New Rules For Short Cases
Preamble


They say the exams are a game and they are (albeit cruel and nasty ones).  The conspiracy is that the rules are well known but never talked about.  The following collection has come about mostly from my own failings and also with some help from my student groups.  I accept that these rules are a touch didactic.  The reason for writing them down is to give a little head start.  You will pick up the rest as you go along.


Remember, for the purposes of a clinical exam there is only one best way of doing anything and if you can find out from someone else what it is, adopt it as your own.


Good luck.

The Rules (Golden Rules rate italics)
Preparation

Be prepared to bugger up a whole lot of cases.

Talley and O'Connors' method of examination is the only right one and it's in perfect order too.  Learn their book verbatim.

When accepting criticism in practice cases, adopt a non-defensive stance, listen intently, don't speak, don't concur with your examiner, and at the end say only "Thank you" (to not listen when you're flustered is to waste the effort put into the case).

As practice examiner always be constructive and positive.

Get all your equipment organised now and keep it in the same place every time.  Get a good ophthalmoscope.  Don't believe what they say about providing equipment, they don't.  Use neurotips for sensory exam (speak to Julie Lustig).

Test drive your suit / dress prior to the exam in exam conditions.

There is a good little book called “200 short cases in clinical medicine” by R.R. Baliga.  Buy it, (try www.sppbooks.com.au, their postage is free).

Before starting

Never wear your stethoscope looped around your neck, especially not in practice.  It hangs from your neck or goes in your pocket or is held behind your back.

Turn on all available lights and position the patient precisely.  Don’t start unless YOU are satisfied.

Look for clues around the room before you start and then ask for the sputum cup.  If you don't do this first, you will forget it.

Never sit on the bed, never.

During the case

Always repeat the patient's name out loud when introduced (eg - "Hello Mrs Throsby, I'm Jack") otherwise you'll never remember it.  Never forget the patient’s name.  

Likewise, the examiners won’t forget your name, don’t forget theirs.

Avoid all idle chit chat with the patient, there is a VERY finite list of things you may say, learn these early.

Before starting say "Can you tell me if you're sore anywhere," followed by "Let me know if I hurt you."

Pick up both hands together at the start of your examination, it saves time.

Don't bother looking for a sign unless you expect to find it.

Some Old Chestnuts

Suicide is palpating an abdomen without constantly looking at the patient's face.

Never touch the patient's face to look at the JVP.  You may say only "Please lift your chin.... and now turn your head to the left." (Most people can do this).  Manhandling the patient's jaw is ‘conduct unbecoming.’

To make the patient valsalva say only this, "I want you to put your left thumb in your mouth and blow hard on it like you are blowing up a balloon"

Always look before you touch (for the apex beat).

Michael Clifford [a seriously smart guy] says the three most important things in the CVS exam are the JVP, the apex beat and the murmur.

Cranial nerve seven, "Close your eyes as tight as you can , like you're trying to keep soap out, and don't let me open them".

Don't stop in a respiratory examination until you've done all the things Talley and O'Connor says you should.

Learn to examine the feet and proceed directly to them after the hands in rheumatol exam.

Patient's temperature is relevant in almost all cases.

Presenting

When asked "What else would you like to do ?", follow golden rule (below) exactly,  DON'T look at the patient, then think to yourself, "Related signs, signs related to causes, signs related to complications".  Then speak and justify WHY you would do each of these things in turn.

When presenting, stand straight with your feet together, hands clasped behind your back and look straight at the examiner at all times.  Don't look away.

Patients are well or unwell looking but never "not unwell"; gentlemen or ladies (never fellows or women) and never referred to by their age group (the examiner knows how old they are and how old he himself is).

Start presenting with, "I have examined Mrs Throsby who on clinical examination of her [cardiovascular etc] system has findings consistent with [start summary] or findings of [start summary]".

You must have a formula presentation for every system such that all you do is fill in the gaps each time - spend a lot of time developing this. *see below 

Speak slowly and reasonably loudly.

Sound confident, you know more than your examiners about general medicine and that is a fact.

It's fine to say "I don't know" when you've exhausted your capacity on a topic but to wave the white flag is an unconditional surrender and the examiners will take you up on it immediately every time.

If you blush then have a shirt with a high top button.

Do everything correctly and say nothing wrong - This is THE golden rule of the exam.

*An example is; "I have examined Mrs Thropstein who on clinical examination of her cardiovascular system has findings consistent with [valve abnormality] of [whatever] severity which [is / isn't] complicated by [LVF, RVF, Pulmonary hypertension, Infective endocarditis].  On auscultation she has a [pansystolic / ejection / blowing etc] murmur which is best heard on [whatever manoeuvre - inspiration, sitting forward or whatever] and radiates to [wherever].  Describe other murmurs in turn.  The first heart sound was [normal, loud, soft etc]. The second.......  There [was / were no] additional heart sounds.  My precordial findings revealed [apex beat position, heaves, thrills, palpable sound etc].  ie - emphasis on signs of severity.  My peripheral findings were [PR, BP etc].  There were / weren't signs of RVF/LVF/IE etc [described in groups, always describing the JVP].  With regard to severity, I believe the [lesion] was of [aforementioned] severity because.......  My differential diagnosis would include......   With regard to [timing of surgery, suitability of valvuloplasty or whatever you want to talk about] blah blah blah."  ie - Go for where the money is, don't pussy foot around talking about the pulse and hands etc first when the real reason you're there is to hear the murmur.  These principles apply to all systems.  If you don't know the answer but have a differential diagnosis then "I have examined Mrs Thropstein who on clinical examination  of her cardiovascular system has a [type] murmur, the differential diagnosis of which I will discuss following my presentation."
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