
In conclusion, the VA has increased its HIV testing
from 2009 to 2010; however, there is still room for im-
provement. It is current VA policy that every veteran be
offered HIV testing at least once in a lifetime, regardless
of risk factors and age, and that all veterans identified as
HIV positive be linked to high-quality comprehensive care
in a timely manner. The VA’s OPH will continue to col-
lect annual HIV testing data and strive to improve HIV
testing rates throughout the entire VA system.
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LESS IS MORE

Older Patient Experiences in the
Mammography Decision-Making Process

T he benefit of mammography for breast cancer
screening among women older than 75 years is
unclear owing to competing comorbidity and lack

of evidence.1 In this area of uncertainty, an individual-
ized approach to cancer screening that considers a pa-
tient’s age, health status, and preferences is desirable.2

Such an approach would optimize screening practices and
avoid screening women unlikely to benefit; a phenom-
enon that may apply to 2 of every 5 mammograms in this
age group.3

When considering cancer screening, shared decision
making is particularly important for older persons. In
the absence of evidence-based recommendations, pa-
tients should have the opportunity to discuss the pros
and cons of screening with their health care providers.
Individualizing cancer screening in this age group re-
quires a balanced patient-provider conversation that
considers patients’ overall health, communicates the
potential benefits and adverse outcomes of screening,
and elicits patients’ preferences. We conducted this
study to (1) describe the patient-provider conversation
surrounding screening mammography among women
older than 75 years and (2) evaluate if the patients’ per-
ceptions of their health care providers’ screening
recommendations varied according to age and health
status.

Methods. We analyzed responses from the breast can-
cer screening module within the DECISIONS study, a na-
tional random-digit dial telephone survey with a 51%
weighted response rate, conducted between 2006 and
2007.4 Respondents were limited to those 40 years and
older without a history of breast cancer. A complete de-
scription of the survey design, including questions, re-
sponse scales, and survey weights, is available from the
Inter-University Consortium for Political and Social
Research.4

To account for the sampling design, weighted fre-
quency comparisons were performed using PROC
SURVEYFREQ (SAS version 9.2; SAS Institute Inc). These
analyses compared the frequency with which women dis-
cussed reasons to have or not have a mammogram,
whether their preferences were elicited, and if a physi-
cian recommendation was given across age (40-74 vs �75
years) and self-reported health (excellent to good vs fair
to poor) groups.

Results. Responses from 873 women were included; 10%
were 75 years or older. Most women were white, had at
least a high school education, and were insured. Annual
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income, self-reported health status, and perceived risk
of breast cancer decreased with age.

Women 75 years and older were less likely to discuss
reasons to have a mammogram than younger women
(40-74 years, 92%, vs �75 years, 83%; P=.02). A dis-
cussion that included reasons not to have a mammo-
gram (19% vs 21%; P=.81) or one that elicited a pa-
tient’s screening preference (38% vs 39%; P=.93) was
relatively uncommon across both age groups. The re-
ceipt of any health care provider recommendation did
not vary by age (79% vs 78%; P=.92) and was nearly al-
ways in favor of screening (99% vs 98%; P=.35; Table).

Compared with women in excellent-good health,
women in fair-poor health were as likely to discuss rea-
sons to have a mammogram (fair to poor, 94%, vs excel-
lent to good, 91%; P=.32) or not have a mammogram
(12% vs 21%; P=.09). A discussion that elicited a pa-
tient’s screening preference (41% vs 38%; P=.64) or the
receipt of a recommendation to undergo screening (99%
vs 98%; P=.35) did not vary according to health status.
When restricting this analysis to patients 75 years and
older and evaluating these same end points across health
status groups, similar results were observed.

Comment. Older patients are concerned about how
screening and treatment will or will not affect their over-
all survival and independence.5 Unfortunately, we found
that health care providers were less likely to discuss the
reasons to undergo screening mammography with women
75 years or older and infrequently discussed reasons to
not undergo mammography. Furthermore, only 39% be-
lieved that their health care providers sought their pref-
erences about screening mammography. This imbal-
ance in counseling was mirrored in health care providers’
universally recommending screening mammography
across health or age groups.

This failure to discuss “the good with the bad” of mam-
mographic screening or consider a patient’s likelihood to
benefitwhenmakingrecommendationscouldleadtoscreen-
ingwomenunlikelytobenefit.StudiesbasedontheNational
Health Interview Survey and regional populations suggest

thatwomenolder than74years receive screeningmammo-
grams despite poor health status and may account for up
to 40% of women who receive screening in this age group.6

Lack of clinical time, sensitivity of the discussion, and the
position of mammography in popular culture may all con-
tributetoasuboptimalpatient-providerdiscussionsurround-
ing mammography use or screening cessation.7

To address this issue, we must create patient-centered
decision aids that facilitate an informed cancer screening
discussion between patients and health care providers.
System-level incentives should allow time for dedicated
wellness visits, include electronic reminders to discuss rather
than order screening tests, and involve a more thoughtful
tailoring of performance measures toward appropriate,
patient-centered testing.8
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Table. Patient-Reported Description of Mammography Counseling by Age Groupa

Mammography Counseling
Age 40-74 y, %b

(n=782)
Age �75 y, %b

(n=91) P Value

Self-Reported Health Status, %

P Value
Excellent to Good

(n=785)
Fair to Poor

(n=88)

Discussed reasons to have a
mammogram

92 83 .02 91 94 .32

Discussed reasons not to have a
mammogram

19 21 .81 21 12 .09

Health care provider asked your
preference about having a
mammogram

38 39 .93 38 41 .64

Received a screening mammography
recommendation

79 78 .92 79 76 .50

Health care provider thought you should
have a mammogramc

99 98 .35 99 100 �.99

aLimited to women 40 years and older without a history of breast cancer and who completed the breast cancer module (women may or may not have a
screening mammogram in the last 2 years).

bPair-wise comparisons are shown.
cOf those who received a recommendation.
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EDITOR’S NOTE

Making Decisions About Screening
Mammography in Older Women

T he US Preventive Services Task Force notes that
there are insufficient data to recommend breast
cancer screening among women older than 70

years. Yet, as Walter1 points out, older women have a high
incidence of breast cancer, screening does not suddenly
stop being effective in older women, and many live long
enough to benefit from screening. On the other hand, the

benefit of screening is lower in older women with a life
expectancy less than 10 years, and the risk of harm, in-
cluding false-positive results and overdiagnosis, is high.
Thus, among women older than 70 years, those who are
relatively healthy and have at least a 5-year life expec-
tancy are likely to benefit, while frail older women are
likely to be harmed and should not undergo mammog-
raphy. This situation requires that clinicians individu-
alize the decision regarding breast cancer screening in
older women. However, this article by Fox et al sug-
gests that clinicians do not alter their recommendations
for breast cancer screening based on age or health status
and overwhelmingly recommend screening.
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ONLINE FIRST

Optimal Medical Therapy Use
Among Patients Receiving Implantable
Cardioverter/Defibrillators: Insights From
the National Cardiovascular Data Registry

C urrent guidelines predicate primary preven-
tion cardioverter/defibrillator (ICD) implanta-
tion on patients receiving “optimal medical

therapy” (OMT), defined as use of both �-blocker and
angiotensin-converting enzyme inhibitor or angioten-
sin receptor blocker (ACEI/ARB) in the absence of con-
traindications.1 These recommendations promote clini-
cal optimization of patients with low left ventricular
ejection fraction (LVEF) as well as cost-effective alloca-
tion of high-cost device therapy. While prior studies hint
at significant care gaps among select ICD recipients,2 the
ICD Registry offered the opportunity to examine na-
tional patterns of OMT use among first-time ICD recipi-
ents in contemporary, real-world practice.

Methods. Details regarding the ICD Registry, including
data definitions and quality, have been published previ-
ously.3,4 Among 1201 centers reporting data on consecu-
tive ICD procedures from January 1, 2007, to June 30,
2009, we examined 175 757 patients undergoing first-
time ICD implantation and excluded those younger than

18 years, who had an LVEF higher than 35%, or who had
in-hospital death or unknown OMT status. Patients en-
rolled in a study necessitating blinding or with docu-
mented contraindications to �-blocker or ACEI/ARB use
were counted toward medication use. Patients’ clinical
and procedural characteristics and implanting physi-
cian and hospital characteristics were compared among
patients stratified by OMT use. Multivariable hierarchi-
cal logistic regression modeling using backward vari-
able selection (P� .01) examined factors associated with
OMT, �-blocker, and ACEI/ARB use. Missing values were
imputed (continuous variables to the median; categori-
cal to the mode).

Results. Among 175 757 initial ICD recipients with an
LVEF of 35% or lower, 45 240 (25.7%) were eligible for
but did not receive OMT. Similar rates were observed when
ICD placement was the primary purpose of hospitaliza-
tion (24.6%) and among primary prevention ICD recipi-
ents (25.6%). The rate of OMT prescription by site ranged
from 0% to 100%, with a median of 73.5% (interquartile
range, 64%-82%). Patients receiving OMT were more likely
to be younger, have commercial insurance, and have a di-
agnosis of hypertension and were less likely to have a his-
tory of ischemic heart disease, recent heart failure hospi-
talization, atrioventricular node conduction abnormalities,
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