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Theessential
talk I didn’t
havewithmy
newdoctor

Ican be a little slow on the up-
take, but here’s something I
know: My new doctor is a
Christian. I am confident of

this because he brought it up sev-
eral times during my recent get-
ting-to-know-you visit in his office.
At the time, I just smiled and nod-
ded, as if he were saying he prefers
his eggs over easy. Different
strokes, right?
Today, I am kick-
ing myself for hav-
ing missed an im-
portant opportu-
nity to learn what
his Christianity
means to him, and
what it might
mean for me.

Don’t get me
wrong. I like this
doctor just fine. I was referred to
him, somewhat randomly, when
my longtime physician, whom I
adored, retired and closed his
practice. This new guy has a
pleasant manner and an intelli-
gent face. He graduated from a re-
spected medical school in my
home state. He seems personally
healthy, which is important in
someone who very well could
guide my own health decisions for
the duration of my life. He’s artic-
ulate, has a gentle sense of humor
and is gratifyingly fond of Maine
— although, like me, he is From
Away. All of this is reassuring.
But his repeated reference to his
faith, I now realize, made me a lit-
tle uncomfortable.

I am not anti-religion. Some of
my best friends are Christians,
some are Jewish, some flirt with
Buddhism and Hinduism, and not
a few are Unitarian Universalists.
As for me, although I am deeply
drawn to the traditions of the
Episcopal Church, when you get
right down to it, I am an atheist. I
don’t believe there’s some kind of
cosmic consciousness out there,
some supernatural scheme or in-
telligent design that explains the
mysteries of life.

I do believe that science holds
the answers, and that it is just a
matter of time — maybe a long
time — before all is revealed. I be-
lieve this is the one life we have,
that it should be lived enthusiasti-
cally and authentically and relin-
quished with as much ease and
grace as we can muster when our
bodies wear out or become dam-
aged beyond the reasonable abili-
ty of science and medicine to re-
store them. I am not afraid of
death, only of pain, sadness and
indignity at the end.

But my new doctor doesn’t
know any of this about me. He
didn’t ask, and I didn’t tell, even
though we had the perfect oppor-
tunity. As far as I’m concerned,
this is a failing on both our parts.

I recently finished reading the
book “Being Mortal,” by Atul Ga-
wande, one of the clearest-think-
ing writers I know. He also hap-
pens to be a respected surgeon at
Brigham and Women’s Hospital
in Boston and a professor at Har-
vard Medical School. Among his
many gifts as a writer is the abili-
ty to distill very complicated is-
sues down to manageable ideas,
in language we can all under-
stand, using compelling, true-life
examples to illustrate his points.
It’s an important book, and if, as a
generally thoughtful and in-
formed older adult, you haven’t
read it, you really should. I’ll lend
you my copy, if you promise to
give it back.

Among other things, “Being
Mortal” challenges the notion
that the role of modern medicine
is to defeat death and prolong life.
It makes the perhaps subversive
argument that a good death, an
accepting death, is a kind of victo-
ry over a medical system that is
more comfortable keeping “hope”
alive in the form of yet another di-
agnostic test, another round of
chemotherapy and radiation, an-
other surgery.

These are, of course, deeply per-
sonal and individual consider-
ations. Gawande’s bottom line is
that in order to die a good death,
we must clarify our convictions
and end-of-life wishes to ourselves,
our families and our health care
providers. This means entering
into conversations that can be
awkward and uncomfortable for
all concerned, but which are po-
tentially among the most impor-
tant of our lives. And it means al-
lying ourselves with health care
professionals who share our val-
ues, or who can at least honor and
uphold our wishes.
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The best screenings to keep you healthy

We spend a lot of time
and money looking
for disease. Every
year there are thou-

sands of mammogram screenings
for breast cancer, colonoscopies,
blood work for high cholesterol,
etc. It does seem logical that de-
tecting a disease
early will greatly
reduce the num-
ber of deaths, es-
pecially after sev-
eral years.

But many of
these screenings
have not lived up
to their promis-
es. A review of
screening mam-
mograms by the medical website
The NNT shows there is no re-
duction in breast cancer deaths
from this procedure, and in fact
there is some harm done by ag-
gressive therapy for treating pa-
tients with findings that may

not develop into a true cancer.
One study of almost 90,000

women followed over 25 years
showed no reduction in deaths
from screenings, but “overdiagno-
sis” and overtreatment for one
out of every 424 women who were
screened.

The same has been found for
some other types of screening,
such as prostate cancer screening.

I’m not saying there is no place
for screenings; some, like screen-
ing for blood pressure or diabetes,
seem to be effective. But like so
much of our health care system,
they are based on disease, rather
than health.

As a wellness provider, I am
trained to look for the causes of
these chronic diseases and ad-
dress them. The most important
“screening” I do with my patients
is to look at their lifestyle. Besides
the obvious factors — smoking
and alcohol or drug use — I ask if
they are active on a regular basis.

Also, are their diets full of whole,
minimally processed, real food?
And are they connected to other
people, with a good social life and
support system? I care a lot less
about a patient’s cholesterol level
or osteoporosis screening results
than I do about these factors. I
prefer to monitor a patient’s
health by how they rank in the ac-
tual causes of disease, rather than
“by the numbers.”

And the final “lifestyle” ques-
tion is : How many medications
are they on? Anyone on three or
more meds is more likely to have
poor health outcomes, such as de-
pression, fatigue, etc. I agree with
the American Society of Consult-
ing Pharmacists, whose website
states, “Any new symptom in an
older adult should be considered a
drug side effect until proven oth-
erwise.”

There are so many natural
treatments for the common condi-
tions that we currently use meds

for. Does the patient choose to
control their chronic pain with
drugs, or do they use acupunc-
ture, chiropractic and herbs? Are
they relying on statins to artifi-
cially lower their cholesterol lev-
els, or improving their diet, exer-
cising more and controlling
stress? One study shows statin
users tend to have worse diets
than those who are not taking
them.

Are they using drugs to lower
their blood sugar, or are they
greatly limiting sugar and carbo-
hydrates in their diets? Do they
actually ask their doctor if the
drug they saw on TV is “right for
them”? Do they get their advice
on treating heartburn from Larry
the Cable Guy, or are they looking
for non-drug alternatives?

For example, if you are looking
to prevent a stroke, there is noth-
ing that comes close to living a
healthy lifestyle. A Swedish study
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Acrisis in slowmotion
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By the time Cecile Lyle, a
75-year-old widow in
Sanford, pays the $800
rent and utility bills
each month for the one-

bedroom apartment she shares
with her physically disabled
daughter, Madeleine, there’s not
much money left for groceries,
clothing, transportation and
other necessities.

“It leaves us with almost
nothing left over,” Lyle said in a
recent phone interview. “We
can’t even afford a little luxury
like going out for breakfast once
a month. Sometimes I have to
ask my sister for some money
just to make ends meet.”

Lyle, whose only income is
her monthly social security
check, put her name on a wait-
ing list in 2012 for a less costly
apartment in a low-income, se-
niors-only complex where she
would pay closer to $500, but
there’s no indication that a place
will become available any time
soon. “It would be a heck of a lot
better,” she said. “It would give
me the chance to see the light a
little more clearly.”

“There is almost no senior
housing in Sanford,” Lyle said.
“And I’m not alone. There are
hundreds of others like us
around here, who have no place
to turn.”

In fact, there are at least 9,000
households such as Lyle’s on
waiting lists in Maine, headed by
low-income adults and couples
age 55 and older, living in houses
and apartments they can’t afford
because less expensive, safer,
more energy-efficient options
don’t exist. That figure comes
from a 2015 survey conducted by

Abt Associates, a Massachusetts-
based policy research organiza-
tion, in support of a $15 million
general obligation bond issue to
build about 250 units of energy-
efficient housing for low-income
seniors across the state. The
bond issue would leverage an ad-
ditional $22.6 million in federal
low-income tax credits and other
funding for the projects.

Almost 70 percent of voters
approved the bonding question
in November 2015, and the mea-
sure has the strong support of
senior advocacy groups, service
organizations and construction
groups. But Gov. Paul LePage
has not yet approved the sale of
the bonds; neither has he re-
sponded publicly to a letter sent
on Feb. 16 from Maine Housing
Authority Chairman Peter
Anastos, whose organization
would administer the funding,
seeking clarification on the gov-
ernor’s position.

Once approved by voters, the
governor has five years to issue
bonds before they expire. LeP-
age has been defying voters on
voter-approved bonds through-
out his time as governor. Late
last year, he announced he
would approve the sale in more
than $11 million in conservation
bonds for the Land for Maine’s
Future program after months
about being criticized about
blocking them from across
Maine.

Given LePage’s stated opposi-
tion to the senior housing bond
issue and his history of with-
holding voter-approved bonds,
Anastos’ letter takes a cautious
tone in asking the governor’s in-
tentions.

“Before we encourage devel-
opers to invest their time and
money and before we obligate

staff resources to this project, it
would be helpful to know if and
when you plan to approve the
bonds,” the letter reads.

Earlier this week, LePage
spokeswoman Adrienne Bennett
said that LePage plans to meet
with Anastos and MaineHousing
Director John Gallagher in the
coming week. She declined to
comment on the governor’s
thinking about the bond issue.

Desperate situations
Meanwhile, the problem is

not going away. Maine has the
highest percentage in the nation
of residents age 65 and older,
with 50 more people turning 65
every day. By 2030, one in four
Mainers will be 65 or older.
Maine has the eighth-oldest
housing stock of all the states,
with 31 percent of homes and
apartment complexes built be-
fore 1950. About a third of older
Mainers live on Social Security
alone, with an average annual
benefit of about $13,000, accord-
ing to the Maine Council on
Aging, and at least a quarter
also claim at least one disability.

Senior advocates say it’s a
slow-motion housing disaster in
the making. The 9,000-unit gap
between current demand and
availability is projected to rise
to a 15,000-unit gap by 2020 if ad-
ditional affordable housing is
not developed, and it can only
get worse as the baby boom gen-
eration continues to age.

Eligibility for federally desig-
nated affordable housing is lim-
ited in most cases to households
that earn 80 percent or less of
the Area Median Income, and
rents typically are capped be-
tween 30 and 40 percent of that
monthly figure.

“There is a significant and
rapidly growing demand for this
housing,” said Jess Maurer, ex-
ecutive director of the Maine As-
sociation of Area Agencies on
Aging and co-chair of the Maine
Council on Aging. The problem
is especially pronounced in
Maine’s more rural areas, she
said, where many seniors own
their homes but lack the physi-
cal or financial ability to main-
tain them safely.

More elderly waiting
for affordable housing
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Abinadi White of Freedom Fire Protection hefts a sprinkler pipe at a 24-unit Avesta Housing project site in Gorham on Wednesday. In
2015, Avesta saw a 36 percent increase in housing requests coming from senior households.
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Donna Currie (from left), Dottie Cusic, Sue Larrabee and Nancy Day
play cards in a common room at an elder housing facility called the
Inn at Village Square in Gorham on Wednesday. They all agree
they’re lucky to find housing in Maine, where at least 9,000 low-in-
come, older households cannot find affordable places to live.
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