MRCGP May 2003
Question 1

EXAMINERS' COMMENTS

Question 1 tests the candidate’s knowledge of current literature. The subject of the question is specified risks of hormone replacement therapy (HRT). This truly can be described as a ‘hot topic’ since a single major trial (Women’s Health Initiative or WHI) had been prematurely stopped on grounds of creating higher than acceptable risks to HRT users in the trial. Over the last eighteen months the effects of this have been widely discussed in the medical and non-medical press. Its impact has been to alter doctors’ perceptions of good practice.

The format of the question requires candidates only to write about three aspects of risk in HRT – those of cardiovascular risk, risk of breast cancer, and thrombo-embolic & cerebrovascular risks. The question asks the candidate to comment on the ‘impact of the evidence on existing practice’. This means that well written answers should not only discuss the recently published research evidence but also reflect on the effect of this in general practice. This latter aspect was addressed tentatively by most candidates. Many understood the evidence well, and were quite good at identifying the trials from which it came. Few, however, wrote fully on the impact of this evidence in terms of effects on doctors, patients, media or the pharmaceutical implications.

Some candidates were clearly helped by a recent well written review article on the practical side of prescribing HRT in the light of recent research (Rymer J, Wilson R, Ballard K. Making decisions about hormone replacement therapy. BMJ Feb 2003 326 322-326; accessible through www.bmj.com/search.dtl . Other review articles had also been read widely which meant that the small number of candidates apparently unaware of the changes in attitude to HRT were easily identified by the examiners and not surprisingly scored badly.

It is worth pointing out to future candidates that when asking for evidence, examiners want to read of the knowledge gained from research evidence, rather than simply be given a reference to a trial. Where possible, identifying the precise source of evidence is worthwhile but of secondary value to actually knowing the evidence base of good current medical practice. The word ‘comment’ implies discussion of the evidence, and the word ‘impact’ indicates the need to describe the effect of recent research on established thinking in general practice. In the case of HRT, these effects were so clear that that the examiners felt it reasonable to extend the usual scope of a current literature question by explicitly asking candidates for this information.

  

Question 2

EXAMINERS' COMMENTS

Why was this question asked?
The topic was chosen because it is looks at a common problem relevant to day to day general practice.  It was looking at the ability to assess and analyse a common presenting problem and then apply background knowledge to achieve an appropriate management plan.  It was also intended to test out your self-awareness in dealing with a potentially ‘heart sink’ presentation.

What themes did the question contain?
Always read the question more than once, as this will help you to identify the main themes. The question will have been discussed many times by mixed groups of examiners before it reaches the paper.  Every word will therefore have some importance and it is important for you to try and give the wording careful thought before answering the question.

The main themes were: - 

a)    Communication skills
b)    Diagnostic skills
c)    Management skills
d)    Self awareness

How did the candidates perform?
In this clinical consultation, one part in the question was "attends complaining of.” This wording might suggest that communication skills will be important.  The buzz words were often given but simply as a list.  What we want to see from a candidate is how they actually apply these buzz words to a real patient e.g. what ‘a hidden agenda’ might be, what skills are used to ‘develop rapport’. Higher scoring candidates gave good specific examples of what ‘ICE’ might really mean in this setting e.g. ‘concerns’ that she is about to die, and ‘expectations’ for tablets to get rid of the problem immediately.   

One key General Practitioner skill is to diagnose.   This lady is bringing a complaint but remember your job is to reach the correct diagnosis.  What is your differential diagnosis?  What is an appropriate examination whilst not increasing anxiety? Good candidates critically considered the value of further physical and mental examination and also considered relevant further tests. Demonstrate to the examiners that you can apply your knowledge effectively, to reach the higher marking echelons. Most candidates answered this section well and in so much detail that they left little time to consider other areas.  Candidates gained less marks for this area when they failed to expand on a range of diagnostic possibilities and simply accepted the patient’s own diagnosis at face value.

“Manage the consultation” 
This should be one of the easiest medical parts, but in a lot of cases it wasn't!  Think about what you should be doing with the patient if she was sat in front of you.  Demonstrate a width of knowledge. For example, if you consider using SSRIs, are they addictive or not, are there withdrawal problems? What are the pros/cons of prescribing other drugs such as, for example, benzodiazepines or beta blockers?  Again these extra snippets help us pick out some of the best answers.

Remember managing is about use of team work, delegation and appropriate referral.  Who else could help this lady?  What can they do, and is it evidence based?  Is it available, even if you want it? Candidates who thought broadly scored most highly. This area was less well answered with often a disappointingly limited range of management options.

"You" 
The doctor was included by the single use of the word "you".  Never forget yourself.  How do we learn from patients?  How do we feel during consultations especially in difficult ones?  Should these feelings help us? Describe your feelings.  Consider the bits of a particular consultation model that might help you as the doctor, for example Neighbour’s housekeeping. Good candidates reflected on these issues and also took into account the effect of time pressure on their behaviour. The candidates overall performed least well in this area - this was disappointing since more emphasis is now being placed on self-awareness and reflection in our training.

Overall, this question was answered well by the majority of candidates with often quite long detailed answers hopefully not to the detriment of later questions in the paper.

Suggested further reading;

Tonks, A. Treating generalised anxiety disorder.  BMJ 2003;326 700-2 (March29th)

Kumar, S. and Oakley Browne, M.  Panic Disorder. Clinical Evidence May 2002 

Gale, C. and Oakley Browne, M.  Generalised anxiety disorder.  Clinical Evidence October 2002

(www.clinicalevidence.com)

 

Question 3

EXAMINERS' COMMENTS

What made this suitable for critical appraisal? 

The topic is relevant to everyday general practice. Qualitative research provides a valuable insight into the thoughts of individuals, in an attempt to understand their behaviour.  Studies that use a qualitative methodology are increasingly being published in the major medical journals. 

What were the examiners looking for?
(a)   Use of medical librarian
Candidates were expected to appreciate the strengths and weaknesses of asking a medical librarian to gather the evidence. Many localities offer the help of a medical librarian: this approach may save time and increase the yield of relevant literature but can deskill the general practitioner and not answer the question that is pertinent to the needs of the enquirer.
(b)   Discussion of sample selection
Candidates were expected to be aware of the principles of sampling used in qualitative research, with less reliance placed on probability sampling. There are associated strengths and weaknesses of the sampling methods used in qualitative research and candidates were expected to be aware of these factors.

(c)    Discussion of semi-structured interviews
Candidates were expected to be aware of the underlying rationale of this approach to collecting data. Various practical methods are used to maximize validity and reliability of qualitative data – candidates were again expected to be aware of these methods. 

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.  

A few candidates still appeared to have little or no understanding of the basic principles of qualitative research, adopting an approach to appraisal as though the presented study was a quantitative research study. A good source of recommended reading is How to read a paper: the basics of evidence –based medicine by Trisha Greenhalgh. There is a clear explanation of the use of qualitative research within a medical context. The book is available from BMJ Books and the relevant abstract is available from the web site www.bmj.com 

Overall, the standard of understanding the use of qualitative research as a valuable research methodology in primary care has improved from previous years.

Question 4

EXAMINERS' COMMENTS

 Why was the question chosen?
The paper highlights the dilemma increasingly having to be faced by doctors of how to manage resources in a health system in which rationing decisions have to be made. Here we have patients with distressing symptoms that in many cases do not reflect serious underlying pathology. Lifestyle may play a part in the aetiology of these symptoms. The Proton Pump Inhibitors (PPIs) are a relatively safe but expensive group of drugs that will give good symptomatic relief. It is important that a general practitioner when faced with such a dilemma should be able to look at it from various perspectives before making a prescribing decision. This is what this question asks of candidates.

What themes did this question contain?
Doctor issues
Doctors feel a conflict between budgetary constraints and the needs of patients. Although many feel that PPIs give good symptomatic relief there is a feeling that they should be prescribed for appropriate conditions. Some feel patient demand is an issue although this may be an overestimate. There is a desire to switch patients to the cheapest possible brand and this may happen with little or no discussion. Some doctors develop negative views about patients and feel the drugs only encourage bad habits. Some doctors have educational needs regarding the role of lifestyle and the evidence for this. Communication and workload issues are always present.

Patient issues
Symptoms can be severe. Personal experience of the drugs or advice from friends may lead to requests to prescribe. This is not unreasonable. However patients may meet resistance from doctors when requesting a PPI. They are likely to feel guilty because of the link between symptoms and lifestyle described by doctors. They may feel confused if the doctor’s explanation of the link is unclear or if they feel little benefit from the changes or feel that there is nothing to change. They may be dissatisfied if the dose is reduced and symptoms return. Cost issues matter less to patients. These issues may harm the doctor-patient relationship.

Health Service Issues
Given that dyspepsia is common there are huge cost implications although it would be useful to work out savings through the effectiveness of treatment. Resources need to be made available to tackle lifestyle problems possibly through public health campaigns and there is a need for further research into the link between symptoms and lifestyle. Central control of prescribing via guidelines, formularies, incentives or the use of community pharmacists and the government influence on drug pricing becomes an issue. A degree of rationing exists. Should it be more explicit and who should make the decisions? Postcode prescribing due to policy variation between areas is a possibility. As prescribing is often initiated in hospital the role of secondary care is also important.

Ethics
The obvious conflict is between beneficence and distributive justice. Are patients being deprived of other treatments because of PPI prescribing? Patient autonomy to make an informed choice and doctor autonomy in prescribing are also important issues. The desire to do no harm (non-malificence) would involve drug side effects, not treating ulcers properly and encouraging bad habits. There are also issues of honesty and transparency in discussing the dilemma with patients. It is not ethical to deny patients access to treatment on the basis of a poor lifestyle but it can also be argued that patients have a duty to behave ethically within a state-funded health service.

How did candidates perform?

It is important that candidates, when looking at the results of a published paper, should read it carefully and think of its implications back in the practice. The issues for doctors and patients were outlined in the extract. On the whole candidates could identify the doctor issues quite well but were less good at understanding the patient’s perspective, which is what being patient-centred is all about. When answering such a question it is necessary to link the issues presented in the answer to the reference material and not bring in issues that did not appear in the results. A few poorer candidates commented on the responses of individual doctors and patients but failed to generalise on them.

There were few high scores in the construct relating to Health Service Issues. These could not be identified from the extract but it is important here that candidates should be able to think broadly beyond the confines of the paper.

Ethics underpin all decisions we make as doctors. They are particularly useful when faced with a dilemma. Candidates were able to list the ethical principles involved here. Many are not able to apply them to the scenario under discussion. Perhaps this is something that future candidates and those involved in preparing them should give some thought to.

Question 5

EXAMINERS' COMMENTS
The question was asked as it is an increasingly important and topical issue. An increasing number of consultations take place each day, where English is not the first language of the patient. The examiners were looking for a sensitive approach to consultation and communication skills.

The candidates were given the main themes of the question, but this did not stop several, writing their answers across more than one of the sections. Marks are only awarded once!

The question was generally answered well, many candidates having had experience of this type of consultation. The section on cultural differences was answered well. Several candidates pointed out that in some cultures doctors have a 'god like' status - we have to point out that we are merely mortal! The better candidates discussed that language was only a part of ‘culture’; religion, beliefs, customs and traditions also play a part.

The consultation process: the better candidates realised that the traditional consultation models may need to be adapted. Other factors such as time, irritation, discomfort, stereotyping can give a high potential for a dysfunctional consultation.

Use of interpreters: this section was well answered with candidates realising the practical problems involved in setting this up, as well as issues of confidentiality trust changes in behaviour when interpreters are used, nearly all candidates were aware of the pitfalls of using family members as interpreters.

The final section 'clinical outcomes' was the least well-answered section of the question. Some candidates repeated earlier material. The examiners were looking for the difficulties involved in making a diagnosis and then managing it. Some diagnoses are more difficult to make when language is a problem, such as sexual abuse. Some diagnoses, such as diabetes are more common in different ethnic groups. Issues such as health promotion, chronic disease management, concordance and patient satisfaction are more difficult to address.

Further reading

Making the best use of health advocates and interpreters  BMJ Career Focus 13 July 2002

Culture Religion and Patient Care in a multi ethnic society. Alix Henley Judith Schott

An Age Concern book ISBN 0862422310

How to work with an interpreter BMJ 1995;311:555-557 (26 Aug)

Breaking down language barriers BMJ 1998;316:1476-1476 (16 May)

Question 6

EXAMINERS' COMMENTS

Why was this question chosen?
The Child health topics were thought to be both common and important.

MMR immunisation, and to a lesser extent ADHD and childhood depression, have been extensively debated by the media as well as the medical community.

It is likely that parents may be confused by some of the issues, and would therefore need their GP to have a good understanding of the topics.

Even the less controversial area of nocturnal enuresis had been the subject of a “Clinical Evidence” review.

There is often a long wait to see specialists in Child Psychiatry, and it is likely that GPs will often have to deal with these problems, at least in the initial stages.

What themes did the question contain?
This was explicit in the layout of the question.

It can be helpful to answer in short note form – and discussing appropriate evidence would generate a good mark.

The column marked “evidence” is intended to prompt candidates to justify their answers with reference to published literature. The exact details of each reference are not necessary, but the examiners would need more than just “BMJ” to be sure that the answers were appropriately evidence based.

The majority of the important references were in the BMJ, JRCGP and Clinical Evidence or in published National Guidelines.

It is possible to gain a passing mark on the question, without quoting any evidence, if the answers are accurate and comprise current best practice. However, it is not surprising that the higher scoring candidates are able to both demonstrate their knowledge of the subject matter and reference it appropriately.

It is important to read the stem of the question. In stems that ask about “management”, it may well be worth commenting on diagnostic criteria or difficulties as well as treatment options. If the stem only asks about “treatment”, then it will not be necessary to comment on the diagnosis.

How did the candidates perform?
The majority of candidates seemed comfortable with this question – finding the section on MMR the easiest, with the section on childhood depression the most challenging.

Important points included………….

· MMR vaccination and autism 

Most candidates were aware of the controversial work of Wakefield, and the subsequent much larger studies to rebuff any suggested link between MMR and autism. However, it remains a topic of great concern to many parents.

Fewer candidates mentioned many of the related issues – which included the effect on herd immunity, the debate about single vaccines and the effect on GP targets and payments.

· management of ADHD 

This can be a very difficult diagnosis, with the “core” features of inattention/hyperactivity/impulsiveness being present for at least 6 months and present in 2 or more settings.

There had been both NICE and SIGN publications in recent years, and candidates that were continuing to read the journals would have been rewarded as a Discussion Paper was published in the BJGP in March 2003.

Many GPs have concerns about the prescribing and monitoring of Ritalin and higher scoring candidates also commented on such other issues as multidisciplinary assessment, specialist involvement, behavioural treatments and even the danger of medicalising a “non-disease” – especially in the USA?

· treatment of nocturnal enuresis 

This is a very common problem, with some parents having unrealistic expectations of their children.

After excluding a primary cause, there are several treatment options available.

The relative merits of these options have been the subject of a “Clinical Evidence” review, and highest scoring candidates were able to comment on the effectiveness of each treatment.

It was interesting to note the many candidates who promoted a “no-blame” culture while insisting that children who wet in the night “must be involved in changing the sheets.”

· depression in children 

This is another difficult diagnosis “often unnoticed and untreated”.

There are variable presentations, debate about the use of  behaviour therapy and problems with unlicensed use of antidepressant medication.

There were fewer evidence sources for this section, although there had been a BMJ editorial, and both “Clinical Evidence” and “Cochrane” reviews.

 

Question  7

EXAMINERS' COMMENTS

Why was this question asked?
This question was chosen because of its topicality and relevance to general practice. With the highest teenage pregnancy rates in Europe, it is reasonable to expect candidates to have an awareness of issues relating to pregnancy in young people residing in the UK.  The question was based on a well-designed, retrospective study, which looked at adverse perinatal outcomes in teenagers compared to the 20-29 year age group and focused particularly on second pregnancies. 

What themes did the question contain?
Candidates were expected to comment on study design, sampling, potential biases, outcome measures and generalisability.  They were asked to interpret a univariate and multivariate logistic analysis of adverse perinatal outcomes as well as a graph showing adjusted odds ratios against maternal age.  The final section sought understanding of how these findings might influence health care planning for teenage girls – if at all.  Candidates could have looked at areas including targeting of second pregnancies, smoking cessation programmes, education and social support systems.

What areas did candidates do well/find difficult?
Most candidates were able to comment reasonably well on the study design, but few were able to cover a broad enough range of points to receive very high marks.  We expected candidates to comment critically on the appropriateness of the retrospective cohort design, the generalisability of the study outside Scotland and the implications of some of the exclusions, especially the exclusion of smokers.  Candidates were also expected to note problems associated with gathering of discharge summary data and comment on sample size and study length.  Simple regurgitation of the facts as outlined in the reprint was insufficient to score well.

Most candidates were able to draw the appropriate conclusions from the table of results, but again, few were able to encompass all the appropriate points.  A number of candidates misinterpreted the figures for Caesarean section, probably because it ran against their intuitive expectations, and wrongly assumed an increase rate of Caesarean Section in the teenage population.  Whilst an understanding of odds ratios and related confidence intervals was important in answering the question correctly, an understanding of logistic analysis was not required to achieve high marks.  Some candidates failed to commit themselves with regard to whether risk was greater or smaller in the teenage group and focused instead on a statistical discussion on what odds ratios meant – again, this was insufficient to score highly.

The graph seemed to cause most confusion. Again contrary to expectation, lower odds ratios in teenagers point to an overall lower risk of low birth weight babies compared to the 19 year old age group. Again many candidates were distracted by their inherent belief that the reverse should apply and incorrectly concluded that there was a higher chance of teenagers delivering a small for gestational age baby compared to 19 year olds. Again an understanding of odds ratios was required.  Marks were also awarded for interpretation of the confidence intervals attributed to the different age groups depicted on the graph.

In discussing how there finding might influence health care, good scores were achieved by candidates who thought broadly. Besides targeting specific groups of young mothers, reference to health education campaigns, family planning services, social support systems and recognition of co-morbidities gained extra marks.  It was important for candidates to apply the data and to recognise that resources need to be targeted towards teenagers in their second pregnancies, as these were the higher risk group.  Candidates who interpreted the data incorrectly in earlier parts of the question tended to score less well in this part of the question.

High marks were given to those candidates who questioned whether the findings should change any service provision – particularly since the outcome for first teenage pregnancies was as good, or better, for teenage mothers as for those in their 20s.

Recommendations for further reading.
Chalmers L., Douglas G.A. (1995), Systematic Reviews, BMJ Publishing Group

Clegg F. (1997), Simple Statistics, Cambridge University Press

Crombie I.K. (1997), The Pocket Guide to Critical Appraisal Second Impression, BMJ Publishing Group

Fowkes F.G., Fulton P.M. (1991), Critical Appraisal of Published Research Introductory Guidelines, BMJ 1991; 302: 1136-40

Greenhalgh T. (1997), How to Read a Paper: The Basics of Evidence Based Medicine, BMJ Publishing Group

Stacey E., Toun Y. (1997), Critical Reading Questions for the MRCGP

Newer Publications
Olajide Ajetunmobi (2002), Making Sense of Critical Appraisal

Pereira-Maxwell F. (1998), A-Z of Medical Statistics; A Companion for Critical Appraisal, Arnold Member of Hodder Headline Group

Weingarten S., Tinkler J. (2002), Evidence Based Medicine; a critical appraisal

Question 8

EXAMINERS' COMMENTS
Why was this question chosen?
Self-regulation of the medical profession has come under intense public scrutiny over the last few years and candidates may be familiar with the “headline” catastrophes in the NHS.  As a result of this many facets of professional life including education and performance are being defined and made accountable.  GPs understand from their professional bodies (such as the GMC) that they have a duty to maintain their own standards and to recognise and help manage the underperformance of their colleagues.  These are laudable concepts, but in real life how do they translate to practice?

This question sought to test the candidate’s understanding of this difficult area.

How did the candidates perform?
Given the recent introduction of NHS appraisal and the widespread discussion of performance review and revalidation, this question should have been on everyone's list of hot topics.  The question was designed to test how well candidates were able to apply their knowledge of this field to practice life and overall, the results were variable.

The key words in the question are "how could you decide” and when candidates scored low marks this tended to be because they did not talk about their decision-making process.  Instead, many candidates talked about how they would nurture and support a struggling GP (laudable but irrelevant to the question) or what a formal assessment carried out by a national body would entail. Although it was important to take advice, and many candidates mentioned a large variety of sources, candidates also avoided making a decision, usually suggesting that the senior partner should do so.  It was not known what would happen if it was the senior partner causing the problem?

Most candidates showed understanding of the duties of a doctor to take action when patient care is threatened.  It was encouraging to see that most doctors would take advice, show sensitivity and attempt to investigate the concerns further.  

A key element of the answer lay in recognising that a preliminary evaluation of the doctor’s performance would be required.  There are many methods that GPs in practice currently use as part of their professional development, such as audit, analysis of referrals, prescribing and so on.  These were often mentioned, but without explanation as to how they could be used to determine if standards were unacceptable.  In addition, very few doctors mentioned the problems of validity, reliability and interpretation that are associated with these measures.  Good responses included a range of assessment tools, and the usefulness and limitations of each tool.  Candidates often referred to the concept of triangulation: asking other members of their team for objective evidence that performance was indeed poor.  Many candidates wanted to be open and supportive and hoped that the assessment process would be both confidential but open and transparent to the doctor causing difficulties. Some candidates spent a lot of time writing about potential causes of poor performance (burnout, alcohol abuse, depression etc) and potential solutions (retraining, education plans) and neither aspects were in the marking schedule.

The question highlighted the "professional performance" of a colleague.  The invitation to define professional performance, particularly in terms of "Good Medical Practice for GPs" was seldom taken up.  The hardest part of the problem posed was in deciding when the threshold for referral for formal assessment had been reached.  Candidates were given marks for showing that they recognised this issue, perhaps by commenting that they had to determine how serious the concern was.  Additional marks were awarded to those who suggested how seriousness might be gauged, for example by determining the type of problem, whether it was recurrent and whether it had been noted by several sources.

As with many lateral-thinking questions, there were wider issues that were relevant to the answer and these were considered by the majority.  Many candidates showed understanding of the professional guidelines and the better ones illustrated this by using an ethical framework. Some candidates wrote out the often-quoted four principles of Bio Medical Ethics promoted by Beauchamps and Childress.  Good candidates elaborated on this and showed the relevance of the principles to the problem being discussed, and how the principles might help in decision-making.

Good candidates also demonstrated self-awareness by questioning their ability to take matters further or the effect their involvement might have on relationships within the practice.

Key messages for candidates: you should be aware of the hot topics of the day, but do not restrict yourself to simply memorising facts.  To use this question as an example, you are unlikely to gain many marks just through knowing what "poor performance" means.  In the MRCGP, your understanding, rather than simply knowledge, is more likely to be tested and will often be done through your ability to apply what you know.  Therefore, when you read or talk about an issue, go beyond knowing what it is and think about how it would affect your behaviour and why.
Question 9

EXAMINERS' COMMENTS
Why was this question asked?
This problem requires consulting and management skills on the part of the doctor. This is potentially a very serious situation, which may require urgent action by the doctor, but needs to be handled sensitively. Good contemporaneous notes are important, and there is a need for confidentiality and to respect the patients’ autonomy. Abuse of the elderly is a growing problem that often goes unrecognised.

What themes did this contain?
· The need to assess the risk to the patient 

· The need to see and assess the patient 

· Description of management strategies 

How did the candidates perform?
· Assessment of risk included gathering information, not only from the district nurse but also partners, and from the notes, in order to judge the urgency of the situation. Good answers mentioned signs indicating abuse e.g. untreated injuries, soiled bedding, and possible causes in the family e.g. inability to cope, mental illness
  

· Assessment of the patient requires good consultation skills to create rapport. Good answers stressed the need for confidentiality and the possible difficulties of seeing the patient alone. There is a need for a full examination, and also consideration of medication – sedation possibly leading to falls, or warfarin leading to bruising.
  

· Management of the problem needed to balance the safety of the patient against her autonomy including respecting her right to do nothing. A lot of candidates wanted to seek advice (e.g. MDU) rather than giving their own ideas about managing the problem. Answers that included consideration of factors which may have contributed to an abusive situation, and ways to help the carers, attracted higher marks. 

Overall the examiners felt the question was answered quite well by candidates. However not all candidates appreciated the question asked ‘What would you do?’ rather than ‘What issues are raised?’. Some candidates simply listed ‘issues’.  Those candidates who wrote fully on the issues raised by this scenario, but then did not incorporate them into a management plan, scored less well.  Candidates that appreciated the importance of the ethical issued raised, scored higher marks.

Further information on elder abuse

In Britain the first discussions of elder abuse were in the mid 1970s – see Baker (1975) and Burston (1977). The recent establishment in England of a National Service Framework for older people has placed a focus on this issue.

For further information see: www.elderabuse.org.uk 

A recent overview of the subject is: ‘Violence Against Older People’ in: ‘Family Violence in Primary Care’ eds Amiel S and Heath I, Oxford University Press, 2003

Question 10

EXAMINERS' COMMENTS
Why was the question asked?
GPs are increasingly being asked to interpret information for patients. One large area of interpretation is that of risk. We were looking for candidates to demonstrate the skills used to explain risk in terms understandable to patients enabling them to make informed decisions for themselves.

What themes were contained in the question?
· Communication and interpretation of risk. We expected candidates to explore the patients' understanding of the quoted figures, including the skills necessary for this, in appropriate terms for the patient. 

· Patient factors. We expected candidates to ascertain the patients' ideas concerns and expectations, the factors that motivate him, his social circumstances, health beliefs and any spiritual beliefs. We were looking for candidates to respect Ian’s autonomy whatever he decided. 

· Doctor issues. We hoped candidates would recognise the difficulties this would cause them in terms of their emotions, confidence to explain risk, time management, educational needs and consulting skills. 

What areas did the candidates do well?
Most candidates recognised the issues facing the patient both in terms of the physical illness and in terms of its social and psychological context. Answers were in general good and in a number of cases very good with high marks for this area. Candidates generally adopted a patient centred approach and respected Ian’s autonomy. One particularly perceptive remark was that patients often “want to see the map but not take the wheel”.

The majority recognised the difficulties faced by the Dr in this request for an answer to Ian, with a recognition of the difficulties involved in explaining risk, and an acknowledgement of their own educational needs.

What areas did candidates find difficult?
A large number of candidates failed to address the question so that Ian would have left the consultation without an answer to whether he was going to have chemotherapy or not.  

Candidates focussed on palliative care and the process of dying without addressing his stated concern.

A number tried to structure their answers around an ethical framework, which again did not address the question appropriately.

Candidates, with very few exceptions, found the concept of risk and its explanation very difficult. There were one or two excellent answers with references. Restating the figures as 25% and 10% was not enough nor was “a roll of the dice or a toss of the coin”. One or two candidates created complicated formulae giving odds ratios for dying at two years; this would have not been illuminating for Ian. “I agree with the oncologist” without any development did not score well.

Many candidates used the jargon of General Practice in a scattergun approach. The following are examples “ideas concerns and expectations”, “health beliefs”, “hidden agenda”, “holistic”, “modifying health seeking behaviour”. If these are used then candidates who show an understanding and develop the ideas score much better than those who do not.

Recommendations for further reading
Against the Gods. The Remarkable Story of Risk. Peter L Bernstein

Reckoning with Risk: Learning to live with uncertainty. Gerd Gigerenzer

Sharing decisions with patients; is the information good enough.  Coulter et al. BMJ 1999; 318; 318-322.

 

Question 11

EXAMINERS' COMMENTS
Choice of Question
This question was chosen as a topic relevant to general practice.  Correctly and carefully worded agreements avoid the potential for protracted disputes later.

Themes
The examiners felt there were important areas that might be considered in candidate's answers.  However as well as identifying the areas, candidates were asked to discuss these areas.

The answer might have begun with a discussion of the definitions that are used in a contract and the rules that might apply.  Contracts should define items such as the who, why, when and where of partners, place of work, bankers and accountants. Decision making in respect of voting and what is a quorum are also important to define.

Absences from the practice are a source of disagreement and so holidays, study leave (and prolonged study leave), maternity/paternity leave, sickness and locum cover need guidelines and these may provoke discussion on the rotation of choice of holiday times between partners.

An important part of the contract is the clarification of what happens when there is a change of partnership, for example the inclusion of a new partner, parity, expulsion and retirement.

Duties of partners should be stated and might include workload, out-of-hours (no longer!), probity, income and expenses allocation, what happens to gifts and the duty of a partner to be a member of the GMC and a defence agency.

Candidates Performance
As this was question number 11, examiners noted that some answers were very brief and we wondered whether this indicated a lack of time.  In general the question was well answered especially in identifying the issues.  The discussion of these issues was less comprehensively covered.  There were a few candidates who confused a partnership agreement with revalidation or with a practice development plan or even the new contract.

Question 12

EXAMINERS' COMMENTS
The question concerns a man with a BMI that puts him into the range of morbid obesity with a risk of metabolic syndrome, (hypertension, dyslipidaemia and insulin resistance).  It was chosen partly in view of the topicality of the present national and international concern regarding obesity and partly in recognising the importance of this syndrome in primary care.  We are increasingly in primary care faced with this difficult and challenging situation, which requires considerable understanding and good doctor patient communication in order to fully benefit the patient. 

Good candidates noted the possibility of metabolic syndrome plus other conditions associated with obesity such as arthritis, infections, and sleep apnoea.  Discussion of the social consequences of his obesity and implications for his employment were also expected. 

Candidates should have emphasised the importance of a good history including any cardiovascular and diabetic family history and specific risk factors of alcohol intake and smoking.  Appropriate investigations and follow up including the consideration of long-term organisation of this in the practice were expected.

In order to properly manage this individual a high degree of communication skills and sensitivity is required and the good candidate would express the necessity of a non-judgemental approach. Understanding Alan’s views and looking for his contribution to any management plan was important.

A thorough discussion of the management options for a morbidly obese man who has a significant chance of reducing his risk of developing diabetes through lifestyle changes was expected. Many candidates included the therapeutic options of orlistat and sibutramine with appropriate reference to guidelines but few mentioned surgical options.

Discussion of the contribution of appropriate members of the primary health care team was also expected. 

The question was answered by the majority of candidates to a good standard. Most candidates covered the main areas with the exception of the social consequences of the patient’s problems.
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