The Medical News Report for June 2013
#17
Thank goodness it is finally getting a little warm. However, plan
on some delay of spring allergies. Just refer back to previous
months of the RECORD for answers to allergies. We will continue
on Big Pharma, diabetes, and bladder problems this month, plus
several other timely subjects. Always remember you can find my
previous medical news reports at
www.themedicalnewsreport.com
Subjects for this month
1. More on Big Pharma and late breaking news on
compounding pharmacies
2. Triclosan, the FDA, and our food
3. Diabetes, obesity, gastric bypass and Gov. Chris Christy
4. Doctors today and yesterday
5. Bladder Problems-- Part 2
6. Spine Disorders--Part 1
7. Anjelina Jolie and the BRCA breast cancer gene mutation
8. GERD and SLEEP

I am proud to have served my country in the Air Force (Flight
Surgeon).

1. Big Pharma-part 2, and late breaking
news on compounding pharmacies
Last month, I reported on some of the controversy regarding
the pharmaceutical companies. We are all paying outrageous
prices for our medications. These companies make upwards of
$20 billion dollars a year. It is easy to call “foul” and criticize
them for making so much money. The fact that our Congress will
not pass a similar law on Medicare as they did for Medicaid to
negotiate prices is really just not fair. Most countries negotiate,
and yet we are paying through the nose. That is not Big Pharma’s
fault…..it is our Congress. Other concerns are some of the
practices Big Pharma gets away with include paying generic
companies to delay selling drugs that are coming off a patent.

They pay these generic companies billions of dollars so the
brand name company can still charge their desired price longer.
The Supreme Court is about to decide if this legal. An example of
what kind of money is at stake is AndroGel (testosterone), which
is about to come off patent. A company paid $19 billion to the
generic company to delay selling it. To pay this sum allows them
to make $1.2 billion a year from this one drug.
Other practices are occurring such as Pfizer starting to sell
Viagra online for $25 a pill with a prescription. You can buy this
drug for $4 a pill out of country. Even a regular pharmacy sells it
for $15 a pill. Why does our government tolerate this abuse?
Novartis Pharmaceuticals was sued by the feds for taking
doctors to Hooters, on fishing trips, etc. for these doctors to hear
about their medications. Doctors that are hired by these
companies make hundreds of dollars for a lecture. The feds
claim they violated the anti-kickback statute. Big Pharma spent
$2.4 million dollars on 14,250 meals over 30 months and $63.3
million paying doctors for speaking engagements, continuing
education programs, and marketing activities from the doctors.
This gives you some idea of how competitive this business is.
Another concern comes from studies that showed drug reps.
spend little time telling doctors about side effects from their
products. There are regulations now in America about what reps
can and cannot do, but with the very short exposure to a doctor
in his or her office, they are going to talk about the positives
much more than the negatives. Samples have been cut way back
in doctor’s offices, along with free lunches for the staff, etc. Of
course, those samples were given to patients to see if the drug
would work and to patients who could not afford the drugs.
Big Pharma suffers when a drug comes off patent. Lilly is
decreasing its sales force by 40% because Cymbalta (antidepressant) and Evista (osteoporosis) is coming off patent. Also
2 of their hopeful drugs did not pan out. However, Lilly will still
make $20 billion (down from $22.8 billion) this year. However,
they could spend $2-3 billion dollars coming up with new drugs
only to have them not work out. You take away the big bucks
from these companies and you take away the future of new

drugs. Also big medical centers are partnering with Big Pharma
to develop drugs. Cancer drugs cost thousands of dollars to the
patient, so there is major competition with these drugs, whereas
there are other diseases that suffer because the big bucks aren’t
there to develop and market them. You can’t blame Big Pharma.

The Moore, Oklahoma EF-5 tornado-----PRAY FOR THEM
My hometown is Oklahoma City!!

2. Triclosan-used in consumer products for over
30 years and never FDA approved
Triclosan has been added to numerous consumer products from
toothpaste to soaps and toys, but it was never FDA approved
except for Coalgate toothpaste. It has antibacterial action, but
has been proven to be no more effective than plain soap. The
problem is that it has been studied in animals now, and it causes

hormonal dysfunction, brain damage, and even some cancers. A
consumer group started studying it when it became one of the
most frequent chemicals to show up in waterways. Of course,
dosage in humans has not been studied, but all the other
products added it without FDA approval. (Natural Resources
Defense Council)-The NRDC filed a lawsuit against the FDA,
which got the FDA’s attention, and now they are looking into the
safety of the product, but have not called for its removal after it
has been in many consumer products for over 30 years. Without
advocacy groups, it appears the feds would let a lot of harmful
products stay on the market. This is just one more example of the
inability of the FDA to stay up with and monitor all the harmful
chemicals we ingest every day. This is our government.

Flowers at Kuekenhof Gardens, Amsterdam

3. Type-2 diabetes, obesity, and gastric bypass
(Bariatric Surgery)
Gastric bypass is in the news because Gov. Chris Christie just had
a gastric banding procedure for obesity. I do not know if he is
type 2 diabetic, but I would lay money on it. Gastric bypass
surgery was a dirty word 30 plus years ago, because the
technique killed many patients. These patients by definition
were a metabolic nightmare, and they couldn’t handle the stress

of the surgery. New techniques have made the procedure safe
and the results great.

Now there are several techniques to essentially either make the
stomach smaller, bypass most of the stomach lining, or put a
band around the stomach to make the “pouch” very small (20-30
cc compared to an expanded maximum of 2 liters for a full adult
stomach. An empty normal adult stomach is only 1/5 of a cup.
These procedures have proven very effective in losing
significant percentages of weight with few complications or
failures.
The Roux-en-Y Procedure

The Gastric Band

The Roux-en-Y procedure (oldest procedure) disconnects the
jejunum (duodenum, jejunum, and ileum are the 3 parts of the
small bowel). It is connected to a small pouch of upper stomach
as shown. The small bowel is reconnected to itself lower down
on the jejunum. This gives the patient a stomach that still

empties into the small intestine (and picks up the necessary bile
from the gall bladder (shown as the little green pouch in the
upper left part of the photo above) and pancreatic enzymes for
digestion.
The Gastric band is much simpler but not as successful in getting
the weight off. It can be adjustable (as shown above right) with a
tube that stays under the skin to remove or add fluid to loosen or
tighten the band. There is a newer band that has magnets
around it to keep the stomach closed until food comes to the
band. It remains to be seen whether that innovation will stand
up.
The third option is the Gastric sleeve, which is the newest and
easier procedure to perform. These are performed
endoscopically with tiny incisions in the abdomen. In this
procedure, the photo shows that 2/3 of the stomach has been
removed and the side of the stomach is closed. This gives less
stomach lining to be exposed to food and therefore the sensation
of fullness comes rapidly, but the anatomical bowel connections
remain normal. There is less ghelin, the gastric hormone which
is the major hunger hormone as well, so hunger recedes quickly.

The Gastric Sleeve

Recent studies reported type 2 diabetics who were morbidly
obese, and not only found that they lost weight (1/5 of the their
body weight), but almost immediately lost their diabetic sugar

levels, even before losing weight. The stomach pouch was
smaller and over months, the diabetics lost weight but it is not
known why their high sugar levels almost immediately returned
to normal after surgery.
The side effects of bariatric surgery includes the dumping
syndrome must be managed. This is defined as a normal gastrocolic reflex when the stomach is filled that stimulates the colon,
and in these procedures it is magnified. Also vitamin deficiency
can be a potential problem. When you change the gut, there is a
price to pay.
I would pick a VERY experienced surgeon, who specializes in
these procedures.
This procedure should be considered in those that have failed to
lose weight with diet, exercise, and careful diabetic
management. Patients must be very dedicated to the process
regardless of their method. There are small failure rates for all
these procedures, and it is a little too soon to prove that the
diabetic complications are either reversed or stopped from
progressing. However, it is for real, and should be considered
after discussing this with your endocrinologist or diabetic
doctor.
Late breaking news---One of the ways to diagnose diabetes is an
elevated blood sugar over 125mg/dl. Another way is to measure
the hemoglobin A1-c levels. This correlates with the blood sugar.
Recently, the FDA has cleared a home test kit to follow the levels
along with daily blood sugar levels. HgA1-c levels over 6.5 is
diagnostic for diabetes. The FDA has been reluctant to use home
kits to diagnose diabetes, but has now approved its use in
monitoring the levels at home. Talk to your doctor about this. I
will report on Hg.A1-c in the future. Next month, I will report on
complications of diabetes.

4. Doctors---today and yesterday

Going to medical school might be the greatest test of a human
being, because of the stress of the pace, the magnitude and
volumes of information we needed to assimilate. It weeded out
the mentally and physically weak in the first year. (In my class
one became a catatonic schizophrenic, and 2 committed
suicide). Brains were only openers to get into medical
school…stamina, dedication, perseverance, sacrifice (especially
from the families), stability, and common sense all were
necessary to survive. The average medical school load per
semester was equivalent to 36 hours of college class (average
college load is 15 hours per semester). I spent 18 hours a day
going to class, lab, and studying per day. We all lived in poverty.
It was very hard but well worth it. I graduated 3rd in my class out
of 102 students, because I could apply what I learned to
diagnosing and treating the patient, not because I was the
smartest. 4 years of college, 4 years of medical school, 1 year of
internship, and 4 years of residency is what it took to be ready for
private practice. Even family practice doctors spend close to that
time (residency trained).
The reason I tell you this is because you can’t cut corners to
make a well-rounded doctor. Doctors are not trained to be
technicians (that is easy), but we were trained to be clinicians, to
treat the person as a whole human being, with the most complex
system God could create. I spent 13 years getting to private
practice, was on call every 4 nights, taught part-time at LSU
Medical School for 12 years for free, and volunteered thousands
of hours to my community. What I got out of 30 years of practice
was that I was given the ultimate privilege to diagnose and treat
people in need. I had a one-to-one relationship with my patients.
In the 70s, the insurance companies started wedging themselves
between me and my patients, and then HMOs began with
prevention in mind. That was a myth. Now, we have a new
system, which will truly destroy the practice I enjoyed. While in
residency, I sacrificed, I worked, I was on call every 3rd night (in
the hospital, not from home). I donated 5%-10% of my practice
treating the uninsured and the poor. I spent many a night
reconstructing faces from accidents and was never paid. I really

didn’t mind, because I was making a reasonable income, and I
was doing what I wanted to do in life.
Now the new rules of healthcare are about reducing
reimbursement to the point that physicians have to become
employees. Private practice is gone. That is what the new
physician can look forward to. No autonomy, no independence,
no ability to make medical decisions without approval of
insurance companies and the federal government. Doctors
rarely have time to spend more than 10 minutes a patient.
The government is planning on reimbursing nurse practitioners
and PAs 85% of what doctors receive, and a recent poll showed
that nurse practitioners feel they should be paid the same as
physicians. The wonderful nurses and assistants have really
helped us keep up with the volume of practice today. 16 states
already allow them to practice without medical supervision,
something I do not favor. A doctor’s training is much more
extensive and many years longer than other professionals. The
brightest and best Americans are not going into medicine today.
That is part of the reason medicine is being filled with foreign
graduates. They are from all over the world. Most are very bright
and good doctors but there are differences in background that
make communication difficult. Doctors go into practice with an
average debt of $150,000.
75% of what I learned in my training was replaced with new and
updated information as I practiced for 30 years. Continuing
education for doctors is a must to stay up with advances. Being
board certified is very important. Progress in medicine astounds
me, as I put out this report monthly. That is why I continue to
read about the advances in medicine. My hunger for knowledge
will never end. I will always remain a healer and teacher.
Recently the doctors in training were required by law to work
fewer hours per day. The thought was that fewer mistakes would
be made. Recent reports actually showed more mistakes. I have
my own take on that. Next time, I will discuss hospitalists and
different models of healthcare being tried.
Pick your doctors wisely!

5. Spinal problems from top to bottom-part 1

Over the next few months, I will review the anatomy, congenital
abnormalities, injuries, arthritis, and even spread of cancer to
the spine. We need to know what we can do to prevent spinal
problems such as weight loss, regular exercise, yoga, tai chi,
palates, etc. I will review the common operations, pre- and postop care including rehabilitation, physical therapy, and medical
relief from pain management specialists, chiropractors and
acupuncturists.
I have personal orthopedic experience since I have had a
shoulder separation requiring surgery, both knees replaced,
and 3 spinal operations plus radiation to my neck which
included my cervical spine creating severe musculoskeletal
abnormalities. My studying and personal experience hopefully
will pay off for you in my medical news report.
ANATOMY
The 33 spinal vertebrae are separated into 5 sections: cervical
(7), thoracic (12), lumbar (5), sacral (5), and coccygeal (4). The
sacrum (the back of the pelvis) and coccyx (tailbone) are both
fused. The first 3 sets of vertebrae work in unison to allow us to
move in any direction, bend and twist. Observe the normal
curvature in the photo below on the next page. Loss of those
curves causes pain and stress on the spine leading to arthritis.
The stomach muscles(abdominal) and back muscles have to

balance the stress on our spines for it to function well. For
instance, if you have low back pain, it is mandatory to have
strong stomach muscles or you will not get lasting relief. The
muscles are the yin and yang muscles, or more properly called
agonist and antagonist muscles. Understanding this anatomical
fact is the key!
The spinal cord (the extension of the brain) goes through a hole
(spinal canal) in each of these vertebrae, and sends out spinal
nerves between each vertebrae (intervertebral foramen). The
spinal cord is covered by a protective sheath (an extension of the
dura) and the spinal fluid flows from our brain to the tip of the
spinal cord.

Cross-section showing
the spinal cord and nerves

The entire Spine

the sacrum and coccyx
33 vertebrae
The spinal cord leaves the neck (cervical ) vertebrae and forms
the brachial plexus and goes to the arms. In the thoracic area,
each nerve passes along inside each rib and around the torso.
The lumbar nerves pass into the low back and down the leg.
The spinal cord starts splitting into separate nerves as it gets to
the sacral vertebrae (cauda equina—horse tail). The lower
lumbar and sacral nerves form a group of nerves as it passes
through the hip (sciatic nerve). The anatomical views of these
are below. The brachial plexus, the thoracic (rib) nerves, and the
lumbar and sacral nerves provide function to muscles and
organs of the pelvis.

the brachial plexus

the thoracic and lumbar nerves

sciatic nerve to the lower leg

the auton
sensory) that

sacral nerves (the cauda equina)

The lower two photos on the previous page show the autonomic
nervous system (made up of sympathetic and parasympathetic
nerves). The right photo show the little connected knots
(ganglia) of the sympathetic autonomic system. There are
parasympathetic nerves (not shown) as well that stimulate the
organs.
The nerves go to specific geographic areas on the skin that are
called dermatomes that are the basis for diagnosing which
nerves are involved in any doctor, surgeon, or therapist’s office
that treats spinal issues. It is also the basis of Eastern Medicine
for acupuncture. The other set of nerves from the autonomic
system that provide innervation of the internal organs are also
important for acupuncturists and acu-pressure therapists. I will
address this in a later report.

Dermatomes

In summary, the vertebrae are the scaffold for the spinal cord
and provide openings for (motor) nerves to travel to the muscles
of the body. There are (sensory) nerves coming off these nerves
that provide sensation to the skin over the muscles. There are
two types of sensory nerves (for sensation of the body) and
special sensory (stimulate sweat, lacrimal ,saliva glands, etc.).
The third group of nerves are called autonomic-made up of
parasympathetic and sympathetic that provide function to the
internal organs. In the next report, I will discuss abnormalities
of the spine: i.e. pinched nerves, arthritis, ruptured discs.
(review arthritis in reports 10,11, and 12) found at my website
www.themedicalnewsreport.com under archives.

6. Bladder problems-part 2

In the last medical news report, I reported on foods and other
things that aggravate or create a spastic bladder. Most of the
problems of the bladder come from pressure on the bladder by

pregnancy, being overweight, consuming things that aggravate
it, or are aggravated by a big prostate or some type of urethral
obstruction caused by vaginal problems, or even rectal trouble.

Female anatomy showing close proximity to rectum and uterus
It is normal to urinate 6-8 times a day, but it is not normal to have
to get up at night. The bladder functions as a muscular organ to
collect urine from the kidneys. The bladder can expand and
contract, but these functions can be aggravated by certain
medical issues. If the bladder expands, you become aware you
need to urinate, but it should not come on suddenly. That
indicates trouble such as a large prostate or bladder infection in
women. If you can’t empty the bladder down completely, you are
retaining urine which can become infected. If it burns to urinate,
that indicates trouble such as bladder or urethral infection, STD,
or vaginal irritation or infection. There are a number of
symptoms that make you aware of trouble. Pay attention!
Hesitancy, urgency, frequency, pain above the pubic bone, in the
urethra, in the flank, or even in the groin all indicate a possible
urinary infection. The photo below compares normal anatomy
and the prolapse of the bladder into the vagina. This can occur
from multiple pregnancies, obesity, large uterine fibroids.

Examination of the urine is important too. The color, cloudiness,
malodorous, pink or red, dark, or light? Infection is the most
common problem and is more common in women by far.
Differentiating between and kidney and a bladder infections is
important. If you have flank pain, fever, sweating, and have
urinary trouble, it is probably a kidney infection, whereas pain
from a bladder infection is usually more painful, because the
bladder muscle goes into spasms. When that occurs, you will
urinate frequently, but the bladder will retain urine, because it
won’t relax when in spasm.

Any of these symptoms should alert you to see your doctor.
Bladder cancer can mimic an infection. A urological evaluation
is in order if recurrent symptoms are occurring. A urinalysis,
endoscopy, and urodynamic testing may be in order. A KUB x-ray
(kidney, ureter, bladder) will spot an enlarged kidney, a tumor, a
stone in the ureter, and an IVP is an x-ray test using dye to better
evaluate the anatomy. A cystogram can be performed by
injecting dye into the bladder through the urethra.

Urodynamic tests are performed by filling the bladder with fluid
during a cystoscopy or merely asking the patient to come to the
office with a full bladder. You then urinate into a container that
measures flow rate, and how you can empty your bladder. This
helps the urologist or gynecologist know how the bladder is
functioning. Incontinence is a big reason to consider this test.
The bacterial contamination of the genital tract in women and
the prostate in men play a big role in creating bladder problems.
In patients with chronic inflammatory bowel disease, the doctor
must look for fistulas (connections) between the colon and
bladder.
Next time, I will report on the most common types of infections,
incontinence, bladder stones, interstitial cystitis, polyps, and
tumors.
7.

Angelina Jolie and the BRCA gene mutation

Much has been written recently about A.J.’s decision to have
prophylactic bilateral mastectomy. She decided based on
multiple factors regarding family history, some of which is
known, and some not known. She stated she had an 87% chance
of developing breast cancer in her lifetime because her mother
died of breast cancer after a 10 year fight, and she was known to
have a BRCA gene mutation, which the NCI (National Cancer

Institute) states on their website, can give women a 60% chance
of breast cancer and a 40%-50% chance of ovarian cancer. There
is an assessment test that women can take that will give them an
approximation of the risk. It is at www.cancer.gov
The factors that must be known are:
a) a first degree relative with breast or ovarian cancer or
multiple
b) started menstrual periods before 12
c) menopause beginning after 55
d) age- the older the more likely
e) no children
f) contraceptives and or HRT-hormone replacement therapy
(estrogen/progestin)
g) Ashkenazi Jewish decent (Northern or Eastern Europe) or AfroAmerican
h) a previous breast cancer (DCIS included-ductal carcinoma in
situ)
i) excessive alcohol drinker
j) no or little exercise
k) heavy intake of fat in the diet
l) history of a previous breast biopsy with abnormal cells.
If you have many of these factors with a first degree relative with
breast/ovary cancer, you might want to consult a genetic
counselor to discuss the wisdom of having a blood test for the
BRCA 1 or 2 genetic mutation. The risks are for all women, so if
you don’t have relatives with breast cancer, you are still at
higher risk for breast cancer with the above risk factors, not
necessarily BRCA positive cancers. Remember, 90% of all breast
cancers are notBRCA genetic mutated cancers.

Interestingly, BRCA gene mutation also increases the risk of
pancreatic, colon, and prostate cancers, so these areas need
extra surveillance.
Only less than 1% of women have the gene mutation. 5-10% of
breast cancers are BRCA positive, whereas 12% of women will get
breast cancer and 1.4% of women will develop ovarian cancer in
their lifetime. If you have a relative already with a known BRCA
gene mutation, you should strongly consider being tested. This
decision is a huge one, and I and most doctors applaud A.J. for
her own personal decision to be tested. That is her right!! Her
decision to have mastectomies is only one option, and certainly
all options must be considered.
The options once you know you have the BRCA gene mutation
are:
1- Surveillance and careful screening with mammography,
MRI, etc., clinical breast exams regularly, CA-125 blood test
for ovarian cancer, trans-vaginal ultrasound, MRI, CT of the
pelvis
2- bilateral mastectomies with reconstruction and/or ovary
removal ( I am pretty sure A.J. will have both)
3- behavior modification—lose weight, decrease fat intake,
stop alcohol, exercise program, manage all other medical
issues well (i.e. diabetes)
4- chemoprevention—Tamoxifen or Reloxifen to suppress any
hormonal influence in the body, probably for 5 years.
Decreases chance of developing breast or ovarian cancer
by 50%.
I could discuss each of these options in depth, but I will reserve
that for next time, and more general information about
screening, risk, diagnosis, treatment, and long term
chemoprevention in estrogen positive cancers, HERS positive
and triple negative cancers.
For now, be smart and consider your decision to get the test. I
would not let your doctor keep the results in your chart. There is
a law that protects your information, but don’t trust insurance
snoops…..Just my opinion. If you want to get the test, go to a real
genetic counselor (there is one in Asheville and most larger

cities) to make that decision and choosing an option if positive.
Realize you are going to open a lot of anxiety and worry in you
and the family. If you get the test, your other first degree
relatives will have to consider it, and it just is not an easy
decision. ( ref. National Cancer Institute)

7. A follow-up on GERD and SLEEP
Last month, I reported on gastro-esophageal reflux, and its
impact on night time rest. I just read an article in the Archives of
Gastroenterology that confirms my statements. This article
reported 55% of people with GERD had sleep disturbances from
the reflux, and on esomeprazole (Nexium), only 22% still had
problems proving that long term acid control is very necessary
to not only control reflux but allow for good nocturnal rest. For
those that do not do well, these are candidates for endoscopic
banding of the esophageal-gastric junction at the diaphragm.
Surgery in another study is twice as successful after 5 years than
medical management (use of proton pump inhibitors) (British
Medical Journal 2013).
Patients who suffer nighttime aspiration, stricture (narrowing)
at the junction, or have Barrett’s esophagus (which can lead to
cancer) should consider more aggressive treatment. The most
important necessity for these bandings is normal esophageal
motility (studies can prove normal motion). Getting evaluated by
a gastroenterologist is very important and should be discussed
with your primary doctor. ( ref. Medpage)
These subjects are heavy, but very important. I want to
encourage always to go to internet or my list of references on my
website to increase your knowledge if you desire. Always discuss
what I have reported on with your doctors. Enjoy some of the
best days of the year. See you next month, and as always, STAY
HEALTHY AND WELL MY FRIENDS. Dr. Sam

