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Part 1

INSTRUCTIONS

There are four questions in this paper.

Question 1 requires you to use additional reference material. You should read the question first, and then the reference material. An extra 10 minutes is allowed for you to read the material for this question.

The total time for the Paper is therefore 1 hour and 10minutes. 

Your answers to these questions will be part of group work on the course. 

You may attempt them in any order you wish.

Answers should be legible and concise. 

You may use ‘notes’ form.

Answers should be written in the space provided on the question sheet. 

You may continue your answer on the reverse of the same sheet. 

Use additional paper if necessary. 

References from journals and books should be mentioned if these are relevant to the arguments being presented.

1.
Your practice is planning a policy on prescribing antibiotics for acute otitis media in young children. You wish this process to be evidence based.

1a) Outline how you would gather your evidence.

Hierarchy of evidence – Large well conducted RCT, systematic review and meta analysis of RCTs, observational studies (case control and cohort studies), case series, consensus statements.

Intervention and condition are appropriate to be tested by RCTs. Common condition, information should be readily available.  Search strategy therefore:-

Cochrane and Clinical Evidence

DTB and MeReC Bulletins

Bandolier




All except DTB available free to NHS via NeLH

Major journals searched electronically

BMJ search engine excellent and will pick up editorials and reviews.

Help available e.g PGC librarian, PCT prescribing adviser, practice pharmacist, regional medicines information service (tel no. in BNF).

Please refer to Reference Material A (part of an abstract from a paper entitled ‘Primary care based randomised, double blind trial of amoxycillin versus placebo for acute otitis media in children under 2 years’) and answer the questions listed below.

1b)
Comment on the strengths and weaknesses of the methodology of the study as presented in the abstract.

Strengths



Primary care setting



RCT



Current 1st choice antibiotic v placebo is being tested
Weaknesses



Netherlands – culture of low expectations for and low prescribing of antibiotics


N = 240 in 53 practices, i.e 4 per practice. 


Outcomes mostly require a degree of  assessment by parent or clinician


Not clear why 6m to 2y chosen. Why exclude children > 2y?


Relationship between otoscopy at day 4 and tympanometry at 6 weeks and clinical recovery unclear

1c) 
What further information about the methodology would you wish to obtain from the paper in its entirety?



Over what period of time was the study conducted



How were practices recruited?

What happened to the patients who were not recruited and were the patients included typical of all people with AOM

How did randomisation take place – by practice or individually

How were clinical assessments standardised – education, photographs, calibration of tympanometers

Is there a power calculation to avoid a type 2 error – insufficient numbers included to demonstrate a difference between intervention and control

What attempts were made to assess compliance with therapy

Was analgesic consumption actually measured or just reported by parents

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 ?

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.

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.

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 .

Reference Material A

Primary care based randomised, double blind trial of amoxicillin versus placebo for acute odds media in children aged under 2 years
Roger A MJ Damoiseaux, Frank A M van Balen, Amo W Hoes, TheoJ M Verheij, Ruut A de Melker 
Abstract
Objective To determine the effect of antibiotic treatment for acute otitis media in children between 6 months and 2 years of age.

Design Practice based, double blind, randomised, placebo controlled trial. 

Setting 53 general practices in the Netherlands. 

Subjects 240 children aged 6 months to 2 years with the diagnosis of acute otitis media. 

Intervention Amoxicillin 40 mg/kg/day in three doses. 

Main outcome measures Persistent symptoms at day four and duration of fever and pain or crying, or both. Otoscopy at days four and 11, tympanometry at six weeks, and use of analgesic. 

Results Persistent symptoms at day four were less common in the amoxicillin group (risk difference 13%; 95% confidence interval 1% to 25%). The median duration of fever was two days in the amoxicillin group versus three in the placebo group (P = 0.004). No significant difference was observed in duration of pain or crying, but analgesic consumption was higher in the placebo group during the first 10 days (4.1 v 2.3 doses, P= 0.004). In addition, no otoscopic differences were observed at days four and 11, and tympanometric findings at six weeks were similar in both groups.

2.
For each of the following scenarios involving elderly patients, comment on the use of medication and give evidence to support your views.

Difficult to comment on the use of medication in isolation without needing to set it in the context of wider management of conditions including non-drug interventions. So have put some non-drug stuff in these draft model answers but kept it brief and concentrated on the drug angle as the question seems to require.

2a)
An asymptomatic 78-year-old man with repeated blood pressure readings of 186/88.

Hypertension associated with increased risk of CV events and death (synergism with other risk factors – major ones include age, sex, raised serum cholesterol, smoking, diabetes) (Framingham study)

No cut off point for risk, levels at which intervention is recommended have reduced over time (Joint British Guidelines, BHS, NSF for CHD – Joint British in BNF).

Internationally recommendations for intervention are split evenly between 140/80 and 160/95.

Systolic and diastolic BPs both important i.e. treatment of isolated systolic hypertension (partic in elderly) appropriate.

Check is not white coat hypertension using home readings (Little BMJ 2002). NB All data on risk and therapy based on “office” BP readings.

Using validated risk calculators to calculate overall CV risk is appropriate rather than considering each risk in isolation.

Non drug interventions – reduce salt, reduce weight, stop smoking, reduce excessive alcohol, increase exercise (just walking is beneficial) – shown to be effective and worth active consideration (Clinical Evidence, MeReC Bulletin 2002)

Drug treatment – guidelines now consistent in advising all major therapeutic groups are equally effective and that drop out rates in trials are similar for therapeutic groups. Therefore tailor therapy according to individual – co-morbidities particularly important. For most people  thiazide or beta blocker would be first choice. Switch to another class if inadequate response rather than adding in – Birmingham Square approach (SIGN 60 – Treatment of Hypertension in the Elderly).

2b)
A 70-year-old woman found to have osteoporosis, having now recovered from a recent fractured thoracic vertebra following a minor fall.

Definition of osteoporosis based on BMD measurement was criteria set by WHO for

epidemiological purposes rather than diagnostic. Significant measurement error 

issues.

Burden of osteoporotic disease relates to hip fractures. Most (2/3rds) vertebral fractures are asymptomatic and of those that are symptomatic few result in hospitalisation. However multiple vertebral fractures may cause kyphosis and significant pain and disability.

Little evidence for interventions on hip fracture rates because event rate of nhip fracture is low. Most RCTs use radiologically detected vertebral fractures as their outcome measure because of higher event rate NB radiologically detected – NOT clinical vertebral fractures.

Non-drug therapy – limited evidence for stopping smoking, increasing weigh bearing exercise, adequate dietary intake of calcium and vitamin D, reducing excess alcohol intake. Better evidence for fall prevention – stopping psychotropic medication,  physical household measures combined and exercise.

Drug therapy –main options are HRT Ca and vit D, bisphosphonates. HRT protects whilst taking but effect wanes within 2-6y of stopping. Ca and Vit D effective in 2 small RCTs in nursing home residents with established osteoporosis. Bisphosphonates shown to be effective but NNTs c100 so drug costs to prevent 1 hip fracture c£100,000 No benefit in those without previous fracture (FIT 1 & 2). NNTs c40 if  established fracture and very thin bones i.e. <4SDs on BMD. (McClung NEJM 2001).

Sources: NSF for Older People,  RCP report, NOS, DTB, MeReC, Clinical Evidence, SIGN guideline.


2c)
A 76-year-old man with persistent atrial fibrillation.

Issues are 
1) is rate or rhythm control required / appropriate


       
2) is antiplatelet or antithrombotic approprite

3) are there other associated conditions requiring treatment – heart failure particularly. 

1) restoration of sinus rhythm may be an option with drugs or DC cardioversion. Fast ventricular rate if present requires moderating. Emergency referral may be appropriate.

2) Much debate re these options. Low risk (<65y, and no TIA or stroke previously) risks of anticoagulation probably outweigh benefits. High risk (>75y, or prev TIA / stroke) benefits outweigh risks and anticoagulation probably more beneficial than antiplatelets. Organisation issues as a result of increasing numbers of people taking warfarin in UK. Informed patient choice a challenge.

3) May require echocardiography to determine extent of LV dysfunction and gain information re any existing thrombus. 

Sources: MeReC Bulletin, DTB, Clinical Evidence, SIGN.

2d)
A 68-year-old woman with recently diagnosed Alzheimer’s disease.

Evidence that anticholiesterase inhibitors may moderately slow the rate of progression in people with mild to moderate AD (NICE Technology Appraisal). Requires initial and monitoring by specialist service and drug should be stopped when significant deterioration occurs as measured by MMSE to the point where therapy is no longer providing benefit, or if no response to treatment. Careful counselling of patient and carer(s) needed prior to therapy commencing. 

Most evidence for donepezil. Rivastigmine and galantamine also on the market. 

Assessment objectives:

Keeping up to date with common clinical situations regarding our elderly patients. 

Appreciation of advantages and disadvantages of use of medication in scenarios
presented. 

Knowledge and interpretation of recent literature relating to the scenarios. 

How well was it answered?

The question performed well, but with fewer "excellent" scripts than usual. Poorer candidates produced lists of drugs, but without appropriate comments or interpretation. Tendency to give lots of "references" – but not always relevant or accurately remembered!

More was known about hypertension and AF, than osteoporosis and Alzheimer’s.

It helps to answer in short notes, with relevant literature mentioned and accurately interpreted.

Good marks are given for mentioning the important factors, with contemporary interpretation of "best practice".

The best candidates can also support their views with evidence.

3.
“The NHS needs doctors who:

are clinically up to date

practice evidence based medicine

treat patients as partners

work as members of a team

understand the wider issues” 

    What challenges are there in meeting each of these expectations?

Clinically up to date

Knowledge explosion – difficult for specialists and generalists to find the time and collate the information. An ideal rather than a realistic aim that is really not achievable.

Does the NHS currently have capacity to provide protected time for CPD – both planning through identification of learning needs and appaisal, and the resources to respond to identified educational needs?

Identification of learning needs remains problematic. How do people know what they don’t know. 

50% of doctors will always be below average (BMJ 1999).

Practice Evidence Based Medicine

Where evidence of effectiveness is available it should be used as one element in reaching a management plan with an individual patient. But for many clinical situations options for management have not been adequately tested or not against each other, or the people in the trial are very different from the individual patient requiring treatment – the elderly and those with co-morbidities are rarely adequately represented.

Where evidence exists it is increasing being collated and summarised (Cochrane and Clinical Evidence), but this data is still not then adequately integrated into decision support systems.

In addition to evidence of effectiveness, information on safety is required for good decision making. This largely comes from observational data, is limited in availability, is open to bias and confounding and rarely comes with useful estimates of absolute rates. 

Costs and particularly estimates of cost effectiveness are also required, and patient preferences also impact on decision making. 
Patients and their clinicians also need to understand the terminology of EBM in order to maximise its potential, yet at its most basis e.g. appreciating the need to express benefits in relative and absolute terms is something that even the BMJ gets wrong (ramipril preventing strokes, BMJ 2002).

Treat patients as partners


Requires high level consultation skills and time – capacity and training issue again.


Efforts being made to encourage “expert patients” (DH 2001) but limited in scope.


May be easier in chronic conditions than in emergencies.

Work as members of a team

International social trend for healthcare to be provided by teams rather than by individuals. The issue is team interactions, and how to maximise the potential of different skills and roles. RCGP has programme of quality standards.

Understand the wider issues

Revalidation and clinical governance for example are required to explicity demonstrate to the public that the profession contains competent individuals. Moving forward and accepting change positively may be more productive than hankering for times past. 

Why was this question chosen?

A quote from Alan Langlands when he was the Chief Executive of the NHS.

Essentially the Government view of what NHS doctors should be. Candidates are asked to comment favourably (or unfavourably) on each of the short stems. The word challenge suggests that the quote is reasonable.

What themes did the question contain?

These were explicit in the quotation.

How did the candidates perform?

Most candidates answered the question reasonably well, especially the clinically up to date and evidence based medicine stems. "Patients as partners" was reasonably answered, those doing particularly well referring to recent literature.

The teamwork stem was probably the most discriminating area with some candidates exploring how teams work well and can be developed, referring to RCGP initiatives.

The candidates performing less well were doctor centred and had very narrow views of teamwork.

The "wider issues" stem was poorly answered with candidates reiterating or producing answers already covered in other stems. Few candidates identified the political issues including revalidation, rationing, and recruitment and retention of doctors.
4.
Christine Menzies, a 26-year-old nurse, consults you with troublesome eczema of her hands.

How would you manage her?

Clarify the presenting problem

Is this a new problem, an exacerbation of an existing problem or is there another factor which has resulted in her attending

How is it affecting her at work and outside work

Have there been recent changes in either setting which may have exacerbated her problem

What treatment is she currently using and what has she used in the past

Explore patients issues

Consultations with other healthcare professionals as patients can be challenging – do not assume knowledge yet try not to be patronising


How much does she know about pathogenesis and prognosis


Why has she presented now

What treatment options is she aware of and does she have any thoughts about what she would prefer

Examination

Confirm typical features of eczema, consider differential diagnosis including latex sensitivity (BMJ and DH 1999)

Assess extent, distribution, severity, features of secondary infection and record carefully

Consider treatment options

Explain / confirm diagnosis and broad approaches available in terms she understands

Discuss therapy. Mainstays are emollients, topical steroids and oral antibiotics. Topical tacrolimus recently launched for steroid non-responders.


Consider referral 


Occupational Health involvement may be helpful


Agree management plan

Seek opportunities for opportunistic health promotion

Summarise


Confirm main issues and agreed decisions


Offer follow up and continuing availability if concerned re progress

Why was this question chosen?

Eczema is an important condition seen in general practice. It can appear deceptively simple but can be associated with problems with diagnosis, concordance, long term management and can have far reaching consequences for the patient.

Consultations with health professionals are inevitably different from other consultations and are often challenging.

What themes did the question contain?

Communication: - Consultations with fellow health professionals can be hampered by previous relationships, assumptions re knowledge and alterations in the doctor’s usual behaviour.

Occupational factors: - Eczema in a nurse can be caused by a variety of factors and has significant implications with respect to her carrying out her normal duties.

Effects of eczema: - "Troublesome" eczema implied that this problem had major implications for the patient. The problems of appropriate diagnosis and long term effects on home, social life and psyche should to be explored.

Management: - A range of strategies for dealing with eczema in keeping with up to date modern general practice was relevant, with appropriate use of other professionals within and beyond the practice team.

How did the candidates perform?

The candidates performed well in the areas of looking at occupational factors and also in looking at day-to-day management of eczema.

The communication/consultation issues re dealing with a health professional were less well developed. Often ideas, concerns and expectations were mentioned in general terms but not developed any further.

The concept of dealing with eczema as a chronic condition affecting all aspects of life was not particularly well recognised. The candidates need to demonstrate more breadth of thinking in looking at any chronic condition. 







