
EDITORS’ NOTE

Key Questions and Technology in Clinical Practice

This month we bring our readers some key ques-
tions related to mental health,1–4 health literacy,5

osteoporosis,6 and mandatory vaccination.7 We
also have reports of some good use of technology
for asthma care8,9 and for women’s care,10,11 as well
as some good images in our case report11 and clin-
ical review.12 Winters et al13 and Crosson et al14

discuss issues related to improving cardiovascular
risk factors, including the importance of the usual
source of care and the frustrations of the physicians
who are the usual source of care.

Key Technology for Asthma: Automated
Telephone Intervention and Peak Flow
Meters
Using an automated telephone intervention, in-
cluding at least 2 phone calls during 10 weeks,
Bender et al8 increased patient adherence to asthma
controller medications, with approximately two
thirds of the patients in the intervention group
adherent at the end of the trial. Although there was
no long-term follow-up, this study encourages us to
use this technology for patients with asthma.
Meanwhile, McCoy et al9 have made our lives sim-
pler: a sitting peak flow measurement is as good as
a standing peak flow measurement.

Key Question: Should We Mandate the Human
Papillomavirus Vaccine?
Would requiring Gardasil (Merck & Co., White-
house Station, NJ), the human papillomavirus
(HPV) vaccine, for school attendance increase the
uptake and completion rate, which is currently low?
School requirements have increased vaccination
rates of other vaccines. Ferris et al7 explore the
thoughts of parents about requiring the HPV vac-
cine for school attendance. Most parents indicate
that it should not be mandatory. However, those
who believed the vaccine prevented warts or cervi-
cal cancer and wanted it for their daughter were
much more likely to express support for the man-
datory program. This suggests that increasing pa-
rental knowledge about the benefits of this vaccine

might increase support for a mandatory program.
Furthermore, if the vaccine were required most
parents would agree to have their child vaccinated.

Key Instrument: The Fischer Cone Biopsy
Excisor
For patients in whom the HPV vaccine fails or who
never received it, any cervical dysplasia needs treat-
ment. Mulhem et al10 report good results using the
Fischer cone biopsy excisor for cervical dysplasia,
including those procedures done by family medi-
cine residents under an attending physician’s super-
vision. This Fischer cone biopsy excisor is distinct
from the loop electrosurgical excision procedure in
that it provides greater stabilization for the excisor
wire.

Key Questions about Mental Health
We have 4 articles exploring mental health issues,
and each provides key questions or concepts we
should use when discussing mental health with pa-
tients.

Fatigue?
Fatigue and stress are very common, and most
patients report that they have stress. So how do we
determine when stress is sufficient enough to cause
poor health? The answer to this is basically when
stress is high enough to cause fatigue. Fatigue is a
warning sign that indicates harmful levels of stress.
Table 1 in the article by Maghout-Juralti et al2 is
central to showing the multiple relationships.
When stress was not related to fatigue there was no
impact of the amount of reported stress on per-
ceived health. Although sleeping problems were
also related to fatigue, it was still the fatigue itself—
not insomnia—that was most important. Thus, our
key question is about fatigue.

Depression?
Are you depressed? Do you believe in the personal
ability to improve sleep? Bluestein et al4 further
tease out how family physicians can work to help
their patients with insomnia. As noted by Mag-
hout-Juralti,2 insomnia was associated with worseConflict of interest: The authors are editors of the JABFM.
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health status. However, the areas for attack in the
Bluestein et al4 study included depression and low
self-efficacy; attention to these issues could poten-
tially improve insomnia. Office counseling tech-
niques such as motivational interviewing for both
insomnia and depression (possibly presenting con-
currently) should be studied for their possible effi-
cacy.

Self-Injury?
Nonsuicidal self-injury is not uncommon (present
in 1% to 4% of adults); it is much more common
than suicidal self-injury and the behavior gives re-
lief from unpleasant emotions. It most often in-
volves cutting, but other actions include skin carv-
ing, burning, severe abrading/scratching of the
skin, and/or punching or hitting.3 It is particularly
common among patients who have borderline per-
sonality disorder. Many adolescents who injure
themselves are depressed. Kerr et al3 report that
careful probing and questioning can help identify
those who self-injure, which can then lead to po-
tential treatment and prevention of recurrences.
Increasing severity of self-injury and/or multiple
episodes may presage suicide attempts.

Empty/Worthless/Hopeless Versus Happy?
Heisel et al1 found that a positive answer to even 1
of 5 diagnostic questions had a high degree of
sensitivity and specificity for suicidal ideation in the
elderly even though the questions were not explic-
itly about self-harm or suicidal intent. Rather, the
questions were about feelings of emptiness, worth-
lessness, or hopelessness, or feelings of their oppo-
site: happiness. These questions are markers to
further explore potential self-harm. I (MAB) have
only had one elderly patient commit suicide; it was
a man whom I had never seen, but his wife told me
enough that I suspected suicidal intent and had him
see a psychiatrist. I had his wife take away all gun-
related items from the home but he had one hid-
den. He saw the psychiatrist once and denied sui-
cidal intent, but then he committed suicide the day
before his second scheduled appointment. I have
always wondered how things might have been dif-
ferent if I had had the opportunity to have a long-
term relationship with him. If he had been assessed
for hopelessness rather than been directly asked
about suicidal intent, could we have avoided this
bad outcome?

Key Question: Osteoporosis is Found in Men?
Men get osteoporosis, too. However, we are not as
clear about which men to screen and when. Shep-
herd et al6 used the 3-factor (think: men who are
thin, older, and have a history of chronic obstruc-
tive pulmonary disease are at greater risk) Male
Osteoporosis Risk Estimation Score (MORES) to
estimate how well it performed in the identification
of men who should be screened to help prevent
vertebral fractures. MORES has been shown to
reduce the number needed to screen to prevent hip
fractures. Although MORES is better than univer-
sal screening, the results with MORES were that
we would need to screen thousands of men to
prevent one vertebral or one hip fracture. Is this
sensible? Personally, I (MAB) think we need to
have a stronger evidence base of benefits and harms
before recommending screening based on this or
other questionnaires.

Shepherd et al6 also note that osteoarthritis,
which involves hypertrophy of the bone, can de-
crease the accuracy of bone densitometry, creating
diagnostic problems in practice. We do need better
tests and better data about screening. We know
treatment works, now we just need to identify when
and whom to screen.

Key Question: Usual Source of Care?
Winters et al13 report that having a usual source of
care was strongly associated with eligible patients
with high low-density lipoprotein cholesterol and
who are taking statin drugs, but not with goal
attainment. In addition to the potential for inade-
quate statistical power, I (MAB) suspect one of the
reasons for this apparent discrepancy between tak-
ing statins and goal attainment is that low-density
lipoprotein cholesterol is often well treated with
just one pill a day compared with treatment for
many other types of medical problems. The usual
source of care helped patients get on treatment;
thus, the major cut point is treatment versus no
treatment. The generic statins available at the time
of the data collection (such as lovastatin) and thus
more likely to be used by those with less money
were those that were modestly less effective. Fur-
ther, when statins alone are not enough, the other
types of issues for medication treatment—such as
ability to pay for medications—become increas-
ingly important. In addition, we should note that
the study highlights that many eligible patients
were not taking statins when they should have been.
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Key Question: Frustrated?
Family physicians report frustration about the bar-
riers to improving cardiovascular risk factors
among their patients, which they consider to be
primarily outside of their control.14 Cost of care,
lack of sufficient support from other health profes-
sionals, socioeconomic issues, and patients’ lack of
motivation are major barriers reported by family
physicians. Crosson et al14 hypothesize that new
motivational approaches that assist physicians in
helping patients overcome these barriers could be
the next steps to improving outcomes. Thankfully,
many physicians already do help patients with these
barriers.

Key Question: Do Patients Have Adequate
Health Literacy?
Better health literacy is associated with better
health. Health literacy is higher among those with
more education, but unfortunately we cannot pre-
sume that even college graduates have good health
literacy. Shah et al5 report on the use of a health
literacy assessment instrument that takes �3 min-
utes, although that still seems like a lot of time in a
busy office. The good news is that previously taking
a health education class was associated with better
health literacy, and this offers a potential solution.
We should encourage health classes at multiple
levels of education programs.

Key Question for Pectus Excavatum: Short of
breath? Low endurance?
Pectus excavatum is frequently seen and varies from
mild to severe. It is more common in men and in
those with scoliosis. Psychosocial impairments are
caused by this congenital anatomic phenomenon,
as well as heart and lung function issues, which
worsen with age. Surgery can provide significant
relief and is best done during adolescence, but can
be performed at any age. Jaroszewski et al12 provide
us with pictures and more details.

Key Technology: 3-Dimensional Ultrasound
Forest et al11 present the first reported meningo-
myelocele detected during the first trimester of
pregnancy. This report also may be unusual be-
cause it is from a family medicine office that has a
3-dimensional ultrasound machine, which is key to
the detection of this entity.

Once again, we present a number of articles that
advance the evidence-based practice of primary
care. The “key question” strategy is a useful heu-
ristic device to remind us that we are looking for
patterns that can quickly lead us to potential an-
swers; but these answers still must be evaluated for
relevance with our individual patients.

Marjorie A. Bowman, MD, MPA
Anne Victoria Neale, PhD, MPH
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