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Medicine and its Preventive Excesses
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Medicine is a millenary practice in which components
of science and custom are mixed with cultural and social
expectations so that their activity manages to respond to
human suffering, even in the face of death. In this sense,
medicine has responded to a millennial contract, the cura-
tive contract, by which it offered attention to the sick hu-
man being to cure or alleviate suffering and it was admitted
that this attention could cause damage. It was the patient’s
request that promoted the intervention of the doctor and
there was an implicit agreement by which damages were
accepted taking for granted the advantages of the benefits.
For example, in the case of acute abdominal pain in the
context of suspicion of appendicitis, in which the possibil-
ity of diagnostic error, surgical wound, anesthesia and its
complications, etc. is accepted. The new, barely centenary
and sole predominant contract since the second half of the
last century, namely since the beginning of the Age of Risk
Factors (from 1950 to 1999)' is the preventive contract.
In comparison with the curative contract, the preventive
contract does not always respond to the patient's demand
and almost never has to do with real and present suffering
but with the possible and future one. Therefore, the pre-
ventive contract usually refers to healthy people, or appar-
ently healthy, and requires that the possibilities of damage
against huge benefits be almost negligible. A good example
is the measles vaccine, which prevents this disease at the
cost of producing one encephalitis per million vaccinations
(among the unvaccinated who become ill, encephalitis oc-
curs in one per thousand). If it is exercised with caution,
medical activity gains a lot with the simultaneous existence
of the curative contract and the preventive one. Unfortu-
nately it is not usually the case, due to the unreasonable
dominance of the preventive contract, which conveys the
belief that it is always better to prevent than to cure.??

To illustrate the abuses of the preventive contract there
is nothing like the overdiagnosis in the screening of neuro-
blastoma. Neuroblastoma is the most common extracranial
solid cancer in childhood. Neuroblastoma often spreads to
other parts of the body before any symptoms are appar-
ent (up to 60% of all neuroblastoma cases present with
metastases). Screening (via urine analysis) of asympto-

matic infants at three weeks, six months, and one year has
been performed in Austria, Canada, Germany and Japan
since the 1980s. Screening was halted in 2004 after stud-
ies showed no reduction in deaths due to neuroblastoma,
but rather caused an increase in diagnoses that would have
disappeared without treatment, subjecting those infants to
unnecessary surgery and chemotherapy.* Neuroblastoma
is one of the human malignancies known to demonstrate
spontaneous regression from an undifferentiated state to a
completely normal and benign cellular appearance.>”’
‘Overdiagnosis’ is this increase in diagnosis that causes
harms without benefits. Cancer overdiagnosis is the diag-
nosis of a ‘cancer’ that would otherwise not go on to cause
symptoms or death. Overdiagnosis is an error of prognosis.
Overdiagnosis is not an error of diagnosis. Overdiagnosis
is an error regarding the expected impact of cancer on the
quality of life and life expectancy. Overdiagnosis may lead
to patient harm (through medical interventions) without any
benefits. Overdiagnosis is a problem in breast cancer, cer-
vical cancer, ovarian cancer, prostate cancer, lung cancer,
thyroid cancer, colorectal cancer and melanoma screening.
The overdiagnosis of cancer has become a public health
problem through the increase in screening (also by the in-
creased use of diagnostic tests in general, especially imag-
ing tests such as helical CT) but cancer screening trials sel-
dom quantify the harms of screening.® For example, we can
decrease harms decreasing the ‘intensivity’ of the screen-
ing: compared to the less intensive screening practice in the
Netherlands, US practice of cervical cancer screening may
have resulted in two- to threefold higher harms, while the ef-
fects on cervical cancer incidence and mortality are similar.®
Overdiagnosis harms also family members as cancer
screening and ‘scrutiny-dependent’ cancers is a snow ball.
The push for ‘early detection’ leads to more scrutiny-de-
pendent cancers being found which, in turn, gives the false
impression of an increased incidence of some cancers. Ag-
gressive screening of the family members of someone with
cancer means more cancer will be found. This could give
the impression of family history being more of a risk factor
than it may actually be."°
The excesses of prevention are not limited to cancer
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screening because they cover almost all preventive activi-
ties. Here are some examples to give an idea of the prob-
lem: general health check-ups, excessive tetanus vaccina-
tion, prenatal diagnosis with fetal DNA without warning the
mother about the results about herself, screening for aortic
aneurysm in women, early diagnosis of Alzheimer’s dis-
ease, scoliosis screening at school, routine Doppler-elec-
tronic fetal monitoring, episiotomy, atrial fibrillation screen-
ing, screening for HCV in adults who are not at elevated
risk, scanning the carotid artery, screening for the detection
of atrial fibrillation, etc.

Part of the problem depends on a demanding popula-
tion which leads to a negligent professional response. As
such, we need to remember that the relationship between
the medical profession and the public is changing but what
has not changed is the fact that the public needs doctors
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who are knowledgeable, skilled, ethical and committed."
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