Letters to the Editor
Automated Office Blood Pressure
for Diagnosing Hypertension
To the Editor: The U.S. Preventive Services

Task Force (USPSTF) recommendation statement on hypertension in adults reaffirmed the
benefits of screening1; however, it missed an
opportunity to promote automated office blood
pressure (AOBP) measurements as an easierto-implement alternative to ambulatory blood
pressure monitoring (ABPM). The guideline
states that AOBP is comparable to ABPM; however, the supporting evidence review discounted
the literature on AOBP by stating, “there is substantial heterogeneity and it is unclear if lack of
mean mm Hg differences would result in similar diagnostic categorization and treatment
decisions.”2 The most recent and largest metaanalysis found that this heterogeneity is not
clinically significant.3
The Agency for Healthcare Research and
Quality evidence synthesis states, “…without
analysis of test accuracy outcomes (e.g., sensitivity, specificity), it is not possible to conclude
whether AOBP would result in similar clinical screening and diagnostic results as ABPM
or [home blood pressure monitoring].”4 This
logic is flawed. If blood pressure is a continuous outcome related to cardiovascular risk, and
AOBP is similar to ABPM, then it follows that
the sensitivity and specificity of AOBP will be
similar to that of ABPM. Mathematically, two
measures cannot be so closely matched but
have different sensitivities and specificities. The
only difference will be for a threshold value for
hypertension. For example, a person with an
average systolic blood pressure of 140.2 mm Hg
with one method could have a systolic blood
pressure of 139.9 mm Hg with another method.
However, there is no clinically significant difference in atherosclerotic cardiovascular disease
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risk between these two measurements. Multiple
studies now recommend treating patients based
on atherosclerotic cardiovascular disease risk 5;
therefore, the USPSTF should acknowledge the
close correlation of AOBP and ABPM and recommend using the former.
Practicality also needs to be considered. It is
logistically challenging to have patients submit
multiple home blood pressure readings to diagnose hypertension. It is easier to implement a
screening program with AOBP machines in the
outpatient setting. Each clinic needs to purchase
a device and screen each patient at the desired
interval. If the USPSTF wants to optimize the
detection of elevated blood pressure, it should
recommend AOBP because it is easy to implement and closely resembles ABPM. The USPSTF
cited only one randomized trial that reported
improvements in clinically meaningful outcomes
(i.e., hospitalization) from hypertension screening; this trial used AOBP for screening.6
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Editor’s Note: See related Putting Prevention
into Practice on page 193.
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To the Editor: Global engagement in Alcoholics

Anonymous (AA) is high, with several million
members in 180 countries.1 However, the effectiveness of AA has been difficult to study because
of a lack of randomized controlled trials (RCTs).
The RCTs have not reported a positive effect of
AA; however, many cross-sectional and cohort
studies have shown improved abstinence with
engagement in AA compared with no engagement
in 12-step facilitation programs.2,3 The Cochrane
review emphasized the positive findings of AA and
12-step program affiliation.4 However, two details
of the review should cause primary care physicians
to hesitate before referring patients to AA as an
alternative to traditional treatment for alcohol use
disorder.
AA and other 12-step facilitation programs that
produced higher rates of continuous abstinence
over other established treatments in the Cochrane
review were described as manualized, which was
defined as following a session-to-session outline offering treatment based on “standardized
content delivered in a linear or modular fashion
to ensure that the same treatment is delivered
across time and different sites”.5 Community AA
programs would not be considered manualized
because each group is autonomous.
Significantly positive results were related to the
time abstinent from alcohol, continuous period
of abstinence, and percentage of days abstinent.
The most meaningful patient-oriented outcome
examined is the negative impact of consequences
of drinking, including physical, social, and psychological consequences. These consequences
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make up most of the Diagnostic and Statistical
Manual of Mental Disorders, 5th ed. criteria for
diagnosis of an alcohol use disorder, whereas
percentage of time abstinent or length of continuous abstinence plays no role in diagnosing
or determining the severity of alcohol use disorder. Unfortunately, none of the reviewed studies
showed an advantage for AA or 12-step facilitation programs in reducing the negative consequences of drinking.5
Effective treatments for alcohol use disorder are
medications and behavioral therapy. Although
this review provides evidence that participation
in AA or other 12-step programs may be helpful for people with alcohol use disorder who
seek abstinence, the evidence is not compelling
enough to consider community AA programs a
replacement for formal treatment. Primary care
physicians should include counseling on mutual
aid groups (including AA) while developing a
treatment plan with their patients. Physicians
should feel comfortable discussing what to expect
at meetings and the benefits of affiliation, and be
aware of local mutual aid groups, including being
able to provide contact information and meeting
availability for patients who express interest.
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In Reply: Thank you for highlighting these

important points. We generally agree with your
interpretation of the findings of the Cochrane
review. We were not suggesting that AA and
12-step facilitation programs should be recommended instead of licensed addiction treatment
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services. However, many licensed addiction
treatment programs in the United States use
12-step facilitation as a central component of
their programming; therefore, the Cochrane
review findings provide further support for this
practice.
Elizabeth Salisbury-Afshar, MD, MPH

Management varies based on the time of presentation and may involve additional imaging,
including imaging of the carotid artery.4 Recognizing dysphagia as a symptom of strangulation
may also prevent unnecessary interventions,
such as prescription of a proton pump inhibitor
or invasive procedures.
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To the Editor: Strangulation is an important

cause of dysphagia and is relevant to family physicians. Strangulation involves applying pressure to the neck with the hands, a constricting
band, or an arm. It can diminish cerebral blood
flow or occlude the airway and result in carotid
artery dissection, making it a potentially lethal
act.1 Strangulation is commonly associated with
intimate partner violence (IPV), and women
are at particularly high risk, with a documented
sevenfold increased risk of death from homicide among women experiencing IPV-related
strangulation.2
Survivors of strangulation report that when
they sought medical attention, symptoms such
as difficulty swallowing were often dismissed or
incorrectly attributed to more common ailments.
Because physicians cannot rely solely on visible
findings to identify strangulation, dysphagia is
an important presenting symptom. In addition to
dysphagia, patients commonly experience neck
pain, sore throat, voice changes, and neurologic
manifestations.3
Physicians with a high index of suspicion for
strangulation should screen patients appropriately. Survivors may not disclose their experience
because of impaired memory, lack of knowledge
regarding the seriousness and sequelae of strangulation, or unfamiliarity with the term strangulation.4 Questions about strangulation should
include terms more familiar to survivors, such
as choked, blacked out, jacked-up, or chokedoff.5 Inquiry should also be made about a loss of
consciousness.
118 American Family Physician
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In Reply: We appreciate the thoughtful com-

ments of Drs. Giusti and Ravi and agree that
strangulation should be included in the differential diagnosis of any patient, particularly
younger women, presenting with dysphagia or
hoarseness.
This is also a timely reminder that family physicians should routinely screen all women of
reproductive age for IPV.1 Although open-ended
questions are the best way to begin a trusting dialogue,2 we also agree with Drs. Giusti and Ravi
that more directly focused questions are necessary when evaluating patients with new symptoms and with chronic, unexplained functional
distress or pain.
John M. Wilkinson, MD, FAAFP
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Case Report: Consequences
of Misdiagnosed Anal Cancer
To the Editor: An 84-year-old patient with a

history of tobacco use, diabetes mellitus, and
hypertension presented to our office for shortness of breath and diarrhea. The patient had been
experiencing fecal incontinence, pain with defecation, and bloody stools for the past three years.
More recent symptoms included loss of appetite,
weight loss, and fatigue. One year ago, the patient
was diagnosed with hemorrhoids and prescribed
a topical ointment for relief.
A physical examination was notable for a large
perianal mass (Figure 1). Laboratory findings
included anemia, hematuria, proteinuria, and an
elevated carcinoembryonic antigen level. Computed tomography of the pelvis showed enlarged
right inguinal and left perirectal lymph nodes,
rectal wall thickening with fat stranding, and
potential invasion of the right levator ani muscle,

causing suspicion for a locally advanced neoplasm. Computed tomography of the abdomen
revealed a 1-cm nodular density in the liver that
could be peritoneal metastasis. A biopsy showed
an extensive high-grade squamous intraepithelial lesion with focal changes that may represent
early microinvasion. The patient was diagnosed
with squamous cell carcinoma of the anus and
treated with surgical debulking of the anal mass,
followed by chemotherapy and radiation therapy.
Anal cancer is a rare malignancy with 9,090
new cases diagnosed annually in the United States
and an increasing incidence of 2.7% per year.1 In
2020, there were an estimated 1,350 deaths from
anal cancer.2 Most anal cancers are squamous
cell carcinomas. The most common risk factor
for developing anal squamous cell carcinoma is
human papillomavirus infection. Additional risk
factors include immunosuppression, a history of
sexually transmitted infection, and tobacco use.3
Early symptoms of anal cancer can be difficult to
distinguish from benign anorectal disorders such
as hemorrhoids, condylomas, and anal fissures.
In one study, primary care physicians misdiagnosed anal malignancies as hemorrhoids in 27%
of first visits, delaying appropriate diagnosis and
treatment.4 To decrease delays, physicians should
maintain a high index of suspicion with a low
threshold to evaluate patients at risk for anal cancer. Efforts to prevent anal cancer should include
universal human papillomavirus vaccination in
childhood and education of patients at high risk.
Anuja Trivedi, MD
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