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Integrative Geriatrics -
s definition
Successful aging is far beyond DALAI LAMA'S BIRTHDAY PARTY

being healthy and vibrant. It is
rectifying internal conflicts,
paradoxes, and continuous
redefining life's meaning.

Is a new field of medicine that advocates for a whole-
person, patient-centered, primarily non-
pharmacological approach fo medical care of the

ly. The practice of integrative geriatrics is rooted in

Mikhail Kogan, MD from Oxford University Press
Textbook on Integrative Geriatric Medicine

tHerapies, and mind-body and spirituality approaches,
hat allow patients to have different path to their
healthcare - one that utilizes pharmaceuticals and
invasive procedures only when safer integrative
approaches are not available or not effective.




Aging around the World
Average vs Exceptions
Why is it so importante

Canada

Sardinia

USA
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Chronic Conditions

Exhibit 1

More Older Adults in U.S. Have Multiple Chronic Conditions
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Polypharmacy

|
iguré 2. Percentage of prescription drugs used in the past month, by age: United States, 2007-2008
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Estimate is unstable; the relative standard error is greater than 30%.
OURCE: CDC/NGHS, National Health and Nutrition Examination Survey.
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Complex Comorbidity plus Lack of Non

Pharmacological Treatment Options =

4th Leading Cause of Death in US as of
2014

2.74 million serious adverse

Inappropriate medicines

Polypharmacyis a
core problem i.e.
inappropriate
over-prescribing in
response to complex
‘comorbidity

Adverse
Drug Events
Prescribing cascades

ttps://ethics.harvard.edu/blog/new-prescription-drugs-major-health-risk-few-offsetting-advantages

So what about lifestyle
interventions for older adult?

‘Copyright 2003 by Randy Glasbergen.
wevew.glasbergen.com

“What fits your busy schedule better, exercising
one hour a day or being dead 24 hours a day?”

Concept of Blue Zones

https://www.youtube.com/watch2v=CpCZ0DBbCOE
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The Blue Zones

he “Blue Zones" are communities
here common elements of
festyle, diet, and outlook have

Buettner, D. The Blue Zones, 2008

Blue Zones — Universal Similarities

Move Naturally a lot and daily

BLUE ZONES PROJECT
Balance between rest, activity, lots of e
sleep, following daily rhythm, daily light 1 g
exposure Gl e

Regular intermittent fasting or continuous

2 x
calloric restriction a

ood As Medicine

Developed sense of belonging or meaning
in life within social context
https://www.bluezones.com

Blue Zones — Power 9

1. Move Naturally a lot and daily

Right Outlook

2. Know your purpose

3. Downshift: work less, slow down, take vacations, rest a lot
Eat Wisely

4. Eat until 80% full

5. More veggies, less meat, no processed foods
6. Drink a glass of wine every day

Belong

7. Create healthy social networks

8. Spirituality

9. Prioritize Family




Selected Clinical Pearls

= Back Pain - New ACP Guideline
= Prophylactic use of Probiotics
= Get your older adults off PPIs - Why and How?

= Frequent UTls — do we have any antibiotic
alternatives?

» |s there an alternative osteoporosis/osteopenia
treatment?
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Chronic Back Pain
April 4, 2017 New ACP
Guidelines

» Recommendation 1:Given that most patients with acute or
subacute low back pain improve over time regardless of
treatment, clinicians and patients should select
monpharmacologic treatment with superficial heat
(moderate-quality evidence), massage, acupuncture, or
spinal manipulation (low-quality evidence). If pharmacologic
treatment is desired, clinicians and patients should select
nonsteroidal anti-inflammatory drugs or skeletal muscle
relaxants (moderate-quality evidence). (Grade: strong
recommendation)

Ann Intern Med. 2017;166(7):514-530.

Recommendation 2: For patients with chronic low back
pain, clinicians and patients should initially select
nonpharmacologic treatment with exercise,
multidisciplinary rehabilitation, acupuncture, mindfulness-
based stress reduction (moderate-quality evidence), tai chi,
yoga, motor control exercise, progressive relaxation,
électromyography biofeedback, low-level laser therapy,
operant therapy, cognitive behavioral therapy, or spinal
manipulation (low-quality evidence). (Grade: strong
recommendation)

Ann Intern Med. 2017;166(7):514-530.

Integrative Non
Pharmacological
Approaches

= Mind Body: MBSR, Biofeedback

= Nuftritional: Anti-inflammatory Diet, Supplements
- Body Body Based: Massage, PT, Osteopathy, Chiro

= Energy Based: Reiki, Tai Chi, Acupuncture

= Movement Based: Alexander, Yoga

= |nterventional: Acupuncture, Trigger Points Injections




Challenges

s Cost for patients on fixed income
» Medicare covers PT, Chiro, Osteopathy
= Massage, Cranial
= Yoga and Tai Chi can be covered as THERAPEUTIC exercise under PT/OT
- Smo\j Payments, draconian rules of documentation and frequent audits.
» |acko /coveroge for many well evidenced approaches
Acupuncture
Alexander
™ Tai Chi/Yoga
No coverage for nutritionists (except if end stage Renal Disease or Diabetes)

Coordination of care by MD is covered but under very strict guidelines that
are not defined for integrative providers.

Medical Shared Group is one possible solution — AIM Health experience
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Case - peripheral
neuropathy in elderly

76 year old frail woman with Diabetes Mellitus related peripheral
neuropathy and chronic kidney disease admitted to the hospital
ICU with severe delirium.

= 7 days before admission dose of Gabapentin (Neurontin) for
chronic neuropathy was increased to 300mg every 8 hours.

= Geriatyics consult was called, Gabapentin was rapidly tapered
dowyi and delirium slowly resolved. Patient followed at GW Center
tegrative Medicine.

tpatient treatment:
= Weekly acupuncture
= Finished Gabapentin taper

= Combination of Alpha Lipoic Acid, Benfotiamine, and GLA (Evening
Primrose Oil)

» Medical Cannabis Recommendation - sublingual tincture as needed

Case — 12 weeks follow up

“Well | did get very high few times, reminded me of my hippie
years. After few weeks | figured out how to dose it just right.”

= ‘| have no idea if supplements are doing anything but
acupuncture has been somewhat helpful.”

= ‘| have to choose pot over acupuncture, all these costs add up.”

= “Cap't you write me some letter for Medicare? | mean why all your
effgctive freatments are not covered, while the medication that
almost killed me is2”

/Oh, and my primary care doctor wants you to call him. He thinks |

should not use pot as it is very dangerous at my age and he wants

to put me on another medication instead, but | don't think so.”

@he New ork Bimes

THE NEW OLD AGE

Older Americans Are Flocking
to Medical Marijuana

Oils, tinctures and salves — and sometimes old-fashioned buds —
are increasingly common in seniors’ homes. Doctors warn that
popularity has outstripped scientific evidence.

Co-authors of a recent article on medical marijuana and older adults in
the Journal of the American Geriatrics Society, they support
legalization for medical use, They hope the federal government will
reclassify cannabis (“a huge undertaking,” Dr. Briscoe admitted),
reducing obstacles to much-needed research.

A\




Cannabis and Chronic Pain

Y Cannabis in painful HIV-associated
sensory neuropathy

A randomized placeb ntrolled trial

DI Abrame, MD; CA. Jay, MD; 8 B. Shade, MPH; H. Vizoss, EN; H. Reda, BA; 8. Press, BS;
ME. Kelly, MPH; M C. Rowbetham, MD); and K L. Potorsen, MD

Abstenet—ol, To determine the +ffect of smeked canusbis on (ke neuropathic pain of HIV.asssciated sensory
meuropathy and an experimental pain mede]. Methods: Prospeeti g i
inpatient Geseral Chinjeal Research Conter betwee M
asseciated weniory nauropathy. Patients wers randesmly asrigned to smolke sither cansabis (3564 Litrshydrocannsbinal)
or idemtical plicebs cigarsibos wilh the cannsbinoide sxlracted thres tmes daily for 5 days. Primary oulsome seanures
included rutings of chrenic pain and the percestage achieving =30% reduction in pain intensity. Acute analgesic and
anti hyperalpeiic offects of amoked cansabis were assessed using & culasecus heat stimulation precedure and the
beaticapsaicin semsitization model ¢ Fifty patients sompleted the entire trial. Smoked cannabis reduced daily pain
by 24% (msdian reduction; IR ., ~16) ve 17% (KR = ~ 25, &) wilh placebo (2 = 0. reater (Bam 30% redectivn
in pain was reported by 52% in the casnsbis proup and by 4% in the phcsbs group (p = 0.04) The firel cannabis
ciparetls reduaced chronb: pais by 3 medan of T ve 16 with placebs (p < 0001 Cansabis reduced sxperimentally
induced hyperalgesia to beth brush and ven Frey hair stimali (p bt appeared to have little sffect on the
painfulness of naxious heat stimulation, No sreious adverse svents wore Foporied. noked canmabis was well
Aolerated mnd effectively relloved chronis newrepathic pain frem HIV-nssscisted sensory neurspathy. The findings are
comparablo s ars] draps used for ehronic nosrapathic pai

A
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| Experimental Pain Model
Pain Model Timeline: Days 1 and 5 FrometeFrevent rotect
T wh own wm
mcae
b
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‘ Results: Neurology RCT
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There is ive or suk i i that bi:
= For the treatment for chronic pain in adults (cannabis) (4-1)

= Antiemetics in the treatment of chemotherapy-induced nausea and vomiting (oral cannabinoids) (4-3)
= Forimproving patient-reported multiple sclerosis spasticity symptoms (oral cannabinoids) (4-7a)

CONCLUSIONS FOR: THERAPEUTIC EFFECTS

There is moderate evidence that cannabis or cannabinoids are effective for:
= Improving short-term sleep outcomes in individuals with sleep disturbance associated with obstructive sleep apnea
syndrome, fibromyalgia, chronic pain, and multiple sclerosis (cannabinoids, primarily nabiximols) (4-19)

There is limited evidence that cannabis or cannabinoids are effective for:

= Increasing appetite and decreasing weight loss associated with HIV/AIDS (cannabis and oral cannabinoids) (4-4a)

= Improving clinician-measured multiple sclerosis spasticity symptoms (oral cannabinoids) (4-72)

= Improving symptoms of Tourette syndrome (THC capsules) (4-8)

- Improving anxiety symptoms, as assessed by a public speaking test, i
(417)

= Improving symptoms of posttraumatic stress disorder (nabilone; one single, small fair-quality trial) (4-20)

ividuals with social anxiety disorders (cannabidiol)

There is limited evid ofa between and:
= Better outcomes (i.e., mortality, disability) after a traumatic brain injury or intracranial hemorrhage (4-15)

There is limited evidence that cannabis or cannabinoids are ineffective for:

= Improving symptems associated with dementia (cannabinoids) (4-13}

= Improving i pressure iated with glaucoma (4-14)

- Reducing depressive symptoms in individuals with chronic pain or multiple sclerosis (nabiximols, dronabinol, and nabilone)
(4-18)

B\
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Cannabis Toxicity/Addiction

Iw‘ Active/Lethal Dose Ratio and Dependence Potential of Psychoactive Drugs

Heroin
ry high ! =
Nicotine Morphine
A o lorphi
/ Pentobarbital | Cacaine
/ ! s r 0 W
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.Y P ° Lt °
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v | ? il WS | A omMA Legend )
= Narcotics
Ketamine @ Depressant
* A Stimulants
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LSD Mescaline & Hallucinoger|
 eeocyEin| — 17T 11 ¥ Cannabis
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Active Dose / Lethal Dose

R. S. Gable, et al 2006

Cannabis and Opioids

Author manuseript
JAMA Intern Med. Author manuscript; available in PMC 2015 October 01.
Published in final edited form as:
JAMA Intern Med. 2014 October ; 174(10): 1668-1673. doi: 10,1001 jamainternricd 2014.4005.

!g HHS Public Access

Medical Cannabis Laws and Opioid Analgesic Overdose
Mortality in the United States, 1999-2010

Marcus A. Bachhuber, MD, Brendan Saloner, PhD, Chinazo 0. Cunningham, MD, MS, and

“We found there was about a 25 percent lower
rate of prescription painkiller overdose deaths on
average after implementation of a medical

marijuana law," lead study author - Marcus
Bachhuber, MD

tinwes to rise in the United Stats
driven by increases in prescribing for chronic pain. Because chronic pain is a major indication for

N\ ,
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JAMA Internal Medicine Published online April 2, 2018
| I POLICY AND LAW

Association Between US State Medical Cannabis Laws

and Opioid Prescribing in the Medicare Part D Population

Ashley C Bradfors, oo

2 nvited Commentary
[ Rebaedartide

IMPORTANCE

MCLs and opicid prescriptions s ot wellunderstood.

omsEcve
Part D and the implementation of state MCLs.

DESIGH,SETTIN

fbigs  “'States with active dispensaries saw 3.742 million fewer
daily doses filled (95% Cl, —6.289 to —1.194); states with

ResuLTS

s home cultivation only MCLs saw 1.792 million fewer filled
daily doses (95% Cl, -3.532 to —=0.052)"

CONCLUSIONS AND RELEVANCE Medical cannabis laws are associated with significant
reductions in opioid prescribing in the Medicare Part D population. This finding was
particularly strong in states that permit dispensaries, and for reductions in hydrocodone and
morphine prescriptions.
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Cannabis in Palliative Medicine -

= “Moving forward to the present moment, | prefer that this type of care
be termed “cannabinoid integrative medicine” (cim),” - S.K. Aagarwal,
MD PhD"

= Euphoria is often described as a “side-effect” in trials
» [sit really an "adverse experience” or improved quality of life?
» |n pdfliative care improved quality of life is the main goal

= No/other single treatment can help to increases appetite, decreases
nausea and vomiting, and improve pain and sleep. And can be
¢ombined with opioids without added toxicity/side effects.

S.K. Aggarwal, 2016 Curr Oncol

Che
New York
Eimes

Probiotics

Probiotics as prevention of
antibiotic associated C. Diff colitis

» 2012 Meta-analysis
= Nearly 4000 patients
= 20 studies
» All but 2 studies positive
= Overall risk reduction 66%

= |ess side effects in active group (statistically
significant)

Bradley C. Johnston, Annals of Int Med. 2012
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Figure 3. Effect of probiotics on prevention of Clostridium diffcile-associated diarthea among subgroups.

subgroup. Events/Patients, n/n
Probiatic Group_ Control Group
(n=1978) )
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Probioic dosage
10 billon CFU/d wmrs osress - 034(023-0.09)
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CFU = colony-forming uni.

Saccharomyces boulardii
Prevention of Antibiotic Associated
Diarrhea

Stwdy 10 RR (95% CI) Weight (%)

Adam 1976 - 0.26 (0.13-0.53) 1296

Montero 1981 = 0.57 (0.34-0.94) 2128

Surawicz 1989 . 0.43 (0.21-0.90) 243

McFartard 1995 - 0.49 (0.21-1.17) 941

Lews 1998 - 1.53 (0.54-4.35) 672

Cremonini 2002 0.16 (0. 194

Duman 2005 .- 0.44 (0. 1635

Can 2006 - 0.15(0.02-1.21) 187
\ Cindoruk 2007 . 0.47 (0.23-0.96) 293

Bravo 2008 - 0.66 (0.17-2.58) 4412

Overall (I = 16.5%, P = 0.291) 0.47 (0.35-0.63) 100.00

Note: Wesghts are from random effects analyss

0.0192 1
Favors, probiotic Favers placebo
Relative risk
World J Gastroenterol. 2010 May 14; 16(18): 2202-2222.

Probiotics as supplements

= Pick 2-3 favorite probiotics that can be
obtained from different places

®» Pick one brand that includes S. boulardii
Pick non refrigerated ones for traveling

Average monthly probiotics cost is now $30-
50

» Cost — select on higher and lower end
» Dose 10+ billion CFUs/capsule twice/day
» As many different strains as possible

= Make sure patients know how to handle them —
refrigerate

= Know probiotics rich foods — and be able to
recommend discuss with patients

= Yogurt, Kombucha, Kim Chi

Length of Intensive Probiofic course is not clear.
Personally | recommend entire length of antibiotics

New Mantrae — No hand should ever
write prescription for Anfibiotics without
Probiotics

Kefir — highest probiotic concentration from
common US foods

plus at least 4 more weeks.
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Get your older adults off PPIs!!!

» Proton Pump Inhibitors drugs are heavily over prescribed

= Short courses are safe and often very effective for ulcers, acid reflux,
acute Gl bleeding, etc

» |ong term PPl use is very concerning due to increased risks

>hanges in Microbiome - changes in immune system — current hot
research topic

B12 and Magnesium Deficiency
Falls and Fractures

Pneumonias

C- Diff Colitis

Kidney Failure

Tetsuhide Ito et. al. 2011, Daniel E. Freedberg et. al. 2015,
Joel J. Heidelbaugh et. al 2012, M Kogan, 2017 Integrative Geriatrics Textbook
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How to do ite Case

69 year old male with HTN, Chronic Fatigue and muscle aches, high cholesterol,
Acid Reflux referred by his wife

= Healthy looking, fun to talk to, expresses concerns about decreasing functional
status, hard time doing exercising, loves long distance running but dropped
speed nearly 30% and still can't run for more than 30min. Previously regular half
marathons (2.5 hours)

= Non stressful retirement, financial security, strong family support.

= F éeHeni diet and good sleep

Meds/Supplements —for over a decade
= Nexium 40mg, HCTZ 25mg , Lisinopril 20mg , Crestor 10mg ASA 81mg, Tylenol PRN
= Fish Oil, Multivitamin, CoQ10, Vitamin D3 2000 units

Exam - nothing to report, Labs — B12 300, Ferritin 65 wnl, RBC Magnesium 4, TSH
0.8, CBC, CMP wnl, Vitamin D 25 OH 40

Total Cholesterol 185 TG 119 HDL 52 LDL 98 VLDL 15
WHAT IS YOUR PLANZ Let's talk

How to do it?

The Healthy Gut 303

Box 16.1 Weaning from PPIs

Weaning Protocol for Proton Pump Inhibitors (pantoprazole, omeprazole, etc.)

Skip dose every third day, substituting ranitidine 150 mg or famotidine 20 mg or
other H2 blocker for 2 weeks.

Ifthe patient tolerates this, skip every other day with substitution every other day
for 2 weeks.

If this is tolerated, at the end of a month, switch entirely to ranitidine, famoti-
dine, or other H2 blocker and keep pantoprazole or other PPI in reserve for flare-ups of
heartburn.

May al ider DGL or aloe as al

H2 blockers orto assist in the taper.

Start thie following
Aloe — as Juice or Capsules. Juice mix with water (cuts cost and easier to drink)
Okra — add to the diet

Deglycyrrhizinated licorice (DGL) before each meal, could also do after each
meal and when start getting any acid reflux - MAKE SURE DGL is very high
potency.

If diet is poor and stress — address that first — OFTEN THIS DOES IT!
= DO NOT ASSUME GI DOCs recommended diet change/stress reduction

Serpina. al. Ch. 16 Infegrative Geriatric Medicine, Oxford University Press 2017

Case continue

Follow above protocol plus

= No eating after 8PM

= Coffee down to 1 cup/day, substitute with Matcha green tea
= Hold Chocolate for 3 month

/= Cutsimple carbs (sugar and bread)- loves pasta

Added topical Magnesium daily before each run, Changed
Multivitamin to better quality with higher amount of B vitamins
and in activated (methylated) form

Electrolyte capsules 1-2 before each exercise
Monitor Blood Pressure report when decreases under 100 systolic
4 weeks in get call from patient BP dropped — stop HCTZ

= | week later BP still under 100 systolic — stop Lisinopril

11
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Case — 3 months follow up

Off Nexium, Lisinopril, HCTZ

BPs are steady under 140 systolic

Able to run 1 hour each time, but still get's exhausted
Pain and fatigue is 50% better

Looked through all records, no h/o CVA/MI, non smoker

Stop Aspirin and Crestor

Case — 6 months follow up

Off all meds
Pain and Fatigue complete resolved

Got his runs back to almost 2 hours and scheduled half marathon i
months

» Total Cholesterol 233 TG 98 HDL 71 LDL 142 VLDL 16
What happened?22?2
= Magnesium Deficiency was driving HN, fatigue, and muscle cramps
= Crestor may have contributed to Muscle pain
= B12 deficiency/insufficiency was driving pain and fatigue
= |ncreased exercise helped to raise HDL
Who would restart Statin?

Statins in Geriatric population - Difficult Conversation, Clearly
overprescribed, to complex to discuss as part of this presentation.

Many Medications Cause
Depletion of Nutrients

0. CHOLESTEROL i it MG CoA rehctass  DND: (Come: 120-200 g dady
| owenma meoicanion £
fstatina) o

choltars
yntbass subsoquanty r<roases
fiovmert toca e chsterst « Vi D: 10002000 1 daty
ota: W43 CoA rocuctasa s 250 2 key
nryme it ho ynimain o comnzyme 10

https: \A/\vmfn rg/dam/AAFP/documents/about us/sponsored resources/Nature%20Made%20Handout.pdf

74 year old woman with
frequent UTls

= PMH: stroke, hypertension, diabetes, peripheral
neuropathy.

» |ives at home with her oldest daughter
= Dependent on most of her ADLs and incontinent of
/urine occasionally.

= wheelchair-bound

= attends activities at an adult daycare center weekly for different social
activities such as art therapy and occasional physical therapy.

= Multiple UTl episodes prior to fransfer fo home base
primary care.

= symptoms - dysuria, urinary frequency and urgency.

= Treated with multiple oral antibiotics including
Augmentin, ciprofloxacin and cefpodoxime.

12



Upon admission to Home Based Primary Care Program
patient was prescribed

D-Mannose Powder and Cranberry extract powder mix 1
teaspoon twice daily

Providing 5gm of D-mannose and 1 gm of Cranberry
extract/day.

Patient subsequently had no recurrent UTls for 3 years. She
continues to be on D-mannose and cranberry regimen to
this date.

Easy to take powder quickly dissolves in water and avoids
extra capsules/pills taking

Prescription goes like this — take 1 tea spoon of powder into
large glass of water 4 times/day — notice large glass of water!

Monthly cost is $30-50
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CRANBERRY

erats | MOA of Cranberry and O-Mannose UQ
j

i

L COX2 & NF+B
LIL1B, 1L, L8, TNF-a

T Adherence of E.col to

urospithelial cells

Inflammatory Reaction

T NO Antimicrotial Activity

T Oxidatve Stass 4 UM Symproms.

T ¥nerune Response

'

UTI Prevention

* /In one randomized study of 308 women D-mannose was as effective
for Nitrofurantoin in prevention of UTls

Nursing home residents who were given 1 cup of cranberry juice or 6
capsules of extract had significant reduction in UTl frequency as
compared to historical controls

In one small pilot study combination of D-Mannose, Cranberry
extract and 2 types of Lactobacillus had dramatic effect on UTI
frequency

Krankcec B., et. al. World J Urol. 2014 Feb;32(1):79-84.

Osteoporosis — in addition to calcium
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Osteoporosis - Infegrative Approach

Integrative approaches to preventing decline and improving muscle strength and
coordination

Difet Mediterranean diet, anti-inflammatory diet (include fatty fish, more
vegetables and fruits), increase carotenoid intake, soy
Xercise Promote mobility, walking, resistance training, yogal tai chi] comprehensive

fall prevention programs

Fish oil, vitamin D, whey protein, soy protein, and soy isoflavones, amino
acid supplementation; anti-inflammatory herbs like curcumin, if general

Aprlements

T
] g g inflammation is present or suspected; role of vitamin E is not clear
= i; é ;; Androgen’s/ Only if deficiency state is present after careful assessment of risks; not
§: g b stosterone recommended for routine use
3 Zgi Strontium — used fo be commonly used but BLACK BOX warning was
2 F placed on
= Strontium Renolate in Europe — Increase risk of Heart Attacks and
Strokes.
In US - Strontium is Supplement, form is different, doses are low
Kogan M et. al., Med Clin N Am 101 (2017 Kogan M et. al., Med Clin N Am 101 (2017
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Exan Date g/cn2

Age BMD T-score BMD Change  BMD Change

vs Baseline  vs Previous

Total Hip(Left) Statist
@5/10/2016 72 8.690
08/25/2014 71 ©0.683
88/21/2013 78 @.723
@8/15/2012 69 @.76@
@8/08/2011 68 @.760
07/28/2018 67 @.751
87/16/2009 66 ©.746
87/13/2007 64 ©.758
*Denotes significance at

significant change from previous scan.

N
1 [e.ec8(-8.8%)* 0.007(1.0%)
1 {.067(-8.9%)* -8.033(-5.5%)*
8 10.027(-3.6%) -0.837(-4.9%)*

-1.5 | 0.016(1.3%) -0.801(-0.1%)
5
6
5

0.016(1.4%)  0.809(1.2%)
0.001(0.2X)  ©.005(.7%)
0.004(-0.5%) -0.004(-0,5%)
e T
95% confidence level, LSC is ©.026675 g/cm2

Femoral Neck(Left) Stat

stically significant increase from previous scan.

@s5/10/2016 72 ©.583
88/25/2014 71 ©.548
88/21/2013 79 @.6e8
@8/15/2012 69 @.621
28/08/2011 68 ©@.623
87/28/2018 67 ©.669
87/16/2009 66 ©.612
87/13/2007 64 @.621
*Denotes significance at

-2.4 10.038(-
-2.7 {0.073(-11.7%) -0.860(-9.8%)*
-2.2 10.013(-2.1%) -0.814(-2.2%)
2.1 | 0.608(0.1%) -8.001(-8.2%)
2.6 | 0.602(0.3%)  0.014(2.2%)
-2.2 10.012(-1.9%) -0.003(-0.6%)
2.1 10.009(-1.4%) -6.809(-1.4%)

=
95% confidence level, LSC is ©.828808 g/cm2

ox)* 0.035(6.4%)" —

MK4 (Vitamin
K2) dose
increased to
45mg/day

Thank you

Questions

6/10/2019




