AN APPROACH TO THE LONG CASE                                   
PREAMBLE


The following are my own musings regarding preparation and approach to clinical exams.  Unless you’re naturally brilliant, then order and structure are the keys to good investigation and management.  Otherwise you can be all over the place and even worse, leave things out.  I’ve extended this thinking to history taking during the case as I was finding that I would constantly leave things out and/or run out of time.  This means that very little needs to be rewritten (nothing that can’t be sorted out by a highlighter and a red pen).  Other little tips are mentioned here and there about the crucial things that I always forget.


I suggest that once you have good diagnostic and management plans that you’re happy with, study in that format.  I found in the last month or two prior to exams that going through Talley and O’Connor (the Examination Medicine book) and reordering what they had to say (which is generally OK for each particular case but not the SAME in structure for each case therefore difficult to remember) into your own structures (for me TESTS and CAST-ICE) makes things a lot easier to remember and quicker to revise.


With respect to what to use, I personally found that index cards (the bigger ones) ruled down the middle worked best for me.  On the first card I would have introduction (written up last) in the top left with presenting problem underneath and on to rest of card.  Other problems continued on subsequent cards (cards and problems clearly numbered).  Medications starting off a new card, followed by allergies, social history, family history etc.  Examination starting off another new card.  Issues and approach to discussion starting off the last card.  A final blank card to write down everything they tell you (otherwise you’ll forget when stressed).  I’ve been convinced by trainees it’s best not to write on the back of cards.

After first meeting the patient I would say something like, “Hello, my name’s Craig.  This is a very important exam for me.  I will need to ask you a lot of questions very quickly.  From time to time I may need to cut you off.  Please don’t feel that I’m being rude, it’s just that I need to get a lot of information very quickly.  OK, how old are you?  Do you have any allergies?  What do you see as the main issue with your health at the moment? What are your other health problems, I need to make a quick list.”  This list I would scribble across the top of the first card and then ask specific questions about the diseases people commonly forget, eg- diabetes, ulcer, heart trouble, breathing trouble, anemia, gout etc.  Then off to presenting problem.


Scribble problems here                               Card 1


Intro SASPOP


Pres prob

My approach to the FRACP long case is essentially based on mnemonics because I’m a very simple person with a shocking memory.

INTRODUCTION (START OF THE PRESENTATION: SASPOP)





Sex


Age


Social statement (the most important, relevant social factoid)

Past history (of relevance only)

Onset


Presentation

eg- Mr Jones is a 48 year old heavy smoker with a past history of myocardial infarction and hypertension who presents  with the diagnostic problem of the sudden onset of central chest pain in the setting of nausea and dyspnea.


You may not have noticed, but this is essentially how one consultant talks to another when they’re after advice about a patient they’re discussing for the first time (if you don’t believe me, listen intently to the first sentence exchanged next time you happen upon one of these encounters).

The purpose of this statement is to efficiently orient the listener in such a way that he/she is able to form in their mind the same differential diagnosis and management priorities that you’ve got, i.e., they’re on the right wavelength right from the start.  In the case above for example you’d have AMI/angina as number one, but from his age/sex etc you’d also want to consider aortic dissection, pulmonary embolism, pericarditis, pneumothorax, esophageal spasm etc (in order of likelihood but also of importance).  Compared to, “Mrs Nguyen is a twenty year old pregnant lady with a past history of pulmonary tuberculosis who presents with the diagnostic problem of the sudden onset of central chest pain in the setting of nausea and dyspnea,” you will have an entirely different differential and management priorities, which is obvious from the start.  Always mention whether the problem(s) are predominately diagnostic and/or management ones as this orients the examiner to the direction you will be taking in your discussion.


Go on after your introduction to introduce the second, third, etc problems, e.g., “Mr Jones also has the management problem of depression following the death of his wife four weeks ago.”  After detailing the active problems that you will be discussing (leaving irrelevant past history until after you’ve discussed these problems in more detail), turn your attention to what the patient believes is their main health issue currently before going on to the others in turn, i.e., if the patient clearly has diabetes that’s out of control and needs addressing but presents with a sore toe that’s bothering hime, then the sore toe is the presenting problem and must be treated as such, therefore first, both in the presentation and later discussion.

HISTORY TAKING AROUND EACH PROBLEM (PRIC-MCP)
1. Presentation
a. For presenting problem, includes great detail (including systems review)

b. For secondary problems, often just a succinct single sentence stating “how, what, where and when”
2. Risk factors / precipitants

a. More emphasis on precipitants for the presenting problem

3. Investigations that have been done
(see TESTS below)

4. Complications

a. Of disease

b. Of treatment

5. Management (see CAST-ICE below)

6. Current status

a. Under control? 

b. Out of control? 

c. Impact it’s having on their life

7. Prognosis
a. As the patient sees it
b. Have they even thought about it?
c. Vital information for major active problems


The outline above is useful especially in asking quick questions to the patient in a logical order such that you don’t forget anything important and you don’t have to rewrite anything at the end (there is never enough time at the end). An example in relation to presenting a secondary problem:
PUD

P This presented 2 years ago with hematemesis and melena

R In the context of failed Helicobacter eradication therapy 1 year prior to that
I The initial gastroscopy showed…
C (None) so don’t mention it, otherwise say “there have been no other complications”

M He has had 2nd and 3rd line Helicobacter treatment but this has been unsuccessful so he has continued on a proton pump inhibitor
C He currently has no symptoms associated with the ulcer and no evidence of bleeding and the problem’s being managed by his GP
P (Often less relevant with secondary problems, but not always)
MEDICATIONS / ALLERGIES

List them and....


Patient understanding of;



Insulin



Warfarin *



Others with important side effects, eg- chemotherpay


*This was a favorite of Prof Salem’s (from Box Hill) and one that he always managed to snag me on, “If the patient was on insulin would you ask them about it?”  So don’t forget to ask them about monitoring, how it’s recorded, what their INR has been like (if high, explore why - other meds, alcohol, wrong foods etc), how often they’re tested, are they aware of the possible interactions.  This is easy information to get and counts a lot toward how well you go.  Don’t forget allergies (I usually start the whole case with, “How old are you? Do you have any allergies?”)

THE REST
Social history
Introduce this when presenting with the term “social history” therefore giving it some credence as a relevant entity.  You’ll sink or swim on a good social history.  Important things relate to prognosis and planning of dying, how well they are plugged in to the relative support networks, the health of the main caregiver (usually spouse) and how well that person is coping (they asked me this in FRACP exam & I didn’t know dammit), sexual function and finance.  You can often introduce “Inadequate social supports” as one of your issues for discussion and mention most of the social history as a specific problem during your presentation.

Family history










Usually you will say either, “There is no other relevant family history,” as you will have already mentioned it when relevant as a risk factor (positive or negative), or “There is a relevant family history of bowel cancer in his father.”  Don’t waffle on any further than that.

EXAMINATION FINDINGS

After giving the general inspection and obs, start with the system that relates to the presenting problem and then proceed logically.  Mention important negatives.  Be concise, precise (don’t say “I think” or “the pulses in the legs were difficult to feel”), don’t waffle, don’t abbreviate – not even JVP, and don’t use jargon.

AFTER PRESENTING THE EXAMINATION FINDINGS

The golden rule here is DON’T STOP!  Begin your discussion immediately by summarising the 4 or 5 key issues to be addressed (below) and then direct the discussion it as you see fit.
IDENTIFYING THE ISSUES (ADDED 2011)
1. Definitions

a. Problem: “A question raised for inquiry, consideration or solution”.

b. Issue: “An important topic or problem for debate or discussion”

c. Discussion: “The action or process of talking about an issue, typically in order to reach a decision or to exchange ideas”

2. The main emphasis of the long case is identifying the 3 or 4 issues that warrant discussion and then to discuss them maturely

a. The examiners will have seen the patient, conferred, and written down this list (in order of priority) prior to you seeing the patient

i. It helps a lot if your list matches theirs

3. Chances are the examiners will have asked the patient “What do you see as the main issue with your health at the moment?” and will expect this to be identified as the first issue you present

a. Make sure you’ve asked this question verbatim! Early on.

b. Minor first issues can be dealt with professionally and straightforwardly before moving on to juicier stuff

c. Only over-rule the patient with a first choice of your own if you’re really confident it’s the right thing to do (e.g., if they start bleeding or suffer an AMI during your history taking)

4. One or two of your issues will relate to major active problems, the others will more than likely relate to problems that need a bit of tidying up (others might differentiate these as “short term” vs. “long term”; this doesn’t mean you can’t still use “diagnostic” and “management” as appropriate)

a. If sorting out one issue impacts on another, then phrases like “in the setting of” and “in the context of” demonstrate maturity

i. Depression and dementia (i.e., depression screen and MMSE) are often important contextually… cover these as appropriate

b. The context will often throw up competing interests in how you approach the issues… e.g., someone with an active diagnostic problem of melena who needs anticoagulation for atrial fibrillation

i. Showing that you can recognise and address competing interests is an easy way to demonstrate maturity

ii. You are very lucky if you get an opportunity like that 

5. The commonest question I ask candidates during practice exams is, “How would you approach the {insert name of issue here}?”

a. Often, it’s the only question I ask (repeated 4 or 5 times)
i. If it’s the only question you get asked, chances are you’re doing well
b. Make sure you have looked at each of your issues and asked yourself this same, specific question during your preparation time

i. This takes time, so try and finish early and start the process while you’re still with the patient

6. Practice your “set pieces” in the same way a soccer player practices taking a penalty kick. Try and lure the examiners toward your set pieces and then grasp the opportunity with a swift kick into the back of the net. These automatic spiels include your approach to common issues like:

a. Managing complications of long-term corticosteroid therapy

b. Atrial fibrillation (e.g., scoring system for risk of stroke)

c. DVT prophylaxis (i.e., knowing the list of criteria and what to use)

d. Assessment of likelihood of PE (e.g., scoring system for likelihood)

e. Assessment of cardiac risk using scoring systems

f. The use of warfarin

g. You should be able to think of a dozen or so

GENERAL MANAGEMENT PLAN (FOR EACH ISSUE: CAST-ICE)
1. Confirm what you were told

a. All physicians go through what is already available when they first meet a new patient, so tell the examiners what information you need to confirm the history you’ve been given. 

b. This will often lead to you being presented with some relevant information to evaluate that you can them comment on.

2. Assess the current situation

a. Precipitants

b. TESTS (this is your diagnostic plan…below)

3. Set treatment goals

a. It doesn’t take much to say and it demonstrates maturity if you can clearly identify what your aims are. This is especially important for “management” problems, in the same way that formulating a differential diagnosis is for “diagnostic” problems (below).
4. Treatment plan (order can vary depending what’s most urgent)

a. For symptoms

b. For disease

c. For precipitants

5. Involve the patient and others in your plan

a. Rehab programs

b. Allied health

c. Disease support groups for chronic and/or rare illnesses

d. Family and community supports

6. Complications of disease and treatment (order may vary)

a. Prevention (e.g., Vitamin D and calcium for patients on steroids)

b. Surveillance (e.g., bone density scanning)

7. Ensure follow up
DIAGNOSTIC PLAN - TESTS (With thanks to Dr Les Sedal)


For “diagnostic” problems, first formulate and state your differential diagnosis; I cannot overemphasise the importance of this. First, it shows you know what you’re doing. Second, it provides you with the hooks you need to logically direct your investigations – this is much better than taking a scattergun approach.


Then go through your investigations 


To diagnose (the most likely cause)



Exclude other causes in differential / Etiology (either or both)



Severity



Treatment baselines



Suspected complications


The key here is to order your investigations in such a way that they follow a logical order and are inclusive (ie- you don’t leave anything out).  All tests can be considered in categories and often the same test may be in different or multiple categories depending how you’re using it, eg- a chest xray may be diagnostic of pneumothorax but tell you  the severity of cardiac failure (as well as diagnosis).  You’ll find there’s a lot of overlap and often the same test crops up in different categories for different reasons for the same diagnosis, that’s OK - at least you haven’t forgotten it.  If you run out of time, writing down the mnemonic will at least point you in the right direction without having to be higgledy piggledy and stabbing in the dark.  You can also say, “I would order the following diagnostic tests....... To judge the severity I would order....” etc.  It sounds more structured.  Often a particular category may not be relevant to the problem - just leave it out.

KEEPING IT SIMPLE, THE RULE OF 3’S*


If you’re having trouble synthesising information, coming up with issues lists, and giving an orderly discussion (i.e., it’s in your nature to fire rabbit shot rather than bullets), then give this approach a go in practice and see if it works for you:

1. Limit yourself to 3 issues only

· The first should be what the patient has identified as the main issue with their health at the moment

· If it’s clear that you and the patient’s physicians see something else as a bigger priority, then make this number 2

· Number 3 could easily be a chronic problem needing ongoing management; so pick the most obvious one (e.g., diabetes, renal failure etc.)
2. For each diagnostic problem, have 3 things in your differential diagnosis

· Restricting yourself to 3 means you can just focus on what’s common and leave the “zebras” completely out of it

· For each differential diagnosis, have 3 investigations

3. For a management problem, have 3 goals of treatment and then 3 treatment modalities to accomplish each goal
· Hopefully the more important ones will come to mind first and by restricting yourself to 3, you can discard zebras.
*With thanks to Iain Swainson, who I believe learnt this from a tutor at Prince of Wales. Iain’s theory is that this approach will give you 1+3+9 = 13 things to talk about for each issue, which should take about 5 minutes for each.
FINALLY

If you do the work, practice practice practice and work to a structure, then all you have to do is show up.  It’s that easy (seriously). Good luck!!

Craig Boutlis
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