
Overdiagnosis, medicalisation and social justice: 

Commentary on Carter et al (2016) A definition and ethical evaluation of 

overdiagnosis 

 

The concept of ‘overdiagnosis’ is one of a number of related, normative concepts, 

such as ‘too much medicine,’1,2 that have emerged recently and which try and 

describe harms associated with the excessive or undue application of medicine.  It is 

worth considering to what extent the concept of overdiagnosis (and other recent 

coinages) represents a refinement, an alternative, or a possible successor to the 

older concept of medicalisation.3 Medicalisation, it has been argued, has been 

overused, becoming in the process too broad and too nebulous to provide a useful 

critique of medical practice or organisation.4 In this context, overdiagnosis may be 

regarded as an attempt to regain this critical edge by focusing on a specific facet of 

medical practice – diagnosis – and attempting, as Carter and colleagues5 have done, 

to delineate a clear set of problems to be addressed. 

 

Critiques, of course, are of their time. They are shaped by the perspectives of the 

communities from which they arise, and the wider social context of the particular 

problems that they seek to address. While several drivers of overdiagnosis have 

been identified, it is perhaps most pertinent that the concept has arisen in an era 

when the distinction between having a disease and being at risk of disease has 

effectively collapsed in many areas of medical practice.6,7 In part this is due to the 

rise of ever more powerful technologies for detecting and quantifying biological 

differences between individuals. Diagnosis is both the set of classifications of 

disease that exist and the process of categorising individuals according to that 



classification schema.8 As such, diagnosis evaluates individuals by comparing them 

to the wider group. The ability to detect differences between individuals at the 

molecular level allows distinctions to be made on the basis of variations that do not 

signal the presence of symptomatic disease but rather the future possibility of 

disease.9 At the same time, the deployment and application of these increasingly 

sensitive tests is strongly driven by a particular strain of preventive medicine.  

 

The preventive ethos represents the logical extension of the idea that the earlier an 

incidence of disease is detected and treated the better. There are a variety of 

preventive approaches, including many traditional public health interventions, but 

there is also an increasing focus on prevention through predicting the onset of 

disease in individuals before it arises.  This manifests, not only in the use of more 

sensitive tests, but in the routine screening of asymptomatic people and in the 

promotion of self-monitoring and individual responsibility for health by avoiding 

unhealthy behaviours. Interventions based on prediction also represent a 

fundamental change in diagnosis and that shift is temporal; diagnosis becomes less 

about detecting ‘what is’ and more about detecting ‘what might be’. One result of this 

is that the distinction between being healthy or having a disease (classifications 

based on the present) becomes blurred as new categories of ‘pre-disease’ create a 

class of ‘patients in waiting’ who have one or more detectable molecular 

abnormalities and may or may not go on to develop symptomatic disease (a 

classification based on the future).7 All of these elements are common in oncology 

and may explain why much early work on overdiagnosis emerged in the context of 

assessing the outcomes of cancer screening.10  

 



Predictive approaches are inherently about trying to manage the future, but the 

future is, by definition, uncertain and contingent. A physician diagnosing disease 

almost always has to deal with some level of contingency, in terms of matching the 

idiosyncratic manifestations of illness in the patient before them to the abstract 

definitions of disease in the ICD-10 or DSM V. However, the shift from diagnosing 

people who have a disease to diagnosing people who might develop a disease 

fundamentally alters the calculus of benefits and harms involved. This, in my 

reading, is one of the central concerns that the definition of overdiagnosis proffered 

by Carter and colleagues5 sets out to address. The harms associated with 

overdiagnosis involve the physical effects of medical treatment that does not benefit, 

the psychosocial harms of expecting the onset of serious disease which never 

manifests, and the economic harms resulting from the misallocation of resources and 

consequent reduction in effectiveness of a given health system. Importantly, while 

the authors recognise that overdiagnosis affects individuals they understand that it is 

a problem that operates at the level of systems of health care and has implications 

for social justice.  

 

Social justice is also a central concern underpinning medicalisation theory. At least in 

its sociologically-informed iterations, medicalisation theorists were primarily 

concerned that the definition of problems in medical terms would lead to them being 

understood as matters of individual biology alone, precluding solutions that address 

wider systemic inequalities.11 This concern for how problems are framed, and how 

this framing affects the types of solution on offer, is also pertinent to how we 

understand the relation between medicalisation, overdiagnosis and similar concepts. 

Overdiagnosis presents a critique that is largely aligned with a medical worldview. It 



presents a normative model for medicine to reform its own practices from within.  In 

comparison, medicalisation was and is an external critique – not necessarily of 

medicine itself (although it certainly has been used that way), but of the political use 

of medicine to foreground diagnosis and treatment of individuals while side-lining 

economic, environmental and other approaches to redress the unequal distribution of 

health and illness in society. This concern is far from redundant in relation to the 

wider phenomena described by overdiagnosis and it is worth reflecting not only on 

when it is might be most appropriate to employ overdiagnosis as opposed to 

medicalisation, but also what is gained, and what might be lost, by drawing on each 

perspective. 
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