formance, co-occurring with positive functional changes
in hemodynamic activity in regions involved in the memorization of associations.10 Impaired associative memory
is a hallmark of early stages of Alzheimer disease.
Exercise compliance was low, suggesting that we are
providing conservative estimates of the efficacy of RT
on cognition and functional plasticity. While the AT
group had the highest dropout rate, they demonstrated
a significant increase in general cardiovascular capacity.
Our findings may not generalize to men or to women of
other ages.
In conclusion, our study suggests that twice-weekly
RT is a promising strategy to alter the trajectory of
cognitive decline in seniors with mild cognitive
impairment.
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Primary Care Providers’ Response
to the US Preventive Services Task Force
Draft Recommendations on Screening
for Prostate Cancer

I

n October 2011, the US Preventive Services Task
Force (USPSTF) released draft recommendations for
prostate cancer screening.1 Prostate-specific antigen (PSA) testing was given a grade D, indicating that
its use for routine screening should be discouraged. The
draft recommendations contrast with those of the American Cancer Society and the American Urological Association.2,3 In the context of competing recommendations and clinical uncertainty, our goals were to examine
primary care providers’ views of the draft recommendations and to determine to what extent they may be expected to change clinical practice.
Methods. A self-administered written survey was completed by practitioners in a university-affiliated practice, Johns Hopkins Community Physicians (JHCP). The
JHCP is composed of 26 outpatient sites in 11 counties
in Maryland. In 2010, approximately 40 000 men 40 years
and older who were eligible for prostate cancer screening were seen at the JHCP. The survey was distributed
at an annual organizational retreat. One hundred fortyone physicians and nurse practitioners who deliver primary care for adult male patients attended the retreat and
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Figure. Percentage of providers who state that the US Preventive Services
Task Force draft recommendations will change their prostate-specific antigen
(PSA) screening practice according to how strongly they agree or disagree
with the draft recommendations. The sample included providers who had
previously heard of the draft recommendations (N=114).

were eligible to participate. The study was approved by
the institutional review board of the Johns Hopkins University School of Medicine, Baltimore, Maryland.
Results. The response rate was 88.7%. Of the participants, 62.1% were female and 37.9% were nonwhite. With
regard to training, 48.8% of the participants were internal medicine physicians, 39.0% were family practitioners, and 12.2% were trained in internal medicine and pediatrics. Most of them (67.5%) had finished residency
more than 10 years earlier.
One hundred fourteen of 123 providers (92.7%) had
heard about the USPSTF draft recommendations (2 had
missing data and were excluded), and they comprise the
sample for the remainder of the analyses. Approximately half of them (49.2%) agreed or strongly agreed
that the recommendations were appropriate, while 36.0%
disagreed or strongly disagreed; the remainder neither
agreed nor disagreed. In response to the question, “How
do you think the draft recommendations will change your
approach to routine PSA screening?” a few providers
(1.8%) said that they would no longer order routine PSA
testing; 21.9% said that they would be much less likely
to do so; 38.6% said that they would be somewhat less
likely to do so; and 37.7% said that they would not change
their screening practices. In bivariate analyses, agreement with the recommendations and expectations as to
how the participants would change practice did not vary
significantly by provider training (agreement, P = .38;
change practice, P = .91), years since residency graduation (agreement, P = .73; change practice, P = .36), sex
(agreement, P = .48; change practice, P = .34), or race/
ethnicity (agreement, P = .48; change practice, P=.33).
Providers who agreed with the draft recommendations
were significantly more likely to state that the recommendations would change their clinical practice (Figure)
(P⬍.001). However, even among those clinicians who
agreed with the draft recommendations, fewer than half

(41.1%) stated that they would no longer order routine PSA
screening or be much less likely to do so.
A total of 17.1% of providers said that over the past year
they generally ordered PSA screening without discussing
it with the patients, and 36.0% recommended PSA after discussing the benefits and harms with them. These clinicians were significantly less likely to state that the draft recommendations would cause them either to stop ordering
PSA screening or to be much less likely to order PSA screening compared with clinicians who tended to let the patients decide on PSA screening after discussing the risks
and benefits with them (11.9% vs 32.6%; P=.01).
Providers were asked about barriers to stopping routine PSA screening among patients who had previously
received screening (not specific to the draft recommendations). The most frequently endorsed barriers were that
patients expected them to continue screening (74.6%
agreed or strongly agreed), lack of time to explain changes
(66.7%), fear of malpractice litigation (54.0%), and discomfort with uncertainty (42.5%). Relatively fewer providers worried that older patients would think they were
trying to cut costs (26.6%) or that patients would think
the providers were “giving up” on them (18.7%).
Comment. Of this diverse sample of primary care providers, nearly half agreed with the USPSTF draft recommendations. Fewer providers believed that the recommendations would lead them to stop ordering PSA
screening. The clinicians who were most likely to believe that the draft recommendations would change their
practice patterns were the providers who were least likely
to report routinely ordering PSA tests in the preceding
year. The results suggest that, if finalized, the USPSTF
recommendations may encounter significant barriers to
adoption. To the extent that PSA screening should be reduced, it may be necessary to address patient perceptions’ about screening, to allow adequate time for screening discussions, and to reduce concerns regarding
malpractice litigation.
This survey has several possible limitations, including
incomplete response, reliance on self-report to determine
PSA screening patterns, and generalizability to other patient care settings and patient populations. Self-reported
screening behavior was similar to findings from other
samples,4 and the overall rate of PSA testing in JHCP in 2010
(26.0% of patients ⬎40 years of age) was the same as national screening rates.5 The study was conducted shortly
after the release of the draft recommendations and provides an important baseline about physician attitudes toward the draft recommendations and PSA screening.
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coronary heart disease risk. I do not believe that there
is sufficient data to use either at present, and I read
with interest the thoughtful critique of CAC scanning
by Ridker.1 No conflicts of interest are reported, but
Ridker is a co-inventor on patents held by Brigham
and Women’s Hospital that use high-sensitivity
C-reactive protein in assessing cardiovascular disease
risk. Having a financial stake in a competitor of CAC
scanning for coronary artery disease risk stratification
is an important conflict of interest to share with
readers.
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In reply

In my recent Commentary in the Archives on coronary artery calcium scanning,1 there is no disclosure of my conflict of interest with regard to inflammatory biomarkers and
cardiovascular disease because the commentary contains no
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my disclosure is provided below.
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COMMENTS AND OPINIONS

Cardiac Implantable Electronic Devices:
Prevention Starts From Ethics

Coronary Artery Calcium Scanning and
Conflicts of Interest

W

C

oronary artery calcium (CAC) score and
high-sensitivity C-reactive protein level are
currently the leading contenders to join traditional risk factors in routine clinical assessment of

e read with interest the article by Sohail et
al,1 in which infections related to cardiovascular implantable electronic devices
(CIEDs) were associated with substantial admission
and long-term mortality. The importance of clinical
and technical procedures for infection prevention was
stressed in the “Comment” section and the related
Commentary. 2 However, an additional major issue
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