Realistic Medicine: Crowdsourcing a Public Health response
Introduction
On 7 September 2016 we ran a webinar on Public Health and Realistic Medicine with Dr Catherine
Calderwood, Scotland’s Chief Medical Officer. Over 220 people signed up for this session (written up
in a blog on ScotPublicHealth.com), and all were invited to participate in a crowdsourcing exercise
where we would collect ideas under the 6 themes of the CMO’s annual report Realistic Medicine.
We ran a brief demo of Crowdicity during the webinar.
On 9 September the Scottish Public Health Network ran
a meeting on the same topic, and participants at that
session were also invited to participate in the
crowdsourcing exercise. Three additional themes for
discussion were identified at this meeting: general
topics that were not encapsulated within a single theme
of Realistic Medicine, inequalities and supported selfmanagement. While "House of Care" was included as a
graphic in the Realistic Medicine report it was felt that
this was not covered in detail in the report. The
crowdsourcing site was adapted to include these
themes.
The crowdsourcing platform, kindly provided by
Crowdicity, ran from 5 to 16 September. The initial plan
was to take ideas posted in the first week and use these
to produce a scenario for the second week (eg perhaps around health protection or screening).
However there was not a unifying theme for the posts, so users were invited instead to keep posting
and voting under the 9 headings. Reminder emails and tweets were sent out during the fortnight.
The full materials sourced during the fortnight are provided below, under the 9 headings, using the
graphics displayed or uploaded to the site.
The summary results are shown in the table below. This order (descending, by number of
contributors) is used in subsequent sections. The most popular three topics were reducing harm and
waste; personalised approach to care; and supported self management. There were no ideas posted
under the “general” theme. I “seeded” some topics with initial ideas, but left others blank.
Posts in each section are listed chronologically, with a "header" in dark blue at the start, numbered
"ideas" in shaded boxes and "comments" underneath. The earlier the idea was posted the more
time available to vote for the idea. Votes are shown as number of thumbs up (
Theme
1. Reducing harm and waste
2. Personalised approach to care
3. Supported self management
4. Reducing unnecessary variation
5. Improvers and innovators
6. Inequalities
7. Managing risk
8. Shared decision making
9. General points about realistic medicine

Ideas

Likes
8
3
2
3
2
1
1
1
0

12
5
5
6
1
1
1
1
0

) under posts.

Comments People
14
11
3
7
3
6
7
6
1
3
1
2
6
2
0
2
0
0
1
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In total there were 21 ideas posted, 32 votes, 35 comments, and 67 users registered, though only 19
people posted.
A Twitter poll on 14 September (pictured left)
attempted to encourage further sign up and
participation and identify potential barriers. However
there were only 11 responses, so this does not
necessarily provide a representative sample. The 7
people who responded "not yet - but going to" did
not all ultimately sign up, and we do not know why.
There were no responses indicating that the process
of signing up/ posting was straightforward, and over
a third of respondents stated pressure of time or IT
problems.
Crowdicity provides statistics on participation throughout, introducing "gamefication" by turning
such participation (posting, voting, commenting) into points. The top 10 leaderboard is shown
below.
Leaderboard and points
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Reflections on running a crowdsourcing exercise
Logistics: Crowdicity was easy to set up and the support provided by the company, before, during
and after, was excellent. However, despite good engagement around the Public Health Hour webinar
during the first week there was only limited posting and discussion in the Crowdicity page.
Approximately 5% of people who signed up for the webinar took part in the crowdsourcing exercise,
with a few extra people joining in after seeing posts on social media. This low engagement appears
to have been due to a combination of factors - particularly the IT obstacles on work computers and
pressure of time. The diverse number of potential themes available may also have been
overwhelming for some potential participants. Ultimately, however, most new technology takes
time to become accepted, as summarised by Everett Rogers in "Diffusion of Innovations" and the 19-90 rule of internet culture. These are topics that we have touched on during #PublicHealthHour
sessions during 2016 and associated tweets. A substantial amount of face-to-face support, and
repeated use, would be required to test the acceptability of Crowdicity and that would require
resource as it is a commercial product.
Emerging themes: The "Reducing harm and waste" theme attracted by far the most ideas and
participants. Participants questioned terminology (eg the use of the word "waste", moving towards a
focus on "value"). Suggestions ranged from the technical (eg measurement and health economics) to
the general (eg presentations and lectures on the topic overall). The level of discussion suggests an
enthusiasm within the Public Health community and beyond to make an important contribution
towards Realistic Medicine, and overall the themes encompass each of the Faculty of Public Health's
9 areas of Public Health. The topics and comments in this and other themes also commonly
mentioned use of web technology, which may reflect tech savvy participants (Rogers' early adopters
or the "1" of the 1-9-90 rule mentioned above). The later posts in this is and other sections were
received during the final weekend when few other participants appear to have been checking the
site, resulting in "orphan" posts.
"Personalised approach to care" and the additional theme of "supported self management" were
the next biggest categories, with responses overlapping with the theme of "shared decision making"
(eg in posts about health literacy).
"Inequalities" had only one idea posted, and that was from a hospital physician. This low
engagement was perhaps surprising: the Public Health discussion group on 9 September expressed a
greater interest in inequalities. Health inequalities are mentioned in Realistic Medicine, but are not
the primary focus of the report. Variation - in process and outcome - is a major topic in Realistic
Medicine, and received a few suggestions. However, actions to tackle inequalities require a
multifaceted approach that goes beyond the scope of the Realistic Medicine report.
Tools, technology and media: A number of websites, apps, videos and TV programmes were
suggested. These are worth exploring further both for professionals and patients, and give insights
into similar work in other settings and practical suggestions that can be tested.
Conclusions: Crowdicity undoubtedly provides an engaging approach to collecting rich information
from participants, but initial engagement and access present challenges. There were nonetheless
useful ideas that emerged from the discussions, and insights into areas of immediate interest as
summarised above.

Graham Mackenzie, Consultant in Public Health, NHS Lothian
24 October 2016
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Results by theme
1) Reducing harm and waste

Realistic Medicine defines waste in healthcare not in terms of what might be thrown away, but in
interventions that don’t add value for patients.
Post examples of Public Health's role in identifying and reducing waste.

i) Graham Mackenzie, site administrator, posted on “Usual care?”
Realistic Medicine cites Atul Gawande's description of a study of patients with stage 4 lung
cancer. Patients assigned to early palliative care had better outcomes than patients in the
conventional treatment group. Public Health, as a discipline, has a potential role in this type of
work both in terms of identifying suitable interventions with hospital colleagues, and the
interdisciplinary work required to communicate the benefits of such an approach to colleagues,
patients, carers and supporting organisations.
Norman Waugh noted “Another thing you can do with graphs like this is use digitizing software to
quantify the difference in benefits - the space between the lines”.

ii) Carol Read, a panellist on the Realistic Medicine webinar posted on “Adventures in public
health”
Look at where digital technology can help instead of hinder. Can apps be developed for people to
access public health info in a realistic and timely way? Can we use the success of the Pokémon app
to design apps that get kids and adults moving?
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Deirdre Moss responded: “Individual patient held e health records would enable patients to carry up
to date investigation records and blood results between different health appointments avoiding
wasted time when at appointment and results unavailable between health boards.
Students studying away from home with [long term conditions] could transition more easily
between GP and hospital services without having to constantly repeat tests and disrupt health care”
Carol Read replied: “Totally agree Deirdre. We need to be aware that people are quite happy to
share their personal health data with apps and organisations like apple/google/fitbit. How much
time would it save for individuals and organsations if an e health record could be put in place? I think
your point about students and LTC is very well made.”
Graham Mackenzie noted: “Indeed - apps like Strava (and even perhaps Pokemon Go) and events
such as Park Run bring people together, and reward physical activity. There's a lot to learn from
these new forms of participation, and fitness boosts productivity. Giving NHS staff time to build
physical activity into their everyday life would be great - being able to claim back cycling miles
between meetings is one example.”
Finally, Alex Stirling suggested: "Can we also use apps to help people access more timely and needs
sensitive care at home - I like the idea of an 'Uber' ( other brands are available) community in the
community" (and Carol agreed).
iii) Deirdre Moss posted on “duplication and unnecessary over assessment”
Often it seems older patients are waiting in acute hospitals or to be transferred to community
hospital for OT or Physio assessment, could some of this be done in the community?
Does it have to be a physio or OT assessing, less expensive staff can be used to undertake basic
functional assessments as this has been tested on successful community falls prevention
programmes.
Older patients lose functional ability whilst they are waiting for these assessments in hospital.
Graham Mackenzie wrote: “This is a practical suggestion. It's been tried out in some areas - often
called "discharge to assess" eg see
http://www.kingsfund.org.uk/sites/files/kf/media/Sheffield%20Teaching%20Hospital,%20Discharge
%20to%20Assess%20%E2%80%93%20Challenges%20and%20Benefits%20(Summary).pdf
It would be good to hear if anybody has tried this out locally, successfully.”
Mark MacGregor responded saying: “Less expensive staff are often suggested as a way of reducing
waste. But just because someone is paid less, doesn't mean they cost less. If they take twice as long,
bring back patients more often, do more tests etc, they can actually cost more. These choices need
to be informed by evidence.
It also seems to be the wrong direction for our society. We should be trying to create a lower
number of high pay, high education roles, which the leave more of the working age population free
for other activities in our economy.”
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iv) Norman Waugh wrote, as mentioned in the Realistic Medicine meeting on 9 September, that
“Waste is the wrong title”
I don't think it’s mostly about interventions that don't add any value. There are some of those but I
think it's more that we can't afford to provide every intervention that might do some good/add
some value for some patients. So it's about stopping or reducing some interventions that add
comparatively little value in order to use funds for more valuable interventions. I think some
clinicians and others might justifiably feel a bit insulted if it's implied that they are wasting resources.
Furthermore I don't think public health should be asking clinicians to do the rationing. It's the duty of
each clinical group to seek to maximize health gains for their group of patients. They cannot be
expected to know the opportunity costs. For example the cardiologist might know what £200k can
buy for his patients but he can't be expected to know what it would buy in orthopaedics. It is the
responsibility of NHS management and public health in particular to consider distribution of
resources across all of population health care.
Graham Mackenzie replied: “Good points - and ‘waste’ is a loaded term for professionals and public
alike.
Panellist at last week's PublicHealthHour, Sir Muir Gray, has suggested focusing on value. More here
http://www.bettervaluehealthcare.net/
What approaches can we use to consider across and within programmes?”
Alex Stirling noted: “I also think this is an example of why we need to call out what we understand to
be the meaning of value and values”
v) Alex Stirling then posted on “over treatment/ overdiagnosis / over investigation”
This idea relates to the harms of unneeded tests and therapies, and the opportunity cost of wasted
resources. All drugs have potential adverse side effects and all surgery carries risk. When is high
blood pressure high enough to become a disease in need of medical intervention, antibiotics for viral
infections, screening for breast cancer, screening for prostate cancer etc...
perhaps another example of unwarranted variation? What do the public think? Why do they think
that? Can shared decision making help?
Graham Mackenzie wrote: “This is a very important area. Prescribing is the biggest single
expenditure in the NHS, so let's start with that. The NHS England atlas of variation displays antibiotic
prescribing for LRTI as its first map and has a case study on this (page 261 at the following link).
http://www.rightcare.nhs.uk/atlas/downloads/2909/RC_nhsAtlasFULL_MED_290915.pdf
Achievable gains, a ‘low tech’ solution, and patients benefit too".

Marion Brown wrote: “A useful resource that is available to anyone is Rxisk.org . Many patients are
turning to this too, when confounded by experienced 'effects' of medications and combinations of
medications....”
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vi) Mark MacGregor posted on “Measuring Value”
With few exceptions we don't measure patient relevant outcomes from our interventions. It would
not be hard to routinely collect EQ5D to assess the value of our interventions. If funds were then
reallocated to the highest value interventions then overall health gain would increase for the same
budget.
At the moment when SMC approves a high ICER drug the opportunity costs are opaque. This might
begin to bring them to the fore.
Graham Mackenzie provided some links to these terms: “This is another good suggestion, and one
that relates both to value and shared decision making. I have provided a glossary below for other
users new to the topic.
The high cost for minimal benefit is often not given balanced coverage in news stories about new
drugs.
Public Health interventions often have very low ICERs (eg smoking cessation interventions) but have
been vulnerable to cuts over recent years.
EQ-5D is a simple way to measure health outcomes by post or in clinical settings, across 5 areas:
mobility, self-care, usual activities, pain/discomfort and anxiety/depression.
http://www.euroqol.org/about-eq-5d.html
SMC = Scottish Medicines Consortium, which "accept[s] for use those newly licensed medicines that
clearly represent good value for money to NHSScotland"
https://www.scottishmedicines.org.uk/About_SMC/What_we_do
ICER = incremental cost effectiveness ratio, which is a health economics measure that considers the
additional costs and benefits of a new drug compared to the existing treatment. A drug with a high
ICER is expensive for the additional benefit it provides.
ICER described further in Scottish context here: http://www.gov.scot/Resource/0042/00421354.pdf"
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vii) Marion Brown posted “Zero harm approach - mental health”
Antidepressant prescribing is rising alarmingly- as are levels of long-term mental-health disability... is
there a link?
I can share what I have learned about issues that people are experiencing with medications
prescribed for mental health issues in the attached pdf file.
This paper is very relevant: http://breggin.com/Breggin2016_RationalPrinciples.pdf
Marion also uploaded: https://scotpublichealthdotcom.files.wordpress.com/2016/09/mb-idea-7mental-health-hg_jour_jun2016_p36-40_eupop81.pdf
viii) Marion Brown then posted “Can good medicine be bad for your health?
A lot of similar ideas to 'Realistic Medicine' in this recent video entitled 'How Good Medicine can be
Bad for your Health'
https://www.youtube.com/watch?v=sHw_c32a76I

Top contributors to reducing harm and waste section are shown below:
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2) Personalised approach to care

How do we build a personalised approach to care?
Realistic Medicine, in chapter 3, provides some examples of ways to personalise care, including the
way that information is shared and decisions aided. Post your examples of personalised care in
practice, or ideas of how to bring about personalised care.

i) Deirdre Moss posted “my health, my care, my choice”
Patient and carer co producing own patient held ACP or health record with GP or consultant or
health key worker
one national document

Graham Mackenzie responded: “Thanks Deirdre, sounds entirely reasonable. Should this be
electronic? Emergency Care Summary may be a good starting point - needs to be up to date and
accessible to GP, ambulance and all hospital staff, but is variably completed (taking us back to
another theme of Realistic Medicine - variation).”
Mark MacGregor noted: “Isn't PatientView a great example of this? https://www.patientview.org/#/
Uploads patient results, diagnoses, letters and educational resources. Allows patients to enter their
own data (weight, BP) and agenda setting.
I remain surprised that it hasn't spread more.”
ii) Sarah Wheatley posted “E-health Tools to enable Creative Conversations”
When time is limited it can be easy not to get ALL the necessary information to have a creative
conversation. Using technology to collect that information would then enable health professionals to
focus their time on having creative conversations with ALL relevant information. It would also allow
other professionals to see this information more easily.
I'm currently working on a project to create such a system for a specific area.
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iii) Marion Brown posted: “Some wider context!”
This was referred to by Miles Mack recently - a fascinating lecture and discussion about 'Precision,
Personalised and Social Medicine'
https://www.youtube.com/watch?v=IRy_uUWyrEw

Main contributors to this section are shown below.
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3) Supported self management
Supported self management features in chapter 3 of Realistic Medicine, and is an important
component of House of Care.
Post your examples of supported self management, and Public Health's role.

i) Rachel Hardie posted “PAM as a proxy?”
Alf Collins describes three person centred activities: supported self-management applies to the
whole of a person's life; shared decision making and collaborative care and support planning
take place in a person's episodic interactions with health care. My idea is that, in order to
achieve shared decision making, we need to focus on supporting people to self-manage. That
will then enable them to engage in shared decision making.
If thought of in very narrow terms, there is concern that supported self management
interventions could widen health inequalities. Done well, and targeted, it has the potential to
reduce them. It's a complex term, and can include a wide range of interventions. The evidence
base is complicated because it covers this range and is usually condition-specific. How does it
relate to "normal" people with multi-morbidity and loads of other "stuff" going on in their lives?
The impact on health service use is difficult to predict and quantify and likely to take some time
to have an effect. So how can we know whether a supported self management intervention is
having an effect? In the Lothian House of Care Collaboration, we are going to explore the use of
PAM as a proxy measure for a person's mindset and skillset to self-manage. A UK version has just
been agreed. The US evidence base suggests that PAM scores are linked to health service use. Is
there a possibility of using any observed changes in this proxy measure to convince funders that
supporting self-management is a good investment?
http://www.health.org.uk/alf-collins-measuring-what-matters-patients-front-line
Graham Mackenzie responded: “I'd not heard of PAM scores before. Does this stand for Patient
Activation Measure?
http://www.health.org.uk/programmes/projects/independent-quantitative-evaluationfeasibility-using-patient-activation-measure“
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ii) Graham Kramer posted “Health Literacy for Clinicians”
key enabler of self management is addressing people's health literacy needs. These needs are
often underestimated by HCPs and significantly undermine shared decision making and
informed consent. I'm quite keen to author a book/develop teaching resources on the subject to
help clinicians become responsive to this challenging and underestimated problem.
Any thoughts as to how I can progress this and establish contacts and help will be gratefully
received.
Pippa Walls replied: “I agree health literacy is an underestimated challenge in health and social
care improvement. I am tackling this around the edges with the Small Changes Big Difference
campaign in NHS Borders. I like your idea”
Graham Mackenzie replied: “Literacy in general was a common theme in all the Early Years
Collaborative work that we undertook in Edinburgh and the rest of Lothian. It's a huge issue.
I've posted link to Small Changes, Big Difference mentioned by Pippa so that colleagues can read
more:
http://www.nhsborders.scot.nhs.uk/small-changes-big-difference/”
The main contributors to this theme are shown below.
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4) Reducing unnecessary variation
Healthcare is complex, and there will always be some variation in the way that care is provided for example in the range of options available at a district general hospital and a tertiary referral
centre.
Based on your own experience please post examples of: how you measure and display variation;
how you have worked to reduce unnecessary variation; and examples of ongoing challenges.
Please do not post patient identifiable information, and remember that this is about learning
rather than judgement. Check back to read other contributors' reflections on your post.
You can post text and images, allowing you to include graphs and other information.
Read more about variation in chapter 2 of Realistic Medicine

i) Graham Mackenzie posted “Understanding variation to improve uptake of benefits
Here's an example to start us off.
The graph is a funnel plot showing uptake of Healthy Start food and vitamin vouchers by
postcode sector. This is an example of a funnel plot, which is a type of statistical process control
chart. The results are ordered from areas with lowest entitlement on the left, to areas with
highest entitlement on the right. The control limits taper in accordingly. Hence the name
funnel".
This type of display allows us to identify areas of unexpected variation. We can then go and
study the reasons - without judging. Post your own examples of how to display variation, along
with how this has guided your work.
Read more about this work at the following link:
http://qir.bmj.com/content/5/1/u210506.w4243.full

Alex Stirling responded: “There are some good examples in Discovery for example, antibiotic
prescriptions per 100,000 patients. Although not in a funnel plot, visual inspection allows you to
identify some clear outliers. This is the useful to go on and ask the question- why?”
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ii) Karen Ritchie posted “What is the 'right' level of intervention?”
Sorry, not an idea, more of a challenge.
For some interventions it is easier to identify wide variation in practice than to know what the
'right' level should be. And right for whom? One recent example quoted to me was
tonsillectomy. In theory we could use the available published evidence base on outcomes
together opinion or data from clinicians and service users to establish this for our context but
are there good examples of this being done?

Graham Mackenzie responded “Thanks Karen, good question. Tonsillectomy is included on the
Croyden List of Procedures of Limited Clinical Value (PLCV). Interesting insights from the
following paper, and elsewhere:
http://publishing.rcseng.ac.uk/doi/full/10.1308/rcsbull.2015.e29
Interesting to see how the list is applied practically, and how this can reduce the use of these
procedures.”
Alex Stirling noted: “Perhaps the outcomes we are using are not enough to help us understand
this issue. In addition to more traditional outcomes we need to get better at asking, recording
and understanding a range of PROMs and quality of life measures.”
Mark MacGregor responded: “I agree, it is challenging to identify the right level. McKinsey style
analyses tend to assume that reducing variation will reduce cost, but actually if you simply move
everyone to the mean, cost will remain the same.
We also need to remember that in the main, the UK is a low user of health care. Eg Fewer CTs
than most other countries - so even our areas with highest use are low by international
standards.
Which takes me back to the focus on measuring relevant outcomes and cost.”
iii) Alex Stirling posted “Uncontrolled variation is the enemy of quality “ W Edwards Deming
Can we convert unwanted variation in supply sensitive care into either intended effective care (
evidence based) or intended and informed preference?
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Graham Mackenzie responded “Thanks Alex, Starting off with definitions, this is from NHS
England atlas of variation:
Supply sensitive care
It differs in fundamental ways from both effective care and preference sensitive care. Supply
sensitive care is not about a specific treatment per se; rather, it is about the frequency with
which everyday medical care is used in treating patients with acute and chronic illnesses.
Remedying variation in supply sensitive care requires coming to terms with the “more care is
better” assumption. Are physician services and hospitals in high cost, high use regions overused?
http://www.rightcare.nhs.uk/index.php/atlas/nhs-atlas-of-variation-in-healthcare-2015/
The atlas shows very considerable variation across the country (see attached map).
To address the second part of your question: sharing and discussing variation in an open way will
help. The Montgomery vs Lanarkshire ruling should also change the way that procedures are
discussed with patients.
http://www.medicalprotection.org/uk/resources/scotland-factsheets/scotland-factsheets/uksco-consent-the-basics”
Alex Stirling replied: “thanks Graham - I used definitions from Wennberg (2011) and yes you are
correct about supply sensitive care - I don't agree that remedying variation in supply sensitive
requires coming to terms with more care is better. I think it takes me back to the definitions
again. Not all variation is undesirable - Unwarranted variation in health care service utilization
and delivery , refers to differences that cannot be explained by
-

Illness, Medical need
Patient preferences
Dictates of evidenced based medicine

Wennberg JH (2010)
Therefore we may want variation to meet population needs. There are also examples of where
those living in regions with a high-intensity pattern of care have worse or no better outcomes/
survival than those living in low- intensity regions. This means that greater intensity of care does
not necessarily equate to improved outcomes.
The main contributors to this theme are shown below.
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5) Becoming improvers and innovators
Realistic Medicine provides examples of how clinicians have been at the forefront of identifying,
testing and implementing changes that have seen world leading changes in the safety of care and
treatment within NHSScotland. Post your examples of improvement and innovation.

i) Carol Read posted “Moving from information to knowledge”
Let’s look at how a network can be really developed to share and spread innovation in Public Health.
How can we engage the community as in realistic medicine?

Graham Mackenzie responded: “Thanks Carol, Public Health is a small but committed specialty,
thinly spread. We have similar goals across the UK and indeed globally (including health
improvement, health protection, health and social care improvement, tackling poverty and reducing
inequalities). This crowdsourcing (using Crowdicity), and #ScotPublicHealth/ #PublicHealthHour are
potentially ways to bring the community together, reducing the distances and identifying areas of
common interest. And there are, of course, more established networks in the real world. It will be
interesting to hear people's ideas.”
ii) Marion Brown posted “We're all Humans”
Highly recommended ideas from the Human Givens approach!
www.hgi.org.uk
Also - the Human Givens Charter:
http://humangivenscharter.com/
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6) Inequalities
Reducing inequalities is a key aim of Public Health work, and is an important theme in chapter 3 of
Realistic Medicine.
The example graph is from page 38 of Realistic Medicine and shows the widening inequalities in
childhood obesity (at a time when overall prevalence is reducing).
How can Realistic Medicine contribute to reducing inequalities, what are the pitfalls, and what
additional measures are required.

i) Mark MacGregor posted “Matching funds to need”
The current allocation of resources doesn't seem to match need. NRAC uses age and health care use
as a marker of need. However if the less deprived use disproportionately more resources then that
will skew funds away from the most deprived. Should NRAC move to SIMD as a significant
component?

Graham Mackenzie posted: “Thanks Mark, A technical but important question.
For context for others joining discussion:
SIMD = Scottish Index of Multiple Deprivation, a measure that uses information from income,
employment, education, health, access to services, crime and housing (in descending order of
weighting) to produce an area based measure of deprivation (760 people per datazone, 6,976 areas
across Scotland).
There are excellent SIMD resources uploaded at end of August 2016 here:
http://www.gov.scot/Topics/Statistics/SIMD
NRAC = NHSScotland Resource Allocation Committee, which produced the Resource Allocation
Formula that determines around 70% of Scottish NHS Boards' budgets.
http://www.isdscotland.org/Health-Topics/Finance/Resource-Allocation-Formula/
Allocation of resources should indeed match need, and I think that your idea warrants further
discussion.
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7) Managing risk
Realistic Medicine recognises that clinicians tread a difficult path with the expectation that they will
make decisions balanced against criticisms of being overly paternalistic.
There is risk associated with every clinical decision whether it is to do something or do nothing.
Post examples of how you manage risk in your everyday work - for example this may be in health
protection duties ,work in the ward or clinic, or in coordinating a screening programme.

i) Marion Brown posted “Managing expectations”
GP consultations tend to mainly result in prescriptions for medicines (as illustrated in BBC 1
programme 15 Sept - Today 16 Sept in Scotland 'the doctor who gave up drugs') Patients expect
this too. All medicines carry risks of unwanted effects (again see www.Rxisk.org ).
Can we encourage a change of culture and better manage expectations around our collective
addiction to medicines?

Graham Mackenzie replied: “Thanks Marion, This is an area of considerable potential. This NHS
Rightcare site looks useful too:
http://sdm.rightcare.nhs.uk/
Hopefully we can share examples and discuss pros and cons over the course of the weekend.
Can join in on Twitter too, using #RealisticMedicine hashtag - eg I've just posted this:
https://twitter.com/gmacscotland/status/777065140692877312
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Marion replied: “This looks very interesting. I think this type of 'aid' may have less usefulness in
situations when people are suffering emotional distress - and are unable to 'think' properly.
This short video is a useful demonstration - and explains a lot!
https://www.youtube.com/watch?v=gm9CIJ74Oxw"
Graham then posted on Marion’s other point: “Link to Chris van Tulleken programme that Marion
mentions here (episode 1/2).
Features Sir Muir Gray too (one of our panellists on #PublicHealthHour last week).
http://www.bbc.co.uk/iplayer/episode/b07w532p/the-doctor-who-gave-up-drugs-episode-1"
In separate discussion Rachel Hardie highlighted the powerful closing comments from 2nd episode:

Marion pointed out: “The individual attention that the patients in this programme are receiving will
be having a very big effect!”
Graham replied: “Indeed - the time spent with patients and the GP surgery would have been very
considerable. Will be interesting to watch the final part, and I will try to follow up with the presenter
too.”
Marion noted: “Doctors are also patients - and under tremendous stresses .... for which they also
seek 'treatment'....(dodgy medications??).”
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8) Shared decision making
Realistic Medicine (chapter 3) examines the future challenge in healthcare of helping people and
professionals to be more involved in developing shared decisions.
How do we leave behind the outdated “doctor knows best” culture to one where both parties can
combine their expertise and be more comfortable in sharing the power and responsibility of
decision-making?

i) Marion Brown posted: “Patient experts and lived experience”
Patients have valuable learning of their own to share with doctors as lived experience and what they
have researched for themselves. The Internet has made patient's own in depth research much more
possible, as well as patients with similar, or rare, conditions more easily able to share information
and experiences.
This can be recognised and encouraged to enhance shared decision making. As an example I know of
many patients who are finding Rxisk.org a useful resource.
Another useful link is cepuk.org
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