
SAMJ FORUM

951

December 2004, Vol. 94, No. 12  SAMJ

FROM GENERAL PRACTICE

In family medicine teaching there are specific steps one should
take for the closure of a consultation, such as summarising,
follow-up arrangements and various reinforcement and
reflective processes.  Well, that is the theory, anyway.  It is
sometimes called ‘methods of breaking rapport’.  Yet somehow
quite a few of my consultations don’t seem to pan out in this
way.

Take for instance, my Mrs McNaughton*.  Trying to finish a
consultation with her is an art form in itself.  After the main
business of the consultation has been completed and the blood
pressure has been taken, the abdomen palpated and the
prescription written, I rise with her folder in my hand.  It is my
first grand hint.  As I head for the door she says ‘but Doctor
Chris that is not why I came in to see you ...’.  It is like the false
start for the 100 m when the chap fires the starting pistol twice
and you have to return to the starting line.   We then proceed
back to the examination couch and examine the new complaint
and return back to our original positions in our respective
chairs.  Having readjusted her prescription I resume my
position under starter’s orders, manage a fairly swift take-off
and get to the consulting door while simultaneously engaging
in ‘closure’ conversation to the effect that the consultation is
now over.  

She, on the other hand, is still firmly embedded in her chair
and is craning her neck around to see where I have gone, quite
oblivious to my behaving like a cat on a hot tin roof.  I have
now opened the door and am waving it gently in a beckoning
rhythm which seems eventually to have the required effect.  As
she passes between me and the door she suddenly stops, and
putting her hand into her bag, says ‘oh, I nearly forgot, could
you fill in these chronic medications forms for me ...?’.  I find
myself at this point gripping the door handle in a firmer way
than is perhaps necessary and experiencing a form of air
hunger where I hyperventilate with increasing inspiratory
stridor.

I give this as an example of symptoms or requests, in this
case of both the patient and the doctor, that can happen at the
very end of a consultation.

Patients may never reveal their real motive for coming to the
doctor for several reasons such as shyness, perceiving that the
doctor is too rushed, or because the doctor is on a different
wave-length. This may lead, at the end, to patients mentioning
their most pressing problem almost as an aside, as their hand is
on the door handle.

My first experience of a significant door-handle symptom
was when I had just qualified and was in practice in a small
village on the west coast of Canada.  I was looking after a
Mennonite colony living up in the hills.  The Mennonites are a
fundamentalist religious sect rather like the Amish, who were
made famous in Harrison Ford’s film, Witness.

I was looking after a young married Mennonite woman and
attended the delivery of her baby at our local hospital.  In the
following year she consulted me frequently for various
complaints and one day I informed her, after we had
completed the consultation, that I was leaving the village to go
to Africa.  She thanked me for looking after her; as she got to
the door and with her hand on the door-handle, facing the
door, she said ‘I don’t get orgasms’.  I don’t believe she would
ever have mentioned it if I had not been leaving the practice. 
(I can’t remember how I responded, as I was trained at medical
school in the sixties when ‘not getting orgasms’ was not
included in the curriculum.   It was then the beginning of a
wider sexual awakening in North America and Europe  and
orgasms were becoming compulsory.  Of course now it is the
first question I ask after ‘are you on medical aid?’.)

Apart from sexual problems patients often leave unspoken
many fears of dreaded diseases.  A colleague of mine had a
patient who consulted him for low lumbar back pain. He
examined him thoroughly and explained with the aid of a
diagram that the cause of his backache was a disc
degeneration.  He prescribed anti-inflammatories and asked
the patient to contact him if the pain did not go away. The
patient reached the door after the consultation and with his
hand on the door-handle turned to my colleague and said ‘so
from what you have told me then I don’t have cancer’.
Conditions that may seem perfectly straightforward to the
doctor may have a completely different significance for the
patient.

Recently a man presented to me with symptoms of a kidney
or urinary infection.  He even suggested that he thought his
problem was an infection in his kidneys.  I tested the urine,
which was clear, and reassured him that the symptoms might
be caused by muscle spasm. I was aware that there might be
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another agenda, but it was at the end of the day and my
superbly tuned incisive diagnostic skills were not at their
sharpest. We ended on that note and as he got to the door he
said, as an aside, ‘I believe there is a pill for it nowadays’.  I
knew intuitively exactly what he was talking about. He was
referring to Viagra and we went on to raise the subject, so to
speak.

My most recent door-handle symptom involved a man with
sores on his arms and legs.  I explained that they were Natal or

veld sores and were caused by bacteria.  I prescribed antibiotics
to take by mouth and a nasal cream, which I explained was to
kill the reservoir of organisms in his nose.  As he went out of
the door he hesitated and said ‘do you think I should have an
AIDS test?’. I asked why he thought this was necessary. He
replied that a worker in his factory had just died of AIDS and
his symptoms had started with skin sores.  I had treated his
condition, but I had completely missed his reason for coming
to see me.
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The National Adverse Event Monitoring Centre (NADEMC)
of the Medicines Control Council wishes to draw the
attention of health practitioners to the fact that Naropin
(ropivacaine) is not approved for use in children under 1
year of age, as safety and efficacy in this population have
not been established.

For paediatric use ropivacaine is approved for acute
pain management using caudal epidural or peripheral
nerve block in the pre- and postoperative setting.1 Safety
and efficacy have not been established in children under the
age of 1 year.  The package insert gives no dose for children
under 1 year of age.

The NADEMC has a total of 21 adverse reaction reports
with 47 adverse reaction terms in its database where
ropivacaine is indicated as the medicine suspected to have
caused the event. Three of these reports followed the use of
ropivacaine in infants less than 1 year of age:
• A 2-month-old male infant (2.1 kg) was given a caudal

block with ropivacaine, and 13 minutes later developed
apnoea, bradycardia and pallor. He responded to
treatment with oxygen and atropine. He required no
further treatment apart from tactile stimulation and
aminophylline. This infant had been born at 28 weeks’
gestation and had a history of apnoeic spells.

• A 2-month-old male infant (2.5 kg) experienced apnoea
followed by bradycardia and cyanosis 5 minutes after
ropivacaine administration for caudal block. He
recovered on treatment. The infant had been born
prematurely, but had no history of apnoea.

• A 6-month-old infant (7.8 kg), treated with ropivacaine
for postoperative analgesia by epidural infusion over 2
days, was noted to be jittery with continuous abnormal

movements of the upper limb, which were more
pronounced when he was awake. The symptoms slowly
resolved after the infusion was stopped. Analysis of
blood samples showed ropivacaine levels below those
expected to result in systemic toxicity based on findings
in adults.
In all three cases the events were assessed as possibly

having been causally associated with Naropin because of
the temporal relationship to its administration. The role of
other causes, including the clinical status of the infants,
could not be excluded.

The systemic toxicity of local anaesthetics, including
ropivacaine, mainly involves the central nervous system
(CNS) and the cardiovascular system. Excitation of the CNS
may be manifested by restlessness, excitement, nervousness,
paraesthesiae, dizziness, tinnitus, blurred vision, nausea
and vomiting, muscle twitching and tremors, and
convulsions. Excitation may be transient and followed by
depression with drowsiness, respiratory failure and coma.
Cardiovascular system effects of local anaesthetics include
myocardial depression and peripheral vasodilatation
resulting in hypotension and bradycardia, arrhythmias and
cardiac arrest.

Health care professionals are requested to report any
suspected reactions associated with the use of Naropin or
any other medicines to the National Adverse Drug Event
Monitoring Centre at (021) 447-1618, fax (021) 448-6181.
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