
fracture tend to be younger and have more chronic diseases at
the time of their fracture. Fractures may be markers for under-
lying frailty and account for the almost doubling of risk for
mortality among men after a hip fracture compared with
women in other studies.7,8 Another potential explanation for
the increased risk could be the low rate of investigation for
bone disease in men after fracture.9

Cognitive impairment and dementia are major risk factors
for fall-related fractures. Patients with these conditions are
generally under-represented in cohort studies because of the
challenge of recruiting them. If that was the case in this Can a-
dian cohort (and it most likely was), the mortality data may
contain “healthy volunteer bias” and the population mortality
rates may be even higher than reported by Ioannidis and col-
leagues. Along these lines, the average age of patients with a
hip fracture in this study was 71, while the average age of
Canadians with hip fracture is a decade later. We question
whether a registry of hip fractures in Canada might find annual
mortality rates that are even higher than those reported here.

Despite the clearly catastrophic nature of osteoporotic hip
and vertebral fractures, patients often do not receive optimal
care. In a small randomized controlled trial to improve com-
munity-based care after hip fracture,10 we noted that less than
one-third of patients in the control group received care (bone
mineral density assessment, bisphosphonates, vitamin D, cal-
cium or exercise prescription) despite being admitted to a
major tertiary facility and having follow-up by a family
physician. What systems, resources and strategy are being
devoted to a condition that kills at least one-quarter of its vic-
tims within 12 months? There is room for improvement.
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Educational interventions can be helpful for the man-
agement of asthma in children for whom medical
treatment has failed to prevent exacerbations.1 The

optimal duration, type and intensity of educational interven-
tions, however, remains unclear.

In this issue of CMAJ, Watson and colleagues2 present
their findings from a prospective, randomized controlled
trial in which they evaluated the impact of asthma-related
education provided in a small-group, interactive format to
children with asthma and their families. The authors
observed a significant reduction in visits to the emergency
department during the year after the educational program
among children in the intervention group. Their results are
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@@ See related research paper by Watson and colleagues

Using education to improve control of asthma in children

Key points

• Educational interventions for children with asthma and
their families may reduce visits to the emergency
department and admissions to hospital.

• A small-group educational format may help improve
control of asthma by giving families the opportunity to air
and address their individual concerns.
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consistent with those of a recently updated Cochrane sys-
tematic review.1

Taken in isolation, the study by Watson and colleagues has
some limitations. The trial aimed to recruit children aged 
3–16 years and used a different educational approach for each
of 3 age groups (i.e., 3–6 years, 7–11 years and 12–16 years).
A breakdown of the results by age group and the mean age of
the participants (7.4 years with a standard deviation of
3.4 years) suggests that few adolescents were enrolled. From
the results presented, therefore, we cannot draw conclusions
for adolescents about the impact of the educational interven-
tion. This age group is particularly challenging to engage. But
evidence of benefit to adolescents of educational intervention
exists, as reported by authors who evaluated a peer-led pro-
gram in Australia.3

The study by Watson and colleagues was also limited by a
low rate of recruitment. Only 398 families were enrolled out
of 2901 who appeared eligible from emergency departmental
records. The families who responded to invitations to partici-
pate in this study likely had higher levels of motivation than
the nonresponders. This probable difference suggests that the
results of the study can be applied to families who respond
positively to offers of support and education. But we cannot
assume that the small-group format would work equally well
with families who are less motivated.

Finally, the number of admissions to hospital among par-
ticipants was too small to assess in this study. Nevertheless, a
significant reduction was observed in the number of courses
of oral corticosteroids used per child after the group-oriented
educational intervention involving the families of these chil-
dren. This reduction suggests that the intervention did not just
reduce visits to the emergency department by catching exac-
erbations of asthma earlier with oral corticosteroids, but that it
improved control of asthma to a level at which fewer exacer-
bations were taking place.

Despite the limitations of the study by Watson and col-
leagues, their results are consistent with those of other trials.
The recent Cochrane review of studies on this topic examined
38 trials that involved 7843 children and included a wide
variety of educational interventions.1 Variation existed across
these studies in the type and intensity of intervention used, the
professional orientation of personnel delivering the education
(who included nurses, trained health educators, social workers
and a case manager), the duration of the intervention and fol-
low-up, and the intensity of the control-group intervention. It
was not possible to identify differences in the impact of edu-
cation by examining prespecified subgroups. The most impor-
tant aspects of educational intervention, therefore, cannot be
identified from the available evidence. But the increased
power of a review, because it involves a large number of
patients, suggests that educational interventions reduce both
hospital admissions and visits to the emergency department.
Overall, the review found a reduction of one quarter in visits
to the emergency department and a similarly significant rela-
tive reduction in hospital admissions.

At a fundamental level, we need to determine why individ-
ual families take their children to the emergency department
and the key factors involved for each of them when exacerba-

tions of asthma occur. We know that many children with
asthma stop using their preventer inhalers.4 But our approach
has shifted away from blaming families for failures involving
the use of medication to one of sharing responsibility for and
understanding of individual issues.5

What matters to children and their families is not so much
the general theory behind asthma, but rather how asthma
affects them. If we are to empower families to prevent visits
to the emergency department by improving control of their
children’s asthma, we need to provide an environment where
they can share their stories and air concerns. As doctors, we
have a tendency to assume that we know what parents want
for their children, and we are often wrong!6

In a study examining the impact of an intervention aimed
at improving the prescribing of antibiotics for children with
ear infections, we faced many of the same challenges faced
by those who provide care to families of children with
asthma.7,8 Contrary to our expectations, asking parents for
their input revealed that many did not actually want an antibi-
otic for their child. The small-group approach for children
with asthma may have been effective because it allowed fam-
ilies to share their own concerns and expectations.

We are unable to determine whether it matters who facili-
tates group-oriented education for such families or whether
similar benefit could be obtained using community-based fol-
low-up. These are suitable areas for further research. Neverthe-
less, the findings of Watson and colleagues suggest that fami-
lies of children with asthma who visit emergency departments
could benefit from the offer of supportive, group-oriented edu-
cation. The supplementary materials that accompany these
findings are welcome as they allow readers to see exactly what
was done in the trial and adopt a similar approach.9
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