Ram’s Top Tips for the CSA – part 2


Ram’s ‘5+5’ CSA consultation method  (helps with keeping to time)


	This patient-centred bit (should take 2 mins)
	The doctor-centred bit (3 mins)

	¬ GREETING +
PRESENTING 
COMPLAINT
	­ ENCOURAGE PATIENT CONTRIBUTION
AND EXPLORE ICE & PSO
	® FOCUSED HISTORY
	¯ FOCUSED EXAMINATION
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	· Allow patient to talk freely (uninterrupted golden minute).   
· Encourage them to talk

1. verbal nuances – okay, mmm, I see, tell me more, open questions

2. non-verbal: show genuine interest, nod your head etc

· Try to explore ICE and PSO early BUT only as the natural opportunity arises.  The way to do this is to watch for verbal and non-verbal cues as the patient talks freely; these may hint at their ideas, concerns and expectations (ICE)  AND the impact  of the problem on their MOOD, WORK and HOME life (PSO – Psycho Social Occupational) thus opening the door to exploring ICE and PSO further.  (Beware of doing it too early – remember, patients need to have built up rapport with you before they will divulge all). 
· Once you have enough information – MOVE ON, otherwise you will run out of time for’ Explanation & Planning’.
	RED FLAGS – to exclude serious conditions. 

Other focused questions to help with diagnosis.

These will be mostly closed YES/NO type questions. 
                      (S)
	The operative word here is focused.
               (S)





	° DIAGNOSIS
	± MANAGEMENT PLAN
	² SAFETY NET, FOLLOW UP AND CLOSE

	1. WORK IT OUT

2. EXPLAIN IT
3. CHECK UNDERSTANDING    (S)
	1. WORK IT OUT with OPTIONS (if appropriate)

2. EXPLAIN IT

3. COLLABORATE & NEGOTIATE ( Shared Plan   (S)
	

	The doctor and patient working together – i.e. collaboratively (5 mins)


Why do candidates fail?
Here are all 16 feedback statements ranked according to why people fail (from a cohort of trainees in the Y-H Deanery).  From your own feedback, pick out those that apply to you.   How do you think you can work on these?  We provide some suggestions for you to look at too.  The actual MICRO-SKILLS you need to practise on (with the help of your trainer) are highlighted in bold.
Red = VERY COMMON FAILURE;  Orange = COMMON FAILURE;   Green = NOT SO COMMON
The Red Box
	Feedback

Statement
	Description & Suggestions

	2
	Does not recognise the issues or priorities in the consultation.

	
	This is all about identifying the NUB of the case and is often a failure to do the following to adequate depth:  1. ICE, 2. PSO and 3. Screening.    If you feel you are doing these, then it might mean you are not negotiating with the patient which ones to tackle first and which to manage later (either in the same or another consultation).
Do some consultation videos and ask your Trainer if you can look at the videos with a view to tackling this particular feedback statement.

	15
	Does not develop a shared management plan, demonstrating an ability to work in partnership with the patient.

	
	This is NOT necessarily about checking patient’s understanding.  It’s about both you and the patient collaborating (or negotiating) to forming a management plan TOGETHER (or at the very least, seeking their permission).  Other than in urgent clinical situations, both of you should be involved in formulating the management plan (you because you are the professional doctor with the ‘expertise’ and the patient because it is their life after all).  
Unless you have found out why a patient is there, what their ideas and concerns are about what is happening and what they’re hoping for, you will be unable to persuade them that you have found the best solution to their problem.  Do you want to make your working life easy or hard?

There are some situations which are quite challenging and require skilful negotiation.  Role play these with your trainer:

· An elderly man asking for sleeping tablets

· A father asking you to visit his febrile child

· A patient refusing to go to hospital with chest pain

· A patient asking for opiate based painkillers for their back

· A middle aged chap who wants you to give him Viagra as his new partner is coming over at the weekend (not diabetic etc., not been to the docs before about this and has tried Viagra off the net – it works!).  
· A 35 year old lady demanding antibiotics for her sore throat because she has an important and busy job and cannot afford to be off sick.
Remember, in these sort of situations, the aim is not to upset the patient but neither is it to ‘give in’ just to make the patient happy.  It’s to find a place which you both find acceptable (which sometimes might mean the patient is slightly disappointed but not angry or deeply upset) – in other words, reaching a point in the consultation where BOTH the doctor and the patient understand each other AND are able to reach a shared decision TOGETHER.

	9
	Does not demonstrate an awareness of management of risk or make the patient aware of relative risks of the different options.

	
	The second bit (making the patient aware of relative risks of different options) boils down to explaining risk to the right degree.  If you offer options, try to explain (briefly) the MAIN pros and cons of each one.  Try practise explaining risk to your colleagues and trainer (or even to yourself in front of a mirror, or your partner to see if they understand).  For example, explain:

· The risk of Breast Cancer from HRT

· The risk of DVT from the COC
· That the patient has a high CVD risk and needs to go on a statin
The first bit (demonstrating an awareness of management of risk) is all about what plans you put into place in case things take a turn for the worse and become bad.   For example, for a 1 week history of unexplained on and off abdo pain where there isn’t much on examination, you might say ‘Shall we see how this goes over the next few days.  It might be a grumbling appendix and I have a feeling it will probably settle with a bit of paracetamol.  However, if the pain becomes worse, or anything new develops like vomiting or even if it just doesn’t seem to be clearing over the next week, would you come back and see me?’
You should also be aware of how to assess risk – like the risk of suicide in someone who is depressed.  What are the essential questions you need to ask?  How are you going to ask those questions without offending the patient?

	7
	Does not develop a management plan (including prescribing and referral) reflecting knowledge of current best practice.

	
	You either know the knowledge or you don’t.  If this feedback statement applies to you, then it means you need to improve your clinical knowledge.  Rather than reading a book from cover to cover, what is MORE EFFECTIVE is to note down all the clinical things that present with each surgery (or your PUNs and DENs) and then reading up about each one – either during surgery (with the patient), or afterwards, or a combination of both.  With this approach, you’re then focusing on things which are common (and likely to come up in the CSA) rather than reading up rare things ina  book.  Look at NICE guidelines, GP Notebook, CKS and even patient.co.uk.  The last one might help you explain things in terms of the patient’s language (feedback statement 16).  Try and develop a phrase which helps you to look at things in the surgery without giving the patient the impression you don’t know your stuff.  For example, you could say ‘I think the type of headaches you are getting are called migraines.  Do you know much about migraines?  If you look at the computer for a moment with me, I’ll try and explain it as best as I can.’  In surgery debriefs, ask the supervisor to pick a random clinical case where you have to describe the management protocol for that condition and see whether (s)he agrees with you.  With referral letters, look back at the patient’s notes.  Have you done everything the guidelines say to do before referring?
Remember, there are some stations which are designed so that you are not expected to know much about the clinical condition (usually the rarer things like Cystic Fibrosis, Haemochromatosis, paternity testing and so on).  Do not get all agitated about not knowing the stuff.   It’s likely the station is probably testing ‘what you do when you don’t know something’ – something that is common in general practice where patients can present with anything.  And in these situations, it’s okay to say ‘Because it’s not that common, I’ll need to speak to a colleague to see what’s the best way forwards for you.  Is that okay?’
By the way, some patient leaflets tell the patient what the normal management plan is.  So before dishing out the leaflet, skim read them yourself first.

	1
	Disorganised / Unstructured consultation.

	
	Look at your own consultation video.  Are you moving around the consultation in a natural sequence or do you jump between its different parts?  Do you feel you keep coming back to certain stages like taking more history towards the last third of the consultation? 

 Trainees are often disorganised in their consultation because of the following things:
a) Not using enough signposting: ‘If it’s okay with you, I’d like to ask you a few more questions specifically about your chest.’  You should signpost periodically e.g. ‘Shall we now have a look at your chest?’

b) Not summarising enough: ‘So, we’ve chatted about a number of things so far.  Let me recap so that we’re both clear’.  Remember, summarising doesn’t just happen the once.  It should be done periodically, and at moments where it seems right.

c) Not screening : ‘Okay, so you’re concerned about the pain in your arm.  Don’t worry, we’ll talk more about that in a short while but before we do, was there anything else you wanted to talk to me about today?  Anything preying on your mind?’
d) Doing the history in bits and bats – a consultation looks extremely unstructured if you keep coming back to the history at various points in the consultation.  The most common problem is when a trainee goes back to more history taking during the phase where they’re explaining the diagnosis!  Can you see how illogical this is – to be explaining a diagnosis and then afterwards trying to get more history to make that diagnosis tighter?   
Spend time at the beginning extracting all the history you need.   You may remember a question during or immediately after the examination – and that’s okay (we’re all human after all).  But don’t do it during the explanation and planning phase (i.e. DON’T do it during stage 2 in the diagram on the first page; doing it at any point in stage 1 is okay).  
e) Offering explanations prematurely – in most instances, try not to explain something immediately after a patient raises a point.  Get more history first and examine before you do.  Use a phrase like ‘Before going into the explanation, I’d like to ask you a few more questions to help me get a better picture of what’s been going on first.  Is that okay?’
f) Not using any sort of consultation model – consultation models are there to help add structure to your consultation.  They help both you and the patient by way of telling you where you are at in the consultation and helping you decide where to go next.  They stop your brain (and your thinking) from becoming all muddled.  If you don’t know of any consultation models and you get this feedback statement, then it is highly likely that you’re not using one.  Discuss consultation models with your trainer, and try and pick one that best fits in with your own natural style – then see what you can tweak so that it suits you even more.  Consultation models are about enhancing your style rather than prohibiting it.

g) Not dealing with ‘shopping lists’ of problems in a structured way – in other words, you’re tackling each problem as it arises – in a reactive way, even if the patient raises it whilst still in the middle of the previous complaint.  You need tackle each problem in turn and comprehensively before moving onto the next.  If the patient interrupts with another problem, say something like ‘Okay, don’t worry, we’ll come onto the headaches in a bit, but would you mind if we go back to the tummy pains to try and completely sort that one out first?’


The Orange Box
	Feedback

Statement
	Description & Suggestions

	3
	Shows poor time management.

	
	As mentioned earlier, practise Carl Foster’s tweaked version of the Calgary-Cambridge model of the consultation.  In his model, he suggests letting the patient talk initially and then going on to systematically explore ICE and PSO before doing more history taking and asking closed questions aimed at excluding serious conditions.  Carl’s model helps you identify the nub of the case early (rather than getting stuck at the ‘identifying the problem’ stage) and that means you get to the end of the consultation earlier too.

	6
	Does not make the correct working diagnosis or identify an appropriate range of differential possibilities.

	
	Don’t rush in and jump to conclusions – getting this feedback statement means you have not identified the nub of the case.  Get enough history, explore ICE & PSO and do an examination before you make any diagnosis.  Ask yourself – have I asked all the right questions to exclude the other differentials.  If you don’t know what the differentials are, it looks like you need to brush up on your knowledge (see feedback statement number 7 in the red box above).  Ask your trainer to give you some brief cases where you have to guess the main and differential diagnoses e.g. A 61 year old COPD patient now coughing up blood.   
Remember, common things are common.  Try not to jump for weird and rare things when there is something more obvious staring you in the face!

During debriefs, ask the doctor if you can tell him what you think the working diagnosis and differentials for each case is and for them to check to see whether you are right.  

Print off all the 2 week cancer referral templates for each system (like ENT, Neuro, Gastro and so on).  These templates list all the most important questions you should ask in order to determine whether something serious is going on.  Learn them by heart.  Try and write them down without looking at the template to test yourself.

You should be able to write down a) the worrying features indicating a cancer in each of the systems, b)the features/presentation of acute conditions like acute asthma, acute LVF, PE, DVT, Meningitis, Anaphylaxis, Subarachnoid Haemorrhage, acute psychoses and features of high suicidal risk.  For a good document on this, go to http://www.bradfordvts.co.uk/EDUCATORS/trainers%20toolkit.html and click on the ‘Cadbury SAQ on Emergencies’ found under the ‘learning needs assessment’ tab.

Three good books: Symptom Sorter by Keith Hopcroft and Vincent Forte, General Practice: Clinical Cases Uncovered by Emma Storr, Gail Nicholls and Martha Leigh, and finally The 10-minute Clinical Assessment by Knut Shroeder.  The last one is particularly good.

	11
	Does not appear to develop rapport or show sensitivity for the patient’s feelings.

	
	You need to pick up verbal and non-verbal cues AND respond to them like you would do with a close friend (empathy skills).  Try and feel what the patient feels.  The responses must come across as genuine – so try not to use rehearsed phrases.  Instead, say what naturally comes to your mind.

	12
	Does not identify or explore information about patient’s agenda, health beliefs & preferences.

	
	This goes back to spending time on the ICE and PSO stages and going to the right level – not just a quick superficial enquiry.  ICE and PSO will more often than not, give you information that is USEFUL.  If you find that whenever you do ICE and PSO that you’re getting interesting but not useful information – then you’re not doing it right.  If you have received this feedback statement, it could also mean that you’re not achieving a true dialogue with a patient (and that you’re probably doing more of a question-answer type of session).

	13
	Does not make adequate use of verbal and non-verbal cues.  Poor active listening skills.

	
	To make adequate use of verbal and non-verbal skills you must be able to pick up on them in the first place.  Pay close attention to the patient’s face, behaviour and movement as they talk.  Note how they talk about something – do they seem angry, upset, agitated or happy?   Say what you see or hear: for example ‘I can see that’s very upsetting for you’ or ‘I can see that you look upset.  I am sorry if I’ve upset you.’ (and pause – the patient will invariably respond).

Good active listening skills means listening carefully, clarifying things, and summarising to show you’ve understood.

	14
	Does not identify or use appropriate psychological or social information to place the problem in context.

	
	This bit means concentrating on the PSO bit.  If you are not exploring the PSO or doing it at a superficial level, then you will get this feedback statement.  Remember, you are NOT doing PSO just to get the box ticked.  The aim of doing PSO is to get USEFUL information which either helps inform the rest of the consultation or which you can USE in the rest of the consultation.  If you find that you are getting interesting stuff but not useful stuff, then you are probably not delving into the PSO bit to the right level.

	8
	Does not make adequate arrangements for follow-up and safety netting

	
	This feedback statement is about putting appropriate follow up AND safety net plans in place should things become bad.   An example used previously: for a 1 week history of unexplained on and off abdo pain where there isn’t much on examination, you might say ‘Shall we see how this goes over the next few days.  It might be a grumbling appendix and I have a feeling it will probably settle with a bit of paracetamol.  However, if the pain becomes worse, or anything new develops like vomiting or even if it just doesn’t seem to be clearing over the next week, would you come back and see me?’


The Green Box

	Feedback

Statement
	Description & Suggestions

	5
	Does not undertake physical examination competently, or use instruments proficiently.

	
	Before you do a physical examination, ask yourself which systems are relevant to the problem – and then examine those.   For example, someone with SOB will need a chest (e.g. chest infection, asthma, COPD etc.) and cardiovascular examination (Heart Failure, AF leading to LVF etc.).  
Most trainees are good at chest, cardiovascular and abdo examinations.  Many are poor at the musculoskeletal ones – like knee, hip, back, shoulders and neck.  The other two areas of difficulty are 1. Neuro examination in 3 minutes (esp cranial nerves) and 2. Examining the diabetic foot.  Are you weak in any of these?

You should know the correct way of using the following instruments: stethoscope, ophthalmoscope, otoscope, manual mercury BP machine, taking a temperature.
Practise makes perfect - get your Trainer and other docs to look at your clinical examination and instrument technique.  May be getting a group of ST trainees together and start practising on each other.   Look at some videos on YouTube on the various systems examinations and how to use instrument.

Also remember what sort of examination could be undertaken repeatedly on a simulated patient – list them.  Would they be too sore if 8 trainees all did a full abdominal examination?

	4
	Does not identify abnormal findings or results or fails to recognise their implications.

	
	This statement is basically saying that you’re not picking up things which are abnormal.   It may signal an underlying knowledge problem in which case refer to the suggestions under feedback statement 7 in the red box above.  Otherwise, it could also mean a decision making problem – which is fundamentally more difficult to rectify (and potentially quite a serious problem).  Discuss with your Trainer and Training Programme Director.
At the very minimum, you should:

· know the normal ranges for common blood tests (FBC, U&E, LFTs, TFTs, RBS, ESR, Lipids, HbA1C, eGFR).  
· be able to read an 1. ECG, 2. Spirometry, 3. 24hour BP report.   
· know what a normal BP is, what is mild, moderate and severe hypertension.  
· be able to interpret PEFR and FEV1 scores and understand the meaning of the MRC dyspnoea score.  
· know the cut off points for cardiovascular risk, PHQ-9, HAD and AMTS (and MMSE).  You should be able to work out someone’s AMTS and MMSE score.  
· AND OF COURSE, YOU SHOULD KNOW WHAT ACTION TO TAKE IF THE RESULTS ARE ABNORMAL – www.labtestsonline.org.uk is a good website that can help you.

· A good book to get is: Diagnostic Tests Made Incredibly Easy by Springhouse

If you’re struggling, go through some blood results on your clinical system with your Trainer.

	16
	Does not use language and/or explanations that are relevant and understandable to the patient.

	
	I hope those of you who are International Medical Graduates for whom English is not your first language can see that this feedback statement is not as big a problem as some of the other areas mentioned above.   That means that most patients do understand you!
For those of you who did receive this feedback statement: get your Trainer to look at your COT videos and do joint surgeries together, specifically looking at the way you say things and explain things to the patient.  Practise other more effective ways.  You might also need to work on your English Language skills in a more global way – again, discuss with your Trainer and/or TPD.
Also, try skim reading the leaflet you give out to patients during your surgeries.  See how they explain things to patients.  Can you use a similar language and style?  Is there anything you can take and memorise from those leaflets – good phrases for example?  Remember, patient leaflets have had a lot of thought put into them.

	10
	Does not attempt to promote good health at opportune times in the consultation.

	
	This is about promoting good lifestyle advice AT THE RIGHT TIME – the patient may have mentioned they smoke for instance and you might want to make a gentle enquiry as to whether they’ve thought about stopping and that you can help.  What lifestyle advice would you suggest for the obese, diabetic or hypertensive patient?  And don’t just say, ‘Here’s a leaflet which says it all’ – you have to do some of the counselling.
Things like:

· Smoking cessation, Helping them with weight loss, Eating sensibly. Promoting exercise, Concordance with medication and Screening – breast, cervical, bowel, prostate, well man’s check, well woman’s check 
A lot of trainees don’t know what a healthy die is.  In fact, many don’t even know what sorts of exercise programmes or advice they should be giving to certain groups of patients.  Do you?  How about speaking to your practice nurse and asking her to go through these with you.  Perhaps sit in on one of her surgeries.

Also ask the practice nurse for patient leaflets on lifestyle changes – read them and see what advice they offer.

But I will re-emphasise the point that you only do this when the patient brings up the opportunity for you to do so.   Generally, DON’T do it at the beginning of the consultation – otherwise, it might hamper rapport and the flow of information (data gathering phase).  And remember, all you’re trying to do is get the patient to think about it, NOT impose it on them.  It should always be a two way discussion (a dialogue) and not something dictated just by you. Try practising this skill with your patients, your colleagues and your Trainer.  


Ram’s Random Top Tips
Don’t jump to conclusions too early on

The CSA cases have been specifically designed by a working party to test particular areas,  Did you know that a case can take weeks to develop.  They do not just write them up in a day.  They put lot’s of thoughts and effort into them.  

Why am I telling you all of this?  Because I don’t want you to jump to conclusions too early on in the consultation – if it was that easy, the CSA case would have taken them half an hour to write up!  

Ask yourself two questions:

1. What is this consultation really all about?  - this might not be the same as the presenting complaint.

2. Have I got enough information to answer question 1?  If not, continue with the data gather – listen to what the patient is saying AND observe what the patient is doing (See and Hear).

For example, if an elderly lady comes in because she wants to know her diabetic results, DO NOT JUMP TO THE CONCLUSION that the consultation is going to be all about diabetes, checking her over and explaining things to her.   It could be that the lady has come in early for her appointment because she forgot the time, and that she’s not taking her diabetic medication very well because she is getting dementia – and that might be the nub of the case – picking up on the dementia, discussing this with her and formulating a management plan on what to do next.   In other cases, this diabetic scenario could be all about ‘breaking bad news’, ‘explaining risk’, health promotion or indeed the ‘clinical management’.  Remember, jump in too early and you won’t figure out which of these it is and that means the whole consultation will go wrong.
And once you do make a diagnosis, do be flexible enough to change it in light of new information that might come up later in the consultation.  Do not make a diagnosis and stick rigidly to it, especially if there is new information telling you that you are wrong.  In real life – this is simply dangerous.

The CSA cases are challenging consultations.  Yes, many GPs in the UK would have difficulty with some of them.   They’re challenging because the college want to raise standards in the UK – which is surely a good thing.  Wouldn’t you say?
Encouraging the patient’s contribution
This is stuff like leaning forwards, nodding, actively listening, clarifying, summarising, reflecting back (e.g. ‘a funny turn?, paraphrasing and using silence at the right time to provide space for the patient to speak.  These are things that should happen throughout the consultation not just all once and not just at the beginning.

In trying to encourage contribution from the patient, after they’ve told you the presenting complaint, it’s good to start of with an open question like ‘Tell me more’.  Do NOT go straight into the clinically closed questions like ‘Does your chest pain go down into your arm or up into your neck?’
And, if a patient comes in saying something like ‘I’ve just come in for my blood test results’ or that they’ve got a printout off the internet that they want to talk to you about, GO BACK TO THE BEGINNING of their story.  Say something like: ‘Before we go onto the results, would you mind telling me what’s happened to you so far that led to you having these tests?  Just to put me in the picture?’ or ‘Before we look at the printout off the internet, can you tell me a bit about what’s happened to you so far that led you to look this stuff up on the internet? Just for my benefit?’.
I.C.E.

For most CSA cases, exploring the I.C.E. is the crucial bit that makes the rest of the consultation tonnes easier.  I.C.E.  focuses on the patient’s thoughts and feeling and that tells you two things: 1) the reason for attendance and 2) the nub of the case.  All patients have a reason for attendance and therefore must have ideas, concerns and/or expectations.  It’s important to get to I.C.E. – but don’t do it too early on in the consultation – because patients (like all people) don’t reveal everything about themselves to a doctor they’ve never met before straight away.  They only do so when they feel rapport has been achieved and that they feel comfortable enough with the doctor.   Patients will often give you little verbal and non-verbal cues which should tell you that the time is naturally right to explore I.C.E. in more depth.  I.C.E. is important, and failure to do it well will mean that the rest of the consultation will fall apart (because the other big part of the consultation – the explanation and planning phase – is heavily reliant on the I.C.E.).  You simply cannot tackle the agenda if you have not have not in the first place teased it out!  Instead, you will end up delivering ONLY on YOUR agenda which might not be the same as the patient’s – and you’re meant to tackle BOTH.  Remember, the consultation is for the patient.
Also remember to tackle all three parts of I.C.E. separately and do it in that order (so that you don’t forget).  For example, for chest pain you might say something like.  

· Ideas: ‘Do you have any idea what might be causing the pain?’
The response might be: ‘I was wondering whether my heart was playing up’  And to get more detail, you might say ‘what made you think it might be your heart?’.  

If the patient (in response to the asking about what their ideas are) says something like ‘I don’t know, you’re the doctor say something like: ‘I’ve got loads of ideas what it might be but at this moment in time, I’m interested in your thoughts and ideas’.  If they still come up with few ideas, try a different approach: ‘Okay, so you’ve haven’t had any particular thoughts – has anyone else had any thoughts like your partner, relatives or friends?’
· Concerns: ‘What concerns or worries do you have about this chest pain?’

The response might be: ‘My dad had a heart attack and died young at 45; is the same going to happen to me?’.  If they come back with nothing, again, try a different question: ‘So, have you read anything that made you worry more about it or may be someone has said something?’  or may be something like: ‘I know that some patients who come to me with headaches worry about cancer and things like that.  Have you had any of those thoughts?’
· Expectations: ‘And it would be helpful for me to know what you thought I might do for you today’.

The response might be: ‘I was wondering if you could check it out and put me on one of those spray things like my dad was on’.  Expectations help you with your management plan and explanation.  For instance, if a patient comes in and says ‘Thanks for seeing me doctor.  I’ve got a sore throat and a bit chesty and wanted checking over as I fly to Tenerife tomorrow’, there is no need to do a deep explanation of why antibiotics is not required if you feel it is viral.   The patient is asking you to check them over, not ‘I wondered if I needed an antibiotic’ and therefore don’t waste CSA time explaining something they didn’t wish to know (don’t assume!).
Try not to move on unless the patient has given you something useful.  Or at least come back to it again later on (perhaps the patient will open up later in the consultation when rapport is better).  Remember, when any of us has something wrong with us, we all have thoughts, ideas and concerns.  And some patients think their thoughts are silly and don’t want to come across as silly to you and so will often hide their true thoughts – what you need to do is create a consultation climate that makes them feel free in what they can say.  You might pick up some non-verbal/verbal cues that they are clearly worried: ‘I get the feeling that there’s something preying on your mind.  May be your too embarrassed to say, but it would be helpful if you could tell me what you’ve been thinking so that I can help you better.  Am I right that deep inside you’re worried about something?’
And if a patient does tell you their ideas which to you genuinely seem ‘stupid’, do not belittle them otherwise you will fail the CSA.  Instead, acknowledge them. Acknowledging them is simply a way of saying you’ve heard what they said (and makes the patient feel listened to).  It does not imply that you believe they are correct.  An example of acknowledging a logical patient thought is: ‘In light of your father having a brain tumour, I can see why you’re wondering whether these headaches mean the same thing’.  For the illogical patient idea that puzzles you, you might say ‘So, if I have heard you correctly, what you’re saying is that you were wondering if the headaches and water problems were linked’ (this is acknowledgement).  You would then continue to say ‘It would help me to understand in what way you thought they were linked?’.
Remember: Exploring ICE and PSO is EASIER in the CSA than in real life because the simulated patient is trained to give you the detail if you ask the right question – and that doesn’t always happen in real life.   Therefore, if you really have tried to explore ICE and PSO but nothing much is forth coming in the CSA case, MOVE ONTO SOMETHING ELSE.  In that case, it is likely that the nub of the case is more about something else, like the explanation or management.
Screening

Summarise what you’ve heard so far and ask if there is anything else: ‘So, if I have heard you correctly, what you’re saying is that you’ve been getting chest pains for the last 4 weeks and that you’re worried if it is your heart and whether I can check it over.   Was there anything else that you wanted to talk about today?’

P.S.O.

The psycho-social-occupational enquiry is to find out the impact of the problem on some aspect of their life and/or the effect of some aspect of their life on the problem.

A lot of trainees do a superficial unhelpful P.S.O. enquiry like: ‘What do you do for a job’ to which the patient responds ‘I’m a domestic at a nursing home’ or ‘Who’s at home?’ and the reply: ‘My husband and my son aged 14’.
The whole point of the P.S.O. enquiry to is to get some useful information about how the patient’s problem is interfering with their life.   The more it interferes, the more you need to pay significance to the problem and help the patient see that you are taking their problem seriously.  So - a better way would be to say something like: ‘I’d be interested to know if this back is interfering with your work’ to which the patient might say ‘yes, definitely.  I work in a nursing home as a domestic and that involves a lot of bending and…’.  And if you say ‘And what about home, is that okay or is it interfering with that too?’, the patient might say ‘Well, I have a son with cerebral palsy and I’m finding it difficult to….’.  Do you see how useful this information is?  You now know it’s important to get her better not only for herself but also for her son.   This might have now made you think whether she’s coping at home and not to be surprised if she breaks out into tears – useful information that you did not know before!
The patient who doesn’t shut up

Some patients can talk a lot at the beginning and that can eat up valuable time.   Let them speak at first.  You need to get control at the point where you start to think ‘this patient talks too much, is repeating themself and is talking about stuff that isn’t particularly helpful to me’.  Phrases like ‘That’s great, now I’d like to move on and ask you something about….’ can be helpful, but they need to be carefully timed – usually at that momentary gap where the patient comes for air.  

 In the CSA, you are relatively protected.  You should let the patient talk and not stop them prematurely.  It is highly unlikely that a CSA simulated patient will talk and talk and talk.
Making the consultation safe – excluding serious conditions
This will invariably involve CLOSED questions – many of which will result in a yes/no response.  Like: ‘Does the chest pain go anywhere else?’ ‘For instance, down your arm?’.  These questions are important to exclude to serious stuff and narrow down your differential diagnoses.  Signpost when doing this section: ‘Can I now ask you some specific questions to help me figure out what this might be?’
Examination & Investigations
When examining the simulated patient, do what you would ordinarily do in General Practice.  For example, if you have to do a neuro examination, the standard expected is not that of a neurologist but that of what a good competent jobbing GP would do within 10 minutes.  

It’s important to signpost that you want to do an examination and why: ‘Can I examine your chest to see if you’ve got a chest infection?’.  Often, the examiner will hand you over a card detailing the results.  However, don’t always expect a card detailing the results.  If you don’t get a card, it means YOU NEED TO DEMONSTRATE DOING THE EXAMINATION.  So get on with it!  Always think of what the patient might thinking.  For example, if a patient presents to you with urinary problems and you want to feel his prostate, you know you have to do a PR.  But the patient might think ‘Why is this pervert doctor putting a finger up my bum when all I’ve come in with is problems with my water works’.  Instead, you might say something like ‘I need to have a feel of this gland we talked about called the prostate.  Unfortunately, the only good way of feeling it is through your bottom end.  Would it be okay to do this?  I wouldn’t ask if it wasn’t important…’ Anticipate what the patient might be thinking and respond to it.
Conduct the CSA consultation as you would do a normal consultation.  If you would normally do an Examination – do one!  And don’t order investigations and tests in a willy nilly fashion.   Do the relevant tests, which sometimes might mean none.

Explaining the diagnosis

It’s much easier (and better) if you can explain the diagnosis in relation to the patient’s framework – but you can only do that if you’ve figured out the patient’s framework in the first place (usually through exploring I.C.E.) – another reason why to do I.C.E. properly.    For example: 

‘I know you were worried that you thought your chest pain was coming from your heart in light of your dad having a heart attack at a young age.   I’m afraid you might be right.   Whilst I don’t think it’s a heart attack, I think you have something called angina.  Have you heard of that before?’
‘I think you may have picked up a germ called a virus.   It will hopefully settle by itself in a few days.  I know you were worried if it had gone down into your chest but I’ve had a listen and it all sounds fine.’

‘I know you felt that your headaches felt a lot like your friend’s headache who turned out to unfortunately have a brain cancer.  However, I really don’t think yours is a brain cancer.   People with brain cancer often have a headache which………..    and you’ve not had any of that have you?  Also, I’ve examined your brain and nervous system and it all looks to be fine.  Actually, what I think you have is something called a tension headache.  Have you heard of those?  ….. Well, let me explain.’

Checks understanding of the diagnosis

Don’t say something like: ‘I need to know if you’ve understood everything that I’ve said so can you repeat back to me what you think I’ve said?’.  This phrase is complicated, clunky, messy and confusing.  Instead, say something like ‘You said you lived with your wife and that she knows you’re coming to see me today.  No doubt she’ll ask what I thought was going on and what we’re going to do about it.  What do you think you’ll say?’.  Or, if you think your explanation was a bit complicated, you might want to check it out: ‘Mmm, we’ve talked quite a bit there and I’m a bit worried I might have confused you.   Can I just check to see what you’ve understood by what I’ve said?’.    Sometimes, the patient is so involved in the management options that implies they have a clear understanding of the diagnosis, which means you don’t have to double check it: ‘We’ll as you’ve said you think it might be muscular pain rather than anything going on with my bones, can we just go for a course of tablets first rather than physiotherapy?’.  Here, it’s OBVIOUS they understand.  And if you double check, you will come across as not really understanding this point.
Explanations
Keep explanations SHORT AND SIMPLE.  I’ve seen far too many of you explain unnecessary things.  Instead of saying ‘We need to check your full blood count to make sure you’re not anaemic and we will also check your LFTs to check the liver.  If the count is low we, will need to do further tests pending’, make it more simple by being brief: ‘We need to do some blood tests first to check a few medical things like anaemia and your liver.  Is that okay?’.  And don’t talk too much about the what ifs.  If the patient asks ‘What if it comes back low?’ you might say ‘Well we don’t know that for certain yet so shall we just wait for the test to come back first and then talk about that if it is appropriate.  I think we might end up worrying unnecessarily otherwise.’
Now, that wasn’t hard was it.  I’ve often seen trainees explain unnecessary detail which then confuses the patient which then makes the patient ask more questions, which then makes the trainee get all uncomfortable and muddled too and then the consultation breaks down (as well as time being eaten up).  

Also remember, you are explaining TO THE PATIENT, not the doctor assessing you in the CSA.

Clinical Management

You need to be up to date with your guidelines.  Guidelines published in the last 2 years may be tested.  But if you know a lot of knowledge about a clinical subject relevant to the CSA case, DO NOT SHOW OFF.  Just discuss the knowledge RELEVANT to the case.

Management and Sharing Management Plans

These two things should be done together because they are so closely interconnected.  Besides, it saves time too.  They should not be treated as separate entities.  And to do together means to encourage dialogue with the patient.  So, a good example would be: 

Dr: 
‘I can see that you’re in quite a bit of pain with you back still and that it’s been going on for a couple of weeks now.   There’s a few things we can do.  One option is tablets to try and settle the inflammation….’

Pt: 
‘Tell you the truth doc, tabs don’t always agree with my stomach’

Dr:
‘That’s okay.  Not to worry, we still have other options.   I could give you some exercises to help work the muscles in your back or alternatively I could refer you to physio.  Have you any thoughts on those?’
Pt: 
‘How long will the physio take?’

Dr:
‘Possibly 3-6 weeks’

Pt:
‘Oh, I don’t feel I can wait that long.  Can we see how the home exercises go and if it gets no better then we’ll go for the physio route?’

Dr: 
‘That sounds like a good plan to me.  Why don’t you come back to me in 2 weeks time for a review or earlier if things are just getting even worse?’

Another example: Patient has already said she was hoping for antibiotics for her sore throat when the doctor explored her expectations at the beginning of the consultation.  After a history and examination, he feels it is viral.
Dr: 
‘I can see your throat is red’ (i.e. validates patient’s problem) ‘Too me though, it looks like a viral infection may be causing it.  Viruses often settle on their own with 3-5 days.  I know you wanted antibiotics but the problem is that they don’t particularly make much of a difference.  Antibiotics only work if you have a bacterial infection which I really don’t think you have.  Does that make sense?’

Pt:
‘I still wouldn’t mind a course of antibiotics just to make sure though’

Dr. 
‘What if I suggested to you that I give you a post dated prescription.  That means you can’t cash it in until 3 days have gone by.  If it’s still bad then, by all means take it but I really think you’ll be lots better by then?’

Pt:
‘I suppose that’s an acceptable alternative.  Okay, I’ll give that a go’.

And when you’re thinking of referrals in your management plan, don’t just think of referrals to the specialist consultant.  Don’t forget the other professional around you who can help like physios, dieticians, social services, the school nurse and so on.
And don’t offer silly things like acupuncture for the pain of a sore throat.  It just sounds stupid and even I’d kick you out!  You might laugh, but there will be someone who offers something silly in the CSA.

Safety Netting and Follow Up

Safety Netting the Clinical: ‘Hopefully, the antibiotics will clear your chest infect but if things don’t get better within 7 days or you feel things are getting worse – like you are feeling even more ill, or you can’t breathe, see the doctor straight away.  Now, who’s at home to keep an eye on you?’.  Can you see how specific you need to be?  Being specific is important because how is the patient (who is not medically trained) meant to know after what period of time to come back or what signs and symptoms suggest the condition is getting worse?   Try not to be lazy and vague by saying ‘if it is getting worse, come back’, instead say ‘if it is getting worse, for example, if you feel even more ill or start becoming short of breath, then please see the dr straightaway’.
Following up on investigations: for example, if you decided someone needs blood results first before doing anything, don’t just say ‘We’ll see what they’re like when they’re back… yeah?’   You have to be more specific like: ‘Let’s get those blood tests done.  They should be all back within 2 weeks so why don’t you make an appointment to see me in 2 weeks’ time on the day you have the blood test taken.  Then we can 
Giving Patients Leaflets

Don’t give out patient leaflets in a willy nilly fashion.  Think first.  Is there such a leaflet for such a condition?  There are some conditions for which patient leaflets are hard to find (like Haemochromatosis).  

If you offer a patient a leaflet in the CSA exam, remember you may be expected to discuss their contetns with the patient.  This means two things.  First – think!  Is a patient leaflet available for the condition in real life.  If you’re not sure, don’t offer it.  Secondly – you should be familiar with the contents of that leaflet, otherwise, don’t offer it!  
In real life, during your own surgeries, have a brief (skim) read of the contents of patient leaflets before handing them over to the patient.

Time Management

As I have said a number of times by now, if you’re consistently failing CSA cases because of time, then use Carl’s Foster’s model of the consultation – exploring ICE and PSO after the presenting complaint and taking the rest of the clinical history after.

And, although I’ve been saying that exploring the ICE and PSO is crucial to most of the cases, that does not mean that you should spend a long time there.   The aim is to get the information you need to know and move on.   In most cases, you should be getting to the ICE stage within ONE minute.   
I’ve also seen a number of you ask questions that simply are not relevant to the case.  This makes you consultation look disorganised and eats up time.  Think about your questions before you ask them.   Look at video consultations of yourself and identify the points at which you do this and figure out how you might change it.
Finally, make sure you don’t spend too long on the ‘data gathering’ phase otherwise you will have not time left for the other important bit – explanation and planning.

A Specific Case
If you get a CSA case where it says something like the cardiology consultant writes to you saying that a patient needs to start a statin because their cholesterol was very high and they have high blood pressure, this is what you should do:

a) Find out what the patient has already been told or knows (if the patient knows everything, then you don’t have to explain much and life becomes easier).

b) Go back to understand the context: ‘I’ve just got this letter from the hospital to start you on some medication but before I go into that, because I’ve not met you before, it would be really helpful if you could summarise what’s happened to you so far.’
c) Then cover the task – explain the medication, why they need to take it and so on (or if they know quite a bit about it as the consultant went through it with them, just fill in any gaps – ask them if they want to ask anything else).
Some practical tips
· Make sure you’ve read, understood and practised all the micro-skills from the following consultation book:  ‘Skills for Communicating with Patients’ by Silvermann, Kurtz and Draper.  The model they propose is often called the Calgary-Cambridge model.  Actually, you should know this book like the back of your hand (not the evidence bits, just the micro-skills).  Don’t use any other consultation book.
· Tape Carl Foster’s adapted model of the consultation on to the wall in your consulting room or even to your desk.  Initially, refer to it often and try to do the consultation that way.  Soon, you will be able to do it without even thinking about it.

· People who pass the CSA will often write and practise their own cases.  People who fail just read about the cases from a book.  Which one do you do?

· Practise is the key step.  Practise, Practise and Practise.  You cannot do enough practise.  Practise in group so they can give you feedback and so that you can see how others might do it better.  You must go through the motions – I know a lot of you hate role play, but whether you like it or not THE EVIDENCE says it is an extremely effective method for acquiring a skill.  The choice is yours.

· Always practise explaining risk – CV risk, statins, Breast Ca with HRT, risk of DVT with the COC.   Which scenario you choose to practise is not really that important because the skill of explaining risk is essentially the same in all these cases.  
· When practising cases, remember that the first 2 minutes is CRUCIAL.   Within that time, you should have explored I.C.E. and P.S.O.  If this goes well, then the rest of the consultation is likely to go better too.   Pay attention to the beginning – watch (see) and listen (hear).   Beginnings are always important.

· Remember, the CSA is not just about consultation.   Clinical skills and knowledge is just as important – so don’t ignore these areas.   You need to know some medicine!
If you’ve failed before
I truly am sorry to hear that.   I also understand how negative an impact a failure can have on one’s self esteem.   If you’re feeling sad, angry, upset or whatever, you need to stay there for a little while, feel those emotions so that you can eventually move on.  However, at some point soon, you do need to pick yourself up – you can do it!  Only the top 1% of the world’s population become doctors – and you are one of them.  If you go into the examination room all upset, sad, angry or being severely anxious about failing, then you probably will.  YOU HAVE TO GO INTO THE CSA EXAMINATION WITH POSITIVE MENTAL ATTITUDE – no matter how many times you’ve done the CSA before.  By positive mental attitude, I mean truly believing you can pass.  There’s a document I’ve written on www.bradfordvts.co.uk to help you get your positive mental attitude back (I think it’s called NLP for CSA) – click nMRCGP, then click CSA.  There are also a lot of good short books and CDs on positive mental attitude from Amazon.  Perhaps get a CD and plug it into your car? (But remember to pay attention to the roads too).
From your previous CSA results - don’t read too much into the individual cases.  Instead, look at your feedback statements and see if there are common THEMES which keep coming up again and again in the different cases.  Some of these things may seem crazy for your culture but believe me when I say that they are not odd for the UK.  Write out all the themes you seem to be failing on onto a separate A4 sheet of paper (preferably typed up).  Show this to your Trainer.  Your trainer will then help you focus on those themes and help you get the skills to achieve them through COT, joint surgeries and so on.

A key to success is to do joint surgeries with your Trainer – CSA examiners highly recommend this because you get immediate feedback and it’s all about practise.  So talk to your Trainer about it.  In a joint surgery, you will see some patients and the Trainer also sees some.  In that way, your trainer can tell you what you need to work on when you are ‘performing’ but can also demonstrate it to you when they are in the hot seat.  A good place to do joint surgeries is the evening surgery that most practices have to do.  You are not contractually obliged to participate in these sessions BUT I would see it a different way – do you want to maximise your chances of passing?
No matter what the case is, you always get scored on 4 areas:

	1. Data Gathering Score
	2. Clinical Management Score

	3. Interpersonal Skills Score
	4. Global Score



This should tell you to make sure you do all of these for every CSA case as well as you can.  I also mention this to remind you that it’s not just about consultation skills – YOU NEED TO KNOW SOME MEDICINE!  I
Two other books you should definitely read:
1. Other Side of Medicine by Peter Tate

2. A Long Walk Home by Rachel Clark
And finally, the best preparation for the CSA is seeing patients in your surgeries.  To  everyone who reads this document: I really do wish you the best of luck from the bottom of my heart.  Dedicate some time and effort and don’t lose heart.                                                                                                                                Ramesh x                                                                                                                                     
(Apologies if there has been some repetition of points from ‘Ram’s Top Tips for the CSA – part 1’; but at least you will remember them!)
Stick this on the wall in your consulting room.  Look at it & practise with patients.  Soon it will come naturally to you.
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ICE and PSO help identify the nub of the case, which in turn affects nearly all of the components of the Explanation & Planning stage (hence the arrows).  If you spend enough time on ICE and PSO, you should be able to use that elicited information as THE BASIS (or starting point) of your explanation of the diagnosis and the management plan..
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