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2019 USPSTF update
The latest recommendations include 2 topics previously 
unaddressed: perinatal depression prevention and EKG 
screening for atrial fibrillation. 

Over the past year through early 2019, 
the US Preventive Services Task Force 
made 34 recommendations on 19 dif-

ferent topics. Twenty-six were reaffirmations 
of recommendations made in previous years 
(TABLE 11); the Task Force attempts to reassess 
topics every 7 years. Two new topics were ad-
dressed with 2 new recommendations, and 6 
previous recommendations were revised or 
reversed (TABLE 22-9). 

This Practice Alert discusses the new and 
the changed recommendations. (In 2018, the 
Practice Alert podcast series  covered screen-
ing for ovarian cancer [April], prostate cancer 
[June], and cervical cancer [October], and 
EKG screening for cardiovascular disease 
[November].) All current Task Force recom-
mendations are available on the USPSTF 
Web site.1

New topics
Perinatal depression prevention
The Task Force recommends that clinicians 
counsel pregnant women and women in the 
first year postpartum who are at increased risk 
for perinatal depression, or refer for such ser-
vices. The recommendation applies to those 
who are not diagnosed with depression but 
are at increased risk.

Perinatal depression can negatively af-
fect both mother and child in several ways 
and occurs at a rate close to 9% during preg-
nancy and 37% during the first year postpar-
tum.2 The interventions studied by the Task 
Force included cognitive behavioral therapy 
and interpersonal therapy; most sessions were 
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initiated in the second trimester of pregnancy 
and varied in number of sessions and inten-
sity. The Task Force includes the following in 
the list of risks that should prompt a referral: 
a history of depression, current depressive 
symptoms that fall short of that needed for a 
depression diagnosis, low income, adolescent 
or single parenthood, recent  intimate partner 
violence, elevated anxiety symptoms, physi-
cal or sexual abuse, or a history of significant 
negative life events. (See  “Postpartum anxiety: 
More common than you think,” in the April is-
sue at http://bit.ly/2Glr5c4.) 

Atrial fibrillation
The Task Force found insufficient evidence 
to recommend for or against the use of elec-
trocardiography (EKG) to screen for atrial fi-
brillation (AF).3 Atrial fibrillation is common, 
affecting 3% of men and 2% of women between 
the ages of 65 and 69 years, and it increases in 
prevalence with age.4 It is a major risk factor for 
stroke, although it is commonly first diagnosed 
after a stroke. Treatment with anticoagulant 
therapy reduces the incidence of stroke in pa-
tients with symptomatic AF, but this treatment 
is associated with the risk of major bleeding. 
The problem in screening for AF with EKG is 
that it is associated with misdiagnosis, over-
treatment, and further testing. The Task Force 
could not find any direct evidence of the 
totality of benefits and harms of screening 
asymptomatic adults with EKG, and it raised 
the possibility that benefit with less harm 
might be achieved by screening with pulse 
palpation and heart auscultation, followed by 
EKG testing of those with an irregular pulse.
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TABLE 1

Reaffirmed USPSTF recommendations1

A recommendations 

• Administer prophylactic ocular topical medication to all newborns to prevent gonococcal ophthalmia neonatorum.

• Screen all pregnant women for syphilis infection early in their pregnancy.

B recommendations

• Screen for intimate partner violence in women of reproductive age; for women who screen positive, provide or refer for  
ongoing support services.

• Screen women ≥ 65 years of age for osteoporosis with bone measurement testing to prevent osteoporotic fractures.

• Screen for osteoporosis with bone measurement testing to prevent osteoporotic fractures in postmenopausal women < 65 
years who are at increased risk of osteoporosis, as determined by a formal clinical risk assessment tool.

• Screen for unhealthy alcohol use in primary care settings in adults ≥ 18 years old, including pregnant women. Provide  
individuals engaged in risky or hazardous drinking with brief behavioral counseling interventions to reduce unhealthy use.

• Offer adults with a body mass index ≥ 30 intensive, multicomponent behavioral interventions, or refer for such interventions.

• Prescribe exercise interventions to prevent falls in community-dwelling adults ≥ 65 years old who are at increased risk for falls.

C recommendation

• Selectively offer multifactorial interventions to prevent falls in community-dwelling adults ≥ 65 years of age who are at  
increased risk for falls. (Consider the balance of benefits and harms based on the circumstances of prior falls, presence of  
comorbid medical conditions, and the patient’s values and preferences.)

D recommendations 

• Do not screen with resting or exercise electrocardiography (EKG) to prevent cardiovascular disease (CVD) events in  
asymptomatic adults at low risk of CVD events.

• Do not screen for cervical cancer in women > 65 years of age who have had adequate prior screening and are not otherwise at 
high risk for cervical cancer.

• Do not screen for cervical cancer in women < 21 years of age.

• Do not screen for cervical cancer in women who have had a hysterectomy with removal of the cervix and do not have a history 
of a high-grade precancerous lesion (ie, cervical intraepithelial neoplasia [CIN] grade 2 or 3) or cervical cancer.

• Do not screen for ovarian cancer in asymptomatic women who are not known to have a high-risk hereditary cancer syndrome.

• Do not screen for prostate cancer with prostate-specific antigen in men ≥ 70 years of age.

• Do not prescribe daily supplementation with ≤ 400 IU of vitamin D and ≤ 1000 mg of calcium for the primary prevention of 
fractures in community-dwelling, postmenopausal women.

Revisions of previous  
recommendations
Cervical cancer screening
The Task Force continues to recommend 
screening for cervical cancer in women 21 to 
65 years of age.5 The major change in the cur-
rent recommendation is for women ages 30 
to 65 years. For this group, the Task Force now 
recommends screening every 5 years with 
high-risk human papillomavirus (hrHPV) test-
ing alone as a possible alternative to screening 
every 3 years with cytology alone. They also 
halfheartedly endorse co-testing as an option, 
even though it may result in more tests and 
procedures compared with either cytology or 
hrHPV testing alone, with equal effectiveness. 
For women ages 21 to 29 years, cervical cytol-

ogy alone every 3 years is still the only recom-
mended regimen. 

Skin cancer prevention
The Task Force made 2 revisions to the 2012 
recommendation on preventing skin cancer 
through behavioral counseling to avoid ultra-
violet (UV) radiation.6 These recommendations 
continue to focus on those with fair skin. The 
first revision: The earliest age at which chil-
dren (through their guardians) can benefit 
from counseling on UV avoidance has been 
lowered from age 10 years to 6 months. The 
second revision: Some adults older than age 
24 can also benefit from such counseling if 
they have fair skin and other skin cancer risks 
such as using tanning beds, having a history 

CONTINUED
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of sunburns or previous skin cancer, having an 
increased number of nevi (moles) and atypical 
nevi, having human immunodeficiency virus 
(HIV) infection, having received an organ trans-
plant, or having a family history of skin cancer. 

Those at risk can reduce their chances 
of skin cancer by using broad-spectrum sun-
screens and sun-protective clothing, and by 
avoiding sun exposure and indoor tanning beds.

Fall prevention
In a reversal of its 2012 recommendation, 
the Task Force now recommends against the 
use of vitamin D supplementation to prevent 
falls in community-dwelling adults 65 years 
or older.7 In a reanalysis of previous studies on 
this topic, along with new evidence, the Task 
Force concluded that vitamin D supplemen-
tation offers no benefit for preventing falls in 
adults who are not vitamin D deficient.

Screening for scoliosis in adolescents
In 2004 the USPSTF recommended against 
screening for idiopathic scoliosis in children 
and adolescents 10 to 18 years of age. In its 
most recent review, the Task Force contin-
ued to find no direct evidence of the benefit 
of screening and inadequate evidence on the 

long-term benefits of reduction in spinal cur-
vature through exercise, surgery, and bracing. 
However, following a reanalysis of the potential 
harms of these treatments and the use of a new 
analytic framework, the Task Force concluded it 
is not possible at this time to assess the balance 
of benefits and harms of screening.8

Prostate cancer screening
In its most controversial action, the Task Force 
reversed its 2012 recommendation against rou-
tine prostate-specific antigen–based screening 
for prostate cancer in men ages 55 to 69 years 
and now lists this as a “C” recommendation.9 
The potential benefits of screening include 
preventing 1.3 deaths from prostate cancer per 
1000 men screened over 13 years and approxi-
mately 3 cases of metastatic prostate cancer. 
However, no trials have found a reduction in 
all-cause mortality from screening. Contrast 
that with the known harms of screening: 15% 
false positive results over 10 years; 1% hospital-
ization rate among those undergoing a prostate 
biopsy; over-diagnosis and resultant treatment 
of 20% to 50% of men diagnosed with prostate 
cancer through screening; and incontinence 
and erectile dysfunction in 20% and 67%, re-
spectively, of men following prostatectomy.9 

TABLE 1

Reaffirmed USPSTF recommendations1 (cont’d)
I statements 

• Screening with resting or exercise EKG to prevent CVD events in asymptomatic adults at intermediate or high risk of CVD 
events.

• Primary care interventions to prevent child maltreatment.

• Screening for abuse and neglect in all older or vulnerable adults.

• Screening for osteoporosis to prevent osteoporotic fractures in men.

• Adding the ankle-brachial index (ABI), high-sensitivity C-reactive protein level, or coronary artery calcium score to traditional 
risk assessment for CVD in asymptomatic adults to prevent CVD events.

• Screening for peripheral artery disease and CVD risk with the ABI in asymptomatic adults.

• Counseling adults about skin self-examination to prevent skin cancer.

• Screening and brief behavioral counseling interventions for alcohol use in primary care settings for adolescents 12-17 years of age.

• Vitamin D and calcium supplementation, alone or combined, for the primary prevention of fractures in men and  
premenopausal women.

• Daily supplementation with > 400 IU of vitamin D and > 1000 mg of calcium for the primary prevention of fractures in  
community-dwelling, postmenopausal women.

Grade A: There is high certainty that the net benefit is substantial.

Grade B: There is high certainty that the net benefit is moderate, or there is moderate certainty that the net benefit is moderate to substantial.

Grade C: There is at least moderate certainty that the net benefit is small. Offer selectively.

Grade D: There is moderate or high certainty that the service has no net benefit or that the harms outweigh the benefits.

I statement: Current evidence is insufficient to assess the balance of benefits and harms of the service.
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Based on these outcomes, the Task Force 
“does not recommend screening for pros-
tate cancer unless men express a preference 
for screening after being informed of and 
understanding the benefits and risks.”9 The 
Task Force continues to recommend against 
screening men ages 70 years and older. 

The change in this recommendation and 
its wording present dilemmas for family physi-
cians: whether to discuss potential screening 
with all men ages 55 to 69; to selectively dis-
cuss it with those at high risk (principally Afri-
can Americans and those with a strong family 
history of prostate cancer); or to address the is-
sue only if a patient asks about it. In addition, if 

a man requests screening, how often should it 
be performed? Most clinical trials have found 
equal benefit from testing less frequently than 
every year, with fewer harms. The Task Force 
provided little or no guidance on these issues. 

Final advice: D recommendations
The Task Force reaffirmed that 7 services have 
either no benefit or cause more harm than ben-
efit (TABLE 11). Family physicians should be famil-
iar with these services, as well as all Task Force D 
recommendations, and avoid recommending 
them or providing them. High quality preventive 
care involves both providing services of proven 
benefit and avoiding those that do not.               JFP 

TABLE 2

New or revised USPSTF recommendations2-9

NEW

• Provide counseling interventions to pregnant and postpartum women who are at increased risk of 
perinatal depression or refer for such services. (B)

• Evidence is insufficient to assess the benefits and harms of screening for atrial fibrillation with 
electrocardiography. (I) 

REVISED

• Screen for cervical cancer every 3 years with cervical cytology alone in women ages 21-29 years. For 
women 30-65 years old, screen every 3 years with cervical cytology alone, every 5 years with high-
risk human papillomavirus (hrHPV) testing alone, or every 5 years with hrHPV testing in combina-
tion with cytology (cotesting). (A)

• For individuals 6 months to 24 years of age with fair skin, advise them (or their parents)  
to minimize exposure to ultraviolet (UV) radiation to reduce the risk of skin cancer. (B)

• For men ages 55-69 years, the decision to undergo periodic prostate-specific antigen–based screen-
ing for prostate cancer should be an individual one. Before deciding whether to be screened, men 
should have an opportunity to discuss the potential benefits and harms of screening with their 
clinician and to incorporate their values and preferences in the decision. Screening offers a small 
potential benefit of reducing the chance of death from prostate cancer in some men. However, 
many men will experience harms of screening, including false-positive results that require ad-
ditional testing and possible prostate biopsy; over-diagnosis and overtreatment; and treatment 
complications, such as incontinence and erectile dysfunction. In determining whether this service 
is appropriate for individuals, patients and clinicians should consider the balance of benefits and 
harms on the basis of family history, race/ethnicity, comorbid medical conditions, patient values 
about the benefits and harms of screening and treatment-specific outcomes, and other health 
needs. Do not screen men who do not express a preference for screening. (C)

• Selectively counsel fair-skinned adults > 24 years of age about minimizing their exposure to  
UV radiation to reduce the risk of skin cancer. (Consider the presence of risk factors for skin cancer). (C)

• Do not prescribe vitamin D supplementation to prevent falls in community-dwelling adults  
≥ 65 years of age. (D)

• Evidence is insufficient to assess the benefits and harms of screening for idiopathic scoliosis in  
children and adolescents ages 10-18 years. (I)

Grade A: There is high certainty that the net benefit is substantial.

Grade B: There is high certainty that the net benefit is moderate, or there is moderate certainty that the net benefit is  
moderate to substantial.

Grade C: There is at least moderate certainty that the net benefit is small. Offer selectively.

Grade D: There is moderate or high certainty that the service has no net benefit or that the harms outweigh the benefits.

I statement: Current evidence is insufficient to assess the balance of benefits and harms of the service.

Evidence is 
insufficient to 
recommend for 
or against the 
use of electro-
cardiography 
in screening for 
atrial fibrillation.

CONTINUED
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Any dose given before 12 months is consid-
ered supplemental, and the child must still 
complete the regular 2-dose vaccine sched-
ule. Studies on the adverse effect profiles of 
vaccines show that the younger the infant, the 
fewer adverse events occur—because adverse 
events reflect the increasingly robust immune 
response that comes with age.4 

Many physicians are concerned about ad-
equate immune response. In vaccine research, 
this is gauged by the proportion of patients 
with seroconversion after vaccination. This is 
also reflected in vaccine efficacy (VE), which 
gradually increases with age and maturity of 
the immune system. For example, measles VE 
is 60% to 70% in 6-to-8-month cohorts5 and 
70% to 80% in 9-to-11-month cohorts.6 VE at 
12 months is in the 90% range, and completion 
of the 2-dose series yields a VE of ≥ 95%.7 Thus, 
while the vaccine is more effective at later ages, 
it still provides protection to younger cohorts.

“Blunting” (ie, a reduced immune re-
sponse to the second dose of vaccine3) is an-
other concern with early measles vaccination, 
but a WHO meta-analysis proved this concern 
to be unfounded.1,3 Twelve papers examin-
ing seropositivity in children who received a 
second measles vaccine after early primary 
vaccination found a pooled proportion of se-
ropositivity of 97%.1,8,9 Furthermore, evidence 
shows that children have sustained measles-
specific T-cell responses after early prima-
ry measles immunization.10 

Early vaccination has few risks and signif-
icant benefit. Therefore, in light of the recent 
measles outbreak, relaxing the lower bound-
ary for the measles vaccine is appropriate. In 

addition to physically protecting the patient 
and general population, honoring parents’ 
requests for vaccination respects their autono-
my and fosters trust. Synthesis of good science 
with a trusting doctor–patient relationship is 
key to ending the measles outbreak.

Rachel Roth, MD 
Tel Aviv, Israel
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