
PREVENTING OVERDIAGNOSIS

We can learn from disciplines outside medicine
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Moynihan and colleagues have omitted three issues from their
article on preventing overdiagnosis.1

Firstly, who decides where the balance of harms and benefits
tips into overdiagnosis? For taxpayers, some screening and
preventive treatments may be the most cost effective use of
NHS resources. For patients, preference depends on the values
they ascribe—for example, to reducing risk of fractures versus
risk of side effects of treatment for osteoporosis—it is simplistic
to talk of “net harm.” It also depends on the probability of these
outcomes; combining this with values produces what game
theorists call expected utility—the rational basis for such
decisions and a concept that should have been central to the
article.
Secondly, the two situations often medicalised are current mild
problems and increased risk of future disease, and the article’s
analysis of future risk was confusing. Among many examples:
screening programmes mostly attempt to “prevent genuine
illness,” although they may be a poor use of resources; and
statements like “a substantial proportion . . . will never progress”
seem to imply a wish for a crystal ball so we can treat only those
certain to benefit.

Thirdly, no references come from the social science literature,
which has considered these matters in depth for decades. For
example, Armstrong described how “surveillance medicine”
created new diagnoses (starting well before the middle of the
20th century),2 Davison and colleagues wrote of lay
understanding of the paradox that preventive measures can save
lives in a group yet harm individuals,3 and Conrad identified
the changing drivers of medicalisation.4

I hope that next year’s conference will include speakers from
disciplines outside medicine, so that rather than trying to
reinvent the wheel, doctors can focus on how to tackle the
problem of medicalisation in public health and clinical practice.
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