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COREVALUES AND PRINCIPLESOF

NORDIC GENERAL PRACTICE/FAMILYMEDICINE

‘We promote continuity of . e

doctor-patient relationships as 2 ty.
a central organising principle. (AU S -, contiec e,

‘We care for our pathents Broughout thel fives, lending Lo them thicugh
We provide timely diagnosis and -—% 2 SUTEring While €nCuraging Progress (oward healt. we hesp
avold unnecessary tests and OWN el - 10 CONOAN 2N Manage thelf

overtreatment. Disease prevention
and health promotion are
Integrated into our dally activities.

We prioritise those whose needs
for healthcare are greatest.

We practice person-centred
medicine, emphasising dialogue,
context, and the best evidence
avallable.

‘We remain committed to
educatlon, research,
and quality development.

We recognise that soclal strain, I N,

deprivation, and traumatic mm
experiences Increase people’s  StUCtures, access 1o services, etc.

susceptibllity to disease, and we
speak out on relevant Issues.

‘We collaborate across professions
and disciplines while also taking
care not to blur the lines of
responsibllity.




COREVALUES AND PRINCIPLESOF ;’W %1%
NORDIC GENERAL PRACTICE/FAMILY MEDICINE _

. . . . We care for our patients throughout their lives, tending to them through
We provide timely diagnosis and disease and suffering while encouraging progress toward health. We help

avoid unnecess ary tests an d patients understand their own health - to confront and manage their

- . limitations, improve and maintain their well-being.
overtreatment. Disease prevention v _ i B i cvertrestrantcan(h s
. m ’ , and overtreatment can harm patients,
and health promotion are lredicheliaid o ity g

consume resources and indirectly lead to harmful underdiagnosis and
integrated into our daily activities. undertreatment elsewhere. When equally effective interventions are

available, we choose those that cost less.

3 We organise our practices to devote the most time and effort to those whose
* for healthcare are greatest. needs for treatment and support are greatest.

We collaborate across professions
7 and disciplines while also taking
* care not to blur the lines of

responsibllity.




Screening & Early diagnosis
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Service provided to a HEALTHY POPULATION



The carbon footprint of Australian health care and the share of its carbon
emissions attributable to harmful, low value and effective care

Carbon footprint of health care Carbon footprint of clinical care
35,772 kilotonnes CO,e emissions 28,618 kilotonnes CO,e emissions
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C0,e = carbon dioxide equivalent. Data sources: Malik et al,” Tennison et al 2021, and Braithwaite et al.” #

Barratt et al (2022). "High value health care is low carbon health care." Med J Aust 216(2): 67-68.



The Cascade of screening

People who
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works better
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Delayed Benefit

progressive
disease; person
would die even if
treated

treatable disease;

person would do
well even if
treated later

never have
developed
symptoms, even

if untreated

No Benefit

Harris, R. P., et al. (2015). "A value framework for cancer screening: advice for high-value care from the American College of Physicians." Ann Intern Med 162(10): 712-717.




Pros and cons of screening

« Reduced mortality :
« Reduced morbidity
« Reduced incidence
= Less radical treatment

Longer morbidity
Overdiagnosis
Overtreatment

False negatives

False positives

Induced disease

Increase fear for being sick
Increase mortality

Increase morbisity

Brodersen et al. The benefits and harms of screening for cancer with a focus on breast screening. Pol.Arch.Med.Wewn. 2010.



FOBT screening for colorectal cancer
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Shaukat et al. Long-term mortality after screening for colorectal cancer. N.Engl.J.Med. 369 (12):1106-1114, 2013.



FOBT screening for colorectal cancer

0.8+
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Shaukat et al. Long-term mortality after screening for colorectal cancer. N.Engl.J.Med. 369 (12):1106-1114, 2013.



Causes of death: aged 55-74

Denmark
Cancer coli, Cancer coli,
possible in spite of
reduction by screening
screening 4,4%
0,8%

Accidents
1,4%

Respiratory

diseases
8,1%

Sigurdsson, Getz, Sjonell, Vainiomaki, Brodersen. Marginal public health gain of screening for colorectal cancer. 19(2):400-7, 2013.



Causes of death: aged 55-74

Denmark Finland

Cancer coli,
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reduction by screening
screening 4,4%

0,8%

Accidents
1,4%

Respiratory
diseases
8,1%
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. ) possible
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possible in spite of )

reduction by screening screening
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Sigurdsson, Getz, Sjonell, Vainiomaki, Brodersen. Marginal public health gain of screening for colorectal cancer. 19(2):400-7, 2013.

Norway
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Overdiagnosis: what it is and what it isn’t

John Brodersen,”? Lisa M Schwartz,> Carl Heneghan,*
Jack William O’Sullivan,* Jeffrey K Aronson,*
Steven Woloshin?

Broadly, overdiagnosis means making
people patients unnecessarily, by
identifying problems that were never
going to cause harm or by medicalising
ordinary life experiences through
expanded definitions of diseases.

Brodersen, Schwartz, Heneghan, O'Sullivan, Aronson, Woloshin. Overdiagnosis: what it is and what it isn’t. BMJ EBM, 2018.



Overdiagnosis - prognosis

...the ultimate criterion for
overdiagnosis: at the end of life, if the
person never developed a problem
from her condition, she has been
overdiagnosed.

Welch, Schwartz, Woloshin. Overdiagnosed. Making People Sick in the Pursuit of Health, Boston: Beacon Press, 2011.



Lung cancer screening with CT scan
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Survivors stories drive screening towards
more overdiagnosis

More Intensive
l [ : Screening i

MSOcrreegnSi?'tf;I POPUlaritY [ More ]
Appears To Be pa radox Overdiagnosis

@l[ More “Survivor” ]

Stories




The magnitude of overdiagnosis of cancer in Australia

A. Women

[l Absolute lifetime risk, 1982
Bl Change in risk (to 2012): invasive cancers
M Change in risk (to 2012): in situ cancers
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Glasziou et al. Estimating the magnitude of cancer overdiagnosis in Australia. The Medical journal of Australia. 2019.



The magnitude of overdiagnosis of cancer in Australia

B. Men

Thyroid cancer [l Absolute lifetime risk, 1982

B Change in risk (to 2012): invasive cancers

Renal cancer W Change in risk (to 2012): in situ cancers

* For “Combined cancers”, the numbers for the individual cancers are summed; that is, people with more
than one type of cancer are counted more than once. #
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Glasziou et al. Estimating the magnitude of cancer overdiagnosis in Australia. The Medical journal of Australia. 2019.
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Carlsson et al.. Young Age on Starting Prostate-specific. European Urology, 2023
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Absolut risk reduction for death of prostate
cancer after 24 years:

Absolute risk reduction

0.5% = NNIS 200 & Odx?

No effect on specific mortality if PSA
screening begins after 62 year of age

Carlsson et al.. Young Age on Starting Prostate-specific. European Urology, 2023
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Time: Reduced mortality, Longer morbidity & Overdiagnosis

Overdiagnosed person

Not participating in screening

Participating in screening, no benefits

)
——
—

Death
of other
reasons

Death of the disease
screened for

Participating in screening, no benefits Death
of other
reasons
Participating in screening, benefits Death
| of other
reasons
Lead time
>
Time

Screening Symptoms
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Time: Reduced mortality, Longer morbidity & Overdiagnosis
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Men in the highest testing quartile of practices compared to men in the lowest quartile had

trans-rectal ultrasound 1.20 0.95-1.51
Biopsy 1.76 1.54-2.02
prostate cancer diagnosis 1.37 1.23-1.52
local stage 1.61 1.37-1.89
Prostatectomy 2.25 1.72-2.94
Radiotherapy 1.28 1.02-1.62
Mortality of prostate cancer 1.11 0.92-1.33
Mortality, all causes 1.01 0.97-1.05
Survival 83.4 (relative) 79.3-86.7 (relative)

Hjertholm, P., et al. (2015). "Variation in general practice prostate-specific antigen testing and

prostate cancer outcomes: an ecological study." Int J Cancer 136(2): 435-442.

26



Wrap up

= All screening programmes do harm. Some also do good.
= How should the pros and the cons be weighed?

27



Incidence High-income counties

Low-income counties

Rate (per 100,000)

1254
100-
754
504 Mortality
25 —— Low-income counties
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Incidence and Mortality Trends for Breast Cancer, Prostate Cancer, Thyroid Cancer,
. . and Melanoma in High- and Low-Income Counties in the United States, 1975-2013.
Welch & Fisher. "Income and Cancer

Overdiagnosis - When Too Much Care Is Harmful.
N Engl J Med 376(23): 2208-2209, 2017



