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Letters to the Editor

Family Medicine Is Key in Cultivating Mental 
Health Among Farmers

To the Editor: There is a mental health crisis among farmers 
throughout the United States, reflected by consistently higher 
rates of suicide than the general population.1 Family physicians 
are uniquely positioned to help and can take the following 
steps: 1) identify the farmers in your practice; 2) understand 
farm culture and stressors; 3) screen for depression, anxiety, and 
drug and alcohol use; and 4) offer culturally sensitive treatment.

Farmers in 2025 look differently than one might expect and 
may not conform to typical stereotypes.2,3 They often seek care 
in more urban areas due to the lack of access in rural, under-
served communities. For these reasons, it is important to take 
a detailed social and occupational history to identify farmers 
in a family practice setting.

Physicians should have a good understanding of farm culture 
and the stressors that weigh heavily on a farmer’s mind. Most 
farmers do not have paid time off or available help to cover 
their workload if they leave the farm to access mental health 
services. In farm culture, workers often neglect or ignore their 
own health needs to prioritize farming responsibilities. Due 
to the added stigma associated with mental health disorders, 
farmers typically ignore anxiety and depression until they expe-
rience physical symptoms or a crisis.

We recommend screening for depression and anxiety in 
all farming families, consistent with the recommendations 
of the US Preventive Services Task Force. Screening tools 
such as the Patient Health Questionnaire-9 (PHQ-9) and the  
GAD-7 are helpful, but they are no replacement for a conver-
sation about personal stressors. Screening for drug and alcohol 
use is also recommended because these substances are often 
used as coping tools.

Farmers commonly avoid engaging in discussions around 
mental health and are hesitant to initiate treatment.4 If they do 
agree to take medication, they may be wary of adverse effects 
in the setting of operating heavy equipment, working with 
large animals, and doing physical labor. Clear communication 
about possible adverse effects, starting with a low dose, and 
comprehensive counseling about nonpharmacologic treatment 
options are good practice points.

Family doctors have a responsibility to be prepared to help 
farmers cultivate their mental health.
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CBT and Mindfulness Effective for Diabetic 
Peripheral Neuropathy 

To the Editor: We appreciate the comprehensive review of 
diabetic peripheral neuropathy by Drs. Bragg, Marrison, and 
Haley and agree on the significance of a preference-sensitive, 
multimodal treatment plan.1 The authors allude to nondrug 
therapies (eg, neuromodulation, exercise), but cognitive behav-
ior therapy (CBT) and mindfulness may also be effective 
modalities for some patients with diabetic peripheral neuropa-
thy. A systematic review found evidence supporting CBT and 
mindfulness therapy in the treatment of diabetic peripheral 
neuropathy, demonstrating improvement in pain severity, 
pain interference, quality of life, and depressive symptoms; 
the treatment effect size was small, but it is comparable to 
neuromodulatory treatments.2 Although large, rigorous studies 
of CBT and mindfulness in patients with diabetic peripheral 
neuropathy have yet to be completed, CBT has shown promise 
in other chronic pain conditions that may share overlapping 
mechanisms with diabetic peripheral neuropathy, including 
fibromyalgia, headache, and low back pain.

Given the low risk of adverse events, primary care physicians 
should consider CBT for patients with diabetic peripheral neu-
ropathy before more invasive, high-risk interventions with weak 
supporting evidence, such as spinal cord stimulators.3 Further, 
studies of transcutaneous electrical nerve stimulation for dia-
betic peripheral neuropathy are limited by small sample size, 
limited follow-up, and short treatment duration.4

Although many patients benefit from first- and second-line 
oral or topical pharmacologic agents for diabetic peripheral 
neuropathy, some patients will experience intolerable adverse 
effects, have contraindications to oral pharmacotherapy, or find 
topical agents difficult to incorporate into their lifestyle. For 
these patients, CBT and mindfulness therapies are valuable 
alternatives to consider. Self-guided CBT has been evaluated 
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for other pain conditions and may present a low-entry, low-cost, 
and acceptable alternative for patients in cases where accessing 
CBT is challenging.5
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In Reply: We concur that nondrug therapies play a valuable role 
in the treatment of patients with diabetic peripheral neuropa-
thy. Several therapies hold promise to improve pain and quality 
of life with notably limited risks from treatment.1,2 Multimodal 
approaches such as CBT and mindfulness rely on the complex 
relationship between chronic disease, comorbid depression, and 
pain.3 Although CBT and mindfulness have been evaluated in 
small pilot studies for patients with painful diabetic peripheral 
neuropathy, the findings have varied, with some studies show-
ing no benefit and others demonstrating moderate improve-
ments in pain and quality of life. As would be expected, these 
interventions have shown significant improvements in depres-
sive symptoms for patients.2 Rigorous randomized controlled 
trials of CBT and mindfulness for treatment of patients with 
painful diabetic peripheral neuropathy are needed to increase 
confidence of their benefits; however, the risks of these inter-
ventions are low, so they should be considered as adjunctive 
options for patients with refractory pain.

Similarly, exercise-based interventions for patients with 
painful diabetic peripheral neuropathy have shown mixed 
results.4 One study including 39 patients showed that tai chi 
reduced pain scores significantly and improved quality of life.5 
It has been suggested that physical activity and psychological 

treatments such as CBT target coping strategies as opposed to 
only the pain itself, which may explain the reason that these 
therapies contribute to quality-of-life improvements.4 Many of 
the studies on exercise are limited by sample size and the quality 
of study, but they pose few harms.

When approaching patients with painful diabetic peripheral 
neuropathy, it is imperative to use a biopsychosocial approach 
to treatment, incorporating multimodal therapy. Patients with 
comorbid depression and anxiety may gain more from CBT and 
mindfulness interventions, whereas others with intolerances 
to drugs may prefer physical activity and neuromodulatory-
based techniques.1,2,6 Therapy decisions must incorporate social 
determinants of health, including access to and cost of care, to 
optimize a comprehensive treatment plan.
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Case Report: An Unusual Cause of Headache in 
a Returning Traveler

To the Editor: A 26-year-old previously healthy woman pre-
sented to a community hospital in Oregon with acute-onset, 
left-sided weakness and headache. She had returned from 
Morocco 1 week earlier and experienced symptoms of an 
upper respiratory infection 2 weeks prior to arrival. Physical 
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examination found left-sided upper and lower extremity weak-
ness and numbness. Magnetic resonance imaging of the brain 
showed numerous enhancing nodules with leptomeningeal 
enhancement (Figure 1). Infectious Disease and Neurology 
departments were consulted. A lumbar puncture was per-
formed, a cerebrospinal fluid culture found no organisms, 
and cytology and infectious serologies were negative. Eryth-
rocyte sedimentation rate and C-reactive protein levels were 
mildly elevated. Serum angiotensin-converting enzyme level 
was normal. Echocardiogram was negative for vegetations. 
Interferon-gamma release assay was positive. Chest radiogra-
phy was normal. Magnetic resonance imaging of the spine was 
negative for epidural abscess but showed an incidental pleural 
rim-enhancing fluid collection measuring 2.6 cm × 1.2 cm. 
Computed tomography of the abdomen found focal pleural 
thickening. Radiology performed a biopsy and a pleural fluid 
sample was obtained and sent to an outside laboratory for 
broad-spectrum polymerase chain reaction testing.

The patient’s weakness continued to worsen. Repeated 
magnetic resonance imaging of the brain found increased lep-
tomeningeal enhancement and increased size and number of 
enhancing lesions. She was treated with prednisone for cerebral 
edema and empiric RIPE (rifampin, isoniazid, pyrazinamide, 
ethambutol) therapy and levofloxacin for presumed tubercu-
losis. The patient experienced clinical improvement, so brain 
biopsy was deferred, and she was discharged. Six weeks later, 
polymerase chain reaction test results returned positive for 
mycobacterium tuberculosis complex. At a follow-up visit, she 
reported feeling well and had regained her baseline strength.

Central nervous system tuberculosis occurs in 1% to 5% 
of tuberculosis cases.1 Tuberculomas are the least common 
presentation of central nervous system tuberculosis, found in 
1% of cases.2 Tuberculomas are ring-enhancing brain lesions 
surrounded by edema.1 Multiple tuberculomas are seen mostly 
in endemic areas.2 Central nervous system tuberculosis has a 
mortality rate of 10% to 20% and can lead to neurologic dis-
ability in 5% to 24% of cases.3 Findings can resemble other 
conditions, such as sarcoidosis or malignancy.4 Cerebrospinal 
fluid can have normal or nonspecific findings.5 If clinical sus-
picion is high, RIPE therapy should not be delayed. As in our 
case, timely treatment is critical to ensure a return to baseline 
neurologic function.
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FIGURE 1

Initial magnetic resonance imaging of the brain show-
ing numerous enhancing nodules with leptomeningeal 
enhancement.


