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GENERAL HEALTH CHECKS ARE

included in the Affordable
Care Act in the United States
and are widely used in many

other countries. However, the balance
between the benefits and harms of gen-
eral health checks has been unclear,
with some studies showing favorable as-
sociations with surrogate outcomes
such as cardiovascular risk factors1,2 or
delivery of preventive services,3 but
without a clear effect on morbidity or
mortality. In addition, if general health
checks result in unnecessary testing,
treatment, and labeling, they could be
harmful. This JAMA Clinical Evi-
dence Synopsis summarizes a Coch-
rane review5 of the evidence from ran-
domized trials of general health checks
with clinically meaningful outcomes.
Health checks were defined as screen-

ing for more than 1 disease or risk fac-
tor in more than 1 organ system.

SUMMARY OF FINDINGS
Weidentified16eligiblerandomizedtrials,
of which 14 reported data on 1 or more
primaryorsecondaryoutcomes(182 880
participants). Median participation was
82% (range, 50%-90%). Nine trials
(155 899participantsand11 940deaths)
reportedontotalmortalitywithamedian
follow-upof9years. In thepooledanaly-
sis, the risk ratio (RR) was 0.99 (95% CI,
0.95-1.03), with no statistical heteroge-
neity (I2=0%) (FIGURE). Eight trials re-
portedoncardiovascularmortality (RR,
1.03[95%CI,0.91-1.17])withsubstan-
tial heterogeneity (I2=64%), and 8 trials
reported on cancer mortality (RR, 1.01
(95% CI, 0.92-1.12) with moderate
heterogeneity (I2=33%).

Few studies assessed morbidity.
Two trials reported on fatal and non-
fatal coronary heart disease, one of
which also reported on fatal and
nonfatal stroke, and another trial
reported on cancer incidence. There
were no statistically significant favor-
able or harmful associations of gen-
eral health checks with these out-
comes. There was no association
with hospital admission rates, dis-
ability, worry, additional physician
visits, or absence from work. We
found no data on referrals to special-
ists, the number of follow-up tests,
or the number of surgical proce-
dures. One trial (10 674 participants)
compared the total number of new
diagnoses in a 40% subsample and
found 20% more new diagnoses per
participant in the intervention group
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Figure. Mortality Outcomes for Health Checks vs Usual Care
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Clinical Question What are the benefits and harms of general health checks for adult populations?

Bottom Line Compared with usual care, offers of health checks were not associated with lower rates
of all-cause mortality, mortality from cardiovascular disease, or mortality from cancer. Health checks
may be associated with more diagnoses and more drug treatment. Morbidity was infrequently re-
ported, as were most harms, such as use of diagnostic procedures.
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after 6 years. Two of 4 trials found
increased use of drugs for hyperten-
sion in the intervention group, and 2
of 4 trials found improved self-
reported health in the intervention
group, but these results were at risk
of reporting bias.

DISCUSSION
In 14 trials involving 182 880 partici-
pants, general health checks were not as-
sociated with lower rates of mortality or
morbidity. However, general health
checks may increase the number of di-
agnoses and the use of medications.

Limitations

Most trials were old, and there have
been changes in thresholds for risk
factor treatment, risk assessment

methods, and available preventive
drugs. One recently conducted large
trial (Inter994) will inform about the
association of general health checks
with morbidity and mortality. Trials
differed in the type of tests and coun-
seling used, although nearly all trials
assessed standard cardiovascular risk
factors (blood pressure, serum cho-
lesterol, and weight). There were
also differences in the number of
health checks offered and in the risk
of bias in the included trials. We
excluded trials that only enrolled
people older than 65 years.

Comparison of Findings With
Current Practice Guidelines

The US Preventive Services Task Force
recommends several preventive mea-

sures but does not specifically advo-
cate routine check-ups. Our results sug-
gest that health checks may not be
associated with reduced mortality or
morbidity.

Areas in Need of Future Study

Harmful effects of some tests and
subsequent treatment could have bal-
anced out possible beneficial effects
of others. Future research should
focus on individual components of
health checks, rather than bundled
tests and counseling services
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Evidence Profile

No. of trials: 14 (plus 2 without primary outcome data)

Study years: 1963-1999 (trial start) to 1970-2009 (end of follow-up)

Median follow-up: for total mortality, 9 years (range, 4-22); cardiovascular mortal-
ity, 10.4 years (range, 4-22); cancer mortality, 10.4 years (range, 4-22)

No. of participants: 182 880 (155 899 in trials reporting on mortality)

Men/Women: 5 trials only enrolled men; in the remaining trials, the proportion of
men ranged from 41% to 58% (unclear in 2 trials)

Race/ethnicity: Unavailable

Settings: General population, primary care, workplace

Countries: Belgium, Denmark, Italy, Poland, Sweden, United Kingdom, United States

Comparison: Invitation to 1 or more health checks vs usual care

Primaryoutcomes:All-causemortality,cardiovascularmortality,cancer-relatedmortality

Secondary outcomes: Morbidity (eg, myocardial infarction), new diagnoses (total
and condition-specific), hospital admissions, disability (preferably patient-reported),
patient worry, self-reported health, referrals to specialists, unscheduled visits to gen-
eral practitioners, additional diagnostic procedures due to positive screening results,
new medications prescribed, frequency and type of surgery, absence from work
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