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El paper del diagnostic a la historia de
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Que entenem per sobrediagnostic?

No és un diagnostic erroni.
No és un fals positiu.
Es un diagnodstic inapropiat.

Es una interpretacio inadequada.



‘ I sobre tractament (o lo mejor es
enemigo de lo bueno)




Routine vs selective episiotomy: a randomised controlled trial

Argentine Episiotomy Trial Collaborative Group

Summary
Episiotomy is a widely-done intervention in chilatvirth,
regardiess of poor scientific evidence of its benefits. This
randomised controlled trial compares selective with routine
use of a mediolateral episiotomy for women having first and
second deliveries in 8 public maternity units in Argentina.
2606 women participated; 1555 were nulliparous (778 in
the selective group and 777 in the routine group) and 1051
primiparous (520 in the selective group and 531 in the routine
group). The two interventions compared were selective (limited
to specified matemal or fetal indications), and routine
episiotomy (following the hospital's previous policy).
Episiotomy was done in 30-1% of deliveries in the selective,
and 82-6% in the routine group. The main outcome measure
was severe perineal trauma. Severe perineal trauma was
uncommon in both groups but was slightly less frequent in the
selective group (1-2% vs 1-5%). Anterior perineal trauma was
more common in the selective group but posterior perinecal
surgical repair, perineal pain, healing complications, and
dehiscence were all less frequent in the selective Eroup.
Routine episiotomy should be abandoned and episiotomy
rates above 30% cannot be justified.

Lancet 1993:342: 151718




Routine vs selective episiotomy: a randomised controlled trial

Argentine Episiotomy Trial Collaborative Group

Salecthm n/A Rowtios 0 /A RR(25% C1)

(%) (%)
Al dedivecy
Vaginal middle and /or uper 3871271 2B/12786 1-38
hird tear (29) (2-2) (0-£4-221)
Anterion perineal trauma 23071197 1017139 236

{192) (8-1) {1-89-2-94)
Pustenion penneal surgical £17/1296 113871291 072
repair {631) (88-1}) (0-68-0-75)
Apgar score <7 43/1306 3971253 109
ot firsl mawte (3-3) {3-0) 071-167)
A2 dlechacpe
Perineal pan 371/1207 516/1215 072

(307) {42-5) {065-0-81)
Haematoma 4771148 4971148 096

(41) (4:3) (0-65-142)
Al povents: day post -partum
Healing compiicitions 114/555 168/564 0€9

{20-5) (29-8) (056085
Local efecton $/955 10/578 091

(16) (1-8) (037-221)
Dehiscence 257557 S3/561 0-45

(45} (9-4) (0-30-0-75)

n= number. A= number of patients sssessed.




Obstinacion terapéutica

Recomendacion o aplicacion de maniobras de prevencion,
pruebas diagndsticas o tratamientos que o bien carecen de
utilidad, o bien resultan intolerables u onerosos

Antonio Pardo, Bioética y Ciencias de la Salud 2001
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‘ Sobrediagnéstico, un problema clinico,

ético y social

Diagnosticar acertada y oportunamente da prestigio y
reputacion a los médicos, pues es una actividad central en
su profesion.

El diagnéstico es importante porque se liga al pronéstico y
permite establecer pautas de tratamiento y seguimiento que
modifican a mejor (en el sentido deseado por el paciente y
la sociedad) el curso natural de los acontecimientos.

El diagndstico es, pues, una actividad importante porque
conlleva mas beneficios que dafios. No se justifica el
diagnéstico que provoca méas perjuicios que beneficios.

El sobrediagnostico es un diagnéstico cierto que conlleva
mas dafios que beneficios. El sobrediagndstico no es un
falso diagndstico en el sentido de falso positivo. No hay
error diagnoéstico en el sobrediagnéstico.

El sobrediagnéstico es un error pronéstico. El
sobrediagnostico atribuye el mismo prondstico a
diagnésticos similares por sus caracteristicas pero de
impacto muy distinto en la vida del paciente.

Hay sobrediagnésticos por errores en la consideracion de
variaciones de la normalidad. Asi, es posible llevar una vida

Juan Gérvas? y Mercedes Pérez FernandezP

sana por completo a pesar de tener cancer y/o mutaciones
genéticas patologicas.

Hay sobrediagnéstico por avances tecnolégicos que llevan a
poder diagnosticar eventos desconocidos que en su
expresion clinica son siempre una enfermedad. Asi, es
posible tener microémbolos pulmonares en una tomografia
espiral multicorte y estar sano, y/o tener herniacion cerebral
sin ninguna consecuencia clinica.

Hay sobrediagnéstico cuando el diagnéstico no modifica ni
la calidad ni la expectativa de vida. Asi, seria
sobrediagnéstico el diagnosticar esclerosis lateral
amiotréfica inicial en un paciente con cancer de pulmén y
terminal.

Hay sobrediagnéstico cuando el diagnéstico es casual, sin
impacto en la vida del paciente. Asi, los incidentalomas y/o
los resultados anormales tipo hiperuricemia en los
chequeos.

Hay sobrediagnéstico cuando se diagnostican enfermedades
inventadas o cuyos limites se amplian sin que afiada nada
el consiguiente tratamiento. Asi, en el diagnéstico de
andropausia, prehipertension y otros.

FMC. 2014;21(3):137-42
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How many people have had a stroke?

Have we just changed the
Age definition of a lake to include
Group a puddle?

5059 | 8%

3049 | l 7%

10%
Proportion of Asymptomatic People
Found to have Stroke by MRI

Prevalence of silent carabeal infarcts in the Framingham offspeing siudy.
Stroke, 2008,;39:2929-35




Changing Disease
Definitions: Implications
for Disease Prevalence
Arnalysmis of thhae Thircd National
MHoalth and Nutrition
Examination Survey, 719887994

PARRARIIA AR

Fasting Glucose Level. mg/dL

FIGURE 2. Distribution of fasting glucose levels for the U.S.
adult population and two definitions for diabetes.

LISA M. SCHWARTZ, MD, MS
STEVEN WOLOSHIN, MD, MS
ENective Clinical Practice = MarchAgril 1999 Volume 2 Number 2 I
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FIGURE 4. Distribution of total serum cholesterol levels for
the U.S. adult population and two definitions for hypercholes-
terolemia.

_ Viejas cifras m Casos nuevos | Incremento

Diabetes 11.697.000 13.378.000 1.681.000
Colesterol 49.480.000 92.127.000 42.647.000 86%




Changing Disease LISA M. SCHWARTZ, MD, MS

Definitions: Implications STEVEN WOLOSHIN, MD, MS

for Disease Prevalence Effective Clinicel Practice = MarchiApril 1900 Volume 2 Mumber 2 |
Analysis of the Third National
Health and Nutrition
Examination Survey, 1988-1994
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FIGURE 3. Distribution of systolic blood pressure for the U.S. FIGURE 5. Distribution of body mass Index for the U.S. adult
adult population and two definitions for hypertension, population and two definitions for being overweight.

|| Viejascifras _| Nuevascifras _| Casos nuevos | Incremento _

Hipertension ~ 38.690.000 52.180.000 13.490.000 35%
Sobrepeso 70.608.000 100.100.000 29.492.000 29%




Evidence that overdiagnosis is happening in population
Melanoma

New
Diagnoses

1980




TOO MUCH MEDICINE

Thyroid cancer: zealous imaging has increased
detection and treatment of low risk tumours

of CT and MRI

10 Fine needle aspiration

of thyroid nodules

16 ! : L i

| —— Incidence 5 | Ultrasound guided
4 ) === Morality E E nfj:ﬂ'aﬂﬂﬁflis
2 | i Increase in use

|

Widespread
use of thyroid
ultrasonography

Rate per 100 000
oo

'109?5 1979 1983 1987 1991 1995 1999 © 2003 2007

Incidence of and mortality from thyroid cancer in the US, 1975-2009° and advent of new technologies

BMJ 2013;347:f4706 doi: 10.1136/bmj.f4706 (Published 27 August 2013)






Thyroid cancer: zealous imaging has increased
detection and treatment of low risk tumours

Juan P Brito instructor of medicine'?, John C Morris professor’, Victor M Montori perESSGrT ?

Change in Change in Treatment
Proportion incidence mortality
of all over past over past
Thyroid thyroid three three
cancer cancers decades decades Mortality Type of intervention Benefits Harms
Papillary  85% 3-fold increase Unchanged 1-2% at 20 Thyroidectomy/radioactive Unclear, possible Anxiety, insurability,
years iodine/thyroid hormone replacement decrease in mortality from  need for lifelong thyroid
0 to 2/1000 patients replacement, cost,
compared with active burden of follow-up,
surveillance complication from
Follicular  11% Unchanged Unchanged 10-20% at 10 Thyroidectomy/radioactive Clear benefit in mortality Isur_gery and radioactive
SR : Pt iodine
years iodine/thyroid hormone replacement  (50% reduction in cancer
death rate on average)
Medullary 3% Unchanged Unchanged 25-50% at 10 Thyroidectomy/thyroid hormone Some patients can be Anxiety. insurability,
years replacement cured with surgery need for lifelong thyroid

replacement, cost,
burden of follow-up,
complication from

surgery
Anaplastic 1% Unchanged Unchanged 90% at5 Thyroidectomy/chemotherapy/thyroid Some benefit (prolongs  As above plus side
years hormone replacement survival by months) effects from
chemotherapy

BMJ 2013:347:f4706 doi: 10.1136/bmj.f4706 (Published 27 August 2013)



Thyroid cancer: zealous imaging has increased
detection and treatment of low risk tumours

Juan P Brito instructor of medicine'?, John C Morris professor', Victor M Montori professor' *

Climical context—Thyroid cancer is the most common endocrine malignancy and one of the fastest growing diagnoses

Diagnostic change—Introduction of neck ultrasonography into routine endocrinological practice in the 1980s with guided biopsy in the
late 1990s, plus increased use of computed tomography and magnetic resonance imaging for other conditions

Rationale for change—MNew imaging methods allow the detection and biopsy of thyroid nodules as small as 2 mm
Leap of faith—Patients with small papillary cancers will benefit from their removal

Increase in disease—Worldwide increase in incidence of thyroid cancer since the early 1980s but with considerable variation between
countries. In the US the incidence of thyroid cancer has increased from 3.6 cases/100 000 population in 1973 to 11.6 cases/100 000 in
2009. Small papillary thyroid cancers, the most indolent form of thyroid cancer, account for 890% of cases

Evidence of overdiagnosis—The expanding gap between the incidence of thyroid cancer and stable death rates from papillary thyroid
cancer (0.5/100 000 in 1979 and 2009). Observational evidence shows that small papillary thyroid cancers, which are a common autopsy
finding, may never progress fo cause symptoms or death

Harms from overdiagnosis—Patients having thyroidectomy experience physical complications, financial and psychosocial burdens, and
need lifelong thyroid replacement therapy

Limitations—Inference about overdiagnosis of thyroid cancer is based on epidemioclogical and observational evidence

Conclusion — The incidence of small and indolent thyroid cancer is increasing, exposing patients to treatments inconsistent with their
prognosis. We suggest a term that conveys the favourable prognosis for low risk thyroid cancers (micropapillary lesions of indolent
course or microPLICs) and call for research to identify the appropriate care for these patients

BMJ 2013:347:f4706 doi: 10.1136/bmj.f4706 (Published 27 August 2013)



Evidence that overdiagnosis is happening in population
Prostate Cancer

0
1975 1980 1985 1990 1995 2000
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Deteccién precoz del Cancer de Préstata

mediante PSA y tacto rectal
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© Fallecidos por cancer de préstata

@ Fallecidos por cualquier

ausa:

© Diagnosticados y tratados sin

20

necesidad de cancer de prostata
© Hombres sin cancer que sufrieron

Dpalbegovic M. Beyth AJ Mesberger MM, et 3 20701
British Medical Journal, 341 4543,

falsa alarma y biopsia:
© Hombres vivos y sin dafo:




Deteccién precoz del cancer de mama mediante cribado por mamografia:

riesgos y beneficios

NGmero de mujeres, de 50 afios 0 més, que se sometieron | 2,000 - 2.000
o no al cribado mediante mamografias durante 10 afios nujeres  mujeres
Sin Con

e cribado cribado
Beneficios

¢Cuantas mujeres fallecieron por cancer de mama? 8 7"
&¢Cuantas mujeres fallecieron por todo tipo de cancer? 43 43
bafis |

¢Con qué frecuencia se produjeron falsos diagndsticos, a

menudo asociados a meses de espera hasta que todo se

aclaré? - - 200
¢Cuantas mujeres fueron dlagnostlcadas y operadas de '

cancer de mama sin tenerlo”"’ - 10

‘Esto significa que alrededor de 7 de cada 2.000 mujeres (de 50 o mas afios de edad) a las
que se les hicieron mamografias de cribado, murieron de cdncer de mama durante esos 10

anos, una menos que sin cribado.
** Extirpacion completa o parcial de la mama.

Fuente: Gotzsche PC, Nielsen M. Screening for breast cancer with mammography.
Cochrane Database Syst Rev. 2011 Jan 19;(1):CD001877. Review.

Adaptado al espafiol de Risks and benefits of mammography screening -Harding Center for

Risk Literacy- por sanoysalvo.es.




Better Detection, Similar Results

A new paper finds that the widespread adoption of regular breast and
prostate cancer screening has led to an expected increase in the detection
of early stage cancers but has not substantially reduced the incidence of
advanced and late-stage cancers.

Before widespread screening Sixteen years later
Incidence per 100,000 Incidence per 100,000
Breast LOCA'-'ZED Breast
cancer REGIONAL cancer

1982 B \METASTATIC E
MEDIUM OR
LOW GRADE
Prostate F Prostate
cancer ancer
1988 HIGH GRADE

Source: JAMA THE NEW YORK TIMES




Rapidly Progressive

(6 cases)
0 = Dx
O = )%
0 = D
Q —— = Dx
O =t Dx
|0 ———= Dx
Slowly Progressive
(6 cases)
0 )
0 o Dx
0 DX
o o )X
0 )X
o = ()X
Test Time =——s=—

o = Time of disease onset.
Dx = Time when disease is ¢

linically obvious without testing.




Size atwhich cancer ____gu.
causes death

Fast

Size atwhich cancer ____ oo
causes symploms

verySlow

Non-progressie
- -~

Abnormal cell

Time Death from
other causes

Cancer screening is most useful in detecting slowly progressing cancers but can
cause overdiagnosis if very slow or non-progressive cancers are detected.
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MAKING PEQOPLE SICK IN
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In breast cancer, for every death prevented by mammography, 2 to 10 women are
overdiagnosed and treated unnecessarily, 5 to 15 are diagnosed earlier without any effect on
final outcome, 250-500 will have a false alarm and half of these will be biopsied. 999 out of
1000 women do not benefit from mammography. A study in Norway showed that screening
resulted in 22% more diagnoses of invasive cancer; apparently some invasive breast cancers in

the unscreened group had spontaneously regressed.
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Figure 1. Use of Screening Mammography and Incidence of Stage-Specific
Breast Cancer in the United States, 1976—2008.

Panel A shows the self-reported use of screening mammography and the
incidence of stage-specific breast cancer among women 40 years of age or
older. Panel B shows the incidence of stage-specific breast cancer among
women who generally did not have exposure to screening mammography
— those younger than 40 years of age.
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Year of Diagnosis




after the Introduction of Screening Mammography.*

Table 1. Absolute Change in the Incidence of Stage-Specific Breast Cancer among Women 40 Years of Age or Older

Increase in cases of early-stage breast cancer
DCIS
Localized disease
Total

Decrease in cases of late-stage breast cancer
Regional disease
Distant disease

Total

Absolute
Change

Variable Annual Breast-Cancer Incidence
Before Three
Mammography Decades Later
(1976-1978)  (2006-2008)

number of cases per 100,000 women

105
112

85
17
102

56
178
234

78
17
94

50
72
122

Women Affected
over the Three
Decades

estimated
number of women

573,000
1,012,000
1,585,000

59,000
8,000
67,000

* DCIS denotes ductal carcinoma in situ.

1 These data exclude excess cases associated with hormone-replacement therapy.

I Because of rounding, the absolute change appears to be inconsistent with the subtracted values for annual breast-

cancer incidence. See Table S1 in the Supplementary Appendix for precise values.

§ Without rounding, the absolute change is -0.3.
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Figure 2. Trends in the Annual Incidence of Late-Stage Breast Cancer and
Its Two Components (Regional and Distant Disease) among U.S. Women
40 Years of Age or Older, 1976-2008.




@ The benefits and harms of breast cancer screening:
an independent review Review

Independent UK Panef on Breast Cancer Screening®

Lancet 2012: 380: 177 B-86
Published Online

October 20, 20112

httpy fcbe.doi.org/ 10,1016/
S0140-6736(12)61611-0

See Editorial page 1714

* Members listed at end of paper

Correspondence to:

Prof Sir Michael Marmot, LICL
Department of Epidemiology
and Puhblic Health, UCL, London,
WCIETHE, UK
m.marmoti@uclacuk

Panel concludes that screening reduces breast cancer mortality but that some overdiagnosis occurs. Since the estimates
provided are from studies with many limitations and whose relevance to present-day screening programmes can be
questioned, they have substantial uncertainty and should be regarded only as an approximate guide. If these figures
are used directly, for every 10000 UK women aged 50 years invited to screening for the next 20 years, 43 deaths from
breast cancer would be prevented and 129 cases of breast cancer, invasive and non-invasive, would be overdiagnosed;
that is one breast cancer death prevented for about every three overdiagnosed cases identified and treated. Of the
roughly 307 000 women aged 50-52 years who are invited to begin screening every year, just over 1% would have an
overdiagnosed cancer in the next 20 years. Evidence from a focus group organised by Cancer Research UK and attended
by some members of the Panel showed that many women feel that accepting the offer of breast screening is worthwhile,
which agrees with the results of previous similar studies. Information should be made available in a transparent and
objective way to women invited to screening so that they can make informed decisions.




RR (95% CI) Weight (%)

New York (1963) T~ 083 (070-100)  16.9%
Malmé | {1976) = 0-81 (0-61-1-07) 9.5%
Kopparberg (1977) - 058 (0-45-076)  107%
Ostergotiand (1978) - 076 (0-61-095)  13-0%
Canada (1980} : - 097 (074-127) 102%
Canada Il {1980) | o 102(078-1313) 102%
Stockholm (1981} - 073 (0-50-1-06}) 6-0%
Giteborg (1982) - 075 (0-58-098) 107%
UK Age Trial (1991} s 0-83 (0-66-104) 12-8%
Overall (I’=31.7%, p=0-164) {3} 0-80(0-73-0-89)
ﬂ!5 o' 1 1-|25 1!5
RR (95% CI)

Figure 1: Meta-analysis of breast cancer mortality after 13 years of follow-up in breast cancer screening trials
Adapted from the Cochrane Review s RE=relative risk. Malmao Il is excluded becawse follow-up of about 13 years
was not available; the Swedish Two County (Kopparberg and Ostergttland) and Canada | and |l triaks are split into
their component parts; the Edinburgh trial is ecluded because of severe imbalances between randomised groups.
Weights are from random-effects analysis.




A
Percentage (95% Cl) Weight (%)

Malm (55-60 years) — 105 (8-4-127) 363%
Canadal —— 124 (95-14.9) 28.6%
Canadall —R— 97 (7-5-11.9) 351%
Overall (P=22.3%, p=0-276) <> 107 (93-12-2)

I T T 1

5 10 15 20
B

Percentage (95% Cl) Weight (%)

Malmé (55-69 years) B 187 (151-22.4) 34.4%
Canadal H B 227(18-4-27.0) 303%
Canadall e 16-0(12-5-19-5) 353%
Overall (P=64-8%, p=0-058) <§> 19-0 (15.2-22.7)

| 1 : 1 1 1

10 15 20 25 30
Overdiagnosis (%)

Figure 2: Meta-analysis of estimates of overdiagnosis from trials without systematic end-of-study screening
of the control group

(A) Excess cancers as a proportion of cancers diagnosed over long-term follow-up in women invited for screening.
(B) Excess cancers as a proportion of cancers diagnosed during the screening period in women invited for
screening. Weights are from random-effects analysis.




Figure 4. Proportion of physicians who would recommend a screening test on the basis of survival versus mortality rates.

Would you recommend this screening test to your patient?

Case 1: mortality data Case 2: 5-year survival data
Data presented
Mo screening Screening Mo screening Screening
2 deaths per 1000 1.6 deaths per 1000 E68% 99%
Correct answer Recommend screening because Would not recommend screening
reduced mortality Is valid evidence of because improved survival with
benefit. screening Is not valid evidence of
benefit.
100 — 95%
il Probably
F yre
a5 0%
2
;;f' &0
% Probably
E yes
o
&
A 40—
3 Definitely
o yes
=
=
20
Definitely
yes
(i)




Whole-body CT screening

1192 Asymptomatic Volunteers (mean age 54)

86% had at least one abnormality

average patient had 2.8 abnormalities

Whole-body CT screening. Radiology. 2005:237.385-54,



Liooking for X .0
We stumble onto things but we find Y
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Chance that an incidentaloma represents a lethal cancer

Chance that Chance that

% with 10-year incidentaloma incidentaloma
incidentaloma risk of is is NOT

on CT scan cancer death lethal cancer lethal cancer
a ) c= hia d=1-¢

50% 1.8% 3.6% 96.4%
15% 0.1% 0.7% 99.3%
23% 0.05% 0.2% 99.8%
15% 0.08% 0.5% 99.5%

67% 0.005% <0.01% > 99.99%
(by ultrasound)




M4s diagnésticos

Mas cribados
Definiciones ampliadas de anormalidad
Mds pruebas complementarias

7\

Se encuentran mas

I : Alteraciones
a teracuoIs mifiimas
Aumento aparente Mejora aparente
de la prevalencia de los resultados

The self-reinforcing Cycle That Prompts Doctors to Pursue More Diagnosis (Welsh, 2011)




Survivor stories drive screening
toward more overdiagnosis
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NEUROBLASTOMA SCREENING AT ONE YEAR OF AGE

FremmuT H. ScHiLung, M.D., CLauDia Seix, PH.D., Frank BERTHOLD, M.D., RupoLr ERTTmanN, M.D.,
MaTaLia Feuse, M.D., Bapeara HeEgo, M.D., GiseLa KLEIN, PH.D., JoHAaNNES SANDER, M.D., KERSTIN ScHwarz, M.D.,
JoERN TREUNER, M.D., ULRicH ZorN, PH.D., anD JoErG MicHaELIs, M.D.

Background Neuroblastoma is the second most
common type of childhood tumor. It is not known
whether screening for neuroblastoma at one year of
age reduces the incidence of metastatic disease or
mortality due to neuroblastoma.

Methods We offered urine screening for neuroblas-
toma at approximately one year of age to 2,581,188
children in 6 of 16 German states from 1995 to 2000.
A total of 2,117,600 eligible children in the remaining
states served as controls. We compared the two
groups in terms of the incidence of disseminated dis-
ease and mortality from neuroblastoma.

Conclusions The present findings do not support
the usefulness of general screening for neuroblastoma
at one vear of age. (N Enal J Med 2002:346:1047-53.)

Results A total of 1,475,773 children (61.2 percent
of those who were born between July 1, 1994, and Oc-
tober 31, 1999} underwent screening. In this group,
neuroblastoma was detected by screening in 149 chil-
dren, of whom 3 have died. Fifty-five children who
had negative screening tests were subsequently giv-
en a diagnosis of neuroblastoma; 14 of these chil-
dren have died. The screened group and children in
the control area had a similar incidence of stage 4
neuroblastoma (3.7 cases per 100,000 screened chil-
dren [95 percent confidence interval, 2.7 to 4.7] and
3.8 per 100,000 controls [95 percent confidence inter-
val, 2.9 to 4.6]) and a similar rate of death among
children with neuroblastoma (1.3 deaths per 100,000
screened children [95 percent confidence interval,
0.7 to 1.8] and 1.2 per 100,000 controls [95 percent
confidence interval, 0.7 to 1.7]). Comparison of the
screened group and the children in the control area
revealed substantial overdiagnosis in the former group
(an estimated rate of 7 cases per 100,000 children [95
percent confidence interval, 4.6 to 9.2]); the overdiag-
nosis rate represents children who had neuroblastoma
that was diagnosed by screening but who would not
benefit from earlier diagnosis and treatment.




TaBLE 5. ESTIMATED RATES OF CASES DETECTED EARLY AND EXCESS CASES
NOT EXPLAINED BY EARLY DETECTION.*

DIAGNOSES CONTROL AREA  SCREENED GROUP DIFFERENCE BETWEEN GROUPS

rate per 100,000 births (95% CI)

At screening age 3.2 10.9 7.8 (5.9 10 9.6)
(12-24 mo) (2.4 to 3.9) (9.3 to 12.6) (excess in the screened group)
After screening age 4.1 3.3 0.8(-0.6t02.1)
(25-60 mo) (3.2 to 5.0) (2.3 t04.3) (cases detected early by screening)
Total (12-60 mo) 7.3 14.2 7.0(461t09.2)

(6.1 to 8.5) (122 t0 16.1)  (overdiagnosis — excess not explained
by early detection)

*All children were born between 1994 and 1999. Apparent discrepancies are due to rounding.
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Els costos de la medicalitzacio

Als USA lI'any 2005 els costos atrribuibles a
la medicalitzacio “discutible” comportaren
/7.100 milions de dol-lars, el 3'9% de la
despesa sanitaria domestica

Conrad P, Mackie T,Mehrota A. Social
Science & Medicine 2010.



"La investigacion de las enfermedades ha avanzado
tanto que es cada vez mas dificil encontrar a alguien
gue esté completamente sano".

Aldous Huxley

, 1988.
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A Medical Maverick
Discovers Why
We Need Disease

DR.SHARON MOALEM

WITH JONATHAN PRINCE




Concerned
about hair loss

Hair Loss?

SARREEERN ¢\ 1800 000 808 or cuick

Merck has widely promoted hair loss as a medical problem, including advertising on buses

CHRE GROENMHOUT




Selling sickness: the pharnlaceutica] industr}r and disease
nlﬂngering
Ray Moynihan, lona Heath, David Henry

A lot of money can be made from healthy people who believe they are sick. Pharmaceutical
companies sponsor diseases and promote them to prescribers and consumers. Ray Moynihan, lona
Heath, and David Henry give examples of “disease mongering” and suggest how to prevent the
growth of this practice

Summary points

Some forms of “medicalisation” may now he
better described as “disease mongering —

extending the boundaries of treatable illness to

e | markets for new products Recommendations for “de-medicalising™

normal conditions

Alliances of pharmaceutical manufacturers, » Move away from using corporate funded
doctors, and patients groups use the media uﬂﬂennlmhmr_nn ]I'Ed:deml :ﬂnih?bfmdﬁ omi

- - - - = Gen endent accessi oT
::.:T conditions as being widespread and T EI’I:;[EF
» Widen notions of mformed consent to mclude
information about controversy surrounding the
defimitions of conditons and diseases

Disease mongering can include turning ordinary
allments into medical problems, seeing mild

symptoms as serious, treating personal problems
as medical, seeing risks as diseases, and framing
prevalence estimates to maximise potential

T BMJ 2002:324:886-01

Corporate funded mformation about disease
should be replaced by independent information




Procediments habituals per a fomentar el consumisme
medicalitzador

Procediment Exemple

Convertir variants normals
en problemes meédics Calvicie androgénica

Transformar simptomes lleus
en malalties greus Sindrome del colon irritable

Considerar anormals caracteristiques
de la personalitat Timidesa

Tractar els factors de risc
com malalties Osteopenia

Redéefinir criteris (epidemiologia

creativa) Disfuncid erectil

Elaboraci6 propia
Font: Morell et al,



TRASTORNO POR DEFICIT DE
ATENCION E HIPERACTIVIDAD EN
JOVENES Y ADULTOS:

PROBLEMAS PSICOLOGICOS Y
ADAPTATIVOS

Alfredo . del Alame.
Neurogsicilogo. Fusdacion SPF de Neurociencias.

1 Presentacion ded TDAH infancil

E1 Tramtome por Déficit & Asencion ¢ Fiperactividad (TDAH) va aparece doscrise
amccdoncaments en ol sigho XIX, pero su diagn 20 fus codificado adecsad

hasta peincipios de b década de 1980, Hoy dia se conshdera wn peeblema neurolighco
cerchral multicaual y com notable hane polipénics que crea en o pacieni una
vulncrabalalad del SNC ante difcremios cvrewncs SXISmos ya sca empeanos
(intrastcrinos) o'y perinalales (primer o como muchs segundo o de vida del nifto) que
mas ahape detallaremos.

El Glagnisticn & TDAH s reakza fundascnialmentc a traves de L evaluacem & b
conducts chwcrvablc on un mo por ks padres ca casa y por <l profeworado cs la
guwdena 0 escucla. on coincidonc con criterms <laves ya defimados en manuakes
chinicos (por cemphs en ks CIE-10 de b OMS o en b DSMAIV de la APA) ¥ con el
apoyo de oxcalan eopecificas de TDAH (lal como of Cosstionanio de Connors para
padren-PSO y para profesores TRS, ¢l Cusstionario de DuPaul of SNAPAIV, y las
Facalas de McCarney, de Kemdall- Wikay y de Werry-Weina-Petery), prachas

diversas v exph { para descartar oras patobogias de
Busc (RMN, SPECT, EEG, ek)

EITDAH ¢x s trastorme quc se presenta & forma hastmie diversa sogim los nidos
afoctados. Las tres posibles notas diagndsticas hasicas son la desatenc ion, b
mpulsivadad y L Miperkinesia motora. No vamos 2 entrar en evie tabajo cu la
descripciim Setallada de cada vistoma on b isfancia. Clinicamonic ks pacicnies s
agrepan on: tipo Mperacthvo-inmpubevo pero (ol senos frecucsic de los res tipos: S% &
Tos cason ). tipo desatanto puro ( 25% & ko camos), v tipo mcio (¢l mds frecuemte: MM,
die b casos).

13 prevalescis varis sogin astires v rgaronidad d: ow criserios diagnénticos: dods ¢l
3-7% ds la poblacim infanil en 1a mayoria d dos cxmdion, hasta f 19% & los
wscolares. St mcidencs o5 § 3 5 veces mis frecesnte  bos mifhos qee n bas nifas,
dindose el caso que en bos nifies son ks Trecusstes (de fomma comparativa) los
sinbomas Riperhiscico-imprelsivos, y <n i nias bos siskomas O desatenciin. F)

-

Individuo con déficitde  Persona normal
atencién e hiperactividad

!

Escasa cantidad de Abundante cantidad do
dopami

e
s celuas nerviosas

~iNo dejas hablar q o5 amigos!
iNo haces mgs que Confestqrt

o Puedesestar quieto y ng

iNo haces Casoenclgsel

fe concentrgs;

IPERACTIVO..

«[PERO
NO MUERDCIII




Los efectos del metilfenidato

El metifervdato, al 1gual que |as anfetamenas, puede produce
dependencia. También causa un estado de alena, locyacdad,
euforia, imtabiidad, agresividad, agitacdn, Impotenca y
alucnaciones visuales y ticties.

EN EL ORGANISMO

/ ,..c-:\\. )
i\ Se ingdere por wa oral
\ 4 y &5 rapcdaments
S / absorbido en & tracto
\ |/

|y | gastromtestnal
/ (1 a 2 horas),

e el s ()

Drlatacion pupiar,

Mal alento y sequedad
de boca,

—-—-— Puede producir
\ taquicardia, hipertensién

EN EL CEREBRO

TRANSMISION NORMAL DEL IMPULSO NERVIOSO

La senal elécanca, R:‘I;T‘:!‘RA
pasa a traés de la "
sinapsis, SN >
de una neurona +
aotra. Impudss
NArVIosD

|

\ 4
@ e @
Elmpulsa Estos salan de i
elécmco libera i3 neurona FECEIORA
PRUIOTANSMISOres, Smiscra.

] ° ™
Dopamina o MR Notadrenalina
A Ye A
< o
Recuporador de A 4 Roceptor de
nourotiansmisores L nNoUrctrassminoros
L ———
La dopamina s=gula

Alguncs funcines motricas y
NEUITTTANSMISONEs ® SMOCIOnss, Misntras

SON (eCLPerados y quée 1a noradrenaling

\ / \ 7\ \ otres ingresan a la controla los
\ = arteral, aiteraciones del
1 , |4 ; SRro cariies. MBUONa receprora, impuisos,
R S G
S \ ¥/ CUANDO SE TOMA METILFENIDATO
. | | { Disminucidn del apetito
\ } y pérdida de peso.
\ / @ Ladroga impide 1a
1 | Rcuparacn de los :
\ | La administracion NEUMOTUENSMISONes.
| SR prolongada puede <
1 8 provocar temblores | &
i | f conwiisiones, m Yeey
\ | { Y ﬂ; s I
\ | et
\ | j‘ W% Te
\ Aunque en Pocos €as0s, | (3) |3 acumulacitn de G Metlfenidato
[ puede producir la los neurctranamisores ?
{ ) \ muerte del paciente, aumentan los niveles
N\ da alerta del sistema  J
des/ NErvIoso central,
Fuante P9 100N BPUASIY AN MO EOSEFUETIL | MEIE fF OIS M RISLT P SR cuams
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Shifting the focus in fracture prevention
from osteoporosis to falls

Preventing fractures in older people is important. But Teppo Jarvinen and colleagues beliave
that we should be putting our efforts into stopping falls not treating low bone mineral density

O ‘Wamen, hip fradume
& 'Waomen, na hip Tadine
O Men, hiplraciine i
B Men no hip raciums
%0 70 80 %0 100
Age(ymars)

Flg 1Femgral neck bone mineral density versus ageat time of
fall in people whodid and did not sustain a hip fracture. Dashed
lines s how 2 SD less than peak bone mass for women (lower
line} and men fupper line). Adapted from Greenspan etal™

General practice
guidelines for assessment
of risk of falling

» Detailed history of current
and pastfalls:
Fallin past 12 months
Indoor fall
Inability to get up after fall

* Review of medical risk
factors, especially:
Prescribed drugs
(especially psychotropic)
Visual impairment
Cognitive function

s Watch patient walkand
move to assess muscle
strength, balance, and
gait

* Agsess time taken to
stand from sitting




Las caidas, son el factor de
riesgo mas importante de
fracturas en la gente mayor.
La densidad 6sea es un pobre
predictor del riesgo individual de | ©
fracturas. N | '
La profilaxis con medicamentos | } ],,
es cara y no previene la mayoria ' ' r’l
de las fracturas de la gente \ i

mayor. o M

Puede evitarse mas de un 50% | !U ‘_’f A&

de las caidas de la gente mayor. s €
La prevencion debe valorar el
riesgo de caidas e intervenir para
reducirlo.

Jarvinen T, et al

BMJ 2008; 336:124-5.

xl ' ‘ "','.

L

w W' ' ' IL.( ‘W’H'“MF' ’J’"l ’m '|rv’ “r I
| RNy | i




Death from ischaemic heart
disease in men

ROQ'I -5 = 27

Unaffected

Deaths

Detection
rate = 15%

False positive
rate = 5%

2 3 4 5 6 7 8 9 10 11 12

Serum cholesterol (mmol/l)

Wald NJ, et al. When can a risk factor be used as a worthwhile screening test?
BMJ 1999; 319:1562-5.



Serum cholesterol and ischaemic heart disease

Because serum cholesterol is an established risk factor
for ischaemic heart disease, it was believed that it
would be a useful screening test. According to this
view, individuals with high cholesterol
concentrations—that is, those regarded as being
“screen positive”™—would be offered cholesterol
lowering drugs to reduce the risk of a myocardial
infarction. This belief was unfounded, as illustrated by
figure 4. The lower diagram in figure 4 shows the
distribution of serum cholesterol concentrations in
men aged 35-65 in the United Kingdom who did or
did not subsequently die from ischaemic heart disease
over a period of about 10 years. The RO, , value is 2.7,
indicating that people with a high serum cholesterol
concentration (in the highest fifth) are nearly three
times more likely to die from ischaemic heart disease
than those with a low serum cholesterol concentration
(in the lowest fifth). This is a moderately strong
association, but when it is assessed as a screening test
the performance is poor. For a false positive rate of
5%, only 15% of those who would later die of
ischaemic heart disease would be identified." Again,
this screening performance is slightly better than
predicted by the table because of the somewhat higher
SD of serum cholesterol concentrations in affected
individuals.




FROM THE FRONTLINE

Bad medicine: digital rectal examination

Rectal examination is unpleasant, invasive, and as an
investigation has unknown sensitivity and specificity. In a young
population digital rectal examination has almost no value, and
in older patients may have very occasional and limited
indication. It is time to question the once standard practice of

routine digital rectal examination because it represents flimsy
thinking and bad medicine.

Des Spence general practitioner, Glasgow

Cite this as: BMJ 2011,342:d3421



RICHARD A. DEYO, M.D., M.P.H.
DONALD L. PATRICK, PH.D., M.S.P.H.

HOPE
HYPE

THE OBSESSION WITH
MEDICAL ADVANCES

AND THE HIGH COST OF
FALSE PROMISES




Mites sobre la innovacid medica

L’experimentacio i I'atencio estandard estan ben
definides

Els metges adopten les innovacions sobre la base de
la bona ciencia

Nou és sempre millor

Mes proves diagnostiques sempre son millor. La
informacio nomeés pot ser bona

L'accio eés sempre millor que I'espera

La majoria de les malalties tenen tractament curatiu
Deyo RA, Patrick DL. Hope or Hype.2005



Utilitzacio inapropiada o inadequada

Sense indicacio positiva suficient

Sense valorar prou la relacié avantatges/
iInconvenients potencials (risc terapeutic)

Com a fetitxe

Com alternativa més comoda a una decisio
mes pertinent

De vegades per intentar solucionar un
problema provocat per un medicament



El cas de les endoscopies futils en ancians
oreument malalts

Estudi de 136.000 endoscopies al Regne
Unit (2002-3)

En el 3% (4.000) mort del pacient durant el
mes seguent

El 14% es consideren improcedents
El 7% es consideren futils

BMJ 2004; 329: 873



Reasons for inappropriateness of endoscopy in the 230 cases in Britain
in 2002-3 where the patient died in the 30 days after an inappropriate
procedure*

A different endoscopic Surgery in the first instance would
procedure was indicated (8) have been more appropriate (1)

Other (41) No e::oscopic
procedure was
indicated (55)

Futile procedure (145)

*Cases can occur in more than one category




Table 8.3

Relation between Number of Tests Ordered and Percentage of Normal People with at
‘Least one Abnormal Test Result®

PEOPLE WITH AT LEAST ONE
NUMBER OF TESTS ABNORMALITY
°/o
1 5
5 23
- 20 64
100 © 99.4

* From Sackett DL: Clinical diagnosis and the clinical laboratory. Clin Invest Med 1:37-43,
1978.



‘Tl want to run a few tests on you, just to cover my ass.”



Unnecessary Tests and Procedures

In the Health Care System
May 1, 2014. Funded by the Robert Wood

What Physicians Say About Johnson Foundation, the ABIM Foundation

The Problem, the Causes, and the Solutions commissioned PerryUndem

Results from a National Survey of Physicians Research/Communication to conduct a
national survey of physicians. The purpose

May 1, 2014 of the survey was to gauge physicians’

Nearly 3 in 4 attitudes toward the problem of
Conducted for physicians say unnecessary tests and procedures in the
The ABIM Foundation unnecessary tests health care system, views on the causes of

the problem, and their perspectives on
various solutions. The survey also measured
exposure to the Choosing Wisely®
campaign and compared self-reported
health care system. behaviors between those with and without
exposure to the campaign.

and procedures
represent a serious
problem in the

A majority of

physicians feels a The survey was conducted by telephone
strong responsibility from February 12 through March 21, 2014
among n = 600 physicians (primary care
and specialists) nationwide. The margin of
sampling error is + 4.0 percentage points.
The margin of error is larger for smaller
subsamples. More information about the
methodology can be found at the end of
this report.

to help their
patients avoid
unnecessary care.

Sponsored by the Robert Wood Johnson Foundation




PERRYUNDEM

RESEARCH/COMMUNICATION

Figure 1: Do you think the frequency of
unnecessary tests and procedures in the

health care system is a...

Not a
problem at
all DK/REF1%
5% Vesry
serious
s problem
ot too 29%
serious
problem
21%

Somewhat
serious

problem
44%

Unnecessary Tests and Procedures AR AN
INn the Health Care System

Figure 2: In your own practice, how often
do patients ask for a test or procedure
that you think is unnecessary?

E d
Less than V?g% =
once a
month
29% Several
times a
week
20%
\
N Y
Couple v Once a
times a week
month 17%
24%




Figure 3: How often do patients
follow your advice and avoid the
test or procedure?

Not too
oftans 3% DK/

rarely/ REE

never
6

Half the
time
21%

Always/
almost
always

37%

Often
33%

Figure 4: Let's say a patient came to you
convinced hes:ryﬁf:l:eded a specylfﬁ:
test. You knew the test was unnecessary,
but the patient was quite insistent.
Would you:

Not sure REF
6% 1%

Order
test/
Refuse to | Chider Bt
c;rg;r .a" advise
against
53%

Table 1: Response to Insistent Patient by Demographics

Order test/
Order but advise Refuse to order
against test
All MDs 53% 40%
Sees < 100 patients per week 48% 44%
Sees 100+ patients per week 61% 32%
Has seen Choosing Wisely® materials 47% 44%
Has not seen Choosing Wisely® materials 56% 37%




Figure 5: In your own practice, is this a reason you sometimes end up
ordering an unnecessary test or procedure? IF YES: Is this a major

reason or minor reason?
Total n = 600

Malpractice concerns [, s2%

36%

Just to be safe

Want more information to

30%
reassure myself

2

Patients insisting on test

Wanting to keep patients 23%

happy m Major reason

Feel patients should make 13%
final decision

Not enough time with

patients 13%

2

Fee-for-service system

Mew technology in practice

2




Figure é: Do you feel comfortable or uncomfortable

talking to patients about why they should avoid an

unnecessary test or procedure? Do you feel very or
somewhat comfortable/uncomfortable?

Uncomfort-

able
1% DK/
3% REF

Somewhat
comfort-
able
15%

Very
comfort-
able
81%

Figure 8: How often do you talk with your patients about the
costs of tests and procedures?

Always/almost always - [ 20%

Often 21%
Half the time 13%
Not too often [ 25%

Rarely/never 19%

Figure 7: When rﬂtlams ask for a test or
procedure you feel is unnecessary, how often
do you talk to them about why they should
not have the test or procedure?

About Not too
half of often

the time_ 1%, Rarelyor

never

2%

Always/
almost

always
87%




Figure 9: How much responsibility do you
feel you have for making sure your patients
avoid unnecessary tests and procedures?

Not
much/ 1\ /REF

Figure 11: How effective would be in reducing unnecessary
tests and procedures? (Very effective, somewhat effective, not too
effective, or not at all effective?)

Malpractice reform

Having specific, evidence-based
recommendations in a format
designed for patients that MDs
could use for discussion

daving more time with patients to
discuss alternatives

Changing the system of financial
rewards for ordering tests/
= ey

| ==

H Very © Somewhat

61%

91%

85%

78%

Figure 10: Who do you think is in the best position to help address the
problem of unnecessary tests and procedures

Physicians - [ 5%
The government _ 15%
Trial lawyers [0 7%
Patients || 3%

Insurance
B 3%

companies
Hospitals I 1%

Medicare 0%

Drug companies (%

* This question was an open-ended question. If a respondent replied “don’t know,”
the list was read to him or her.




Prior to a description, respondents were
asked: “Have you heard of the Choosing
Wisely® campaign or not?” (unaided recall).
One in five physicians (21 percent) reports
hearing about the campaign; 78 percent
reports not hearing about it.

Physicians who report (unaided) exposure to
the campaign are more likely to have reduced
the number of times they recommended a test
or procedure in the last year because they
learned it was unnecessary (62 percent vs. 45
percent). (See Figure 12.)

Additionally, those with exposure are more
likely to say they will be talking to patients
more often in the next 12 months about
avoiding unnecessary tests or procedures.

Figure 12: Unaided Recall to Choosing Wisely and Behaviors

m Unaided Recall Mo Unaided Recall

62%

45%

31%

18%

Has reduced number of unnecessary tests in
past 12 months

Plans to talk to patients more often in next 12
menths about avoiding unnecessary care




one week later

Noya
"Nvg

No hay problema. Aqui

Ese Desolax me produce . A
tiene Yakonex para las naiiseas.

two \iuks later

([ aalh |
yhol |

Tranquila. Apliquese esta
Maturecream dos veces
al dia. Puede producir calvicie.

Ese Yakonex me
dio una terrible urticaria.

Verd Doctor... Hay una medicina que se
Me siento sola. llama Desolax. Vigile las muchas naiiseas. Podr . A
natiseas. odria provocarle urticaria.
three weeks later four weeks later five weeks later

Un caso dificil. Tome este
Tricomdximus tres veces al dia.
Vigile por si le da fiebre.

Doctor! La crema me produjo
una horrenda calvicie!

No puedo tomarlas mds! La Deje de tomar todas las medicinas.
enfermera dijo que tenia 40 Llévese este perro. Se llama
de fiebre! Chachi.

Aoy

ynve |

Fantdstico. Me olvidé comentarle

que Chachi podria tener lombrices.
Lo siento.

Me siento mucho mejor.




To ERR IS HUMAN:
BUILDING A SAFER HEALTH SYSTEM

ealth care in the United States 1s not as safe as it should be--and can
be. At least 44,000 people, and perhaps as many as 98,000 people, die

in hospitals each year as a result of medical errors that could have
been prevented, according to estimates from two major studies. Even using
the lower estimate, preventable medical errors mn hospitals exceed attributable

deaths to such feared threats as motor-vehicle wrecks. breast cancer. and
AIDS.

* Efectos adversos 2-4% de las hospitalizaciones
* 6-13% responsables del fallecimiento del paciente

* 40.000-90.000 muertes al afio en USA
* 43.000 por accidentes de trafico
* 42.000 por cancer de mama
* 16.000 por SIDA

* Coste estimado: 17-29x10° $ m 'Ln'n “ uum'ﬂ“




 COMMENTARY IAMA, July 26 2000—Vol 284 No. 4 483

Is US Health Really the Best in the World?

Barbara Starfield, MDD, MPPH

MEORMATION CONCERMING THE DEFICIERNCTE: OF LIS MEDI-

cal care has been accumulating. The fact that more than

40 million people have no health insurance is well _ _
known. The high cost of the health care system is con- These total to 225000 deaths per year from iatrogenic

o causes. Three caveats should be noted. First, most of the data
sidered to be a deficit, but seems to be tolerated onder the are derived from studies in hospitalized patients. Second,

aﬁmmpl_h:l_n that better health resulis Ft'u-m mf}rt_tI'F'mE'iw these estimates are for deaths only and do not include ad-
care, despite evidence E"":“_“ a few studies m":_]’mf“n-ﬂ that as verse effects that are associated with disability or discom-
many as 205 to 30% of patients receive contraindicated care fort. Third, the estimates of death due to error are kower than
In addition, with the release of the Institute of Medicine those in the I0M report.! If the higher estimates are used,
(IOM) report “To Err Is Homan,™ millions of Americans the deaths due to tatrogenic causes would range from 230000
learned, for the first ime, that an estimated 44000 to G8000 to 284000. In any case, 225000 deaths per year constitutes

amone them die each vear as a result of medical errors. the third leading cause of death in the United States, after

deaths from heart disease and cancer. Even if these figures

and adverse eftects that occur because of iatrogenic dam- are overestimated, there is a wide margin between these num-

age not associated with recognizable error include: bers of deaths and the next leading cause of death (cere-
* 12000 deathsfyear from unnecessary surgery brovascular diseasel.

+ 7000 deathsfyear from medication errors in hospitals
» 20000 deaths/year from other errors in hospitals

* 80000 deaths/year from nosocomial infections in

hospitals
* 106000 deaths/year from nonerror, adverse effects Author Affflation: Department of Health Policy and Management, Johns Hop-
of medications ) kins School of Hyglens and Public Health, Baltmare, Md

EWE #uthor and Reprints: Harhara Starfield, MD, MPH, Department
ot Policy and M anagement. Johns Hoplins School of H and Pubfic
Heahh, 614 M Broadway, Room 457, Balimore, S 21 A9EE de-mall:

bctarfie@ihaph. adu)
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218.- Si un médico hizo una operacion grave con el bisturi de
bronce y lo ha hecho morir, o bien si lo operdé de una catarata en el
ojo y destruyo el ojo de este hombre, se cortaran sus manos.

219.- Si un médico hizo una operacion grave con el bisturi de
bronce e hizo morir al esclavo de un muskenun, dara otro esclavo
equivalente.

220.- Si operd una catarata con el bisturi de bronce y ha destruido
Su 0jo, pagara en plata la mitad de su precio.

221.- Si un médico curd un miembro quebrado de un hombre libre, y
ha hecho revivir una viscera enferma, el pamente dara al medlco
cinco siclos de plata.



Annals of Internal Medicine

IDEAS AND OPINIONS

Appropriate Use of Screening and Diagnostic Tests to Foster

High-Value, Cost-Conscious Care

Amir Qaseem, MD, PhD, MHA: Patrick Alguire, MD; Paul Dallas, MD; Lawrence E. Feinberg, MD; Faith T. Fizgerald, MD;
Carrlea Horwitch, MD, MPH; Linda Humphrey, MD, MPH; Richard LeBlond, MD; Darlyn Maoyer, MD; Jeffrey G. Wiesa, MD;

and Steven Weinberger, MD

Unsustamable rising health care costs in the United States hawe
made redudng costs while maintaining high-quality health care a
national pricrity. The ovenuse of some screening and diagnostic
tests is an important component of unnecessary health care costs.
Maore judicious use of such tests will improve quality and reflect
responsible awareness of costs. Effors to contol expenditures
should focus not only on benefits, hamms, and costs but on the
value of diagnostic tests—meaning an assessment of whether a test
prowides health benefits that are worth its costs or harms. To begin
to identify ways that practicing dinicians can contribute to the

delivery of high-value, cost-conscious health care, the American
College of Physicians convened a workgroup of physicians to iden-
tify, using a consensus-based process, common dinical sfuations in
which screening and diagnostic tests are used in ways that do not
reflect high-value care. The intent of this exercise & to promote
thoughtful discussions about these tests and other health care inter-
ventions to promote high-value, cost-conscows care.

Ann imlem AMed 2012156 147-140
For author affilkations, see end of text
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1. Repaating screening uitrasonography for sbdoming aortic aneurysm following 2 negative study

2. Performing coronary angiography In patients with chroni stable angina with well-controlled symptoms on madical therapy or who lack specific high-rsk criten
on exercise tasting

3. Performing echocardiography In asymptomatic patients with Innocant-sounding heart murmurs, most typecally grade 1/V1 short systolic, midpealdng murmurs
that are audible along the left stemal border _

4. performing routine periodic echocardography In asymptomatic patients with mild aortic stenosts more fraguently than every 3-5 y

5. Routinely repeating echocardiography In asymptomatic patients with mild mitral regurgitation and normal left ventricular size and function

6. Obtaining electrocardiograms to screen for cardiac disasse in patients at low to average risk for coronary artery disease

7. Obtalning exercse dectrocardiogram for screening In low-risk ssymptomatic adults

8. Performing an Imaging stress test (achocardographic or nuclear) as the intial diagnostic tast In patients with known or suspectad coronary artery disease who
are able to exarctse and have no resting electrocardiographic abnomalities that may Interfere with Interpretation of test results

9. Measuring brain natriuretic peptide in the inittal evalustion of patients with typical findings of heart fallure

10. Annual lipid screening for patients not recewving lipid-lowenng drug or diet therapy In the absence of reasons for changing lipid proffes

11. Using MRI rather than mammography as the breast cancer screening test of choice for average-nisk women

12. In asymptomatic women with previously treated breast cancer, performing follow-up complete blood counts, blood chemistry studies, tumor marker studies,
chest radiography, or imaging studies other than approprate braast imaging

13. Performing dusl-energy x-ray absorptiometry scraaning for osteoporosts In women younger than 65 y In the absence of nsk factors

14. Screening low-risk indwviduals for hapatitis B wirus infection

15. Screening for canvical cancer In low-risk women aged 65 y or older and in women who have had a total hysterectomy (uterus and cervix) for benign disesse

16. Screening for colorectal cancer in adults older than 75 y or In adults with a e expactancy of less than 10y

17. Repeating colonoscopy within 5 y of an Index colonoscopy In asymptomatic patients found to have low-nsk adenomas

18. Screening for prostate cancer in men older than 75 y or with a life expectancy of less than 10 y

19. Using CA-125 antigen leveks to screen women for ovanan cancer In the absence of Increased risk

20. Performing Imaging studles In patients with nonspecfic low back pain




22. Oroenng routine preaperative iaboratory tests, Including compiete blood count, Iver chamistry tests, and metabolic profiies, In otherwise healthy patients
undergoing elactive surgery
23. performing preoperative coagulation studies In patients without risk factors or pradispesing condtions for bleeding and with 2 negative history of abnormal

24. performing serologk testing for suspectad early Lyma disease

25. Pesforming serologikc testing for Lyme disease in patients with chronic nonspecific symptoms and no clinicdl evdence of disseminatad Lyme disease

26. Petfommmmlmgngsmdleshrpanmwmmmlmsmsmsmmeabmceofprecisposm;mfmaypw microblal causes

27. performing Imaging studies in patients with recurrent, classic migraine headache and normal findings on neurdiogic examination

28. Performing brain imaging studes (CT or MRI) to evaluate smpla syncope in patients with nomal findings on neurologic examination

29. Routinely performing echocardiography in the evaluation of syncope, unless the history, physical examination, and dectrocardiogram do not provide a
diagnosts or underlying heart disease Is suspected

30. Performing predischarge chest radlography for hospitalized patients with community-acquired pneumonia who are makdng a satisfactory clinical recovery

31. Obtaining CT scans In a patient with pneumonta that Is confirmead by chest radiography In the absence of complicating chnical or radlographic features

zzﬁmfonm;mummdles.ratfetmanahlgh-semmqoMmensmmastMnmddagmstxtestlnpaneuswlmloapretestprobablmyofverm
romboembolsm

3. o-dimer rather than : { ultrasonography, CT ,or saintl, .
nm"wﬂl ox tigh OP{;P"‘! Imaging {extremity graphy, CT anglography, or ventifation-perfusion scintigraphy),

Mmgbhw-uplmaglmm:dlabrmdemlydbcwaedmﬁmmmdues <=4 mm In low-risk Indniduals
lmmg' mm«mmmmwwmmmmmmmmm

than spirometry alone (or pazk expiratory flow rate monitoring In
36. PafomMganaMmdexambodymmpmuanmspeaﬁch&mdmhnmew myalgla, or In patients with fibromyalgia
37. Screening for chronic obstructive pulmonary disasse with spirometry in indwiduals without respiratory symptoms
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SPECIAL ARTICLE

Overuse of Health Care Services in the United States

An Understudied Problem

Deborah Korenstein, MD; Raphael Falk, MD, MPH; Elizabeth A. Howell, MD, MPP;

Tara Bishop, MD, MPH; Salomeh Keyhani, MD, MPH

Background: Overuse, the provision of health care
services for which harms outweigh benefits, represents
poor quality and contributes to high costs. A better
understanding of overuse in US health care could
inform efforts to reduce inappropriate care. We per-
formed an extensive search for studies of overuse of
therapeutic procedures, diagnostic tests, and medica-
tions in the United States and describe the state of the
literature.

Methods: We searched MEDLINE (1978-2009) for
studies measuring US rates of overuse of procedures,
tests, and medications, augmented by author tracking,
reference tracking, and expert consultation. Four
reviewers screened titles; 2 reviewers screened abstracts
and f[ull articles and extracted data including overuse
rate, type of service, clinical area, and publication
year.

Results: We identified 172 articles measuring overuse:
53 concerned therapeutic procedures; 38, diagnostic tests;
and 81, medications. Eighteen unique therapeutic pro-
cedures and 24 diagnostic services were evaluated, in-
cluding 10 preventive diagnostic services. The most com-
monly studied services were antibiotics for upper
respiratory tract infections (59 studies), coronary angi-
ography (17 studies), carotid endarterectomy (13 stud-
ies), and coronary artery bypass grafting (10 studies).
Overuse of carotid endarterectomy and antibiotics for up-
per respiratory tract infections declined over time.

Conclusions: The robust evidence about overuse in the
United States is limited to a few services. Reducing inap-
propriate care in the US health care system likely requires
a more substantial investment in overuse research.

Arch Intern Med. 2012:172(2):171-178




Tahle 3. Overuse of Diagnostic Preventive Services

No. of Patienis Standard for Determining Appropriateness Rate of
Service Studied Year Scope (Guideline Issuing Organization) Overuse, %
Preoperative pulmonary function testing 135 1995  Local American College of Physicians 39.0
Cervical cancer screening (Papanicolaou test)? 197 1998 Local US Preventive Services Task Force 58.0
Prostate cancer screening (PSA) 429 2000 Local Panel consensus process 2041
Colon cancer screening (fecal occult blood 500 2005  Local VA 8.0
testing)
Prostate cancer screening (PSA) 597 642 2006  National VA and US Preventive Services Task Force 36.0
Periodic health examination 2704 2006  National US Preventive Services Task Force
Chest radiography 7.6
Electrocardiogram g2
Urinalysis 36.8
Prostate cancer screening (PSA) 105765 2007  Hegional  US Preventive Services Task Force, 16.1
American Urological Association,
American Cancer Society, and National
Comprehensive Cancer Network
Colon cancer screening (colonoscopy—Tfollow-up 1006 2007  Regional  US Multi-Society Task Force on Colorectal 60.8

after initial screen)

Cancer and the American Cancer Society

Abbreviations: PSA, prostate-specific antigen; VA, Department of Veterans Affairs.

aPatients had history of hysterectomy for benign causes.




Table 2. Most Commonly Evaluated Health Care Services: Overuse Rates Over Time?

=
Range of Overuse Range of Overuse

No. of Rates, % Rates, %

Service Condition(s) Studies (1978-1999) (2000-2009)
Therapeutic procedures

Coronary angiography® Myocardial infarction, coronary artery disease 17 40-17.4 8.0-21.8

Coronary revascularization® Coronary artery disease 16 2.0-15.0 1.4-14.0

Carotid endarterectomy Carotid stenosis 13 1.0-33.0 8.6-10.6
Diagnostic tests

Upper endoscopy® Bleeding (upper), peptic ulcer disease 7 5.2-19.6 19.0-23.0

Radiographs in acute respiratory illnesses Bronchiolitis or croup, asthma 5 70.0¢8 32.0-72.0

Colonoscopy® Colon cancer screening and follow-up 4 18.4-22.9 23.0-60.8

Imaging in low back pain Low back pain 5 28.0¢8 45-28.0

Prostate-specific antigen Prostate cancer screening and follow-up 4 None 16.1-80.0
Medications

Antibiotics Upper respiratory tract infection, acute 59 17.0-85.0 2.0-89.0

bronchitis
Bronchodilators Bronchiolitis obstructive diseases 6 12.0-69.0 30.0-81.0

d@When original studies presented ranges of overuse rates, values presented are the lower end of the range. Includes services evaluated in 4 or more separate
studies. See the eTable and eReferences for details of all studies.

Y Includes studies with or without percutaneous intervention.

Includes studies evaluating coronary artery bypass grafting and additional forms of revascularization

dA 2003 study reporting a single rate of overuse of endoscopy or colonoscopy is included in both categories.

€ Evaluated in a single study during the period.




Preventing overdiagnosis: how to stop harming the

healthy BM

Evidence is mounting that medicine is harming healthy people through ever earlier detection and

ever wider definition of disease. With the announcement of an international conference to improve
understanding of the problem of overdiagnosis, Ray Moynihan, Jenny Doust, and David Henry

examine its causes and explore solutions

Box 1: Problems of overdiagnosis

Asthma—Canadian study suggests 30% of people with diagnosis may not have asthma, and 66% of those may not require medications®

Attention deficit hyperactivity disorder—Widened definitions have led to concerns about overdiagnosis; boys born at the end of the
school year have 30% higher chance of diagnosis and 40% higher chance of medication than those born at the beginning of the year*®

Breast cancer—Systematic review suggests up to a third of screening detected cancers may be overdiagnosed*

Chronic kidney disease—Controversial definition classifies 1 in 10 as having disease; concerns about overdiagnosis of many elderly
people #

Gestational diabetes—Expanded definition classifies almost 1 in 5 pregnant women *'

High blood pressure—Systematic review suggests possibility of substantial overdiagnosis®

High cholesterol—Estimates that up to 80% of people with near normal cholesterol treated for life may be overdiagnosed?®
Lung cancer—25% or more of screening detected lung cancers may be overdiagnosed™

Osteoporosis—Expanded definitions may mean many treated low risk women experience net harm'

Prostate cancer—Risk that a cancer detected by prostate specific antigen testing is overdiagnosed may be over 60%?

Pulmonary embolism—Increased diagnostic sensitivity leads to detection of small emboli. Many may not require anticoagulant treatment
39

Thyroid cancer—Much of the observed increase in incidence may be overdiagnosis®

BMJ 2012;344:e3502 doi: 10.1136/bmj.e3502 (Published 29 May 2012)



Driv

ers of overdiagnosis

Technological changes detecting ever smaller “abnormalities”

Commercial and professional vested interests

Conflicted panels producing expanded disease definitions and writing guidelines
Legal incentives that punish underdiagnosis but not overdiagnosis

Health system incentives favouring more tests and treatments

Cultural beliefs that more is better; faith in early detection unmodified by its risks

Concern about overdiagnosis does not preclude awareness that
many people miss out on much needed healthcare. On the
contrary, resources wasted on unnecessary care can be much
better spent treating and preventing genuine illness. The
challenge is to work out which is which, and to produce and
disseminate evidence to help us all make more informed
decisions about when a diagnosis might do us more good than
harm.
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Cuando el presupuesto disminuye o no aumenta, no sélo hay que prestar atencion a que lo
nuevo sea 1itil y asequible, sino a lo que se va a eliminar para financiar las innovaciones. Se
requiere reorientar las prioridades de financiacion, lo que cominmente se etiqueta como
“desinversion”. Entendemos por desinversion el proceso explicito mediante el cual se
dejan de financiar parcial o completamente medicamentos, dispositivos, aparatos,
procedimientos o servicios con escaso valor clinico. Distinguimos dos areas de actuacion:
las intervenciones de valor dudoso y la mala calidad de los servicios prestados. En el
primer grupo se incluyen intervenciones inefectivas (como la prescripcion de estatinas
en prevencion primaria de muerte por cardiopatia isquémica); aquéllas en las que el
balance beneficio-riesgo se desplaza netamente hacia el segundo (cualquier cirugia
electiva en paciente no elegible); las prescindibles por innecesarias (entre otras, un
tercio de los tratamientos antibioticos en Atencion Primaria); las potencialmente
“cosmeéticas” (como la operacion estética de varices); las eficaces con alternativas mas
coste-efectivas que deberian ser consideradas en primer lugar (por ejemplo, la mitad de
los tratamientos de osteoporosis); y las intervenciones efectivas pero con relacion
beneficio-riesgo incierta para el caso de los pacientes “medios” (como las cirugias de
cadera, rodilla o cataratas). En el segundo grupo (mala calidad de los servicios prestados)
se incluyen los efectos adversos evitables derivados de la prestacion de servicios médicos
(infecciones hospitalarias, errores de medicacion, etc.).

2. DESINVERTIR EN LO QUE NO ANADE SALUD.

RECOMENDACIONES PARA UNA ACTUACION PUBLICA SENSATA Y RESPONSABLE



Que és I'Essencial?

Iniciativa que identifica practiques cliniques
de poc valor per a la salut

| promou recomanacions per tal d’evitar-ne la
seva realitzacio

Ageéncia de Qualitat i AIIN Generalitat de Catalunya
#= Avaluaci6 Sanitaries de Catalunya _Mll¥ Departament de Salut
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THE PURSUIT OF HEALTH

DR. H. GILBERT WELCH,
on LA M 2, AND OR. STEVEN WOLOIY

JAMA Internal Medicine

Formerly Archives of Internal Medicine

Comunitat cientifica

. L (alertes de sobrediagnostic/sobretractament)
Sistemas sanitaris

(sostenibilitat qliestionada)

BM] NECESITAT DE:

—— 1) Revisid de la practica clinica rutinaria
ANALYSIS 2) Revisio de la cobertura sanitaria publica

Saesirnt o ow vle e rvertions: 3) Presa de decisions compartida

Revista de =
Calidad Asistencial l
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ARTICULO ESPECIAL

Taxonomia practica de la «desinversion sanitaria» en lo que no
afade valor, para hacer sostenible el Sistema Nacional de Salud

Pacients /Ciutadania

J.R. Repullo
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patientslikeme’



Imperatiu etic actuar sobre practiques
de poc valor

Millora de la qualitat assistencial

Maxim valor als recursos destinats als
servels sanitaris

— T .
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#= Avaluaci6 Sanitaries de Catalunya .\llV Departament de Salut




Iniciatives similars
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Quines son les practiques cliniques de poc valor?

v Manca d’evidéncia sobre I'efectivitat

v SOn inefectives

v Els riscos son superiors als beneficis

v Hi ha alternatives d’efectivitat semblant i menor cost

=== Agéncia de Qualitat i

, AT Generalitat de Catalunya
#= Avaluacio Sanitaries de Catalunya

\lY Departament de Salut




Actualment...
L 1

2 1 recomanacions

Proves d'imatge en lumbalgia, Radiografia de torax preoperatoria en persones asimptomatiques,
Rehabilitacio de lictus més enlla dels dotze mesos, Proves d'imatge en l'avaluacié de cefalees,
Bisfosfonats en dones postmenopausiques amb risc baix de fractures, Inhibidors de la bomba de
protons en malalts polimedicats 0 majors de 65 anys, Mamografia en dones menors de 50 anys |
sense risc addicional, PSA en el cribratge del cancer de prostata, Tractament simptomatic del
refredat comu i la tos en infants, Episiotomia rutinaria en el part normal, Sondatge vesical en
pacients amb ictus, Antibiotics en ofitis mitjana aguda en infants, Hospitalitzacié de pacients amb
pneumonia d'origen comunitari, IECA | ARA-Il en pacients amb insuficiéncia cardiaca, Estatines en
poblacid amb risc coronari baix o moderat, Antibiotics en faringitis pediatrica, Oxigenoterapia
domiciliaria en pacients sense insuficiencia respiratoria




Quin interes te (pot o ha de tenir) la persona

responsable de la gestio d’un dentre sanitari?

Quant al finangador
Quant als professionals
Quant als pacients

Quant als ciutadans



