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GLOSSARY

Comment - write notes to explain, critically

Example:   “The data (shown below) come from drug company promotional literature that was being presented to GPs at an educational meeting. 

Comment on the study method.”

This requires the candidate both to explain what the study method is as well as to do so critically, by considering its appropriateness for the problem under consideration.

Discuss - consider and debate

Example:   “Your new partner asks for help in persuading the other partners to change to longer appointment times.  Discuss in terms of the new partner and partnership.” 

A good answer would both consider the views of the new partner and the partnership and a debate about the value of longer appointments, including some reference to relevant literature. 

Implication - something that is suggested or hinted at

Example:   “What are the implications of revalidation for general practitioners in the United Kingdom?”

The question invites the candidate to consider a wide range of issues – including practical, political, ethical and attitudinal ones – suggested by revalidation. Implications in this and other cases might include past, present and future dimensions of the issue or problem.

Issue - a topic of interest or discussion or one requiring a decision, an 

           important subject  

Example:  “Cameron Murray has at last got a job on an oil rig subject to a satisfactory ‘medical’. The employer requires a routine drug screen. It is reported to you as positive for cannabis. What issues does this raise?”

In this question there are some more obvious issues, such as the safety of a drug user working on an oil rig, and some less obvious ones – the “at last” implies that Cameron has been searching for a job for some time. 

continued overleaf
Manage(ment) - in a medical context management usually includes relevant 

      history taking, examination, treatment, investigation and
      referral. In answer to a question explaining management in
      general practice it may be relevant to address the use of 
      appropriate consultation skills
Respond - act or react 

Example:   “Reports from your local hospital have given you serious concerns about nursing standards in the local hospital.  How might you respond?”

A good answer would include a wide range of responses including the gathering of evidence and a number of possible ways in which the identified problems can be addressed.

Process - the method of doing or producing something

Example:   “A woman aged 75 has fallen and fractured her hip in a local nursing home.   Discuss a ‘significant event analysis’ … in terms of process, prevention and outcome.”

The process of a significant event analysis in this example would include the ways in which the meeting was introduced, a discussion of who would be invited and the way in which the meeting was run.

Factor - a contributing element or cause 

Example:  “Comfort Tetsola, a 45-year-old Afro-Caribbean woman, has a BMI of 45.  What factors would influence your management?”

Relevant elements in this case would include factors relevant to the individual patient (for example, her motivation to address the problem); to you the doctor (for example your skill and knowledge) and other issues such as medical causes and the availability of resources.

1.
Please read Reference Material A, which constitutes part of a paper entitled ‘Cost effectiveness and cost utility model of public place defibrillators in improving survival after pre-hospital cardiopulmonary arrest’, and answer the questions given below.

1a) 
Comment on the methodology described in this paper


1b)
What is your interpretation of the admission, survival and 
quality of life results?









1c) and 1d) overleaf 


1c) 
What is your interpretation of the results expressed as 


costs?



1d) 
How might these data influence public health 



planning and policy?

2.
Comment on the following interventions for COPD, referring to published evidence where possible.

2a)
Inhaled steroids

	Comment
	Evidence

	
	


2b)
Oxygen

	Comment
	Evidence

	
	


2c) and 2d) overleaf
2c)
Pulmonary rehabilitation

	Comment
	Evidence

	
	


2d)
Smoking cessation

	Comment
	Evidence

	
	


3.
Anthony, aged forty, has seen an advert about fungal infections. He 
requests treatment for his toe nails.

What issues does this raise?
4.
A member of your PPG (patient participation group) says your practice should be doing more for ethnic minorities.

Discuss this under the following headings:-

4a)
Patient representation

4b)
The practice’s response

4c)
Health needs of ethnic minorities

4d)
Management of change

5.
Wei-Lun Chen, a 15-year-old girl, and her mother come to see you. They report that for some time she has been feeling unwell but without any specific symptoms, and that she has not had a period for several months.

 Describe your management.
6.
Mr Poole feels that at his age, 80, he does not wish to have his iron
deficiency anaemia investigated. His wife attends with him and disagrees.


What issues does this raise?
7.
You wish to develop an evidence-based policy for nurse-led management of urinary tract infection in children.

7a)   What is your search strategy for gathering the evidence?


7b) and 7c) overleaf

One study that you discover is:  ‘A nurse led education and direct access service for the management of urinary tract infections in children: prospective controlled trial’.  (Please refer to Reference Material B).
7b)  
What are the strengths and weaknesses of the design of THIS 
study?

Strengths



Weaknesses


7c)
What are the strengths and weaknesses of the outcome measures used in THIS study?

Strengths



Weaknesses


8.
Extracts from the results section of the paper referred to in the previous question - ‘A nurse led education and direct access service for the management of urinary tract infection in children: prospective controlled trial’ – are provided. (Please refer to Reference Material C)
8a)
What do the results show?

8b)
Speculate on possible reasons for the results

8c)
What difficulties might a clinician face in trying to adhere to guidelines on the management of urinary infection in children?

9.
Fred Smith  Age 75


Admitted 12/5/04

Discharged 19/5/04


Diagnosis Ant M.I.


Treatment on discharge:

Ramipril 5 mg od

Soluble aspirin 75 mg od

Simvastatin 20 mg on


For ETT as O.P.



What issues are raised by this discharge slip?

10.      Comment on the following women’s health issues, giving evidence to support your views.

10a)  The effectiveness of screening mammography

Comments




Evidence


10b)  The treatment of menorrhagia

Comments





Evidence









10c) and 10d) overleaf
10c)  Emergency contraception

Comments





Evidence


10d)  The treatment of pre-menstrual syndrome

Comments





Evidence


11.
A 36-year-old nurse seeks further time off work for backache which she has now had for three months.

What issues should you consider in managing this consultation?
12. Trust between patients and GPs may be under threat. Discuss under the following headings:
12a)  
For individual doctors

What are the challenges, and strategies for these challenges?

Challenges





Strategies










12b) overleaf
12b)  
For the profession as a whole

What are the challenges, and strategies for these challenges?                                                 

Challenges





Strategies
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REFERENCE MATERIAL FOR QUESTIONS 1, 7 and 8

REFERENCE MATERIAL A – (QUESTION 1)
Cost effectiveness and cost utility model of public place defibrillators in improving survival after pre-hospital cardiopulmonary arrest
Economic model
We considered the status quo (no public place defibrillators) and the provision of defibrillators in all major airports and railway and bus stations. We compared costs and benefits from a health service perspective. In clinical trials, outcome is usually measured as survival, though quality adjusted survival is also important to patients and decision makers. Therefore, we undertook a cost effectiveness analysis using life years gained and a cost utility analysis using quality adjusted life years (QALY) gained. 
During the period studied, there were no public place defibrillators in Scotland. All prehospital defibrillation was undertaken by ambulance staff (99%) or general practitioners (1%). We identified all arrests that occurred in a major airport or railway or bus station over seven years from May 1991 and were due to cardiac disease and were not witnessed by ambulance staff. We determined the observed survival to admission and discharge and predicted survival after location of defibrillators in these sites. A proportion of patients are unsuitable for defibrillation because their initial arrthymia is asystole or pulseless electrical activity.

Therefore, we assumed that public place defibrillators could, at best, improve survival compared with that obtained by early attendance of ambulance staff. In the sites studied we applied the observed survival among patients attended by ambulance staff within three minutes to those who waited longer to calculate predicted survival. We calculated current mean survival after discharge from hospital and applied this to the additional patients who could be discharged alive. 
Results

Numbers of sites, arrests, and defibrillators

Over the period studied, there were four major airports, nine major railway stations, and four major bus stations in Scotland, equating to 17 eligible sites. Over seven years, 38 arrests occurred in these locations, equating to 5.4 a year. In the basic model, we assumed that four defibrillators would be located in each airport, one in each bus station, two in each of the largest two railway stations, and one in each of the seven others (31 defibrillators altogether). 
Admission, survival, and quality of life
The observed survival to arrival at the accident and emergency department, admission, and discharge was 52.9%, 26.4%, and 14.7%, respectively. If public place defibrillators were available, the predicted survival figures were 66.7%, 33.3%, and 16.7%, respectively. Therefore, the marginal increases a year in the numbers surviving were 0.7 (13.8%), 0.4 (6.9%), and 0.1 (2.0%), respectively. 
The mean length of stay after admission was 24 days among those discharged alive, 8 days among those who died, and 14 days overall. Application of these figures to the 5.4 eligible arrests a year resulted in 0.7 additional patients attending accident and emergency and 5.6 additional inpatient days; 1.4 in coronary care and 4.2 in general medicine or cardiology. Mean survival after discharge alive from hospital was 6.2 years. 
After discounting, we gained 5.7 life years per survivor—that is, surviving to discharge from hospital. We applied the utility value of 0.72, calculated by Nichol et al, to estimate the gain in QALYs. This meant that, on average, health related quality of life after arrest was 72% of normal. The gain in QALYs per survivor was, therefore, 4.5 undiscounted and 4.1 discounted. 
Costs
The mean costs were £46 per accident and emergency attendance, £612 per day in coronary care, and £234 per day in general medicine or cardiology. Each defibrillator cost £2500 to buy and maintain, which was converted into the capital charge that a health service budget holder would pay. Training was calculated per site rather than per defibrillator. We applied the costs of the Scottish Ambulance Service training course, which was £52.40 a year (A Marsden, Scottish Ambulance Service, personal communication). The life expectancy of a defibrillator was five years (A Marsden, Scottish Ambulance Service, personal communication). 
The overall initial capital cost of the defibrillators was £77 500. The capital charge over five years was £93 310 without discounting and £79 020 with discounting at 6%. Including training, this equated to £16 554 a year. The incremental cost due to additional accident and emergency attendances and in hospital care was £1770 a year. Therefore, the total direct cost combining capital and revenue was £18 325 a year. The life year gain per year was 0.72, hence the discounted net cost per life year gained was £29 625. The QALY gain a year was 0.44, producing a discounted net cost per QALY gained of £41 146. 
REFERENCE MATERIAL B – (QUESTION 7)

BMJ  2003;327:656 (20 September)
A nurse led education and direct access service for the management of urinary tract infections in children: prospective controlled trial

Design  Prospective cluster randomised trial     Setting  General practitioners in the catchment area of a UK  paediatric nephrology department     Participants  88 general practices (346 general practitioners, 107 000 children) 

We invited all general practices (except the pilot practices) in our catchment area to participate. Allocation of participating practices to the study or control limbs was by randomisation within one of 12 strata according to health district (three levels), whether the practice had a trainee doctor, and whether the practice population of children exceeded 1000. Patients referred by control practices were identified from referral letters and requests for imaging, and collection of these data was started as soon as the paired study practice had been enrolled.

Control practices were not asked to change their management. The paediatricians followed their standard practice, assessing cases and explaining the imaging investigations when indicated, assisted by information sheets. All children with a probable or certain urinary tract infection underwent ultrasonography and scanning with dimercaptosuccinic acid; infants (age < 1 year) also underwent cystography. Infants without renal scars or vesicoureteric reflux were considered at negligible risk of future scarring, as were unscarred children aged over 4 years, whereas children aged 1-4 years were considered still at risk of scarring with future urinary tract infections. Parents and doctors were informed of normal results by letter and contacted individually about abnormal scans. 
A nurse practitioner and a part time clerk based in a paediatric nephrology department facilitated the study service. Study doctors were educated about the study at a seminar held at their practice. Further teaching was organised when necessary. New management guidelines were established (box). The doctors ordered imaging investigations for children with bacteriologically proved urinary tract infections through the nurse practitioner. She sought clarification about equivocal referrals; organised imaging; reviewed results with a paediatric nephrologist, radiologist, and medical physicist as necessary; and informed the doctor and family of normal test results. Only children with abnormal test results saw a paediatric nephrologist. Direct access was refused if study practices could not provide clinical details or failed to collect a urine sample. Practices were offered a phase contrast microscope and training in its use. 
When our study began, a community paediatrician independently introduced a form of direct access for four control practices (19 general practitioners, 4218 children), arranging imaging for children that doctors suspected of having a urinary tract infection. This involved no training element or any specific quality requirement for referrals. We analysed these four practices both with the control practices and separately. 
Main outcome measures Rate and quality of diagnosis of urinary tract infection, use of prophylactic antibiotics, convenience for families, and the number of infants with vesicoureteric reflux in whom renal scarring may have been prevented. 
REFERENCE MATERIAL C – (QUESTION 8)
Table 1 Referral rates to secondary care of infants and children with suspected urinary tract infections from study and control practices, according to clinical category (excluding 22 first seen by deputising doctor or casualty officer) 

		No of children referred per 1000 children/year
		
	Clinical category


	Study practices


	Control practices


	Study:control practices (95% CI)


	P value



	All children 



	6.42 



	3.45 



	1.86 (1.42 to 2.44) 



	<0.001 




	Infants aged <1 year 



	0.92 



	0.24 



	3.84 (1.94 to 9.32) 



	<0.001 




	Children and infants with non-specific symptoms only and no urethral symptoms



	1.49 



	0.24 



	6.10 (3.47 to 11.76) 



	<0.001 





	


Standards of microbiology
More children referred from study practices than from control practices had bacteriologically proved urinary tract infections. More were unequivocal, with  > 105/ml Escherichia coli, Proteus spp, or Klebsiella spp (study 79%, controls 60%: 1.31, 1.16 to 1.54; P < 0.001), and only five study children compared with 31 control children had no urine cultured (1% v 11%: 0.09, 0.01 to 0.25;  P < 0.001). 

Treatment delays
Study practices started a smaller proportion of children on antibiotic treatment immediately (48% v 68%: 0.70, 0.59 to 0.83. P < 0.001), waiting instead for the culture result. However, because they diagnosed more children, they treated more without delay (300 v 186). Study practices used nitrite sticks less often (study 18%, controls 41%: 0.44, 0.26 to 0.68; P < 0.001), but they were more likely to treat immediately when they did (with sticks 69%, without 43%: 3.07, 1.75 to 5.37; P < 0.001). 
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