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THEME ISSUE BMJ 2003.
Risk communication was the subject of a themed issue in the BMJ back in 2003- and its something that is useful to know about to aid your consultations and is a ‘hot topic’ for the MRCGP ( often mentioned on courses).  A lot of it is common sense but there are some interesting bits which hope you all find useful.
1. Patients understanding of risk:
One editorial  highlights that patients often have irrational external influences , based on upbringing, health beliefs, social networks and the media which will affect their understanding.

This is often underpinned by a ‘fear of the disease’ and a ‘trust in technology’, and their ‘right to access of a test or further investigation’.

Another more recent media influence  is the internet. Another editorial discusses the medical minefield of good and bad information out there and how as GP’s we need to aware of this. 
The author states 3 things are needed for risk assessment:
1) what is the specific risk,

2) context, i.e. what are the chances of a pt dying of lung cancer compared with the average person

3) Uncertainty –pts need an explanation that calculators can tailor predictions and depends on the evidence base behind them and that there is no simple way to appraise quality of evidence; also
4) Explanation of Absolute and Relative risk (more about below).

2.  Advice to Doctors for risk communication.

Another editorial explained that there are basic core qualities that a Doctor needs to enable patients to be able to understand a particular risk. There is a lot of cross over to the GMC guidelines expressed in the leaflet ‘Good Medical Practice’ and consultation models.
The themes were:

i) Professional values – trust , empathy , honesty help foster a good Dr-Pt relationship.

ii) Care and competence- realising your limitations

iii) Credibility-this will only happen if patients believe what you are telling them and is based on knowledge ,competence and confidence.

iv) Informed consent/ capacity – capacity is specific and is based on the 4 principles 1)to understand 2) to believe 3) to weigh up the ‘pro’s and con’s and 4) to be able to explain the information back.

v) A patient centred way of conveying information is important (i.e. Pendleton’s consultation model) –used shared decision making and autonomy regardless of whether risk is reduced.

vi) Conveying of information needs to be – simple, relevant , 2-way dialogue, can be done over many consultations.

Finally , a further editorial (Bellaby) described the public perception of risk following the MMR and link to autism scare and also the BSE/nv CJD crisis.

1) MMR and autism.

 A study by a Dr.Wakefield (1998) linked autism to the MMR vaccine. This paper has now been vehemently disputed since, there wasn’t any epidemiological evidence and the paper was only based on 12 cases. However at the time , it caused an outcry.

What went wrong?

The media were thought to be guilty for invoking a miscommunication of risk .However the Chief medical Officer also heightened anxieties by refusing access to single vaccines. There was a high drop out rate of the immunisation programme and parents relied upon herd immunity. However , it could be argued that they acted rationally at the time.

2) nv CJD and BSE.
This case is slightly different in that there is evidence linking BSE to nvCJD.

However, as there have only been 10-15 cases of nvCJD since 1994 , this a small, though real risk.

Compare both the above with the fact that there were around 5000 children who were killed or seriously injured in 2002, and the risks seem very small.

The author suggests that people worry more about the ‘perceived risk’ rather than real or actual risks. In summary, the size of the risk does not reflect the controversy caused.

Case Study :

A parent comes to see you in surgery with their 13 month old son .Mum is concerned as his older sister has a diagnosis of autism and she had her MMR jabs. She asks you about the risks associated  with the vaccine and if single vaccines are better.  How do you tackle this?

Bandolier theme issue on communicating risk (2006) – based on “Helping patients understand risk” by John Paling

Key points:--

1) Prepare by trying to understand difficulties patients have in understanding risk

2) Accept that patients’ emotions will filter the facts and cannot be ignored e.g. Uncle John smoked continuously until he was 110 and then died hang-gliding – “sample of one” evidence needs to be debunked sensitively.
3) Revise the way we give probabilities to patients. Our understanding of phrases like “pretty common”, “very rare” or “rare as hens teeth” may be very different to our patients; instead can use terms such as “common”
The EU have devised verbal descriptors of side effect probability

	Verbal
	Frequency
	Probability

	Very Common
	Over 10%
	More than 1 in 10

	Common
	1-10%
	1 in 100 to 1 in 10

	Uncommon
	0.1-1%
	1 in 1000 to 1 in 100

	Rare
	0.01-0.1%
	1 in 10000 to 1 in 1000


For example

The risk of having a baby with Down’s Syndrome when aged 40 is common (1/100)

The risk of having a baby with Down’s Syndrome when aged 45 is very common (1/35).
Both literacy and numeracy skills are important in enabling patients to understand risk.  

Literacy: A study in bandolier looked at Rheumatoid arthritis patients, worryingly it concluded that 

1/6 RA patients struggled with patient educational material

1/20 RA patients could not read prescription labels

Health numeracy is defined as:

‘The degree to which individuals have the capacity to 

Access, process, interpret, communicate and act on numerical, quantitative, graphical and probabilistic health information needed to make effective health decisions

4) Avoid just speaking in terms of relative risk, give information, not just data.  As we know, drug reps present information to us in terms of relative risk reduction rather than absolute risk reduction or NNT – so why should we tell patients e.g. “this statin will reduce your risk of a heart attack by about one in four” ?

5) Give positive and negative perspectives e.g. benefits and side effects of drug.

6) Use visual aids e.g Paling palette.

7) Come to a shared decision with patient as this can reinforce the doctor-patient partnership.

Some other points

-  I like the way John Guillebaud explains the extra risk of dying from a DVT if switching from a 2nd to a 3rd generation COC – the risk is 2 per million = risk of dying from driving for 2 hours (so if a woman can avoid driving for 2 hours, this counteracts the effect of taking a 3rd generation pill).
-  The risk of developing cancer after exposure to a chest x-ray is less than 1 in a million (very rare).  The risk of developing cancer after exposure to a chest CT is somewhere between 1 in 10000 and 1 in 1000 (rare).  This risk is cumulative.  Should we be exposing our patients to this risk?  Are our patients aware of the risks with what are considered “safe” investigations?  Should our cancer patients get serial scans to assess progress?  How would you communicate the risk if at all?

-  Unfortunately, you’ve got to know some figures (or at least have access to PILs with figures), especially when explaning risks of HRT:--

WHI RESULTS (JAMA, 2002)  -  HRT use and breast cancer incidence

	Use of HRT at baseline 
	Number per 1,000 women 
	Relative risk 
	Number of users for each extra case 

	Breast cancer diagnosis 

	Never users
	7.4 
	1.0 
	

	Oestrogen use for 

	5-9 years
	8.8 
	??
	700 

	10 years or more
	8.7 
	1.4 
	750 

	Oestrogen-progestagen use for 

	5-9 years
	??
	2.2 
	130 

	10 years or more
	15.3 
	2.3 
	125 


WANT TO KNOW MORE???
www.riskcomm.com – the official website of the guru of risk communication, John Paling – you can download his Paling palettes and perspectives there
www.yourcancerrisk.harvard.edu - helps patients understand their risk of cancer
www.nsc.org/lrs/statinfo/odds.htm - if you want to know your risk of dying from e.g. your nightwear catching fire!

NB Medical “Hot Topics” books present results of most important new studies in a risk communication friendly way.
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