Deciding what to do – RAPRIOP options
· Reassurance and Explanation

· Advice

· Prescription

· Referral

· Investigation

· Observation

· Prevention and Health Promotion]
Reference: Robin Fraser Clinical Method
An excellent book based squarely on all aspects of the consultation. Clear. Readable. Usable. Affordable.

Having made a provisional diagnosis or diagnoses the main tasks in the Consultation can be collectively grouped under the title of patient management. In this context management is a broad area including many activities. Several are inter‑related as is everything that happens during a consultation and the boundaries of the different management activities are often blurred and overlap.

For the sake of clarity, the management tasks can be listed and considered separately. They are clearly described in Robin Fraser's book Clinical Method and make up the acronym RAPRIOP.

· Reassurance and Explanation
The most commonly used patient management activity, Reassurance requires high levels of skill to be really effective. Working well, reassurance can share or allay patient anxieties, using empathy and sympathy, and dispel false beliefs about diagnosis. Patients often have wide ranging and worrying ideas about their own diagnosis and prognosis. Reassurance therefore needs to be based on firm factual evidence of a diagnosis that the patient understands and agrees. There is overlap here with David Pendleton's Consultation Tasks and the support intervention from the 6 IVC's

There is evidence that good reassurance can influence Cooperation, Patient Satisfaction and even Health Outcomes.

· Explanation
Explanation is linked to Reassurance in the model but needs separate consideration. To explain things well we need to use clear, jargon‑free language which is appropriate for our patients' level of medical understanding and intelligence. Explanation works best if there is a good doctor patient relationship in which the patient trusts and believes the doctor.

· Advice
Advice can be considered, like diagnosis, in the three areas of Physical, Psychological and Social problems. It needs to be appropriate and the style tailored carefully to each patient. Some patients and some problems seem to need a counselling or patient‑centred approach, exploring the options together and negotiating the way forward. On other occasions a different style is needed and the doctor needs to be more prescriptive, changing the options for the patient and 'telling' them what must be done. The skill is to anticipate the most appropriate style for the particular patient or problem, and to develop a flexible range of skills.

· Prescription
In the context of this model Prescription means the prescribing of drugs. This chapter cannot include a full analysis of the wide range of factors related to prescribing but simply lists some key issues. What are the aims?

• therapeutic e.g. to prevent, cure, relieve symptoms

• tactical e.g. to gain time, maintain contact, relieve doctor or patient anxiety

• both

· Will a drug really help? Is there evidence to support prescribing, often at great expense.
· How effective will a drug be? Will there be risks or side effects?
· Financial Cost Considerations
· generic v proprietary

· types or groups of drugs      e.g.
ACE Inhibitors v Ca Channel Blockers

· Contraindications and Interactions
· Dosage and Duration ‑ is our advice accurate and evidence based?
· Compliance – only 60% of prescriptions are dispensed & courses completed
· Ongoing supervision ‑ monitoring dosage etc.
· Information about drugs ‑ are patients informed or are they alarmed by the information 
they receive!!

· Referral
On average one in every ten consultations leads to a referral.
To whom do we refer?

· to Consultants

· to members of our PHC Team / attached team

· to ancillary healthcare workers

· complementary specialists

· Social Services

Why do we refer?

· for a second opinion

· for diagnosis

· for investigation

· for emergency treatment

· to access specialist therapeutic equipment

· for specific therapy

· for social reasons

· in response to patient pressure

The GP has an extended role over supporting a patient before and after referral, especially for serious and multiple problems, helping the patient to interpret and understand what has been said and done, and in coming to terms with it all.

· Investigation
Investigation is generally a blunt tool. On average only 1 % of screening investigations such as routine chest X‑rays or cervical smears reveal a diagnosis. Even when focused and carefully selected the chances of success are still only 10%.

Why do we investigate?

· to confirm a diagnosis

· to exclude a diagnosis

· to monitor any treatment

· to screen any asymptomatic patients

· to impress something upon our patients

We investigate approximately every ninth patient we see in surgery, often at considerable cost, so we need to think and discriminate carefully, and minimise box ticking. The Hypothetico‑Deductive Method suggests that we should use investigation to confirm and not make diagnoses.
Some questions about investigations

· Why am I ordering this test?

· What am I going to look for in the result?

· If I find it will it affect my diagnosis?

· How will this affect my management?

· Will this ultimately benefit the patient?

· Observation
In a General Practice context this means the long-term management and use of time to watch over a patient and their illness. Most consultations are for self-limiting conditions which simply do not require follow up. However about one quarter of our consultations involve the management of chronic illness and the key is to care, and not necessarily cure.

Inadequate follow up results in anxiety and risks for the patient. Excessive care can erode a patient's independence and foster an inappropriate dependency on the doctor. Frequent follow up makes great time and energy demands on the doctor, possibly blunting his powers of observation, creating inconsistency and overwork.

The following factors can improve our observation of our patients:

· flexible appointment systems

· disease registers

· accessible doctors

· follow up clinics

· protocols and guidelines

· Prevention

Anticipatory care is that part of our work which encourages Health Promotion and Disease Prevention. The skill here is to think of it. We all know several basic ways in which people could lead healthier lives but we so often fail to promote these ideas in our surgeries.

The explanation is that the patient usually comes for a specific problem or problems directly unrelated to chronic disease or factors influencing health. To improve our performance in these areas we need to remember to address these areas, albeit briefly, in as many consultations as possible. Having been trained in a disease‑based problem‑solving hospital environment it is not always second nature for GPs to promote health.

Dr Bill Bevington


