
PERSONAL VIEW

Target diagnosis rates in primary care are misleading
and unethical
After the practice level targets for dementia, come targets for six other conditions. But the data they
are based on are flawed, and this approach incentivises potentially harmful overdiagnosis, says
Martin Brunet

Martin Brunet general practitioner, Binscombe Medical Centre, Godalming, Surrey GU7 3PR, UK

I “undiagnosed” a patient’s diabetes recently. It wasn’t easy:
we are so unused to removing a patient’s diagnosis that we don’t
even have a proper word for it, and to completely expunge a
diagnostic label from the medical notes seems to require the
computing equivalent of a can of engine grease.
My patient, however, had changed his lifestyle such that he no
longer fulfilled the diagnostic criteria for diabetes. Deleting the
diagnosis was the right thing to do and would reduce his health
anxiety, along with his insurance premiums and the need for
check-ups—so why should this action damage my practice’s
profile?
The reason is that general practices are now subject to target
rates for diagnoses, a new phenomenon that is central to NHS
England’s dementia policy, and each clinical commissioning
group and general practice in England was set a target at the
end of 2013. In raising concerns about this policy last April in
The BMJ1 I said that, if we failed to challenge the ethical basis
of this approach, we risked replicating this strategy in other
clinical areas. This has now happened.

Diagnosis rates
NHS England recently updated its General Practice Outcome
Standards2 and the Primary Care Web Tool,3 an interactive
website detailing practice level data on 29 separate indicators
including the diagnosis rates for seven clinical areas: diabetes,
atrial fibrillation, coronary heart disease, asthma, chronic
obstructive pulmonary disease, dementia, and depression. Every
practice in England has been given a set diagnosis rate for each
condition, estimated from practice data and the expected
prevalence. Practices have been ranked in order, and those in
the lowest fifth will flag a “level 1 trigger,” while those in the
lowest 5% will flag a “level 2 trigger.” Such triggers will be
“an indication of areas that may require improvement.”
The intention is to exert pressure on GPs to increase diagnosis
rates, but we should question the principles behind such a policy.
Firstly, are the data robust enough to estimate the ideal practice

level diagnosis rates accurately? Secondly, while such a strategy
may be appealing at a population level, what are the ethical
implications for individual patients?
The scientific basis for practice level diagnosis rates is
problematic. Error prone national estimates of prevalence are
used, and these are usually presented as indisputable fact. For
instance, the estimate of national dementia prevalence derives
from the Delphi consensus report on dementia in the United
Kingdom; the 2014 version of this report gives the prevalence
in over 65s as 7.1%, with no estimate of error.4 The data on
diabetes are exceptional because they do comewith error ranges:
the prevalence of diabetes in my region in 2014 is 6.9%, with
the true figure lying at 5-10%.5 That this error range is nearly
as great as the estimate should cause concern: my practice was
given a diagnosis rate of 79%, but the real prevalence of diabetes
may be anywhere from 55% to 110%.
Moreover, applying national prevalence data to an individual
practice introduces errors of scale. Much of the variation among
practices will result from true differences in prevalence because
of local demographics such as rurality, ethnicity, and
deprivation. We can try to account for such factors, but they
will always be imperfect, and practices may be under pressure
to “improve” diagnosis rates that are actually far better than the
data suggest.
Another concern about target rates for diagnosis is their ethical
implications for individual patient care. For instance, in attempts
to improve their data, practices may inadvertently introduce
screening by the back door, even though the UK National
Screening Committee does not recommend screening in any of
the clinical areas in question. For atrial fibrillation, for example,
the committee concludes that “screening is not recommended
as it is not clear that those identified as at risk through screening
would benefit from early diagnosis.”6 Such unofficial, ad hoc
screening could domore harm than good through overdiagnosis,
misdiagnosis, and the diversion of resources away from people
with symptoms.
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Targets in healthcare always threaten to undermine trust in the
doctor-patient relationship. Mechanisms such as exception
reporting in the Quality and Outcomes Framework mitigate this
risk, because they enable the doctor to exempt individual patients
from a health target on the grounds of patient choice. But the
diagnostic process is unique, in that exemption from a diagnostic
label is not possible; it is a product of the doctor’s judgment
and therefore extremely difficult for the patient to challenge.

Trust and competing interests
As a result, patients need to trust that their doctor will act solely
in their best interests, unencumbered by competing interests. It
was the recognition of this fundamental, ethical principle that
led to a public outcry at the news that GPs would receive a direct
payment of £55 for each case of dementia they diagnosed.7 The
ethical principles are no different if the pressure to diagnose is
out of concern for a practice’s diagnosis rates rather than for
direct financial gain.
NHS England needs to hear a clear message from doctors and
patients that setting targets for diagnosis is problematic,
unscientific, and unethical. Instead, it needs to trust doctors and
their patients to know when to seek a diagnosis.
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