were not for the great variability among individuals, medicine might as
well be a science, not an art."



https://quotefancy.com/quote/1353831/William-Osler-If-it-were-not-for-the-great-variability-among-individuals-medicine-might
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HEALTH MYTH OF THE MONTH

The Lower the Better

Many books and articles counter a prevailing argument all too common in our healthcare universe:
aggressive testing and treatment of measurable diseases leads to better outcomes. We will be discussing
many such books in our book club and will have them available to borrow in our medical library. It is crucial
to know that when TV doctors, internet medical sources, medical providers, people you know, and even
your own cognitive biases endorse aggressive testing, treating, and drugging, the facts tell a different tale.
Measuring and fixing measurable abnormalities has become the norm across today's medical landscape, and
it has led to a proliferation of medical specialization, pharmaceutical and procedural interventions, and
obscene profits for many, but has not helped us stay healthy or live longer.

What is number fixing, and how did we reach a precipitance where we believe that dramatically lowering
"aberrant" measurements is the path to better health? Using numbers as surrogates for disease allows the
medical community to provide patients with easily digestible lines above which you are sick, below which
you are well. This could be sugars, blood pressure, cholesterol, plague narrowing in an artery, kidney
function, dementia scores, bone density; the list goes on and on. As the line of normal is pushed lower, then
more people fall into the "sick" category, which in turn persuades more people to seek specialty care,
undergo testing and procedural "fixes," and take more medicines. Numerical medicine is a boon to the entire
medical industrial complex but not to you.

Studies often indicate that the commonly obscenely low numbers needed to define people as "normal" are
so low as to make them sick. In this month's blog that explores medical censorship | provide data on cardiac
norms that have proliferated in the media and doctor offices, showing that they are not based on reliable
data, and they reduce the art of medicine to a robotic adherence to a rigid line that demarcates wellness
from sickness. Most significantly, this form of medical care entirely dismisses the adverse effects of the drugs
and the danger of polypharmacy, as well as the patient herself.

Numerical protocols erase nuance and individual variability, lumping us all into a generalizable whole. They
also neglect the importance of wellness and the power of lifestyle to keep us healthy, relying instead on
drugs and procedures and specialty visits as the only paths to cure. In fact, many of those whose health
habits are good, and who live long and robust lives, will have measurable numbers that put them in the sick
category. For instance, a person can have low bone density but due to a good diet and exercise the bones
are healthy and flexible, and yet the protocols will push that person to take medicines, and the calculators
will warn of imminent fractures. The personal touch of medicine, the science of it, its art and heart, are all
tossed away when protocols and number fixing take center stage.

A good medical provider will know his/her patient and understands how the data applies to them. He/she
will know that numerical diseases are often distractions to the real barometers of health. Typically, when
the body starts to fail it will tell us by giving us symptoms, and it is then we as providers should act, not when
some arbitrary number crosses a fabricated line. Yes, we must be cognizant of blood pressure and blood
sugar and sensibly assess numerical abnormalities through a lens personalized to the human being sitting in
front of us and to her symptoms. Sadly, many of those very symptoms are caused by the medical
interventions that our doctors tell us we need to keep our numbers normal.


https://www.personalphysiciancare.net/post/medical-censorship-part-two-the-danger-of-silencing-speech-critical-of-specialist-protocols-the-ca

NEWS FROM PPC

The New Book Club

In our upcoming newsletters, starting with this one, we will be introducing a book club. | will explore one book that is
germane to medical care and discuss its salient messages. Copies of that book will be available in our medical library
to sign out, or the book can of course be purchased by you.

Medical books often diverge from the messages that our doctors, medical societies, and the media provide. Most are
thoughtful critiques of our healthcare system or of the norms we have come to assume define our health and our
approach to it. Many demonstrate the efficacy of lifestyle changes and the dangers of too many tests, procedures,
and medicines. It is always instructive to read the best of these books which offer a well-researched counternarrative
to the interventional messaging so common across the healthcare landscape.

GERIATRIC CORNER

Slow Medicine

Older patients are often subjected to the most aggressive medical care but likely should receive the least. Our
specialized high-tech medical society scours older bodies for problems and then seeks to "fix" them. But in fact, much
of what we consider abnormal through the current medical lens is either normal or even crucial to an older body. For
instance, not a single study shows high cholesterol to be dangerous in the elderly, nor do any studies demonstrate the
benefit of cholesterol-lowering medicines in the elderly, but cholesterol guidelines are applied to the older group who
now take almost 50% of all statin prescriptions. That is just the tip of the iceberg; as we seek to "fix" dementia, cure
amyloid, drive blood pressure down, repair bone density, we are only creating more problems, something that any
good geriatric doctor understands.

Books like Dr. Victoria Sweet's Slow Medicine, which we will explore in a future newsletter, make the case that as
people age we must slow down, stop number fixing, stop looking for problems everywhere, stay away from hospitals
and specialty care, and rely more on symptoms than on measurements. Most importantly, we should not rush to fix
things but rather be contemplative, slow, and patient focused. Geriatric care is gentle care, it's slow care, it's care that
focuses more on people than their organs and measurements. This is what we strive to accomplish at PPC.

MEDICATION FACTOIDS

Cholesterol Drug Fallacies

In this edition we talk about the danger of number fixing, and cholesterol is a prime example of this. Cholesterol is
crucial to our bodies, especially as we age. We know that in certain younger high-risk people that statins can reduce
the chance of dying of a heart attack by about 1-2% over 5 years. But other cholesterol lowering drugs haven't been
shown to reduce death or important endpoints, evoking the question of whether cholesterol is as important as we
think. Lifestyle changes, for instance, can reduce heart disease and death even in people who don't lower their
cholesterol.

Because of new guidelines we now are using multiple drugs to drive LDL under 70, something that can lead to
dangerous overtreatment and that negates the benefits of lifestyle. As we show in our blog and in-the-news sections,
drugs such as Zetia and Repatha which are used to push down LDL, have not been shown to reduce death and may be
harmful. The bottom line is that we must be cautious of using drugs to fix numbers that are not well studied or defined.
Lifestyle changes are always beneficial; drugs often are not. There are no rules other than to be cautious with drugs,
and to understand the nuances involved in treating cholesterol.



https://www.personalphysiciancare.net/post/medical-censorship-part-two-the-danger-of-silencing-speech-critical-of-specialist-protocols-the-ca

TESTING CORNER

What the Holter Monitor Tells Us About Tests

Heart monitors called holters can be very helpful in certain circumstances when used judiciously. If someone
is dizzy, passes out, or even has stroke-like symptoms, wearing a holter can find a problem that is potentially
fixable. People who wear them keep diaries, and if they report symptoms while the heart is misbehaving,
then we can address that problem in a scientific and patient-centered way to alleviate the symptoms. But
as screening tools, these tests can be counterproductive. We often find non-significant issues that
precipitate a cascade of medical interventions that themselves are deleterious. Not a single study has
suggested that using heart monitors for screening asymptomatic people reduces strokes, death, or other
clinically relevant endpoints. This logic also applies to screening EKG's, smart watches, and afib monitors,
none of which has any role in medical care. So, the holter tells us a lot about testing. Using it to help find the
root cause of symptoms is beneficial, using it to create new diagnoses not attached to symptoms is not.

NUTRITION CORNER

Arsenic in Rice

We always try to eat healthy, but then we find out that some "healthy foods" themselves are toxic. Welcome
to the world of today's food market. As my mom has always told me, eat every food in moderation because
you never know which one will be found to be harmful down the road. Much of what we were told was
healthy yesterday is found to be problematic today: wild salmon has mercury, many vegetables are sprayed
with pesticides, bottled water is tainted by plastics while tap water contains heavy metals, and now we are
learning about some dangers of brown/black rice.

Brown/black rice is clearly healthy; by keeping the husk on rice it becomes an anti-inflammatory fiber. White
rice that has had the husk removed is more of a starch and much less healthy. But rice has a propensity for
absorbing arsenic from the soil, and most of that arsenic is in the husk. All healthier brown and black rice,
according to Consumer Reports, contains some arsenic. Ironically, white rice does not. How harmful is
arsenic and in what quantities? We don't know. So don't ditch the brown rice, just use my mom's advice:
moderation!

RECIPES OF THE MONTH

Check out our website for new recipes and nutrition information! This month we talk about how to use a
rice cooker and air fryer to stay healthy!



https://www.consumerreports.org/health/food-contaminants/arsenic-in-rice-reducing-risk-a8972350937/
https://www.personalphysiciancare.net/recipes

IN THE NEWS

e To date, no randomized trial has found benefit of statins in elderly people with high cholesterol. In this
new study, 1000+ people over age 75 on statins but without known heart disease were randomized to
stopping or continuing statins. The only endpoint was mortality. After three years, 0.7% more people
died who continued statins compared to those who stopped statins, a number deemed not statistically
significant by study authors but certain eye-opening and concerning. Although guidelines stipulate using
medicines to lower cholesterol in all age groups, we may want to rethink that practice in the elderly.

¢ Many studies have shown the dangers of aggressive blood pressure treatment in the elderly, several of
which are included in the blog this month. A new cohort study from England looked at all ages and found
that anti-hypertensive treatment increased death and hospitalization from falls, with the largest adverse
effect occurring in those over 80 years old. Again, while new guidelines support aggressive blood
pressure treatment in all ages, data tells a different story especially in the elderly.

e Observational data can be deceptive and should be viewed cautiously. Correlations between
interventions and outcomes do not equate to cause and effect. For instance, we may show that people
who drive Subarus have a lower risk of heart attacks than those who drive Ford F150's, but that does not
mean that Fords cause heart attacks. A new observational study that hit the news should similarly be
seen with caution. This study proclaimed that receiving COVID-19 vaccines reduces the incidence of
heart disease. The benefit was only found in people over 75 and showed a tiny (5/10,000) reduction in
non-fatal heart events. Perhaps those who took the shot were healthier baseline, or perhaps the tiny
difference was random. Either way, it is crucial to always look at the data behind the headlines.

e Often doctors prescribe blood thinners to stop blood clots in people after knee and hip surgery. A new
study finds that is not necessary. In people with joint replacement surgery, 5/10,000 developed a blood
clot whether they took aspirin or blood thinners like Eliquis. The conclusion of the authors is that aspirin
is as effective as Eliquis in preventing blood clots after surgery. But a more salient conclusion would be
that the risk of clots is very small and that perhaps no treatment is needed at all.

e A new unpublished study (we will dig through it next time) showed that a novel medicine that lowers
Lp(a)—a marker for cardiac disease that is the subject of our deep dive next newsletter—does a great
job of lowering that marker, but does not lower death or heart-related death at all. Like the dubious
claim that all drugs that lower cholesterol will improve mortality, this study shows yet again that a
surrogate marker for disease can be reduced but that does not often translate into improved outcomes.

Deep “In the News” Dive: Repatha for Cholesterol and the Drive to Push LDL under 70

Repatha is a novel cholesterol lowering medicine that costs about $6000 a year. It is being prescribed more
lately to push cholesterol lower than the LDL of 70 demanded by new guidelines, usually in conjunction with
statins. But does Repatha reduce death from heart disease or other causes? Two large studies suggest not.
In the initial 2017 FOURIER trial, Repatha effectively lowered LDL cholesterol but trended toward higher
mortality after 2.5 years. In the more recent 2025 VESALIUS trial, large LDL reductions trended toward
improved mortality after 4.6 years. In neither trial, though, was cardiovascular death reduced. Now in the
AMUNDSEN trial, published in JAMA this month, the use of a Repatha-like drug in people with heart attacks
dramatically lowered cholesterol but did not lower death at all, “arguing against clinically
meaningful...effects” of lowering LDL with this drug, according to the study authors. The verdict on Repatha
seems clear, and by inference so too is the verdict against new LDL guidelines: they are not clinically relevant.



https://www.thelancet.com/journals/lanhl/article/PIIS2666-7568%2826%2900068-1/fulltext
https://www.thelancet.com/journals/lanhl/article/PIIS2666-7568%2826%2900068-1/fulltext
https://www.personalphysiciancare.net/post/medical-censorship-part-two-the-danger-of-silencing-speech-critical-of-specialist-protocols-the-ca
https://www.thelancet.com/journals/lanprc/article/PIIS3050-5143%2826%2900045-2/fulltext
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2850241
https://www.nejm.org/doi/full/10.1056/NEJMoa2603649
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https://www.fiercebiotech.com/biotech/novartis-lpa-drug-fails-lower-cardiovascular-risk-closely-watched-ph-3-trial
https://jamanetwork.com/journals/jama/fullarticle/2853274

PPC BOOK CLUB

The Body Keeps the Score, by Bessel van der Kolk

While overtly a book about how trauma impacts our health, van der Kolk's The Body Keeps Score is best read
as a critique of Western medicine's approach to disease itself. Like many recent analyses, some of which we
will discuss in future book clubs, this book seeks to show that trauma is a fundamental trigger of disease,
and that the medicalization of trauma that transforms it into quantifiable score cards is ultimately more
harmful than beneficial. While the book's thesis pertains primarily to psychiatric iliness, its central message
can be applied across our medical landscape where numbers, measurements, and medicines seek to define
disease rigidly in a way that removes the necessary nuance and patient-centric art to diagnosis and
treatment. The author argues for a root-cause, patient-centric, minimally-pharmacological approach.

Labeling disease to create definable diagnoses, the author argues, erases the complexity of illness and
ultimately prevents patients from addressing the real triggers of their conditions and symptoms. Once a
label is applied, it tends to become the lens through which every subsequent symptom is interpreted and
negates the root cause of illness. A label leads to a diagnosis which invariably leads to the use of drugs. He
writes: "The drug revolution that started out with so much promise may in the end have done as much harm
as good." He assails the DSM—the bible of psychiatric illness that distills all conditions into discrete
measurable ailments—as having been built for reliability between clinicians, not validity to the underlying
biology of illness. It seeks to make diagnosis facile for doctors and patients, but by doing so it erases crucial
variability that is the only way that each patient should be addressed. And for every diagnosis there is a drug
that is generalized to be right for everyone under that rubric. If someone's psychiatric symptoms don't fit
neatly into DSM criteria or can't be medicated, he argues, then they are dismissed or mislabeled. This is no
different than much of modern medicine, where numerical diseases (hypertension, diabetes) obfuscate the
true determinants of disease (e.g., inflammation, poor diet) and lead to medicalization and drug use.

Where the book truly succeeds is in its discussion of why our psychiatric system, and by inference our entire
medical system, has reduced disease to discrete labels and diagnoses. He asks: "Could the fact that the APA
[American Psychiatric Association] had earned $100 million on the DSM-IV and is slated to take in a similar
amount with the DSM-V... be the reason we have this new diagnostic system?" Van der Kolk describes a
structure optimized for reimbursable, symptom-based interventions: a fifteen-minute medicine check, a
checklist, a simplistic cookie-cutter approach rather than the slower, harder work of addressing root causes
and nuance. Insurance reimbursement drives diagnosis; diagnosis drives treatment; and the treatments that
get funded are disproportionately pharmacological, even when the evidence for less profitable wellness
approaches (yoga, EMDR, neurofeedback, theater programs he describes in vivid detail) is compelling. He
writes: "Because drugs have become so profitable, major medical journals rarely publish studies on nondrug
treatments of mental health problems. Practitioners who explore treatments are typically marginalized as
‘alternative.”” The result, he argues, is a system that treats trauma as a chemical imbalance to be managed
with pills rather than an injury to be healed.

This book is important not only because it addresses trauma as a root cause of illness, but also because it
shows how our medical system turns its back on causation by distilling complex human beings into discrete
categories and diagnoses, all in the name of ease and profit. One can easily apply the author's analysis to
many other tentacles of our health care system.


https://www.amazon.com/Body-Keeps-Score-Healing-Trauma/dp/0143127748/ref=sr_1_1?crid=3O3DRPXZI6M4B&dib=eyJ2IjoiMSJ9.-HfwhfcCzO3-23Js48DRcGt3YPe16HW89LmQIpN9jW8dXbfzyvtyvksejHhhC-rzmFh8eQQdzMltQiynvz_hZiVUuEu8SNV3uypUrdi3-nBs1av-Zw6706CKEV7qQFfWAxF2LXrBWeTVVA35Q2ToPplN4g9MpW1_02pVML4XJrO1_scuMSbgk-RCDu2bVpvAwbMBjhtD_6_HmYH9aDMcgMEdB_2rQ8CdgELKrcP8b5I.b3tvUq-TdsHMYj19RQouP1MkoFndUMF2NDaO3cB7uyI&dib_tag=se&keywords=the+body+keeps+score+book&qid=1788697873&sprefix=the+body+keeps+score%2Caps%2C884&sr=8-1

THE LAST WORD

Medical Censorship

After our 2025 Holiday Newsletter, a group of local cardiologists reported me to the Maryland Board of Physicians
claiming that in that edition | disseminated dangerous misinformation. This is no inconsequential act; the Board has
extrajudicial power to censor doctors, inflict penalties on them, and even remove their licenses. Most legal cases that
have awarded Medical Boards such power do so under very definable circumstances such as willful misconduct (i.e.,
inappropriate sexual behavior or unethical acts such as self-prescribing narcotics), frank malpractice, or medical
incompetence. Censorship of speech is more nebulous grounds for Board reprisal, typically reserved for the spread of
"misinformation" that either results in self-profit or direct patient harm.

The details of the case against me are not salient to the overriding dangers posed by medical censorship but are
delineated in a blog that can be found on our website. It is not only disturbing that a group of doctors believed they
must resort to censorship to counter arguments made by someone like me rather than to address them through the
lens of science and discourse, but also that the Board felt compelled to give credence to those charges. In short, what
the cardiology group found most offensive were published studies in major journals that impugned a protocolized
approach to care that such specialists often promulgate.

As a primary care doctor, | do not profit or benefit from introducing nuance and disputation into the one-right-answer
canon that some specialists preach to their patients. Cardiologists in particular rely on manicured data they have not
scrutinized, and which are fed into calculators that pump out deceptive risk profiles. Health care is not so simple as to
be distilled into numerical binaries that differentiate well from sick and almost always demand aggressive
interventions regardless of who the patient is. As | and many others have shown in our many peer-reviewed articles
and books, and as is spelled out in the second part of my censorship blog, this dumbing down of risk/benefit analysis
benefits those who profit from excessive care by scaring patients into taking expensive drugs, undergoing unnecessary
and often detrimental tests and procedures, and insisting that they will die without such interventions.

In the past 25 years, health care costs in this country have exploded from half a trillion to 5.5 trillion, all without any
improvement in life expectancy, but with an increase in chronic disease, medicine burden, and the number of those
who are now declared to be sick. People feel worse, deteriorate faster, fill our nursing homes, but are not well despite
(or because of) their leap into aggressive care and their long medicine lists. Since data and reality do not support this
approach to care, those who most profit from it often resort to censorship. By challenging their doctrines, and by
doing so with real data and with a willingness to discuss rather than condemn, we who question them are a threat,
and since they can't or won't counter our arguments, they try to shut us up.

Censorship is dangerous for many reasons, especially in the medical realm. During the early years of health care,
anyone who countered racial science or eugenics was silenced. During the opioid crisis, those who resisted treating
pain with narcotics were silenced. During COVID, those who dared question the dictates of an "unassailable" policy
that was driving us to the highest death rate in the world and who suggested alternative ways to study and approach
the virus, were silenced. All censorship expunges a necessary counterargument from what should be a vibrant
scientific discourse among doctors, relying instead on a single often erroneous (but profitable) "truth" that is
introduced into protocols and hence normalized. As every good scientist knows, this approach is antithetical to
progress, to human betterment, and to science itself.

Medical Boards were born to discipline and punish those doctors who slip out of the "norm," a norm now defined by
drug company studies and specialists' protocols. But by enforcing norms, the Boards are only silencing many who
could improve outcomes. Rather than censorship, Boards should demand discourse and should impugn doctors who
robotically cite protocols that are self-serving, not doctors who seek to improve patient care without profiting from
their actions. Once healthcare becomes a liturgy enforced by high priests who censor those who advocate a scientific
approach customized to each patient, then the outcomes are bound to be horrific, even if the high price tag we pay
for poor care benefits those who hold the rungs of power.


https://www.personalphysiciancare.net/post/medical-censorship-part-one-the-danger-of-silencing-doctors
https://www.personalphysiciancare.net/post/medical-censorship-part-two-the-danger-of-silencing-speech-critical-of-specialist-protocols-the-ca

