How to Use your CSA Feedback

The following guide is written for anyone who has ever received a CSA feedback statement from the RCGP.
It contains some ideas on how you could prepare for the exam based on the feedback statements you received. You do not need to look at all of the different statements unless feedback from your trainer indicates that it would be another area you commonly have problems with.
Data Gathering

1. Disorganised and unsystematic in gathering information from history taking, examination and investigation

Review some of your consultations with your trainer perhaps during a COT.

a. Thinking about the overall pattern of your consultations

When you look back at the consultation can you identify the different phases of gathering information, summarising and checking, making it safe, making a decision and agreeing a plan?

Do you see parts of the consultation where you jump between different phrases? How could you have prevented this?

b. Looking in more detail at the different parts of your consultations

What questions did you ask? What examination did you undertake? What tests did you order? Write them down.

When you were gathering this information think what it was you were looking for? What information did you gain? What information did you not gain? 

How did the information you gathered help you make a diagnosis or develop a management plan?

Could you explain to your trainer why you asked a particular question, undertook a particular examination or ordered a particular test at the time that you did it in the consultation? 

In some of your next consultations try explaining why you asked a particular question, undertook a particular examination or ordered a particular test to the patient(s).

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

a. Using QOF registers and patient summaries to practice.

Review the notes of different patients on the QOF disease registers or pick out cases from a recent surgery where one of the following Chronic Diseases is found in their summary.
Open the template for each patient with each of the conditions.

Try and answer the following questions:
Asthma: Is the PEFR less than predicted for age and sex?

COPD: Find a copy of their spirometry. Does the predicted FEV1 mean they have mild, moderate or severe disease? What is the meaning of their MRC dyspnoea score?

Hypertension: Is their BP well controlled? Was there evidence of end organ damage at diagnosis on the ECG? What was their CVD risk score and did/do they need a statin?

Ischaemic Heart Disease: Is their total cholesterol and LDL satisfactory?

Diabetes: What was their blood sugar on diagnosis? Is their HbA1c satisfactory? What did the last retinal screen show? Are the eGFR and ACR OK?

Depression: What do their HAD or PHQ9 scores indicate?
Dementia: When is the AMTS or MMSE significant?

Now look at some of the pathlinks/EDI results sent to the practice for any one day. If it helps get all the results for a particular day printed out for you if you can.
b. Using results for learning.

Make a note of which patients have any abnormal results. What action should you take?
A couple of days later review the notes of these patients and compare your plan with what actually happened. Discuss any cases which were done differently with your trainer.

Open the following link: http://www.labtestsonline.org.uk/ to help you.
Have a look at some of the common tests and conditions on the site if you are not confident.
3. Data gathering does not appear to be guided by the probabilities of disease

a. Using recent consultations

Having reviewed the information gathered from the earlier consultations you were looking at with your trainer or by looking at consultations from a recent surgery, list the differential diagnoses in each case.

List the findings from history, examination and tests that make each of these diagnoses more likely. Then list the findings that make them less likely.
Now rank the differential diagnoses in order of probability.

Role play with your trainer how you would explain each of these differential diagnoses to the patient and why you think one is most likely or unlikely.

b. Here’s a role play game to rehearse the skill…

Ask your trainer to describe a patient’s initial presentations in just one sentence e.g. I am a 60 year old with chronic bronchitis who has coughed up some blood.
Now write down the potential different diagnosis in order of most to least likely. Describe the first five areas you would want to clarify in the history that could help you confirm or refute the diagnosis.

Your trainer can now change the descriptive sentence and you can change your differential diagnosis and the questions you need an answer to, to help you make your mind up.
4. Does not undertake physical examination competently, or use instruments proficiently

a. Some important baseline checks.

Consider completing another of the mandatory DOPS.

Demonstrate your examination of the chest, abdomen, back, knee and shoulder to your trainer. 
Show them how you would examine a diabetic’s foot or undertake an examination of the cranial nerves, upper and lower limbs.
b. But this is for the CSA…

Consider what sort of examinations could be undertaken repeatedly on a Simulated Patient. List them and practice them.

Clinical management

5. Does not make appropriate diagnosis 
a. A debriefing exercise.

With your trainer review a recent surgery. For each patient explain the diagnosis you made and why you reached that decision. What factors influenced you one way or another?

Expect your trainer to challenge you on each case. Was the real problem just the management of their hypertension, asthma or diabetes or was it about the psycho-social impact of the condition or its treatment on their lives?
b. Common things are common

Common: Go back to the QOF disease registers. Write down how a patient may typically present for each of the conditions. Look at a recent surgery and review the Summary Diagnoses on a patient’s notes and again write down how a patient may typically present for each of the conditions.
c. Serious things cannot be missed.

Serious: Write down the referral criteria for each of the 2 week wait cancer referrals.
Write down the typical presentation of a patient with acute severe asthma, angina, heart failure, anaphylaxis, meningitis and a subarachnoid haemorrhage.
(By the way do you have the drugs and equipment you need to deal with the above emergencies in your own Doctor’s Bag?)
6. Does not develop a management plan (including prescribing and referral) that is appropriate and in line with current best practice or make adequate arrangements for follow-up and safety netting.
a. Clarify your plan and find some alternatives

Review some of your surgeries with your trainer.

For each consultation describe the management plan you made.

Describe one or more other potential management options as well.

Describe your safety net and follow up arrangements.

If you prescribed anything for a patient then discuss the drug, dose, formulation and duration. Could you explain why you prescribed the medication as you did? What other medications could have been used as well or instead of the one you prescribed?

b. An interactive game to play

Agree a list of several common conditions with your trainer and both of you write down a prescribing plan of your own to manage each condition. Compare them and discuss those conditions where there is a clear difference.
c. Using the Clinical Encounters in your e-portfolio

There is no limit to the list of conditions you may face in General Practice so look at the clinical encounters you placed on your portfolio. What PUNS and DENS apply to each case?

d. Using your referrals

Review the referrals you have made in this post with your trainer. Look at the referral letter. Are you able to see if you have clearly stated the aim of the referral explicitly or implicitly within the text of the letter? Is there enough information to assess the urgency of the referral for your hospital colleagues?

Did the referral comply with the local referral pathways?
What follow up arrangements did you make when you made the referral?

7.
Does not demonstrate an awareness of management of risk and health promotion
a. Role play using recent consultations

Review some recent surgeries to identify a patient with whom you discussed health promotion or risk management. What was said by you and the patient? Re run the consultation by setting up a role playing situation where your trainer plays the patient and tries to challenge you in the discussion on health or risk.

Look back at the same surgery and find a patient where there was no mention of either. How could you have introduced a discussion on health or risk into the consultation? Role play your different approaches

b. Screening and Immunisation Programmes

Think about your knowledge of screening programmes for cervical, breast, prostate and bowel cancer. Set up a role playing situation where a patient is enquiring about each of these.
c. Promoting Lifestyle advice.

Think about how you provide lifestyle advice for obese, diabetic or hypertensive patients. What is a healthy diet and exercise programme for such a patient?

Find patient advice leaflets for the screening and lifestyle advice patients and use them during the explanation to the person role playing the patient. If you offer a patient a leaflet in the CSA exam remember you may be expected to discuss their contents with the patient so you should become familiar with the contents of those leaflets you commonly provide to patients. Whenever you give one to a patient make sure it is one you have read yourself and if not do so later. 
d. Consultations; thinking about risk

Look back at some of your consultations. Think how we try to manage risk and uncertainty. Think how you make a consultation safe so as not to miss anything serious. Which questions did you ask so you feel comfortable you have excluded relevant significant conditions? Think about how you effectively safety-net a consultation. What specific instructions (wrapped in general concern to return if concerned) did you give to the patient?

e. Commonly encountered risks

How do you explain risk to a patient considering HRT?

How would you explain the need for a statin to a patient with a high CVD risk?

How do you assess the risk of Deliberate Self Harm?

Interpersonal skills

8.
Does not identify patient’s agenda, health beliefs & preferences / does not make use of verbal & non-verbal cues.

9.
Does not identify or use appropriate psychological or social information to place the problem in context
10.
 Does not develop a shared management plan or clarify the roles of doctor and patient

11. Does not use explanations that are relevant and understandable to the patient

12.  Does not show sensitivity for the patient’s feelings in all aspects of the consultation including physical examination

Global

13. Disorganised / unstructured consultation

14. Does not recognise the challenge (e.g. the patient’s problem, ethical dilemma etc.)

15. Shows poor time management

16. Shows inappropriate doctor-centeredness

The Interpersonal Skills and Global sections are based on our Consultation Skills. This is not just about how effective our communication skills are but is also about our ability to plan and negotiate the management with the patient.
a. Some reading suggestions and useful references

It may be useful to gain a clearer understanding of these feedback statements (8 to 16) by getting a copy of the COT: Detailed Guide to the Performance Criteria. and trying to link up the feedback statement to the most relevant COT criteria. 
It may also be useful to refresh your knowledge of different models of the consultation by downloading the handout from http://www.skillscascade.com/models.htm  

or reviewing the information at

 http://www.gp-training.net/training/communication_skills/consultation/consultation_theory.htm 

There are also useful BMJ articles from Linda Gask and Tim Usherwood at http://www.bmj.com/cgi/reprint/324/7353/1567 and from Peter Maguire and Carolyn Pitceathly at http://www.bmj.com/cgi/reprint/325/7366/697 
Different models of consulting may help provide a framework in different consultations.

You will want to have a clear idea of the way in which you are trying to consult.

b. Preparing for rehearsals

Feedback from the CSA is based on the Feedback statements rather than just the COT criteria as the feedback statements actually add more to consulting skills than COT competencies alone, which are designed to help mainly with communication skills.  Feedback statements address the whole process of consultation planning through use of our communication AND clinical management skills.
Once you have considered how you want to develop your consultations skill rehearsal through reviewing consultations focusing on particular COT criteria/linked feedback statements with your trainer will be the key.

In which areas do you Need Further Development on your COT assessments? Is there a pattern? What plans do you and your trainer have to address these areas? Review some consultations focusing on these areas only.

c. Joint surgeries

CSA examiners have strongly recommended joint surgeries as one of the most useful ways to learn about your consultation skills since you can get immediate feedback you can use straight away.
Can you arrange joint surgeries in which you observe your trainer consulting? 
How do they approach the COT criteria areas you are looking at? How do they structure the different phases of the consultation? What words, phrases and techniques such as Summarising and Signposting do they use to do so? 
Then in the same joint surgery swap places with you consulting and the trainer observing and ask for feedback on these COT criteria areas only.
The main areas of difficulty for all those who fail (and especially for International Medical Graduates) are:
6. Does not develop a management plan (including prescribing and referral) that is appropriate and in line with current best practice or make adequate arrangements for follow-up and safety netting.
8. Does not identify patient’s agenda, health beliefs & preferences / does not make use of verbal & non-verbal cues.

10.
 Does not develop a shared management plan or clarify the roles of doctor and patient
14. Does not recognise the challenge (e.g. the patient’s problem, ethical dilemma etc.)
Three of these (8,10 and 14) are clearly skills involving the patient and depend upon your ability to consider their needs and incorporate them into an agreed plan.  The safety netting and follow up arrangements (as part of 6) also involves interacting with the patient and their needs.
These are complex skills which involve you bringing the patient into the consultation. They are NOT about being seen to ask particular phrases learnt and used which may seem mechanistic but about how you structure your whole consultation to involve the patient.

d. Developing YOUR own “Road Map” to YOUR consultations.

I think I consult like this…

· Through Active LISTENING and Response to CUES, to understand the PERSON and to be able to describe THEIR THOUGHTS AND FEELINGS about the problem
· Summarise and Check before moving on. DO I REALLY UNDERSTAND why they are here?
· Check for 2 week wait criteria, red flags, worst case scenarios to make it safe.

· Compare the pattern I have seen and heard with ones I have encountered before to produce some likely fits and ask more questions if I need to narrow it down further (making my differential diagnosis)

· Conduct an examination as appropriate to gain further information if it will influence my decision making.

· You think, I think, so do we think?  If I have understood what the patient thinks and feels about the problem then I can discuss my thoughts and feelings with them about the solutions available. CAN WE AGREE ON A PLAN?
· Time Keeping and Safety Netting.

This is what I think should be happening as I consult but write or draw out how YOU think YOU consult.
When you look at how you are consulting watch out for what is being said or done prior to moving between the different phases of the consultation. Are you moving around the consultation in a natural sequence or do you jump around between its different parts? If so, pause and rewind. How can you help structure the sequence of events in the consultation?

Now let’s reconsider the main areas of difficulty for candidates.

How does your own map of the consultation allow you to define the reason for the patient’s attendance, with an understanding of their health beliefs (8) thus allowing an understanding the challenge (17)?
How do you then construct a management plan (7) that takes account of the patient’s health beliefs and is shared between doctor and patient (10)?
e. Gathering Information on the Problem 
Look at a recorded consultation together and stop the recording at the point where you realise why the patient has attended. What was said and done immediately prior to that moment? Which words and phrases did you use?
When observing your trainer in joint consultations can you identify the moment when you think you know what has brought the patient into surgery today? What was your trainer saying or doing prior to that moment? 

Do you and your trainer have the same understanding of why the patient is there as each other?

IF you have found out what the patient is thinking and feeling then you are probably close to the “Nub” of the case. Remember though that the case may be about any area of the curriculum but with a focus on either the Data Gathering, Management Plan or Interpersonal Skills domains.
f. Getting Agreement on the Solution
Your management plan must be safe and in line with current guidance and best practice. Look at the Learning Outcomes for each of the Chapters of the Curriculum at http://www.rcgp-curriculum.org.uk/rcgp_-_gp_curriculum_documents/gp_curriculum_statements.aspx . 

They tell you the knowledge base you should have acquired for each of the conditions in each of the chapters. Have you got plans for these conditions?
Repeat the exercise above but this time when you look at a recorded consultation together stop the recording at the point where you realise that the patient has accepted the management plan. What was said and done immediately prior to that moment? Which words and phrases did you use?

Shared decision making however needs you to be able to agree a plan with your patient. Can you Negotiate, Influence the patient and Gift Wrap the plan as per Roger Neighbour?
Unless you have found out why a patient is there, what their ideas and concerns are about what is happening and what they then expect to happen you will be unable to persuade them that you have found the best solution to their problem.

g. Role-play the following situations with your trainer:

An elderly man asking for sleeping tablets.

A father asking for a visit for a febrile child.

A patient refusing to go to hospital with chest pain.

A patient asking for opiate based painkillers.

Your trainer will need to think of the patient’s real agenda and may try and alter the degree of challenge.

There is not a right or wrong answer but finding the place where you feel you have both gained at least the minimum you required from these situations will represent at least some degree of shared decision making.
Remember that before you start any explanation you know the starting and end points on which to hang the information you need to provide.
And finally a disclaimer…
This cannot be an exhaustive guide. Any list once committed to the page is incomplete. You and your trainer will have your own ideas as to what works best for you. We have focused on common areas of difficulty but you will need to address all of the feedback statements you have received and any others that your trainer may suggest as being helpful to you. 
They are an attempt to stimulate teaching and training based on the CSA feedback statements to help you pass your exam. 

Take any good ideas you find and leave the bad. Better still, replace the latter with YOUR IDEAS, things that work for YOU.
Best Wishes and Good Luck.

Drs Simon Hall and Mike Tomson
14.3.10.

