
518  American Family Physician www.aafp.org/afp	 Volume 91, Number 8 ◆ April 15, 2015

Pitfalls of Direct-to-Consumer 
Vascular Screening Tests
JOHN HENNING SCHUMANN, MD  
University of Oklahoma School of Community 
Medicine, Tulsa, Oklahoma

ERIK A. WALLACE, MD, University of 
Colorado School of Medicine, Colorado Springs, 
Colorado

In this issue of American Family Physician, 
Drs. Keisler and Carter review screening, diag-
nostic criteria, and treatments for abdominal 
aortic aneurysms (AAAs).1 Because clinically 
significant AAAs are most prevalent in older 
men and because the mortality rate from a 
ruptured AAA is high, the U.S. Preventive 
Services Task Force (USPSTF) recommends 
one-time screening with ultrasonography in 
men 65 to 75 years of age who have ever 
smoked (B recommendation), and selective 
screening in men 65 to 75 years of age who 
have never smoked (C recommendation).2 
AAA screening is the only vascular screening 
test recommended by the USPSTF and only 
in the population defined here. The USPSTF 
recommends against routine screening for 
cardiac, carotid, or peripheral arterial dis-
ease in the general population or in specific 
patient subsets based on current evidence.3-5 
In addition, echocardiographic screening 
provides neither mortality benefit nor risk 
reduction for myocardial infarction or stroke 
in the general population.6,7

Despite the lack of evidence to support 
vascular screening in the general popula-
tion, direct-to-consumer screening compa-
nies have sold packages of vascular screening 
tests to millions in the general population 
in recent years.8 When patients receive their 
test results, they are encouraged to discuss 
these results with their physician. Thus, 
family physicians and other primary care 
clinicians are often recipients of patients’ 
anxiety and questions about the tests they 
purchased that may not have been indi-
cated in the first place. For patients who 
have yet to purchase these tests but have 
been intrigued by advertisements such as 

“Stay Stroke Free,” they may ask if we rec-
ommend purchasing the tests or ask us to 
order the tests so that insurance will pay for 
them. Although insurance will cover one-
time AAA screening in men 65 to 75 years of 
age who have smoked, insurance is unlikely 
to cover any additional vascular screen-
ings offered by direct-to-consumer screen-
ing companies because there is no evidence 
and no reputable guidelines to support these 
screenings in the general population.

Many patients are particularly vulnerable 
to newspaper and direct mail advertisements 
offering bargain prices for several vascular 
tests that “could save your life.” With web-
sites full of patient testimonials, these direct-
to-consumer screening companies prey on 
the misinformed public by offering testing 
that is not indicated, without informing 
their customers for whom and under what 
circumstances prevailing medical evidence 
suggests screening is most appropriate.9 
Patients wonder what to do after tests show 
noncritical AAAs or mild carotid stenosis. 
Rather than provide reassurance, these tests 
may open a Pandora’s box of anxiety and 
follow-up testing that would most likely have 
been avoided if the patient had been properly 
risk-stratified to undergo screening—some-
thing that commercial screening companies 
diligently avoid. Their business model of 
nonstratified screening of the general popu-
lation may be why public awareness of the 
potential harms of screening is growing.10

We recommend that family physicians 
and other primary care clinicians use dis-
cussions of commercial screening tests as 
teachable moments to raise awareness about 
when screening is or is not appropriate. Such 
discussions could easily be steered toward 
the Choosing Wisely campaign, which offers 
scores of tests and treatments to avoid based 
on scientific evidence of nonbenefit or out-
right harm.11 Furthermore, because commer-
cial screening companies see fit to refer all 
patients to primary care (absolving them-
selves of ongoing responsibility), this presents 
an important opportunity to enhance the 
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trust of the doctor-patient relationship and reclaim our 
commitment to patient advocacy. 

As concerned primary care physicians, we should 
take a more active role in educating the public and our 
patients about the risks of nonindicated screening tests 
before those purchases are made. Harms of downstream 
testing or treatment for a positive test result are real and 
significant. These risks and complications are clearly 
described in a man who received an appropriate AAA 
screening ultrasonography and subsequently had major 
complications following his surgery.12 Discussions of the 
risks and benefits of any testing should be our respon-
sibility before testing is ordered, and not after patients 
have been lured through powerful advertising to pur-
chase testing with a false sense of benefit.
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