
what Is rIsk assessment, 
communIcatIon, and management?
Risk assessment, communication and 
management has become a topic of 
increasing interest across many sectors of 
society: from stockbrokers to firefighters 
to politicians. One of the most complex 
areas of its application is ‘health’, with 
general practice arguably being one of the 
most complex contexts within that sector.1 
The Oxford Dictionary defines ‘risk’ more 
broadly as ‘a situation involving exposure 
to danger’ and current clinical definitions 
often define ‘risk communication’ as ‘the 
open two-way exchange of information 
and opinion about risk, leading to better 
understanding and better decisions about 
clinical management’.2 ‘Risk management’ 
on the other hand, involves ‘the forecasting 
and evaluation of risks together with 
the identification of procedures to avoid 
or minimise their impact’. Better ‘risk 
communication’ is therefore one potential 
strategy for ‘risk management’.3

rIsk assessment and the 
complexIty of general practIce
This issue of the BJGP focuses on Risk 
& Safety with several papers highlighting 
the complexity of risk assessment, 
communication and management in 
general practice. Spencer and colleagues 3 
take a ‘systems-level’ approach to risk 
management through refinement of a 
set of prescribing safety indicators by a 
panel of GPs and a subset considered to 
be associated with high or extreme risk 
to patients. The authors plan to develop 
a computer-based toolkit enabling 
individual GP audits, citing the PINCER 
trial as a successful intervention for 
reducing prescribing errors.4 However, 
the PINCER intervention focused on only 
three prescribing indicators and was a 
complex intervention involving pharmacist-
led educational outreach, computerised 
feedback, localised solution development 
and ongoing support compared with 
feedback alone. Spencer and colleagues’ 
study highlights the challenge of scaling 
up risk management strategies for GPs, 
as they have identified 23 high priority 
indicators within a total list of 56.3 GPs face 
a great diversity of prescribing decisions 
and patients with multiple comorbidities 
throughout each working day. Indeed, 
lessons from the PINCER trial suggest 

that processes such as better inter-
professional communication, support, 
and locally-tailored solutions warrant 
closer scrutiny and may also go some way 
towards addressing high-risk use of over-
the-counter medication as highlighted by 
Koffeman and colleagues.5 It is perhaps 
the lack of attention to these ‘less easily-
measured’ process factors and the need 
for greater flexibility in systems-level risk 
management that have brought much of 
the criticism of initiatives such as the UK’s 
Quality and Outcomes Framework.5

how does rIsk communIcatIon 
alIgn wIth the core 
characterIstIcs of general 
practIce?
There is also a perceived tension between 
population-level quality frameworks and the 
underpinning principles of general practice. 
General practice is characterised by 
patient-centredness, the pivotal role of the 
doctor–patient relationship, advocacy, the 
biopsychosocial model, multidisciplinarity, 
multimorbidity and continuity of care, none 
of which are easily captured or identifiable 
in most quality frameworks. These core 
characteristics reflect an interactive and 
personalised process at the individual 
patient-level. It’s appropriate then, that 
two articles in this issue6,7 also focus 

on risk communication and stratified 
approaches to risk factor assessment and 
management. They illustrate how risk 
communication can be linked to quality 
and safety in general practice defined as 
‘the best health outcomes possible, given 
the available circumstances and resources 
consistent with patient-centred care’.  

In this issue, Black and colleagues 
have modelled cardiovascular outcomes 
in patients with diabetes over 10 years, 
having divided their cohort at baseline into 
four absolute CVD risk strata using their 
UKPDS score.7 The group with the highest 
risk at baseline had the greatest reduction 
in CVD risk with treatment regardless of 
socioeconomic status. They suggest that 
this kind of approach to risk assessment 
allows for more individualised patient goal 
setting and risk factor management, and 
it is very encouraging to see the potential 
to reduce health inequalities. Similar risk-
stratification has been proposed for cancer 
screening and is not only synergistic with 
the core principles of general practice but 
also the new era of personalised medicine.8 
A number of risk assessment models and 
tools for CVD and cancer have become 
available to GPs and their patients in 
recent years and debate continues as to 
which ones are best.9 Regardless of the 
risk assessment tool chosen, it is the way 
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the risk assessment is used in clinical 
decisions which really counts. Black and 
colleagues’ work shows the benefit of 
intensively treating diabetic patients with 
higher CVD risk with less impact on CVD 
risk if the absolute risk at baseline is low, 
validating the risk-stratified approach 
to management.10 However, one of the 
features of general practice is that most 
patients will be of low or moderate risk and 
the recent changes in risk thresholds for 
statin use highlight the ongoing uncertainty 
about how to apply risk models and trial 
data in ‘real world’ clinical practice.11 GPs 
do, however, seem to use absolute CVD 
risk assessment tools in a variety of ways 
ranging from dismissing them, to using 
them as education and behaviour change 
tools to encourage behaviour change.12 

It is the two-way exchange defined by 
‘risk communication’ that perhaps holds 
the key to better risk management in the 
general practice context. Some of the most 
promising evidence of effect has been in 
trials of patient decision aids, particularly 
where they include both practitioners 
and patients.13 Strategies targeting only 
GPs have had limited effect.10 This aligns 
well with the principles of patient-centred 
care and the value of the doctor–patient 
relationship. 

applyIng new evIdence on ‘how’ to
communIcate can help gps and 
theIr patIents 
However, as Harmsen and colleagues point 
out,6 the way that information is presented 
can affect perceptions of risk and GPs need 
to be mindful of this as they engage their 
patients in risk management discussions. 
There are now 115 randomised controlled 
trials in the Cochrane review of patient 
decision aids and a strong evidence-base 
that presenting outcomes quantitatively 
improves the accuracy of risk perception.14 
Furthermore, decision aids incorporating 
evidence-based standards result in better 
quality decisions.15 While there should 
be efforts to train practitioners in risk 

communication, there is a need to ensure 
that they are provided with good quality tools 
to use in clinical practice, particularly in the 
complex environment of general practice 
where such a diverse range of clinical 
problems are addressed each day. General 
principles of good risk communication are 
increasingly well-defined. They include 
using numeric estimates to improve 
accuracy of risk perception, choosing a 
format that matches the cognitive task, 
defining a relevant denominator for your 
audience, using a consistent format, 
considering the target groups graph literacy 
and numeracy when selecting formats 
and the magnitude of estimates as format 
bias may exist particularly with very small 
numbers.16

In summary, risk assessment, 
communication, and management in 
general practice needs to take into 
consideration the complexity of the 
clinical environment and the underpinning 
characteristics and principles that sets it 
apart. Systems-level approaches appear to 
have potential but their ability to be scaled 
up is likely to require flexibility for local 
adaptation. There is promising evidence for 
the potential impact of risk communication 
to individualise goal setting with patients, 
improve adherence and reduce inequalities. 
This appears to have the greatest effect 
when both practitioners and their patients 
are engaged in the process.
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