The RACP long case (some notes)
Where candidates go wrong (some common mistakes)

· They spend 60 minutes taking the history and examination and 9 minutes preparing the presentation and 1 minute constructing the issues list (the most important part)

· “You can always change your plan, but only if you have a plan” (R. Pausch)

· They take longer than 12 minutes (the absolute maximum) to present the case and issues list, often by repeating themselves in an introduction, conclusion/summary and issues list

· When going over time and given a gentle prod like “In the interests of time, could you please just present the salient points of the examination and move on to the issues list”, they still talk about negatives in the examination, insist on giving a long summary etc. This isn’t good.

· If it’s a diagnostic problem, they don’t present a differential diagnosis

· If it’s a management problem, they don’t discuss management aims or goals

· They present an undirected list of investigations (starting with FBE, downhill from there)

· They use meaningless clichés like “I think the prognosis is guarded” (so’s mine and I don’t like being reminded of it)
· They say “to exclude” rather than “to diagnose” (please note, physicians are diagnosers, not excluders) and “to rule out” rather than “to look for”

· This sounds semantic; however, is deeply reflective of the underlying philosophy
· They sometimes get led along by the patient and don’t make the mental connection between “hang on, this doesn’t all add up” and “maybe this patient has a lack of insight”

Where candidates go right (the very rare candidate unfortunately)

· They give a very cohesive narrative that logically links each component of the presentation (intro, body, summary [very brief], and issues list)

· In preparing your presentation, work backwards from the issues list and then make sure that everything else flows logically and coherently toward this (how easy!)
· Decide what the issues are and which are diagnostic and/or management

· Decide what the differential diagnoses are
· Decide what the goals of management will be

· In the body of the presentation be sure to specifically comment on the symptoms and features of each illness that support or refute the differential diagnoses; often batched (eg, “there were no symptoms to suggest cancer”)
· Also comment on physical and social constraints that will set the parameters within which you will need to work to carry out your management plan (eg, immobility, social isolation)

· The preceding introduction is covered below and there’s more to come also about the summary and issues list. The discussion should be mindful of the parameters and constraints you have established, in tailoring your plan to your patient
In the hour you spend with the patient

· While 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 from you. May I ask how old you are? Who’s at home with you? What do you see as the most pressing issue with your health at the moment? Can I make a list of your other health problems?”

· Take the history fairly methodically (eg, using the PRIC-MCP schema below), saves rewriting

· Always ask at some stage (verbatim), 

· “What do you see is the most pressing issue with your health at the moment?” and if that doesn’t work “If I had a magic wand and could only fix one of your problems, what would it be?” If that does work, ask “And if I could fix three problems?”

·  “When was your last admission to hospital? What was it for?”

· Screen for common conditions, eg, DVT, PHx warfarin use, gout, OSA
· Save time by finishing off the social history while examining the patient (the examiners do)

· Make sure you are done and dusted with the patient by 50 minutes and then spend the last 10 minutes while you are still in the room mapping out the issues list; ask more questions if needed

· You should generally come up with about 5 issues, nearly always 3-6
· Write out your DDx (about 3 is enough for each diagnostic problem)
· Write out your initial investigations (about 3 for each DDx)
· Identify the main priority(ies) for each management problem
· Write out your management aims and goals (about 3 each is enough...)
· Write out 3 steps you would take for each aim or goal
Giving the introduction

· You must include the name, sex, age, and most relevant single piece of social information in the first sentence (eg,” I saw Mr Jones, a 95 year old former prisoner of war who lives with his elderly wife on a farm, who presents..”)

· Start by listing the presenting problem(s) (say what is diagnostic, management or both)

· This will include new diagnostic problems and new management 

· Then provide the relevant context (problems that impact on the diagnosis and management of the presenting problems; sometimes this includes depression, lack of insight etc) 

· Chronic problems whose management always needs addressing will be here (eg ESRF, diabetes, CCF)

· To transition from active presenting to contextual problems use a joining phrase like, “In the setting of...” or “In the context of...” or “On a background of...”

· Note that your issues list will be comprised of a mixture of presenting problem(s) and contextual problems/information; hence it should be possible for the examiners to identify your likely issues list from the introduction (I like to think that if the power went out and you lost 11 minutes, so couldn’t present the case, then it wouldn’t matter – the issues list would flow straight from the introduction).
· Conversely, there shouldn’t be any padding in the introduction not relevant to the issues list

Presenting the body of the case

· Don’t use abbreviations (eg, don’t say AF, JVP, CABG), with exception of CT, Xray and MRI!

· Present one problem at a time, don’t jump around and try not to be repetitive
· Give goalposts during the presentation; eg, “In relation to the second problem…”

· For the presenting problem, I suggest paying attention to PRIC-MCP (below)

· For each secondary problem, I suggest methodically going through PRIC-MCP but sometimes in less detail. Still, it’s a very handy checklist to have and it will help you collect and present information without having to rewrite your notes after the case

· This often applies (to some extent at least) to complications of major problems (like ESRF and diabetes) and you need to decide whether to nest that within the major problem or recognise it as a problem of its own. In general, I would nest complications that don’t make it on to the issues list (eg, peripheral neuropathy with diabetes) and vice versa (eg, venous and arterial thromboses from SLE may well be a problem of its own and could be flagged while discussing SLE for later mention)

· Ditto risk factors, particularly cardiac risk factors, where it’s often better to present them all under the problem of IHD rather than as individual problems (unless worthy of being an issue on its own, which it may well be).

· Compartmentalise the medications, allergies, family history, and social history by clearly introducing each and then talking about them methodically (eg, “In relation to the social history....”); same point about goalposts above
· For the examination, be precise and don’t waffle. Don’t say “I think” or “the pulses in the legs were difficult to feel”. NEVER say “On brief examination” or “cursory examination” etc.
· Occasionally, you will find something on examination that is unexpected – a new problem that should go on the issues list (eg, splenomegaly, aortic stenosis). Don’t just mention it in the examination; pull it backwards and ensure it gets correct weight in the introduction and also in the presentation as a problem of its own (eg, “Of note, I detected splenomegaly during my examination of which the patient was unaware...In relation to potential risk factors...”). 

· If you spent time constructing your issues list, made a plan, thought about your DDx and management goals, and set it up beautifully in the introduction, then your challenge now is to make sure that it flows through the presentation. It should be clear from the positives and negatives that you present that these are potentially “fors” and “againsts” for your DDx. Likewise you need to provide context in which your management goals and steps will sit

· Save time by grouping symptoms, eg if the patient presents with weight loss, you could say “There were no symptoms to suggest malignancy.” Full stop.  If you asked all the relevant questions and they were all negative then the examiners will know this too. If you missed something, then they can always say to you, “You mentioned that there were no symptoms of malignancy, can you please clarify that?”
Presenting the issues list

· It is a waste of time to give a long summary at the end prior to presenting the issues list (there are no marks in this) and it inevitably steals time from the examiners’ 13 minutes (there are big marks in this). If the introduction set it up and the presentation was logical; I want the issues list

· The worst mistake is presenting everything in a summary and then re-presenting it all as issues 1 minute later. I think the summary that precedes the issues list should include the following only: (Implied gender; eg, Mr or Mrs or an obviously gendered first name); Age; Brief list of contextual social or medical factors that haven’t made it on to the issues list but which must be borne in mind when working through the issues in that particular patient
· For example: “So in summary, Mr Jones is a 48 year old socially isolated man [you’ve already said he lives in a caravan] who is wheelchair bound following a double amputation in whom I have identified the following 5 issues that I would like to discuss: (1) The diagnostic and management problem of an acutely swollen and inflamed right shoulder; (2) Improving adherence to the management of diabetes [note that you’ve picked out a specific aspect that needs addressing]; (3) The management of chronic back pain in the setting of long-term opiate dependence”

· Try and identify competing priorities – it’s a fantastic way for the candidate to demonstrate maturity. An example is someone presenting with melena who has pressing indications for anticoagulation (eg, AF with previous strokes). You can use the term “competing priority”
· Don’t make the mistake of starting to discuss your differential diagnosis, investigations or management of issues while giving the issues list (or even worse, during the presentation). Just give a succinct but complete issues list as the basis for discussion and then move on
The discussion

· You will usually have 2 examiners, a college examiner who travels around doing exams and a local examiner. There will usually be a 3rd physician in the room who cannot participate in the discussion or the marking (this is a local observer).

· The 2 examiners only have 13 minutes to get through about 5 issues with you, which they will have divided up among themselves beforehand, avoiding their own specialties.

· The first examiner will usually take 8 minutes (3 issues) leaving the second examiner 5 minutes (2 issues). They will nearly always go one at a time, without interrupting each other

· They will generally go through your issues list (or their issues list if it’s better) in order; however, if they need to avoid an issue in their specialty it might get moved down the list.

· If you have presented an accurate history and examination and the right issues list, then the floor is yours (usually). Don’t stop talking! Otherwise, you will be stopped at this point so that the examiners can clarify aspects of history and examination (hopefully just bits of information that you left out in the interests of time) and then they’ll return to issue #1. 

So, the floor is yours, how do you keep it? 

· After presenting the issues list (or returning after clarifications), say, “In relation to the first issue, that of the diagnostic (and/or) management problem of (whatever)...” and then:

· If it is diagnostic, the next thing you should say is “My differential diagnosis is...” and then list about 3 in order of your provisional diagnosis first followed by a couple more that are sensible and tailored to your case. Don’t give an exhaustive list of everything it could be – pointless exercise that loses marks and wastes time

· Follow this up with, “To investigate this I would...” and see TESTS below. Focus on tests that make the diagnosis (ie, the CT not the FBE)

· If it is management, then start by identifying any priorities with that issue (eg, improving adherence in management of diabetes and then say “My goals of management would be...” and then list about 3 

· Follow this up with, “To achieve this I would...” and see CAST-ICE below

· This is not rocket science; it’s small target strategy – 5 issues, 3 DDx or goals each, and then 3 tests or management steps each. Potentially 45 discussion points in 13 minutes (can you see by now that you probably won’t even get that far?)

· This 5 x 3 x 3 approach is otherwise known as your plan; the one you started on in those precious 10 minutes before you left the room with the patient. I was taught this by Ian Swainson, who in turn learnt it at Prince of Wales, NSW, while training.
Answering the questions

· This may come as a surprise – the examiners will hardly ask any questions and those they ask are usually very general. The most common ones I ask are:

· “How would you approach (issue)?”

· “What do you make of (a certain piece of information, test result etc.)?”

·  “What is your differential diagnosis?” (I would rather not to have to ask this)
· “How would you investigate (issue)?”

· “What would be your goals of management?” (I would rather not ask this either)
·  “What do you think the patient’s insight was like?” (Often a clue that the examiners perceived a problem; think quickly – did it all add up? Or did some of it seem odd?)

· So, if that’s the sorts of questions that get asked, prepare for this in practice (you could start by always ensuring that you have a plan that includes a differential diagnosis and some management goals; apologies for sounding repetitive!)

· If you equivocate, don’t take a position, or worse, try and straddle both sides of the fence, then usually the examiners will come back to that point – be prepared to state your view

· Some issues are all too common and you should prepare these as “set pieces” the way a soccer player prepares to take penalty kicks; eg, the diagnostic problem of dyspnea, steroid side effects, osteoporosis, cardiac failure NYHA, AF and CHAD scores, using warfarin, smoking – especially smoking (develop an evidence-based approach and sound like you use it routinely)! Hopefully, you have been able to drop these into conversation such that when asked “How would you approach...?” you just step up and bang it into the back of the net
Final tips

· Index cards work well but only if you’ve numbered them for when you drop them!

· I’m absolutely serious about this; imagine getting bumped on the way into the examiner’s room, dropping all your un-numbered cards and being in a complete fluster trying to get them back together? It could affect your performance all day.

· Manila folders seem to go pretty well too; sheets of A4 paper less so

· Unless you are perfect at wrapping it all up in under 12 minutes, then get a kitchen timer (not an iPhone) and put it in front of you when you practice presenting

· On exam day, you are welcome to ask if it’s OK to put a timer on the desk. I love it when candidates do this – it means I’m more likely to get my 13 minutes examining and I won’t have to say during the social history, “In the interests of time, could you please move on to your issues list?” (examiners don’t like having to do this, but will)

· The examiners have been told – very clearly – that they are there to give you an opportunity to demonstrate your skills. They will be unfailingly nice to you and do their best not to tie you in knots or “flog the dead horse” (hence the very general questions above). If it’s clear you don’t know something then they should move on. 

· It’s very hard to know how you went. Were those hard questions because the examiners wanted to let you show that you were worthy of a 7 or because you were way off track? Was it the examiner’s first time too (were they nervous and not very practised at asking questions?) Control what you can – leave that case behind when you walk out the door

Taking the history and presenting the primary and secondary problems – PRIC-MCP

· Presentation

· Includes a lot of detail for presenting problem

· Often just a succinct statement of how, what, where and when for secondary probs

· Risk factors / precipitants

· More emphasis on precipitants for the presenting problem

· Investigations that have been done (think “TESTS” below)

· Complications

· Of the disease

· Of treatment (eg, steroids, immunosuppressives, warfarin)

· Management

· Detailed narrative for primary problem, more succinct for secondary problems

· Current status

· Under control? Out of control? Impact it’s having on their life?

· Prognosis (where relevant)

· As the patient sees it. Have they even thought about it?

· Vital for major active problems.

Using this list in this way makes it easy to ask quick questions of the patient so that you don’t forget anything important and you don’t have to spend any time rewriting it at the end. 

TESTS (in honour of Les Sedal)

· Ordering tests can be part of diagnosis (eg, making a diagnosis, excluding things on your DDx) and management (eg, determining severity, establishing treatment baselines, looking for common complications of that problem). 

· I like to have a checklist for ordering tests so that (1) I focus on being logical and ordered and (2) I don’t forget anything important. Another good reason is to ensure that what I order does fit the checklist and this helps in NOT ORDERING things in a scattergun way

· The list below is usually approached from top to bottom. The “T” and the “E” is most relevant for DDx and the” STS” for Mx I guess. Often, the same test might fall into 2 categories – that’s fine, gives me a second opportunity to order it if I forgot it the first time (eg, lung function tests for diagnosis and severity of asthma)

· To diagnose

· to Exclude things on the DDx (or look for other Etiologies)

· Severity

· Treatment baselines (commonly U/E’s, FBE’s etc. prior to starting medication)

· Suspected complications

CAST-ICE
· Confirm what you were told (like a test result [eg, echo, lung function, ANA, ANCA] or a previous step in management [eg, like a medication, procedure]). Sometimes, the patient will forget they had something obvious done so you could say something like, “If they have had a previous echocardiogram, then I would like to review the results of that”.

· Often, this will lead to the examiners presenting you with the relevant info.

· Assess the current situation (investigate precipitants and order TESTS as above)

· Set treatment goals (eg, 3 for each problem)

· Treatment plan for symptoms, diseases, precipitants (eg, 3 for each goal)

· Involve the patient and others in your plan (eg, cardiac rehab, support groups, family)

· manage Complications of disease and treatment (prevention, surveillance [eg, DEXA scan])

· Ensure follow up

Craig Boutlis, 2018: Page 4 of 7

