MRCGP Oct 2001  EXAMINERS’ COMMENTS
Question 1
EXAMINERS' COMMENTS
(Not available in the Exam)

Prescribing antibiotics for acute otitis media in young children

What made this suitable for critical appraisal?
The topic and situation is highly relevant to everyday general practice. An abstract was chosen since often this will be the first contact with an original reference and a decision has to be made as to whether the full original reference will need to be consulted.

What were the examiners looking for ?

a. Gathering evidence 
Candidates were expected to use a logical sequence in which an answerable question is produced, then appropriate sources of evidence chosen. There is a recognized hierarchy of evidence, with each type of evidence associated with differing strengths and weaknesses.

b. Strengths and weaknesses of methodology 
Quickly scanning the abstract should highlight several major points, especially recognizing the key features in design, setting, subjects, intervention and outcome measures. There may be uncertainty between a strength and weakness, such as number of subjects, in which case a discussion was expected.

c. Obtaining further information from the full paper 

Appraisal of the abstract should raise certain questions which need to be clarified in the full paper.

Overall, candidates were expected to adopt a logical approach to the critical appraisal, recognizing that often a judgment has to be made as to whether a particular feature in the method is a strength or a weakness. An explanation of the reasoning or justification behind a statement was rewarded in the marking schedule.

How did candidates perform ?

Most candidates demonstrated an awareness of the underlying principles but often there was little or no justification of their answers. The examination uses a "concept" marking approach in which higher marks are awarded to candidates who can demonstrate an understanding of the topic rather than using isolated words or jargon.

The question was designed to explore the process that any general practitioner may undertake when trying to adopt an evidence-based approach to practice. Unfortunately, the answers from some candidates appeared to be too "theoretical" or "grape-shot" rather than what they would actually do in practice. The examiners are looking for approaches that mimic the situation in real life.

A good source of recommended reading is How to read a paper: the basics of evidence –based medicine by Trisha Greenhalgh. This is available from BMJ Books and abstracts are available from the web site www.bmj.com .
Question 2 EXAMINERS' COMMENTS   (Not available in the Exam)

Prescribing antibiotics for acute otitis media in young children – Results
Why was the question chosen?
The management of acute otitis media continues to be a topic for debate among general practitioners. The evidence from this paper supports existing evidence that at best any benefit from prescribing antibiotics is only modest. There were some significant findings in favour of amoxicillin as well as findings showing no benefit. In the exercise of critical appraisal candidates should be able to separate the two sets results. Nevertheless there are other factors apart from the evidence of a single paper that influence the decision to prescribe and it is important that candidates are able to identify these in order to ensure a rational approach to prescribing.

What themes did this question contain?

1. Evidence from the paper in favour of prescribing amoxicillin. 
This was a double blind randomised controlled trial in general practice that may well be generalizable to the UK. Significant findings in the amoxicillin group were symptom reduction at day 4, reduction in the median duration of fever and less analgesic consumption. There was no significant difference in side effects between amoxicillin and placebo. The numbers studied were not sufficient to show a difference in serious complications but one case of meningitis occurred in the placebo group.

2. Evidence from the paper against prescribing amoxicillin. 
There were no significant differences in the duration of pain and crying, clinical treatment failures at day 11, or the presence of middle ear effusions at 6 weeks. No difference was observed between the groups as regards recurrences and further use of antibiotics or referrals to relevant specialists or surgery. Given the problems with antibiotic resistance and cost and the fact that any benefits were only modest the overall findings question the value of amoxicillin in acute otitis media.

3. Other factors that act in favour of a decision to prescribe antibiotics. 
Doctor factors (stress, education and previous experiences) and patient factors (anxiety and expectations) play a major part. The inability of the doctor to be available for follow up such as when a patient is seen on Friday night or is about to go on holiday is also influential. Clinical factors are also important, such as a very sick child or a child who is immunocompromised or has had recurrent episodes of acute otitis media. There is still a lot of pressure to prescribe because colleagues prescribe.

4. Other factors that act against a decision to prescribe antibiotics. 

There is much research including several meta-analyses that have shown that the effectiveness of antibiotics for acute otitis media is limited in terms of clinical improvement. Concerns re cost, bacterial resistance and side effects are ever present. Peer pressure can also act against prescribing particularly if practice or local guidelines have been produced. Always there is the effect on the future health-seeking behaviour of the patient to consider.

How did candidates perform?

The question was answered reasonably well. Most candidates could identify some points in favour or against prescribing from the paper. Better candidates used the statistics (p values or confidence intervals) to highlight significant or non-significant results. Relatively few discussed the clinical significance of the study in depth and only a minority recognised the value of the study as a double blind trial in general practice. The interaction between doctor and patient factors in a prescribing decision was well covered. Although much detail about the wealth of other evidence against prescribing antibiotics was not expected, the scant attention that it received from candidates was surprising.

Some candidates combined parts a and b and c and d of the question and the distinction between parts was not often clear. This resulted in the loss of marks.
Question 3  EXAMINERS' COMMENTS
(Not available in the Exam)

Daisy Boyd, aged 68yrs, arrives late for her routine appointment, smelling of urine. How would you manage this situation?
Why was this question asked?

· It represents real life general practice, where time pressure and potential embarrassment can combine with clinical problems to produce a difficult management situation. 

· It also represents real life general practice, where we are presented with a symptom, or a clue to a symptom. From this we have to generate diagnostic possibilities, decide between them and then organise a management plan with the patient. 

What themes did we assess?

· The importance of communication skills and sensitivity 

· ty in handling this situation. 

· The understanding of the possible diagnoses and their management – ranging over physical, psychological and social areas. 

· The organisational aspects that such a situation presents, and ways of dealing with these. 

How did the candidates perform?

· Most candidates recognised that communication had a part to play. However most candidates confined themselves to phrases such as "establish rapport" or "find out her ideas, concerns and expectations". Cynical examiners might believe that these were just phrases learnt on a course and put into any and every answer, without any real understanding. Other candidates dispelled such doubts and gained much better marks with phrases such as – "Daisy could be very embarrassed, so I would deal with the main reason she attended, and then very sensitively steer the conversation to other areas such as problems holding her water." 

· Very few candidates seemed to appreciate the organisational problems of Daisy being late:- How late? Do you still see her? How do you cope with the pressure of squeezing her in? How can you be sensitive and empathic when you are feeling rushed? 

· Most candidates were able to generate a good list of physical possibilities as to why Daisy might smell of urine. The highest scores went to those who also mentioned the relevant examinations and investigations that would establish a definite diagnosis and who were then able to give treatment options for these. 

· Diagnoses are sometimes made by the combination of symptoms presented. A proportion of candidates linked her lateness with the smelling of urine to speculate that Daisy might have problems such as dementia, alcohol abuse or perhaps depression. This opened up the potential for further marks to those who suggested history taking, investigations and possible managements for these diagnoses. 

· In a similar vein, Daisy’s home situation may have been relevant. Good answers mentioned whether Daisy lived alone, whether she was able to wash herself or her clothes due to infirmity, and what her toilet facilities were. Social interventions to help with these factors gained additional marks. 
Question 4

EXAMINERS' COMMENTS
(Not available in the Exam)

Comment on the following, giving evidence to support your views:
a. Drug treatment of rheumatoid arthritis 

b. The treatment of frozen shoulder 

c. The treatment of acute low back pain 

d. The treatment of chronic low back pain 

Why was this question chosen?
Musculoskeletal problems are common and important causes of morbidity presenting to GPs.

All sections of the question aimed to assess current evidence-based good practice.

There have been significant changes in the approach to drug treatment of R.A.

There are guidelines and other publications influencing our management of frozen shoulder and back pain.

What themes did the question contain?
The areas we wished to test were explicit in the layout of the question.

We wanted candidates to demonstrate that they were aware of the range of treatment options and the evidence supporting them.

The excelling candidates were able to comment on the origin, strength and availability of the supporting evidence. This is more important than giving the exact reference – although we need more than "BMJ 2001"!

How well was it answered?
The question was generally answered well.

In particular, most candidates seemed familiar with the RCGP Guidelines on Back Pain (Waddell G et al. Low Back pain Evidence Review. London:RCGP 1996).

It was also clear that many candidates now find Clinical Evidence a very valuable resource.

Wider read candidates may have spotted the DTB review on Frozen Shoulder

( DTB Vol38 No11 Nov2000 ), which would have made this potentially difficult section somewhat more straightforward.

The only recurrent disappointment was that many candidates had not recognised the shift in drug treatment approach to R.A.

Early introduction of DMARDs is now recommended - to decrease disease activity, improve function and slow progression. This has also led to important management issues for GPs, with the need for careful drug monitoring, possible shared care protocols and suchlike.

Few candidates mentioned the new immunotherapy/antiTNF drugs. Although these are secondary care medications – our patients will expect their GPs to know about them.

It may be that GP Registrars still have less exposure to the problems of chronic disease management than is ideal. 

Question 5

EXAMINERS' COMMENTS
(Not available in the Exam)

How might prejudice influence the provision of primary health care?
Why was this question chosen?
It is relevant in both dealing with patients and in service delivery. Prejudice is a part of life for some Drs, other PHCT members and for some patients.

What themes did the question contain?
The definition, range and types of prejudice seen in primary care. 
How these affect patients and PHCT.
The ways in which prejudice may be addressed

How did the candidates perform? 

Most candidates were able to give some examples of prejudice and a range of the common areas of prejudice. Those areas most commonly mentioned were age /sex/ race and disability; some candidates discussed socio economic prejudice and the inverse care law (one candidate referred to this as the "inverse square law"). The better candidates attempted a definition of prejudice and a small number developed the idea of positive discrimination. 

Candidates recognised that certain patient groups (white Anglo-Saxon protestants) received better care than others (asylum seekers / the homeless / drug addicts) and the better candidates discussed the reasons for this. Few candidates mentioned the Drs own prejudices and having insight into these or the effects of these on selection and training of staff/ partners and ongoing career progress. 

A number of candidates attempted to address ways in which prejudice may be overcome, particularly in relation to the consultation with the use of translators etc. A few candidates discussed improved service provision in terms of buildings with better access for the disabled, hearing loops for the deaf etc. There was virtually no mention of the role of the GP with reference to the Disability Discrimination Act, nor of equal opportunity training. 

Many candidates described sources of "prejudice" within primary care organisations and Government with regard to resourcing health care; answers in this area were really about rationing. A small number of candidates did not read or did not understand the question and wrote whole answers on rationing – a relevant and worthwhile topic but not what was asked. 

Key messages for candidates 

· Read the question 

· Think broadly around the answer; take time for this before applying pen to paper. 

· Write legibly 

Recommended reading for this type of question; 

The MRCGP workbook. Paper 1 Guide 2001 2nd quarter.Amar Rughani. Available from Fulwood Publishing, 519 Fulwood Rd
Sheffield S10 3QB. Tel. 0114 2301282. Website: www.mrcgp-workbook.com

Question 6

EXAMINERS' COMMENTS
(Not available in the Exam)
Rosie Barrett asks you to arrange paternity testing of her nine-month-old baby.
What issues does this raise?

Why was this question chosen?

This question was chosen to examine the ability of candidates to deal with an unfamiliar complex situation. As general practitioners we can often find ourselves in unfamiliar situations, which we have to manage. Often these situations have an ethical component with many implications. This question tests candidates’ ability to deal with such a situation and presents practical challenges as well as intellectual ones.

What themes did the question contain?

The section below illustrates the themes but is not a copy of the marking schedule used by the examiners:

1. Issues concerning Rosie:
Why was the issue raised now, possible reasons, implications for Rosie’s health and well-being, legal issues for Rosie. 

2. Issues concerning the family:
Implications for the baby, other siblings, the potential fathers. 

3. Issues concerning the doctor:
Doctors’ role and knowledge of the subject, personal feelings, communication skills, how to deal with organisational aspects and medico legal issues. 

4. Wider context:
Ethical issues for all parties involved, responsibility of parents and the implications for society. 

How did the candidates perform?

1. Generally most candidates explored Rosie’s motives in requesting the test. Some gave considerable detail on possible reasons, the effect that undertaking paternity testing may have on her health or that the request might arise because of a problem with her health such as depression. Many included thoughts on sexual health, abuse contraception and health promotion. Although the legal aspects concerning Rosie were largely missed (for example, she might be a minor), they were not critical to the answer. 

2. This was not answered as well or in as much depth as 1. Some candidates recognised that there might be issues for the baby for example the benefits and risks of performing the test and the effect this might have on relationships with the ‘father’, however this was not usually explored in any depth. Some also considered the feelings of the men involved and the fact that they may not suspect a paternity issue and may not give consent. Only occasionally were the effects on the lives of siblings or the wider family mentioned. 

3. The majority of candidates demonstrated a good understanding of the "doctor" issues. Most mentioned their concerns about the doctors’ knowledge and skill and the better candidates also considered the doctor’s feelings in this situation. Most recognised that skilful communication would be needed and mentioned the importance of involving other members of the practice team, particularly the health visitor who might know the family or other partners. Many covered the practical issues of taking the test and some mentioned that the practice might think of developing a protocol. A few candidates appropriately questioned whether this was a core general practice activity and overall there was little discussion about the medico legal issues for the practice. The best answers touched on most of the main points rather than covering one or two in detail. 

4. The issues within this theme were not well-recognised, reflecting our experience that candidates focus on the main issues and fail to consider the wider implications. The majority mentioned ethical issues although they did not always cover these in depth and often missed some of the key players. Society and single mums and the moral issues involved were largely missed. A minority of candidates used an explicit ethical framework to answer the question. As a result, they gained high marks for appreciating the broader issues in the question although unfortunately this focus on ethics meant that other elements in the question were overlooked. 

Key messages for candidates: questions that ask for issues to be considered are an invitation to think broadly. Using a single model to structure the answer, for example an ethical framework, risks overlooking important elements in the question.
Question 7

EXAMINERS' COMMENTS
(Not available in the Exam)
How might changes currently occurring in general practice affect continuity of care?
Why was this question chosen?

· there is much discussion in the public and professional domains on the many issues of change occurring in the standards and delivery of primary care 

· a dilemma exists for doctors between the individual and society in the management of patients 

The question was designed to determine the candidates understanding of the term "continuity of care" and to identify recent changes and the implications of these with regard to continuity of care.

Themes contained in the question.

· a description and understanding of the meaning of "continuity of care". Its relevance to patients, their illness and treatment 

· identification of the changes taking place - NHS direct, walk-in clinics, 48 hour access, co-ops, NHS structures as appropriate to different parts of the UK, salaried doctors, computers/e-mail/internet, targets, increased complimentary medicine, reaccreditation, clinical governance structures and organisations (or as at least one candidate put it .."watchdogs"). 

· an appreciation of how these changes affect continuity with regard to patients and their care, but also the implications of these changes for the doctor, nurses and other members of the primary health care team 

How did the candidates perform?

Candidates performed well in identifying the many recent changes but many answers did not identify clearly what continuity of care meant. This made it difficult for candidates to indicate how these changes impacted on patient care and the work of the professionals involved in this care.


Question 8

EXAMINERS' COMMENTS
(Not available in the Exam)
What are the challenges of introducing multi-disciplinary (ie involving doctors, nurses, and other members of the Primary Health Care Team) education in general practice?
Why was the question asked?

This an important current issue for practices as they face the challenge of developing their practice professional development plans and the partners own personal learning plans.

What themes did this question contain?

· Recognising the need to engage the whole team in the process 

· Assessing the learning needs of a range of individuals and planning education to include them all 

· Resource implications 

· Management of change in practice 

How did the candidates perform?

· The majority of candidates appreciated the benefits of introducing change in a hierarchical primary health care team (PHCT) but were aware of the difficulties 

· Although candidates noted the differing educational needs of the group members, details of how needs may be assessed and methods of finding common themes were less well demonstrated. Some were able to give specific suggestions for needs assessment eg ‘questionnaire, brain storm or focus groups’
Better answers included phrases such as ‘tailoring sessions to different skill and knowledge needs. Ensuring not too doctor led and involving all members’ or ‘what to teach and how to teach’. 

· The wider needs for accountability and governance were mentioned by relatively few candidates. 

· Most candidates considered the resource implications of time and money in some detail. We had hoped that more would consider educational skills and enthusiasm. There was a limited awareness of the opportunity to involve outside bodies such as primary health care organisations (eg PCG/PCT, LHCC, LHG, Fundholding commissioning pilots depending on which part of the UK), Health Authority, RCGP and local deanery etc. 

· We were disappointed that few candidates reflected upon the need for evaluation, which is an important part of the process. Better answers in this area included phrases such as ‘have team members benefited, are educational needs being met, is team working together more effectively, is multidisciplinary education cost/time efficient’ or ‘audit could be used to assess clinical and organisational changes’. 
Question 9

EXAMINERS' COMMENTS
(Not available in the Exam)
Discuss the effectiveness of the following interventions in helping people to stop smoking.
A. Brief advice 

B. Counselling 

C. Nicotine replacement therapy 

D. Drug therapy 

Why was the question chosen?

This is an issue which is relevant to the routine work of a general practitioner, and in which there is much current general interest.

Evidence is available to inform an approach to smoking cessation including Cochrane reviews, and a summary of this and other evidence in a themed issue of the BMJ (BMJ. 2000,321, 309-392)

What themes did the question contain?

The question’s sections indicate the relevant areas to cover. In addition there are the following themes:

1. Awareness and appraisal of the evidence. 
Here, the value of having measures of the effectiveness of the various interventions, such as relative or absolute risk reduction, odds ratios or NNTs was desirable. An awareness of the breadth of the evidence as well as its strength was hoped for.

2. Practical approach derived from evidence. 
Is the candidates approach compatible with a coherent evidence based strategy?

3. Awareness of the scope of possible interventions 

To what extent is the candidate aware of the contributions possible from the whole range of interventions?

How did candidates perform?

The first, third and fourth parts of the question were answered better than the second. Candidates were, in general, less well informed regarding possible counselling interventions than the other listed interventions. In particular, few candidates were conversant with the evidence regarding the relative worth of different counselling approaches – such as group versus individual counselling, or intensive as opposed to standard counselling approaches. Similarly only a few candidates were aware of therapeutic interventions other than bupropion. Conversely, most candidates were quite well versed on the issues concerned with brief advice.

The level of awareness of the evidence was in general disappointing. However, better candidates were able to describe accurately, the levels of benefit likely from the different approaches. 

Question 10

EXAMINERS' COMMENTS
(Not available in the Exam)
Fatemah Nassiri, aged forty years, asks you to document the bruises inflicted by her husband. 'I don't want you to do anything, I just want them recorded' she says.
What issues does this raise?

The question was chosen for the following reasons: -

· Domestic Violence is a very important clinical area that is often overlooked and which potentially has significant impact on the health of the patient and their family; 

· To explore the candidates understanding of cultural issues in the consultation; 

· To explore the candidates appreciation of the ethical dilemmas in this situation. 

Themes that were regarded as important in the candidates’ response were:

The need to fully assess the current situation, including both the patient and her spouse’s past psychiatric history, her family and social situation and Fatemah’s fears and expectations; Fatemah’s nationality and culture, what is the cultural norm, how would separation be viewed in her society; her right to confidentiality, the need to balance autonomy and the potential risk to Fatemah and any children if "I don’t do anything", and the overwhelming duty to the child if they were thought to be in danger. Finally practical advice and management of the situation

How well was the question answered?

The question was answered well and the majority of candidates covered most of the issues raised above. However, only a minority emphasised the difficulties of communicating with a person from a different culture and that her society’s customs relating to marriage and the family may be different to the doctor’s.

The importance of communication skills needed to develop rapport and trust in such a potentially difficult situation were not often expressed. Neither was the importance of ensuring that the patient understood the confidential nature of the consultation and which might further enable her to discuss her fears. Responses around this area that merely state "ideas, concerns and expectations" without elaboration as to what these might be, are insufficient and would not gain marks.

The possibility of depression and exploring symptoms relating to this and past history were not often mentioned by candidates.

This was a situation that, like many in general practice, demands many skills of the doctor with consideration of both practical and ethical issues. Although examiners understand the constraints of time in consultations, nevertheless they wish to know that candidates have a sufficiently deep understanding of the challenges raised by such a problem. 
Question 11

EXAMINERS' COMMENTS
(Not available in the Exam)

What are the challenges presented by increasing patient participation in primary care?
Give your answer in the following areas

A. Patient Representation 

B. The Consultation 

C. The Surgery 

D. Local Health Care Planning 

Why was this question asked?

Patient participation is playing an increasingly important role in many parts of the NHS. Primary Care Trusts & Health authorities have lay representation. The RCGP has lay representation on its Examination Board of Council. Since 1996 there has been an RCGP award to encourage the development of patient participation in General Practice.

How was the question answered?

The examiners gave the candidates the areas they wished them to consider. A Patient representation B the consultation C the surgery and D Local health Care planning.

Overall the question was not answered well. Candidates often describing the process rather than the challenges of patient participation.

A. Patient Representation
The better candidates realised that patients may have their ‘own axes to grind’ and may not be representative of all patients. Choosing patients who have the time and energy for this role is difficult.
  

B. The Consultation
This theme was answered the best of all. Many candidates mentioning patient centred consultation and what this could involve in consultation time and extra training for doctors. Some candidates realised that this style of consultation did not suit everyone.
  

C. The Surgery
Many candidates did not think of any ways that they could involve patients in the running of their practices. Several did realise that patient wishes may not be fulfilled if resources were lacking.
  

D. Local Health Care Planning
This was the least well-answered part of the question. Whilst some candidates knew about patient representation on the various UK primary care organisations, they were not aware of the possible implications of this, on areas such as poor performance and complaints. A few candidates did mention lay involvement in rationing issues. 

Suggested reading: British Medical Journal Themed issue - 18th September 1999 ‘Embracing patient Partnerships’ 

Question 12

EXAMINERS' COMMENTS
(Not available in the Exam)
Glasgow emergency medical admissions
What makes this suitable for critical appraisal?

The extract presented comes from a BJGP paper examining variation in medical emergency admissions. Candidates are asked to look at two tables and one graph summarising the essential findings of the study. The first part of the question requires a candidate to describe and interpret the data. The remaining parts ask the candidate to use this information from a general practice point of view and, in the final part, from a wider NHS perspective. Thus the question requires a candidate to appraise and apply data from a paper relevant to UK general Practice.

Overall, the first two parts of the question were reasonably well answered and the last two were less well answered.

The Questions

12a) What do the data shown tell us?

Descriptive and interpretive skills were required to demonstrate understanding of the data in the tables and graph presented. Descriptions only of these (eg. "Table 1 is an except from the ICD 10 list") scored poorly. Good answers used all or most of the data available and interpreted the data given (eg. Cardiovascular problems were the commonest single category of acute medical admissions in Glasgow). Few candidates mentioned the large size of the study, although some implied this by pointing out the narrow range of confidence intervals in table 3. In fact, the statistical data present in Table 3 was commonly ignored.

Key Message for candidates: Use data to its fullest extent and take the opportunity to demonstrate your knowledge of simple medical statistics.

12b) What factors could influence the variation of standardized emergency admissions by practice?

Age, sex, and deprivation were known variable factors that had been accounted for in the graph showing practice variation in emergency medical admission rates. Therefore these should not have been considered as possible causes of the residual variation. Some candidates did make out a reasonable case that some deprivation scores may be inadequate to fully allow for ethnic or other increased use of medical services. That apart, candidates needed to think laterally for realistic possible reasons for practices varying in their admission rates of medical emergencies (not A & E attendances, or all specialty admissions, or all medical referrals). Organised minds thought through a framework of ‘doctor factors’, ‘patient factors’, and ‘hospital factors’. Others simply brainstormed.

Key Message for candidates: Doctor factors / patient factors / other factors is a useful generic grid to apply when being asked for possible reasons or causes in the MRCGP examination.

12c) What difficulties might there be in trying to reduce the variation in emergency admissions by practice?

Clearly this was a difficult construct for most candidates. It seemed a somewhat emotive question which was not well answered on the whole. Some unnecessarily defended the status quo in their answers – inadvertently demonstrating one scoring point in the marking grid (GP resistance to change) Some answered the question as though it asked for solutions to the variation. It did not because that would have produced answers that more or less replicated 12b. The very fact that there is no single obvious solution (a point that if stated gained the candidates some credit) seemed to create difficulties. There was a fair amount of discussion of the difficulties of defining good practice or producing a referral protocol. A lot of candidates recognized the small chance of significantly changing social deprivation or improving social support services from within a limited health service budget. But simply writing "resources" was impossible to mark as it tells the examiner nothing.

Key Message for candidates: Short notes are fine but don’t lose the context by writing very short ambiguous statements / single words.

12d What are the implications for health providers in the United Kingdom?

The generalisability of this study to other parts of the UK was expected to be discussed. Answers should also have addressed the inferred need for uniformly high quality disease management and prevention in the relevant diseases (cardiovascular and respiratory). NSFs were commonly mentioned in this context. Other valid points made included improving community care and intermediate care services in order to avoid unnecessary emergency admissions and a recognition by hospital providers of an ageing population. Dialogue between primary and secondary care on admissions (possibly including referral policies / feedback on volume) and efforts to change patient behaviour in seeking emergency secondary care were similarly useful areas of discussion. Some candidates wrote exclusively about health inequality issues or NHS under-funding and missed other key aspects in their responses.

Key Message for candidates: Try to think broadly when answering questions about implications. Frameworks can be useful aide-memoires in these situations. 

