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COMMENTARY

Preventive care: so many recommendations, so little time

Nicholas Pimlott

here are strong pressures to provide preventive care

in the family physician’s office, and the recent rec-

ommendation statement from the Canadian Task
Force on Preventive Health Care on screening for depres-
sion in primary care provides yet another set of recommen-
dations to be added to the others.: Expert panels, disease-
specific interest groups and the media all urge prevention as
a way to improve health and prolong life. Both Canadian na-
tional commissions on health care23 placed prevention near
the centre of their recommendations to make national
health insurance sustainable. It should not astonish that the
public responds in our offices by asking to be screened and
tested and needing counseling and explanation.

Yet the number of recommended prevention strategies
grows each passing year, making it increasingly difficult for
family physicians to find the time to implement them. This
growth in recommendations occurs when higher workloads
due to family physician shortages are driving most practition-
ers to focus on illness and episodic care.

Some recommendations are of dubious quality. Cancer so-
cieties and other disease-specific societies at times promote
preventive screening measures for which the evidence is in-
sufficient or even negative. The Canadian Task Force on Pre-
ventive Health Care gives mass screening of healthy men 50
years and older for prostate cancer a grade D recommenda-
tion (i.e., there is fair evidence against this practice).+ Simi-
larly, the Task Force recommends against teaching women
between the ages of 40 and 60 breast self-examination (again
a grade D manoeuvre).s Yet the Canadian Cancer Society en-
courages men to undergo prostate cancer screening® and
women to perform breast self-examination.” One of the prac-
tical consequences of such discrepancies is that family physi-
cians may spend a significant amount of time attempting to
explain them to their patients, or, alternatively, to save time,
simply doing what patients demand without reaching in-
formed consent about the potential negative consequences of
performing such tests.

The popular media, in its hunger for health-related infor-
mation, is particularly complicit in fuelling the public de-
mand for screening measures that may not have been proven
effective. Fed by disease-specific groups — many of which
are also heavily funded by health-related industries — news-
papers, Web sites and radio and television programs often
reflect their point of view. Celebrities become advocates for
disease prevention. After her husband died from colon can-
cer, US journalist Katie Couric helped establish the National
Colorectal Cancer Research Alliance, which recommends
colonoscopy as the best screening test for colorectal cancer
for all patients age 50 and older®* — even though the Cana-
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dian Task Force recommends screening colonoscopy only
for high-risk adults with hereditary nonpolypoid colon can-
cer,* and the United States Preventive Health Services Task
Force states that there is no direct evidence to support
colonoscopy screening for people at average risk. Both or-
ganizations recommend screening people 50 years and older
who are at average risk with fecal occult blood testing (grade
A recommendation).® There is no doubt that Couric’s public
colonoscopy broadcast on her television show Today will
have a far more powerful influence on the US and Canadian
public than the recommendations of either task force or
those of their physicians.

Against the high tide of recommendations and eager or
confused patients, family physicians struggle to keep up with
those patients who have acute and chronic medical problems.

These pressures are exacerbated by an increasing number of
elderly patients, a decreasing number of family physicians,
conflicting evidence about the effectiveness of preventive ma-
noeuvres and a lack of public policy as to the priorities in pre-
ventive care.

Prevention takes time. Yarnall and colleagues determined
that to fully satisfy the grade A and B US Task Force recom-
mendations, it would take a primary care physician 1773
hours annually, or about 7.4 hours per working day, in a typi-
cal practice of 2500 patients. Providing just the grade A ma-
noeuvres would require 2 hours per day. It is not surprising
that physicians focus on grade A manoeuvres. Like most
physicians, I focus on grade A manoeuvres but spend a signif-
icant amount of time each day on those graded C and D —
especially screening for prostate cancer, a grade D recom-
mendation of the Canadian Task Force.

We need to establish priorities. Although “A” takes clear
precedence over “B,” not all grade A manoeuvres are of equal
priority. For example, screening for and treating hyperten-
sion in patients over age 6o, in whom the number needed to
treat is about 18 to prevent one coronary event over 5 years,!
is likely of greater priority than screening patients 40 years
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and older for colorectal cancer with fecal occult blood testing,
where the number needed to screen for 10 years is about 1200
to prevent one death.:2

We also need to involve the public. We must have broader
policy and public discussion about priorities in prevention
and the most effective means to deliver them. The public also
needs to be made aware of the harm involved in at least some
of the recommendations proposed by disease-specific soci-
eties and the media. We should discuss the costs of preven-
tion and of adopting strategies that are of limited or uncertain
efficacy. Preventive care needs to be “triaged” from lowest to
highest priority. For example, as the incidence of obesity and
type 2 diabetes mellitus increases, with enormous health im-
plications for both individuals and society, should preventing
these diseases not be a higher priority than screening older
men at average risk for prostate cancer?

Last, given the sea of recommendations and the lack of
time for implementation, we ought to question whether op-
portunistic disease prevention — applying preventive ma-
noeuvres when the patient has come for another reason —
can still be recommended. Even the ethics of opportunistic
disease prevention have been questioned.s My colleagues
Amy Freedman and Gary Naglie and I determined that elderly
patients were twice as likely to receive grade A and B preven-
tive manoeuvres from their family physicians if they pre-
sented for an annual health check-up than for a specific
health care problem.+

Delivering preventive care and promoting health are im-
portant parts of a family physician’s work that physicians
strongly embrace. Never has it been more challenging for
them to do so. The establishment of clear, publicly supported
priorities for preventive care, the development and dissemi-
nation of age- and gender-specific reminder tools, and more
“active” methods to educate physicians and the public are
some of the ways in which this can be done.
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