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PA results in 2026 Full Exit Examination



PMP report



PMP

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

PA Introductory Workshop

20 March 2026



PMP Rating Form

https://www.hkcfp.org.hk/upload/Documents/EXIT/Practice%20Management%20Package%20Rating%20Form%20%28Feb%202025%29.pdf

Please use the latest version of PMP Rating Form

(Feb 2025)

• Practice setting (Part A)

• Clinic management (Part B)

• Pharmacy (Part C) 

• Dangerous drug management (Part CII)

https://www.hkcfp.org.hk/upload/Documents/EXIT/Practice%20Management%20Package%20Rating%20Form%20%28Feb%202025%29.pdf


PMP Appendixes

The latest version of PMP Appendixes

(April 2025)

References in your PMP report preparation



Attachment 1 to 11

https://www.hkcfp.org.hk/upload/Documents/EXIT/List%20of%20Attachments%20to%20be%20submitted%20by
%20candidates%20for%20Practice%20Assessment%20%28Feb%202025%29.pdf

https://www.hkcfp.org.hk/upload/Documents/EXIT/List%20of%20Attachments%20to%20be%20submitted%20by%20candidates%20for%20Practice%20Assessment%20%28Feb%202025%29.pdf
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Higher Training 2nd year
2026 2027

Exit Exam application 

deadline

Submit PMP report, 

the Attachments

Exit Examination

On any day assigned by Specialty 

Board between 1st December to 

31st March 

• Random Check (Part A, B, C)

• Part C II (Dangerous Drugs 

management)

• Part D (Medical Records) 

• Part E (Investigations)

Mar

Prepare for PMP review (Random Check)

PMP 

report 

1 copy

Attachment 

1 to 11

4 copies

PMP visit 
On any day between 1st May – 31st October

• Practice setting (Part A)

• Clinic management (Part B)

• Pharmacy (Part C) 

• Dangerous drug management (Part CII)



Insight from the recent Full Exit Examination



• not understand the needle stick injury 

protocol submitted

• not familiar with the actual practice 

when there is a case of needle stick 

injury 

• unable to articulate the process for 

handling sharps noted on the floor

• not understand the proper procedure 

of disposing a drug

Insight from the recent Full Exit Examination



• The treatment room vaccine refrigerator 

has a built-in thermometer with log and 

USB to measure and monitor both max 

and min. temperature. However, it did not 

have another independent thermometer 

to monitor / cross check the temperature 

accuracy.

• While the Pharmacy refrigerator has 

three systems (include an independent 

one) to monitor the temperature. 

Insight from the recent Full Exit Examination



Insight from the recent Full Exit Examination

• Not understand 

• the correct disposal of DD 

• knowledge of how DD register should 

be amended

• The deficit include 

• the DD receptacle, 

• competence to handle expired DD in 

terms of storage, record and disposal, 

• the format and content of the DD 

Register



Part D



Part D

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

PA Introductory Workshop

20 March 2026
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PERMIx

1A 

PERMIx

1B
PERMIx 2

PERMIx

3A

By cross cluster / 

institution supervisor

PERMIx in Higher FM Training 

Higher Training 1st year
2025

PERMIx

3B
PERMIx 4

PERMIx

5A

PERMIx

5B

By cross cluster / 

institution supervisor

Higher Training 2nd year

Mar Apr  May Jun Jul Aug Sep Oct Nov Dec  Jan Feb

Mar Apr  May Jun Jul Aug Sep Oct Nov Dec  Jan Feb

2026

2026 2027



Prepare for Part D

Satisfactory (or above) performance in PERMIx 3B and PERMIx 4 in BVTS Higher Training

To understand:

Cases collection / Attachment 12 preparation:

• Collect 50 Cases in a one-week-period period

• The patients can source from more than one clinic that you are working 

• The one-week can be between 20 September to 20 November 2026 (tentative)

• Paper / print-out the Medical Records

• The 50 Case-log = Attachment 12 , 

to be submitted on or before 21 November 2026 (tentative)

Assessment format of Part D

• D1 (legibility)

• D2 (Basic Information)

• D3 (Consultation notes)



Satisfactory (or above) performance in PERMIx 3B and PERMIx 4
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The content of  each medical record should include:

Basic 
information

i. Basic information

ii. Consultation notes

The medical records required for Part D (i)
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Paper based

The medical records required for Part D (ii)

Your Clinic’s Medical 

Record system

Print-out

Consultation 
notes

Handwritten 
records 

Readily

available upon Exit 

Examiners’ request

http://www.google.com.hk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi62sP2tqfOAhUILpQKHSBrDI0QjRwIBw&url=http://irmcdocs.org/patient-information-2/medical-records-request/&psig=AFQjCNEOR8tOxRTGHS58sQLHNXF4lzelSQ&ust=1470388700704871
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Basic information

On following areas 

as appropriate and as applicable

• Allergy / Adverse drug reactions

• Current medication list 

• Problem list (Current / Past health)

• Family history (with genogram as appropriate)

• Social history, occupation

• Height, weight, BMI/ growth chart, blood pressure  

• Immunization 

• Tobacco & alcohol use; physical activity

The medical records required for Part D (iii)

Documentation of basic information 

• Familiarize and able to explain to 

others on your clinic’s system 

(Computer / paper-based)

Basic 
information
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Basic Information: use of  templates

The content

• As appropriate and as applicable

• Not mandatory to have full documentation on all the areas / fill in 

all the blanks on the template in every medical record

• Should have significant ‘negatives’ e.g. Allergy: nil known

• Inappropriate ‘blanks’ on the template/ table may be regard as 

missing information

The format

• Not compulsory to have all the basic information on a single 

electronic / paper template

• Recommend to use the usual electronic / paper medical record 

system at the Candidate’s clinic

• NOT RECOMMEND to create a distinct template just for the 

sake of  fulfilling all the listed items of  the PA Rating Form

e.g. BP/P, Weight / Height / BMI 

may be in the consultation records

The medical records required for Part D (iv)

• Make use of the existing 

system to fulfil the 

documentation of basic 

information as much as 

possible

• Create template / tables to 

supplement the 

documentation of basic 

information, if necessary

• Legible!
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Consultation note
Dr. Candidate 
Consultation note

Dr. Candidate 
date: DD/MM/YYYY  

Consultation notes
On following areas 

as appropriate and as applicable

• Main reason(s) of consultation 

• Clinical findings

• Diagnosis / working diagnosis

• Management

• Anticipatory care advice

Please note:

• As appropriate and as applicable

• Not mandatory in every consultation

The medical records required for Part D (v)
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Consultation note
Dr. Candidate 
Consultation note

Dr. Candidate 
date: DD/MM/YYYY  

Also include the following whenever applicable:

Lab report

Referral letter

Consultation note
Dr. Colleague B

Consultation note
Candidate 

Consultation note
Dr. Colleague A 

date: DD/MM/YYYY  

the previous consultations’ 

notes --- up to five

issued in this 

consultation

followed up in 

this consultation

• Information in the previous consultation notes e.g. Blood pressure, BMI;

chronic medications usage, control of medical condition(s) under your clinic’s

attention may help the Assessor to mark the consultation note

• Will not be marked directly

The medical records required for Part D (vi)
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You can use paper flags so 

that the Examiners can easily 

identify the notes to be 

marked in PA

The medical records required for Part D (vii)



The medical records in Part D (viii)

• Keep in your clinic

• To be assessed by PA examiner on the Examination Day



Readily retrievable and 

available upon the 

Examiners’ request

May be required to verify 

the genuineness e.g. 

through the clinic 

computer record system/ 

relevant persons  

The medical records in Part D (ix)

http://www.google.com.hk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi62sP2tqfOAhUILpQKHSBrDI0QjRwIBw&url=http://irmcdocs.org/patient-information-2/medical-records-request/&psig=AFQjCNEOR8tOxRTGHS58sQLHNXF4lzelSQ&ust=1470388700704871
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Attachment 12

A list of the 

the 50 patients consulted you 

during the cases collection period 



Serial 
no.

Patient record 
number

Patient 
initials

sex age diagnosis Date of the 
consultation

Date of first attended 
the clinic

1 3216 NFK F 25 URTI 20 SEP 2022 18 OCT 2010

2 8839 LKF F 46 DEPRESSION 20 SEP 2022 25 JUL 2011

3 292 KPW M 87 DM, HT, 
HYPERLIPIDEMIA

21SEP 2022 18 SEP 1999

4 6677 CHL F 12 ALLERGIC 
RHINITIS

21 SEP 2022 12 MAY 2011

5 4454 CHC M 67 HT 21 SEP 2022 12 JAN 2011

… … …. … … … …. ….

50 2323 LKH M 38 URTI 24 OCT 2022 24 OCT 2011

Confidentiality: Do not include patient’s name, HKID

Attachment 12: format
Standard format



Sample layout of Attachment 12



Assessment format of Part D

On the examination day

The Examiners will select eight cases from the Candidate’s Attachment 12

The Candidate fetch the required medical records

The Examiners will use the PA Rating Form to assess each of the eight records on:

• D1 (legibility)

• D2 (Basic Information)

• D3 (Consultation notes)



Part D (Medical Records) Rating Form (i)



Part D (Medical Records) Rating Form (ii)



Part D (Medical Records) Rating Form (iii)



D1 (Legibility): marking 

Enter the serial number of the 
records (i.e., 1 – 100) chosen 
from the 100-Case log →

1 2 3 4 5 6 7 8

8 12 23 25 35 39 41 48

Serial no. of the records i.e. 1 to 50 of the Attachment 12



D1 (Legibility): marking 

D1. Legibility
(Tick if okay) √ X

Examiners proceed to assess 

the medical record

the whole case will not be marked

pro-rata mark deduction in Part D 

total score



D2 (Basic Information): marking

D2. Basic 

Information
• Allergy / Adverse drug 

reactions

• Current medication list

• Problem list (Current / 

Past health)

• Family history (with 

genogram as 

appropriate)

• Social history, 

occupation

• Height, weight, BMI/ 

growth chart; blood 

pressure

• Immunization

• Tobacco & alcohol use; 

physical activity

Examiner would jot down the impression 

of each of the eight selected cases



Marking Scale for D2 (Basic information)
Examiner marks all the eligible medical records

Then give a global mark in Part D2 (basic information)

?

D2. Basic Information score (circle one only)

9

8.5 Accurate and legible with precise and concise details

8

7.5 Accurate and legible with sufficient details

7

6.5
Accurate and legible with adequate information for realizing the basic information without 

major omissions

6

5.5 Legible but missing some major details

5

4.5
Contain illegible information i.e. information overload, redundant or irrelevant information 

breakdown effective communication between medical professionals.

OR some major findings were wrongly recorded

4



Serial 
no.

Patient record 
number

Patient 
initials

sex age diagnosis Date of the 
consultation

Date of first attended 
the clinic

1 3216 NFK F 25 URTI 20 May 2022 18 OCT 2010

2 8839 LKF F 46 DEPRESSION 20 May 2022 25 JUL 2011

3 292 KPW M 87 DM, HT, 
HYPERLIPIDEMIA

21 May 2022 18 SEP 1999

4 9932 STKM F 1 URTI 21 May 2022 6 AUG 2011

5 6677 CHL F 12 ALLERGIC RHINITIS 21 May 2022 12 MAY 2011

6 4454 CHC M 67 HT 21 May 2022 12 JAN 2011

… … …. … … … …. ….

100 2323 LKH M 38 URTI 29 June 2022 24 OCT 2011

This consultation notes would 

be selected for assessment

If  the assessor choose 

to assess this record

D3 (Consultation notes)
Date of the consultation

Attachment 12 



D3 (Consultation notes): marking

D3. Consultation 

notes

Main reason(s) of 

consultation

Clinical findings

Diagnosis/ Working 

diagnosis

Management

Anticipatory care 

advice (as applicable)

Examiner would jot down the impression of 

each of the eight selected cases



D3 (Consultation notes): marking

D3. Consultation 

notes

Main reason(s) of 

consultation

Clinical findings

Diagnosis/ Working 

diagnosis

Management

Anticipatory care advice 

(as applicable)

NOT “Idea / Concern / Expectation of the patient”! 



Marking Scale for D3 (Consultation notes)
Examiner marks all the eligible medical records

Then give a global mark in Part D3 (Consultation notes)

?

D3. Consultation notes score (circle one only)

9

8.5
Accurate and legible with precise and concise details, with a relevant past medical / 

social history of an appropriate length

8

7.5 Accurate and legible with sufficient details, with a relevant past medical / social history

7

6.5
Accurate and legible with adequate information for realizing the whole consultations 

without major omissions

6

5.5 Legible for the consultations but missing some major details

5

4.5
Contain illegible information i.e. information overload, redundant or irrelevant 

information breakdown effective communication between medical professionals.

OR some major findings were wrongly recorded

4



Part D (Medical Records): total score

Mark distribution:

D2 (Basic information): 35%

D3 (Consultation notes): 65%

Passing mark: Total score ≥ 65%
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PERMIx 3B PERMIx 4

Higher Training 2nd year
2026

Mar Apr  May Jun Jul Aug Dec  Jan Feb Mar

2027

Prepare for Part D (Medical Records)

Sep Oct Nov

Exit Examination
Cases collection 

(Part D) 

Medical records Attachment 12

50 cases

http://www.google.com.hk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi62sP2tqfOAhUILpQKHSBrDI0QjRwIBw&url=http://irmcdocs.org/patient-information-2/medical-records-request/&psig=AFQjCNEOR8tOxRTGHS58sQLHNXF4lzelSQ&ust=1470388700704871


Insight from the Assessors

The following five cases were reviewed by 38 Assessors



episodic, F/58, LBP, URTI Case A



Impression about the clinical findings

Missed major information

Lack-of-detail. Needed some effort to comprehend 
the case. Borderline in pass-fail.

A bit lack-of-detail. 
Satisfactory still however. Can 
give a safe 'pass' in PA

Missed red flag.

Case A



Impression about the management

Insufficient non-
pharmacological advice.

Lack-of-detail. Needed some effort to comprehend 
the case. Borderline in pass-fail.

The medications prescribed 
were not evidence-based.

What is the eyedrops for?

Fail as did not mention about Mx 
of certain condition such as URTI

Inadequate in management, only 
prescribe Panadol, without look for 
any possible injury to spine etc.

Lack of management for URTI, 
only mobilisation advice given for 
back pain

no management documented 
at all

Incomplete documentation eg Meds 
given, why eyedrops?

Case A



Grade the consultation notes (D3)

Legible for the consultations 
but missing some major details 
(5.5 to 6)

Contain illegible information would breakdown 

effective communication between medical 

professionals OR some major findings were wrongly 

recorded (5 or below)

Accurate and legible with adequate 

information for realizing the whole 

consultations without major omissions 
(6.5 to 7)

Case A



episodic, F/58, LBP, URTI Case A

95% of the assessors 

would consider 'fail’



episodic, M/ 35, URTICase B



Impression about the clinical findings

Optimal in amount and quality. Good 

standard to follow in our usual practice 
settings

A bit over-commissioned. 

Satisfactory still however. 
Can give a safe 'pass' in PA A bit lack-of-detail. Satisfactory still

however. Can give a safe 'pass' in PA

Case B



Optimal in amount and quality. Good standard 

to follow in our usual practice settings

A bit over-commissioned. Satisfactory still 

however. Can give a safe 'pass' in PA

A bit lack-of-detail. Satisfactory still however. 

Can give a safe 'pass' in PA

The medications prescribed were not 

evidence-based.

vitamin C is not evidence based for 

management of flu or URTI

tamiflu is not necessary for young healthy 

adult even RAT test positive for flu A, so 

borderline for management

Impression about the management

Error 404

Case B



Accurate and legible with precise and concise 

details, with a relevant past medical / social 

history of an appropriate length (8.5 or above)
Accurate and legible with sufficient details, with 

a relevant past medical / social history (7.5 to 8)

Accurate and legible with adequate information for 

realizing the whole consultations without major 

omissions (6.5 to 7)

Legible for the consultations but 
missing some major details (5.5 to 6)

Grade the consultation notes (D3)Case B



episodic, M/ 35, URTICase B

• probably a bit over-commissioned 

/ lengthy

• some controversy in the 

‘management’

• However, 95% of the assessors 

would consider ‘pass’



Case C: chronic FU, F/68, DM, HT, Lipids, hypothyroidismCase C



Impression about the clinical findings:

Missed major information

Lack-of-detail. Needed some 

effort to comprehend the case. 
Borderline in pass-fail.

Over-commissioned. Needed 

some effort to comprehend the 
case. Borderline in pass-fail.

missing major information, e.g

why did the patient attend 

today. Also missing red flags , 

not discuss for RAI even 

though previously rejected the 
idea.

Optimal in amount and 

quality. Good standard to 

follow in our usual practice 
settings

A bit over-commissioned. 

Satisfactory still however. Can 
give a safe 'pass' in PA

A bit lack-of-detail. Satisfactory 
still however. Can give a safe 
'pass' in PA

Case C



Impression about the management:

Insufficient non-
pharmacological advice.

Lack-of-detail. Needed some 

effort to comprehend the case. 
Borderline in pass-fail.

Error 404

The medications prescribed 
were not evidence-based.

DM is not controlled but 
no change of treatment

Optimal in amount and 

quality. Good standard to 

follow in our usual practice 
settings

A bit lack-of-detail. Satisfactory still 
however. Can give a safe 'pass' in PA

Case C



Grade the consultation notes (D3)

Legible for the consultations but 
missing some major details (5.5 to 6)

Accurate and legible with adequate information 

for realizing the whole consultations without 
major omissions (6.5 to 7)

Accurate and legible with 

sufficient details, with a 

relevant past medical / social 
history (7.5 to 8)

Case C



Case C: chronic FU, F/68, DM, HT, Lipids, hypothyroidismCase C

• missing major information or lack 

of details

• 76% of the assessors would 

consider ‘fail’



Case D: chronic FU, M/49, DM, HTCase D



Impression about the clinical findings:

A bit over-commissioned. 

Satisfactory still however. 
Can give a safe 'pass' in PA

A bit lack-of-detail. Satisfactory still 
however. Can give a safe 'pass' in PA

Over-commissioned. Needed 

some effort to comprehend the 
case. Borderline in pass-fail.

Lack-of-detail. Needed some 

effort to comprehend the case. 
Borderline in pass-fail.

Optimal in amount and quality. 

Good standard to follow in our 
usual practice settings

Case D



Impression about the management:

A bit over-commissioned. 

Satisfactory still however. 
Can give a safe 'pass' in PA

A bit lack-of-detail. Satisfactory still 
however. Can give a safe 'pass' in 
PA

Over-commissioned. Not looked 

like our usual practice. 
Borderline in pass-fail.

should try manage 
suboptimal DM control

Optimal in amount and quality. 

Good standard to follow in our 
usual practice settings

Case D



Grade the consultation notes (D3)

Accurate and legible with precise 

and concise details, with a relevant 

past medical / social history of an 
appropriate length (8.5 or above)

Accurate and legible with adequate 

information for realizing the whole 

consultations without major 
omissions (6.5 to 7)

Accurate and legible with sufficient 

details, with a relevant past medical / 
social history (7.5 to 8)

Legible for the consultations but 
missing some major details (5.5 to 6)

Case D



Case D: chronic FU, M/49, DM, HTCase D

• About half of the 

assessors considered a 

bit over-commissioned / 

lengthy

• However, 95% of the 

assessors would still 

consider ‘pass’



Case E: chronic FU, F/42, Panic disorderCase E



Impression about the clinical findings:

Optimal in amount and quality. 

Good standard to follow in our 
usual practice settings

A bit over-commissioned. Satisfactory still 
however. Can give a safe 'pass' in PA

A bit lack-of-detail. Satisfactory 

still however. Can give a safe 

'pass' in PA

Over-commissioned. Needed 

some effort to comprehend the 

case. Borderline in pass-fail.

Case E



Impression about the management:

A bit over-commissioned. Satisfactory 
still however. Can give a safe 'pass' in PA

Optimal in amount and quality. 

Good standard to follow in our 
usual practice settings

A bit lack-of-detail. Satisfactory still 
however. Can give a safe 'pass' in PA

Lack-of-detail. Needed some 

effort to comprehend the case. 
Borderline in pass-fail.

Case E



Grade the consultation notes (D3)

Accurate and legible with adequate information 

for realizing the whole consultations without 
major omissions (6.5 to 7)

Accurate and legible with 

sufficient details, with a 

relevant past medical / 
social history (7.5 to 8)

Accurate and legible with precise and concise 

details, with a relevant past medical / social 
history of an appropriate length (8.5 or above)

Case E



Case E: chronic FU, F/42, Panic disorderCase E

• 55 - 60% of assessors considered 

optimal in amount and quality

• About 30% of assessors 

considered a bit over-

commissioned / lengthy

• All the assessors would consider 

‘pass’



Part E



Part E

• What Candidate needs to prepare

• Tips on good practice

• What Examiner will assess

• Consensus in Marking

PA Introductory Workshop

20 March 2026
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Higher Training 2nd year
2026

Mar Apr  May Jun Jul Aug Dec  Jan Feb Mar

2027

Prepare for Part E (Investigations)

Sep Oct Nov

Medical records Attachment 13

Exit Examination
Cases 

collection 

(Part E) 

10 cases

http://www.google.com.hk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwi62sP2tqfOAhUILpQKHSBrDI0QjRwIBw&url=http://irmcdocs.org/patient-information-2/medical-records-request/&psig=AFQjCNEOR8tOxRTGHS58sQLHNXF4lzelSQ&ust=1470388700704871
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Higher Training 2nd year
2026

Mar Apr  May Jun Jul Aug Dec  Jan Feb Mar

2027

Prepare for Part E (Investigations)

Sep Oct Nov

Exit Examination
Cases 

collection 

(Part E) 

The date you first see the patients and order investigations

1. Everyday practice:

a. rational use of investigations (justification)

b. appropriate follow up on the investigation results & patients

2. Familiarize with ICPC-2 coding 

3. Practice write up short cases summaries

Can start looking for Cases that have the potential for PA (Part E) now

Follow up of 

the 

investigation 



E2. Justification (circle one only)

9

8.5
The investigations were targeted to the clinical findings, performed at appropriate time, the 

medical record was precise; provided effective patient care  

8

7.5 The investigations were targeted to the clinical findings, performed at appropriate time

7

6.5 The investigations were in line with the clinical findings, likely solving the presenting problem

6
The investigations were not in line with the clinical findings, not likely solving the presenting 

problem

5.5 The investigations did not consider significant clinical findings appropriately

5

4.5
The investigations OR the management of clinical condition(s) did not consider red flags 

appropriately 

4
The medical record was disorganized, impairing the communication with other health care 

workers 

Performance 



E4. Follow up (circle one only)

9

8.5
The follow up was targeted to the clinical findings and the investigation results, performed at 

appropriate time, the medical record was precise; provided effective patient care 

8

7.5
The follow up was targeted to the clinical findings and the investigation results, performed at 

appropriate time

7

6.5 The follow up was in-line with the clinical findings and the investigation results

6 The follow up was not in line with the clinical findings OR the investigation results

5.5 The follow up did not consider significant investigation results appropriately 

5

4.5
The follow up of investigation results OR the management of clinical condition(s) did not 

consider red flags appropriately 

4
The medical record was disorganized, impairing the communication with other health care 

workers 

Performance 



Thanks


