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EXAMINATION FOR MEMBERSHIP

YORKSHIRE FACULTY PREPARATION COURSE

WRITTEN PAPER 
Part 2

INSTRUCTIONS

There are eight questions in this paper.

Questions 1 and 7 require 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 each of these questions. 

The total time for the Paper is therefore 2 hour and 20minutes. 

Your answers to these questions will be discussed as part of group work this afternoon. 

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.
Extracts from the results section of the paper referred to in Part 1 Question 1 are given in Reference Material B.

1a)  How does the evidence from this paper favour and oppose a decision to prescribe antibiotics for acute otitis media in young children?
Favours prescribing


Fewer symptoms at day 4. ARR is 13%, NNT 8. Just statistically significant.

5% more children has improved eardrum appearances at day 4. ARR 5%, NNT 20. Just statistically significant.


Duration of fever 2 days instead of 3. Just statistically significant.


Low numbers lost to follow up.

Opposes prescribing

Absolute rates of complications low in both groups. No evidence that antibiotics prevent complications.


Clinical treatment failure at day 11 not significant between groups.


Duration of crying reduced by 1 day but not significant.


No differences at 6 weeks.


ARI of diarrhoea at day 4 with antibiotic 7%, NNH 13.

1b) Discuss other factors that influence the decision to prescribe or not to prescribe antibiotics for acute otitis media in young children.

· This is a valuable DBRCT in primary care but need to set this study in the context of the rest of the literature. The Cochrane review on this topic has 11 RCTs, c11,000 patients. It found 80% of children on placebo recovered by about day 10 and an NNT with antibiotics of about 17 to prevent pain at day 2. NNH with antibiotics c8.

· Parental expectations (perceived and real) – Britten et al. BMJ 1996.

· Concerns about rising antibiotic resistance (House of Lords Report, SMAC, BMJ theme issue 1998, Getting ahead of the Curve DH 2002)

· Doctor thinks will prevent complications or speed recovery or at least do no harm. (Relying on experience means practice is based largely on only those again who fail to get better because its only those patients who reconsult.) Large numbers require treatment to prevent 1 complication (Little BMJ 2002).

· Habit.

· Easier to prescribe than to explain.

· Fear of litigation or complaint.

· Wish to reduce the need for a further consultation in this episode if child fails to improve. (Evidence from LRTI – Macfarlane BMJ 1998 – and for ST - Little BMJ 1999 – that prescribing increases subsequent consultation rates for future episodes.

· Economic concerns – time off work for patient, patients leaving list for GPs

· Advertising and promotion.

Reference material B

Primary care based randomised, double blind trial of amoxycillin versus placebo for acute otitis media in children aged under 2 years
Roger A MJ Damoiseaux, Frank A M van Balen, Arno W Hoes, TheoJ M Verheij, Ruut A de Melker 

Outcome at day four -Persistent symptoms at day four occurred in 69 out of 117 children (59%) in the amoxycillin group and in 89 of 123 (72%) in the placebo group (difference in risk 13%; 95% confidence interval 1% to 25%) (table 2). Among children with persistent symptoms four (one in the amoxycillin group and three in the placebo group) received other antibiotics. Three of these children were admitted to hospital (one in the amoxycillin group, two in the placebo group); one (placebo group) was admitted on the third day with meningitis but because of deterioration this child had already been started on another antibiotic on day two. The culture of cerebrospinal fluid yielded negative results, but the Gram stain suggested streptococcal meningitis. The two other children were admitted because of dyspnoea (amoxycillin group) and dehydration (placebo group). All four recovered without residual symptoms. Inclusion of the one child lost to follow up (amoxycillin group) in either outcome group did not materially change the findings.

Outcome at day 11—Clinical treatment failure at day 11 occurred in 72 out of 112 children (64%) in the amoxycillin group and in 84 of 120 (70%) in the placebo group (6%; -6% to 18%) (table 2). Eleven children received other antibiotics (three in the amoxycillin group, eight in the placebo group) and were recorded as treatment failures. One of these children (placebo group) needed admission to the hospital because of deterioration of symptoms of acute otitis media. Six children (three in each group) were lost to follow up between day four and day 11, and in one case (amoxycillin group) the evaluation of the ear-drum was missing, although the symptoms were gone. A best-case scenario (amoxycillin group analysed as "cured" and placebo group as "not cured") did not show any significant difference in clinical treatment failure at day 11 (9%; -3% to 21%).

Table 2
Main outcome measures in infants with acute otitis media randomised to receive amoxycillin or placebo

	Measure
	Amoxycillin
	Placebo
	Difference in %
(95% Cl) 
	P value

	No (%) with: 
	
	
	
	

	Persistent Symptoms* at day 4
	69/117 (59)
	89/123 (72)
	13 (1 to 25)
	0.03+

	No improvement in eardrum at day 4
	88/114 (77)
	99/120 (83)
	6 (-4 to 16)
	0.30+

	Clinical Treatment Failure ** at day 11
	72/112 (64)
	84/120 (70)
	6 (-6 to 18)
	0.35+

	Median Duration of Fever (days)
	2
	3
	1
	0.004§

	Median duration of Pain/Crying (days)
	8
	9
	1
	0.432§

	Mean consumption of analgesia in first
10 days (dose)
	2.3
	4.1
	1.8
	0.004¶


*Defined as still having earache or having fever, crying, being irritable, or having received other antibiotics. 
+X2 test, 
**Defined as still having symptoms or no improvement, or both, in tympanic membrane. 
§Log rank test for Kaplan-Meier plot. 
¶Mann-Witney U test.

Duration of fever and pain or crying—The median time to cessation of fever was two days with amoxycillin and three days with placebo (P= 0.004; log rank test). Median time to cessation of pain or crying was eight days with amoxycillin and nine days with placebo (P = 0.432; log rank test). 

Analgesic consumption—During the first three days, mean analgesic consumption in the amoxycillin group was 1.7 doses and in the placebo group 2.5 doses (P = 0.018). Over the whole 10 days these figures were 2.3 and 4.1, respectively (P = 0.004). 

Outcome at six weeks—At six weeks 212 children were examined. Middle ear effusion was present in 69/107 (64%) in the amoxycillin group and in 70/105 (67%) in the placebo group (3%; - 10% to 16%). The proportion of children with bilateral effusion was 48% in both groups. In addition, no clear differences were observed between the two groups as regards recurrent acute otitis media, use of antibiotics in this period, referrals to the oto-laryngologist or paediatrician, or surgery. 

Adverse effects—De novo diarrhoea was reported on day four in 17% (20/117) of the amoxycillin group and in 10% (12/123) of the placebo group (difference - 7%; - 16% to 2%). On day 10 these figures were 12% (14/117) and 8% (10/123), respectively (difference - 4%; - 12% to 4%). Of the children lost to follow up, five were withdrawn (all between day four and day 11) because of possible side effects, two because of diarrhoea (both in the amoxycillin group) and three because of skin rashes (all in the placebo group).

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?

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.

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.

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.

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.
2. Mrs G, a 58 year old lady with a BMI of 31kg/m2 attends having been found to have glycosuria on routine testing and a fasting blood glucose of 14.6mmol/l. She is attending for her blood test results. From her records you see that her blood pressure is consistently 170/100 and she smokes 20 cigarettes per day. She frequently refuses to take medication, as “pills don’t agree with my delicate stomach”

What are your aims in this consultation?

Define reasons for attendance

What problems patient has identified, any symptoms of diabetes, why was urinalysis performed. 

Patient’s understanding of blood sugar, what fears.

Clarify the problem with medication.

Consider other problems


Especially hypertension, obesity, smoking. 


May have arthritis, limited exercise capability, inappropriate eating habits.

Achieve shared understanding of problems


Inform re diabetes, find out her current knowledge of condition.


Discussion re diabetes, and its management. Explore concerns and fears she may have.

Discussion re combined risks with hypertension and smoking.

Understand patient’s reluctance to take medication and address that.

Place patient’s agenda in the context of their social, domestic, financial and educational background.

Involve the patient in management and encourage to accept responsibility


Shared decision making


Priority setting –mine are  
engage in therapy

control blood sugar 







assess complications







manage hypertension







reduce or stop smoking







modify diet and lifestyle


Achievable goals


Delineation of responsibility within the PCHT

Use time and resources appropriately

Not deal with all in one session, choose key messages and actions.

Arrange follow up to reinforce, summarise and check understanding – and deal with additional questions and problems.. 

Delegate and refer – practice nurse, diabetic specialist nurse, Diabetes UK, retinal screening.

Maintain relationship with patient


Sensitivity, non-judgemental approach


Appropriate communication


Relevant and achievable goals


Caritas

3. Your heart sinks as you note Maud Temple, age 76, is consulting you for the 18th time in six months with further non-specific symptoms. This now seems to be an established pattern of behaviour. 

What are the possible origins of this pattern and how might it be changed?

Who’s pattern of behaviour? Is heart sink feeling in Dr symptom of depression, stress, burnout?

Origins

Hidden agenda – fear of serious illness, recent bereavement, problematic life events.

Depression or anxiety

Dependent clinger – lack of confidence in own ability to manage own health care

Learned behaviour – rewarded by prescriptions, time, sympathy, effect on relatives “had to see the doctor again”

Induced by preventative medicine – adverse effects of screening

Dementia

Alcohol (patient or spouse)

Missed diagnosis- hypothyroidism, B12 deficiency

Doctor encouragement – easy consultation, lack of confidence in reassuring patient.

Solutions

Explore patients concerns and expectations of consultations

Encourage discussion of real reasons for attendance rather than symptoms

Resist prescribing inappropriately. Encourage self management.

Explore depression and dementia as possibilities (rating scales)

Consider contract of attendances

Offer full check up including examination and simple investigations

Involve others – different doctor, nurse, psychologist, day centre, CPN, social worker, health visitor 

4. What are the criteria for an effective and valid screening procedure? What is the evidence that screening for prostate cancer fulfils these?

Wilson and Jungner 1968, WHO.

Important health problem

Natural history of disease is understood

Early recognisable latent phase of disease recognisable

Appropriate test is available – simple, easy to interpret, acceptable, repeatable, sensitive, specific, no harmful effects of test

Agreed policy on who is treated

Treatment is acceptable

Early treatment is beneficial compared to later treatment

No harmful effects of screening

Cost effective

Prostate cancer screening methods  - DRE, PSA, TRUS and combinations of these.

Important healthy problem – 3rd commonest cancer in men, mortality rate 34 / 100,000 / year

Incidence increasing – increased detection responsible? Median age 75-79 so relatively few life years saved.

Natural history uncertain – 30% of men over 50 and 50% over 80 have histological evidence at autopsy so most v slow growing, but clinically is clear that some men develop fast growing cancers of the prostate. PSA cannot predict at outset how Ca will behave.

So latent phase is potentially detectable but many cases will not progress.

	
	PSA
	DRE
	TRUS

	Simple
	Yes
	Yes
	No

	Acceptable
	Yes
	?
	??

	Easy to interpret
	?
	Operator dependent
	Operator dependent

	Repeatable
	30% test-retest variation
	?
	Yes

	Sensitivity
	Only 25%-33% of asymptomatic men with raised PSA will have prostate cancer
	30-40%
	c60%

	Specificity
	Low
	Low 
	Low


No agreed policy on which treatment at which stage of disease

No evidence that early treatment decreases mortality (limited recent data that androgen suppression has adjunctive benefit to surgery)

Treatment is acceptable – 
watchful waiting generates anxiety





Radiotherapy = impotence c40%, incontinence 1-6%

Radical prostatectomy = mortality 1%, impotence 20-85%, rectal injury 3%, colostomy 1%

Effects of screening – If 2 PSA tests are raised then transrectal biopsy needed. 60-75% having biopsy will not have Ca. 

No evidence of cost effectiveness.

5. What are the challenges of introducing multi-disciplinary (i.e. involving doctors, nurses, and other members of the Primary Health Care Team) education in general practice? 

Time and resources

Traditionally in the NHS service provision has always been a higher priority than  educational and training. Recent developments have been for increased provision of some protected learning time with an emergencies only service being provided. 

Who has the skills to run this?

Support available from PCT, GP Tutors, Deanery.

Different Learning Needs

Receptionists and doctors are likely to have very different learning needs as well as some common ones. Maximising the benefits for all of the time spent is indeed a challenge. 

Preparatory work with involvement of those attending to develop topics and content helpful.

Exposing Lack of Knowledge

May be difficult for some members of the PHCT to disclose that they have areas of weakness, particularly when they normally have roles of responsibility or employer.

Participation


Doctors tend to dominate. May be difficult for others to participate fully.


How much enthusiasm is there for this?

Different Learning Styles

Important in unidisciplinary education to provide a variety of educational approaches to meet different learning styles – mixing up groupwork with didactic input, abstract concepts with case studies for example. This range may be exaggerated with multidisciplinary learning.

Implementing change and evaluation

What changes in the management of the practice result from the educational activity? 

How will these be measured?
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’. 

6.    Rosie Barrett asks you to arrange paternity testing of her nine-month-old baby.

 What issues does this raise?


For Rosie

Difficult consultation for her – exposes her past personal life to scrutiny. Even the request exposes her to the risk of subsequent stigmatisation.

What has led to this request – often maintenance issue so may have financial difficulties and other support needs as a single parent with at least one child.

How much information does she already have re procedure and its consequences.

Is this a personal request from Rosie or is there third party involvement requesting the test

For Me

Difficult consultation for me – requires complex consulting skills with non-judgemental, empathic approach, time, follow up, liaison with others.

Agendas may be very different. Conflict may need to be managed.

I may have to provide legal statement or even appear as a witness.

May need to delay whilst gathering information and advice.

Ethical

Responsibility to patient v society. Who am I acting for? Rosie, the baby, solicitors, the NHS, the Child Support Agency or the putative father. Or am I cast in the role of honest broker.

Fall back on “do good, do no harm, equality and automomy”, but performing test or not performing the test may do good and harm to different parties.

Baby unable to give consent.

Practical

How is this done – what samples are required and where should they be sent? What documentation is required to confirm and ensure they are as stated. Taking blood from a 9 month old baby is not a frequent procedure for a GP – may need to be referred.

Is this NHS work or should / ought I to be charging a fee? If so, how much?

Significant confidentiality issue. How much do I record in the notes? How do I ensure that subsequent correspondence is (like everything else) dealt with in the required way.

Where can we get help?


Defence Union


BMA


RCGP


GPs in practice


Local paediatrician


Health visitor


Single parent support groups

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.
7.  Your practice is reassessing the delivery of care to patients with asthma.

You wish this process to be evidence based.

7a)
How would you gather the 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.

What particular aspect is the practice focussing on? i.e what is the question?

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.

British Thoracic Society guidelines, SIGN guidelines well known and respected. NICE have published technology appraisals of inhaler devices.

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

Please refer to the accompanying Reference material C  (from a paper entitled `Organising primary health care for with asthma: the patient’s perspective’).

7b)
Comment on the use of a qualitative approach for this study.

         Strengths and weaknesses


Strengths

Enables capture of patient experiences (as currently perceived) re condition and the way in which health care services are accessed and provided

Studies these in their natural setting rather than the artificial setting of an RCT

Methodology can be adapted as the study progresses in the light of interim findings in order to arrive at hypotheses which are derived from the data (interviews and observations)

Relatively inexpensive research to perform

Important problem is addressed

Weaknesses


Research conducted by people who have their own views and the questions they ask may be affected by those views. 

Validity improved by the use of more than one method in combination - triangulation

What was the research question?

7c)
Discuss the sample selection as presented in the article.

         Strengths and weaknesses


Strengths


Readily available

Weaknesses

Would have wanted to explore experiences of selected group of patients – those cared for by the nurse rather than the GP, those attending out patients, those admitted as emergencies, those requiring regular and occasional therapy.

Might have been more appropriate to seek out people positively rather than select randomly from a  group of patients with surnames at the beginning of the alphabet.

Is whether they had returned a questionnaire relevant.

7d)
Discuss the methodology as presented in the article.

         Strengths and weaknesses


Strengths


Interview and transcription technique with two observers appropriate.


Systematically analysed.


Weaknesses

Wide age range and severity of disease. Might have been better to concentrate on one age group.

Children’s responses may have been influenced by presence of parents.

No triangulation described.

Why was the question chosen ?

The choice of question was guided by several factors. Evidence based medicine is becoming increasingly important in Primary Care and an appreciation of the basic principles and application to a problem is appropriate for a future General Practitioner. The use of qualitative research as a methodology has now become a regular feature in publications and reports relevant to Primary Care.

What themes did this question contain ?

Candidates were expected to have a search strategy for evidence, recognising the importance of developing an answerable question, the use of appropriate sources of information and an awareness of how to evaluate the quality of retrieved information.

An understanding of the rationale for the use of a qualitative methodology as a method of enquiry was expected from candidates. In particular, candidates were expected to appreciate the different approach between quantitative and qualitative research, especially in the process of sampling. This research method requires a different approach to the notions of validity, reliability and generalisability. The practical use of a qualitative approach poses a challenge to the researcher and candidates were expected to be aware of this in question 7(d).

A good source of further reading can be found in "How to read a paper : Papers that go beyond numbers (qualitative research) " by T. Greenhalgh and R. Taylor BMJ 1997 315: 740-743.

How did candidates perform ?

Overall, candidates demonstrated an awareness of the various sources of evidence but only rarely did they state the strength of this evidence. Often there was little expansion and the proposed strategy gave the impression to the marker that it would not yield appropriate information to help answer the problem.

Candidates often did not appreciate the rationale of qualitative research and many answers appeared to use an appraisal checklist that was designed for quantitative research. This was highlighted in the question on sampling where the basic principles were not stated. However, some candidates presented answers that clearly demonstrated an understanding and appreciation of qualitative research.

The marking system awards higher marks for those candidates who are able to demonstrate an understanding of the various concepts, rather than mere listing of simple words. Candidates are encouraged to expand their answers so that they can demonstrate to the marker the extent of their understanding and appreciation of what is being asked of them in the question.

Reference Material C

Organising primary health care for people with asthma: the patient’s perspective 
We interviewed 20 people with asthma who were registered at a practice with a long-standing nurse-run asthma clinic in order to explore their views on the organisation of their asthma care.

Method
Setting and sample
The study took place in a practice of 6500 patients in Taunton, Somerset in 1998. A practice nurse with a Diploma in Asthma Care ran a weekly clinic at the practice for 10 years, and for several of these years, but not the previous one, people on the asthma register have received a annual invitation to attend. Patients are also free to attend any of the six doctors for asthma care. The practice is fully computerised and the asthma register includes all patients who have consulted with, or received a prescription for, asthma in the previous two years. This qualitative study was part of a wider study that involved sending a questionnaire to all 505 patients on the asthma register in monthly batches from an alphabetically arranged list. The interview sample was drawn from the 120 patients who had received the questionnaire by the start of the qualitative study. A research assistant, who was independent of the practice and had no professional or personal interest in asthma, was instructed to select, without input from any practice staff, one patient for a pilot interview and then a sample of 20 patients, in accordance with a sampling strategy to maximise variation of interviewees on the criteria of age, sex, prescribed medication, and whether or not they returned the questionnaire. The research assistant interviewed the patients at their chosen venue, which was usually their home.

Interview technique and analysis
An interview schedule was piloted, revised, and then used as a guide to each interview with each question asked as written in the schedule unless it had already been covered by previous discussion. The schedule started with the question, “How has asthma affected your life?”, and then asked open questions about people’s aims for and experience of asthma care, including their views on attending routinely or just when they wanted help, about preference for a doctor or an asthma-trained nurse, and about learning to manage their asthma themselves. The interviewer sought in-depth clarification and detail on these questions.

The interviews were audio-taped, transcribed by a secretary, and then listened to on at least one occasion by one of the authors (CP), who analysed the data. The analysis involved reading and rereading the transcripts and developing an inductive coding frame that could organise and account for all of the data. On two occasions during this process, a second researcher, NB, independently coded a total of four interviews, and categories were compared and revised. Once the coding frame was unambiguous, all the interview data were coded into these categories; the data in each category were summarised and the core category was described using themes. A matrix of the data for each individual interviewee was made and was used to look for patterns in the data and to check out emerging hypotheses, including a search for negative cases.

Twenty-seven people were contacted for interview; 21 interviews of 20 to 45 minutes in length were completed and, because of one audiotape failure, 20 were analysed. The age range was from five years to 87 years (six children were aged under 16 years, eight aged 16 to 60 years, and six over 60 years). For the four young children, three mothers and one father were interviewed and the two young teenagers were interviewed jointly with their mothers. The interviews related to 11 women/girls and nine men/boys. Half of the interviewees had consulted about their asthma in the six months prior to interview, and all but three were being prescribed medication. Three interviewees had not returned the questionnaire.

8.    John Webster, age 55 attends for the result of his chest X-ray performed at your request for breathlessness and recent onset of cough. 18months ago he had a sigmoid resection for colonic cancer. The result shows that he has multiple metastases and a moderate effusion. 

How would you handle today’s consultation? 

 Getting started


Make sure have all the facts – diagnosis, treatment options, prognosis


Decide on aims for today

Check room – tissues, seating arrangements, no interruptions, plan schedule  if possible for long consultation

Initial exploration


Current symptoms including physical and psychological


What does the patient know

What are his fears and concerns

How much does he want to know

Sharing Information


Warning shot

Give information in small chunks, match level to understanding, check reception, clarify understanding, summarise and repeat

Listen for patients agenda. Use open questions. Blend my agenda with his.

Avoid premature reassurance.

Is there anyone else he would wish the information shared with

Respond to patients feelings


Disbelief / shock / fear / distress / anger / blame / why me / denial

Planning


Treatment of pleural effusion


Advice re SOB – positioning, fresh air, fans, relaxation


Physiotherpay – breathing exercises, energy conservation techniques


Drug therapy – benzodiazepines, morphine for dyspnoea


Check other causes of SOB – anaemia


Cough – codeine, opiods, nebulised local anesthetic, sodium chromoglycate 

Consider referral to oncologist and / or local palliative care team. DN, Macmillan nurse, social services, day hospice are options.

Follow up


Who is available to support


What are they going to do now


Consider difficulties of telling others


Arrange to see again soon – probably with others 


Ensure accessible

Use time and resources appropriately


A consultation not to be rushed

Not deal with all in one session

Personal housekeeping at end of consultation
 







