Developing an OSCE scenario and case


The best way to develop  the scenario is to firstly decide what you are  hoping the candidate will get out of it   


Then try to formulate 6 documents:

1. Candidate briefing sheet – providing all the necessary information to help assess whether they can meet the aim

2. Patient briefing sheet – giving a very full description of the character, their health background and the consultation.   It’s a good idea at the end of the sheet to do a “how to respond if the candidate asks…….”  You may not use it all while doing the simulation but it  helps you to act the simulation convincingly  

3. Assessor briefing sheet – dictating what you should be looking for (should relate to the aims and objectives)

4. Assessor Assessment sheet – stating all the behavioural, verbal cues, examination and other skills  he/she should be looking for
5. Patient Feedback sheet – giving candidate feedback on how the patient felt
6. A handout – to help consolidate the learning (review your aims and objectives to decide what type of handout).  Keep handouts short, otherwise they’ll never be read.  Try and limit to 2 sides of A4 (if possible)
See the example that follows.  

(the only thing that is missing is the patient instruction sheet)

Following the example are some templates that you can modify and use.
When you decide the run the station, don’t forget to brief the patient simulator to ensure you both have a common understanding of what you are trying to achieve.

GP TRAINEE INSTRUCTION SHEET
DATA GATHERING/HYPOTHESIS FORMULATION – Mrs. Jane Payne
The Scenario

Mrs Jane Payne is a 45 year-old housewife and mother who works part-time as a hotel secretary/receptionist.  She was last seen at the practice some 18 months before for a routine cervical smear recall with the practice nurse and this was normal.

The Task

Your task is to determine the history of the patient’s problem ad to offer an appropriate management strategy.  A clinical examination is not necessary and can be assumed to be normal.

Other Notes

The consultation will be stopped after 7-10 minutes allowing 5-7 minutes for feedback.

 ASSESSOR’S INSTRUCTION SHEET
DATA GATHERING/HYPOTHESIS FORMULATION – Mrs. Jane Payne
Aim Of the Station 
To assess the GP Trainee’s ability to clarify the patient’s symptoms – which are a notable change of bowel habit and abdominal pain and to discuss with the patient what these symptoms might mean and to agree a management plan for her.
Patient

PLEASE NOTE IT IS YOUR RESPONSIBILIITY TO RECRUIT A SUITABLE PATIENT
The patient is a female aged 45 and she will need to be very well briefed and certainly not embarrassed to talk about bowel related symptoms.   It will be necessary for her to be clear what the history is and to have rehearsed this prior to the OSCE.

Equipment needed (please arrange and bring with you)

1. Prescription pad

2. Leaflets on “Irritable Bowel Syndrome”

3. A copy of the guidelines for the management of bowel concer

4. A copy of the BNF

During the consultation
1. Assess the Trainee’s ability to take a relevant history.

2. Assess the Trainee’s behaviour in relation to the patient.

3. If the Trainees asks, to be told that a physical examination, including a rectal examination, is entirely normal.

4. Assess the Trainees ability to discuss these symptoms with the patient and construct a management plan.

5. Please use your discretion as to when to stop the consultation depending on the Trainee’s performance (up to a maximum of 10 minutes).  However, bear in mind that you will require some time for feedback and discussion.  Each station should last a maximum of 15 minutes.

After the consultation

1. Complete the checklist feedback sheet and ask the patient to complete their feedback sheet.

2. Invite the Trainee to say what he/she did well and what he/she might have done differently.

3. Invite the patient to give verbal feedback.

4. Using the checklist, give your own feedback.

5. Give the Trainees both feedback sheets.

ASSESSOR’S FEEDBACK SHEET
DATA GATHERING/HYPOTHESIS FORMULATION – Mrs. Jane Payne
GP Trainee’s Name: ______________________________________________

AIM:

A = Completed satisfactorily

B = Attempted/partially completed

C = Not attempted










 A
 B
C

1. Eye contact established initially



( )
( )
( )


2. Introduction – patient set at ease



( )
( )
( )


3. Starts with encouraging gestures



( )
( )
( )


4. Uses open ended questIons




( )
( )
( )


5. Shows interest and is attentive



( )
( )
( )


6. Listens to patient





( )
( )
( )


7. Uses closed questions appropriately



( )
( )
( )


8. Responds to cues from patient



( )
( )
( )


9. Clarifies patient’s statements




( )
( )
( )


10. Makes empathic comments




( )
( )
( )


11. Summarises






( )
( )
( )


12. Clarification of patient’s present symptoms:

(Please tick as appropriate)

Present or absence of rectal bleeding

( )

Relevant family history


( )

Patient’s concerns about bowel cancer
( )

Questions about general health

( )

Clarification of any stress related 

problems in the patient’s life


( )


13.
Makes appropriate management plan



( )
( )
( )

 PATIENTS’S FEEDBACK SHEET
DATA GATHERING/HYPOTHESIS FORMULATION – Mrs. Jane Payne
GP Trainee’s Name:  ​​​​​​​​​​​​​​​​​​​​_______________________________________________

After the consultation for each question please ring the response which you feel is correct.

A. COMMUNICATION
I had adequate opportunity to express my problems.


YES
NO
NOT SURE

The nature of my problem was explained to me.


YES
NO
NOT SURE

I was able to discuss what needed to be done to help me.

YES
NO
NOT SURE

The doctor used language I could understand.


YES
NO
NOT SURE

B. DOCTOR/PATIENT RELATIONSHIP
I was treated with respect.





YES
NO
NOT SURE

The doctor was sensitive to my feelings.



YES
NO
NOT SURE

I felt at ease with the doctor.





YES
NO
NOT SURE

C. PERSONAL ATTRIBUTES
I felt the doctor was competent.




YES
NO
NOT SURE

I trust this doctor.






YES
NO
NOT SURE

D. OVERALL
I would consult this doctor again.




YES
NO
NOT SURE

COMMENTS:
PLEASE COMPLETE IMMEDIATELY AND HAND TO GP TRAINEE AFTER THE FEEDBACK SESSION.

GP TRAINEE – PLEASE SHOW THIS ASSESSMENT TO YOU TRAINER, SO THAT YOU CAN DISCUSS IT FURTHER – THEN KEEP IT IN YOUR LOG BOOK.

HANDOUT SHEET
DATA GATHERING/HYPOTHESIS FORMULATION – Mrs. Jane Payne

Irritable Bowel Syndrome (IBS)
This is the commonest functional gastrointestinal disorder which occurs in 15-22% of adults, but only a third present to their GP's. 1 2 Females outnumber males 1.38-2.5 to 1. It may present at any age and symptoms may eminate from the whole gut rather than just the colon. 
Efforts should be made to make a positive diagnosis from the pattern of symptoms, rather than as a result of multiple normal investigations. There is no structural lesion, but it may be explained by abnormal smooth muscle activity ± visceral hypersensitivity and abnormal central processing of painful stimuli.

Presentation: Abdominal pain and disordered bowel habit, continuous or intermittent. This may be predominantly diarrhoea, predominantly constipation, or alternating between the two. A ‘morning rush’ is common: patients feel the urgent need to defecate several times on getting up, during and after breakfast. Symptoms are chronic, with remissions interrupted by relapses precipitated by stress, gastroenteritis, or changes in bowel flora produced by antibiotics. 

Upper GI symptoms may include nausea, heartburn, dysphagia, and early satiety. 
Extra-intestinal symptoms such as headaches and migraine, asthma, backache, lethargy, dyspareunia, urinary frequency, and urgency are more commonly reported by patients with IBS. Psychological problems (anxiety and depression) are also more common, although some psychological morbidity appears to be associated with health care-seeking rather than with IBS per se. 
Signs: Few and nonspecific (eg tender, palpable colon). 

Diagnosis: (Rome Criteria 3 - developed from those of Manning)6 
At least 3 months of continuous/recurrent symptoms:

1. Abdominal pain or discomfort that is: 

· Relieved by defecation, and/or 

· Associated with change of frequency of stool and/or 

· Associated with change of consistency of stool 

2. AND two or more of the following (at least 25% of occasions/days) 

· Altered stool frequency (>3 motions per day or <3 per week) 

· Altered stool form (lumpy/hard or loose/watery) 

· Altered passage of stool (straining, urgency or feeling of incomplete evacuation) 

· Passage of mucus PR 

· Bloating or feeling of abdominal distention 

[image: image1.png]


Alarm Symptoms suggesting other or coexisting disease: Weight loss, GI bleeding, anaemia, persistent diarrhoea, severe constipation; fever; nocturnal symptoms; family history of GI cancer, inflammatory bowel or coeliac disease; and onset aged >40.

Differential Diagnosis: Colonic cancer; inflammatory bowel disease.

Tests: Diagnosis can be made on symptoms alone when there is a classical history, no alarm symptoms, and the patient is young (<40). 
When there is diagnostic uncertainty, first line investigations are sigmoidoscopy, FBC and plasma viscosity ± stool culture and TSH if diarrhoea is prominent. 
If >40yrs and a recent change in bowel habit, do faecal occult bloods, barium enema ± colonoscopy (any colon cancer?) rectal biopsy (Crohn’s/ UC ?), before diagnosing IBS. Lactose intolerance testing and measuring faecal fats (malabsorption?) may be helpful in some cases. 
Gynaecological referral may help rule out endometriosis and pelvic infection. 

Referral criteria: (GP's refer about one in seven cases to specialists)

· Uncertainty of diagnosis 

· Severe resistant symptoms 

· Consider psychological referral if main problems are inability to cope with symptoms. 

Beware of unnecessary specialist referral and interventions eg hysterectomy and cholecystectomy. Referral may prolong anxiety as much as allay it.

Management: Rarely entirely successful so be pragmatic. Reassurance and explanation are vital - one has to teach the patient the nature of their problem and how to handle it.7 8 Many patients may have a fear of cancer, but only careful and often repeated explanations of the nature of the disease reduces this. 
If food intolerance is suspected, try an exclusion diet. If troublesome diarrhoea: consider a bulking agent plus loperamide. If predominant constipation: try a bulking agent plus lactulose or magnesium hydroxide. Fibre is not a panacea: it can worsen pain and bloating in some IBS. Antispasmodics (Mebeverine 135-270 mg/8h PO ) may reduce colic and bloating (avoid anti-cholinergic anti-spasmodics: many side-effects). Only use tranquillizers (eg Diazepam) if symptoms are stress-related: only use short-term. A two week symptom diary may be useful in identifying food or stress influences on on IBS symptomatology, and may be the first step in effective cognitive behaviour therapy.1 4 Some have tried Chinese herbal medicine with success 5 (as long as drugs like aristolochia, stephania and clematis are avoided - currently banned by the Medicines Control Agency).

Prognosis: >50% will continue to have symptoms after 5 years.

References and further reading: 

1. Paterson WG et al; Recommendations for the management of irritable bowel syndrome in family practice. CMAJ (1999) 161:154-60 

2. Jones R, Lydeard S; Irritable bowel syndrome in the general population. BMJ (1992) 304:87-90 

3. Tally NJ; Irritable bowel syndrome: Disease Definition and Symptom Description. Eur J Surg (1998) Suppl 583:24-28 

4. Guthrie E et al; A controlled trial of psychological treatment for the irritable bowel syndrome. Gastroenterology 1991 100:450-7. 
This is discussed in: Psychotherapy plus standard medical treatment improved symptoms of the irritable bowel syndrome. ACP Journal Club. (1991 July-Aug) 115:9. Revised November 1996, available in Best Evidence 3 

5. A Bensoussan, NJ Talley, M Hing et al; Treatment of irritable bowel syndrome with Chinese herbal medicine. A randomized controlled study. JAMA 1998 280:1585-1589. Discussed in Bandolier 60 (Feb 1999) 

6. Manning AP et al; Towards positive diagnosis of the irritable bowel. BMJ (1978) 2:653-4 

7. Jones R; IBS: prime problem in primary care Gut 2000 46:7-8 

8. Thompson WG, et al; Irritable bowel syndrome in general practice: prevalence, characteristics, and referral. Gut 2000 46:78-82 

9. Thompson DG; Functional bowel disease and irritable bowel syndrome OTM 3e p1966 

Appendix 1:The Manning criteria have been widely used and validated in studies, and were the basis of the Rome Criteria above:6 Suspect the diagnosis when the patient presents with abdominal pain plus two or more of the following (sensitivity 58-81%; specificity 67-87% - further improved by taking note of alarm symptoms):

	Pain relieved by defacation *
	Abdominal distention # or bloating

	Pain associated with looser stools *
	Feeling of incomplete evacuation

	Pain associated with more frequent stools *
	Mucus in stools


* most reliable criteria, # more useful in women

Further reading:

http://www.york.ac.uk/inst/crd/ehc36.htm
http://www.york.ac.uk/inst/crd/ehc36.pdf
http://www.doh.gov.uk/cancer/pdfs/colorectalmanual.pdf
 TEMPLATES

The Patient Simulator’s Briefing

Patient Name: 

Medical Problem: 

Setting: 

SPECIFICS ABOUT YOUR LIFE AS THIS PERSON 

SOCIAL/PSYCHOLOGICAL ISSUES RELEVANT TO THE CHIEF COMPLAINT: (What feelings will you display? What will the GP in training notice about your personality?) 
What you say when the trainee asks “                                                                         “ 

 You say

What you say when the trainee asks “                                                                          ”

You say

CHIEF COMPLAINT DESCRIPTORS 

WHAT HAS HAPPENED BETWEEN ONSET AND NOW?

RELATED HISTORY THE TRAINEE MAY ASK YOU ABOUT 

Candidate Instructions

Station # 2    ________________________

Very brief summary of setting: 

TRAINEE INSTRUCTIONS 

	Patient Information
	Patient’s Name:



	Reason for the Encounter
	Presenting Complaint

Past medical history: 

Social History: 

Family History: 



	Your Role
	

	Trainee’s Tasks
	1.

2.

3.

4.


Assessor Assessment Sheet – modify as necessary

Station #2 : 


    CLINICAL SKILLS CHECKLIST

Date



    GP Trainee’s Name :
	COMMUNICATION SKILLS
	Done
	Partly Done
	Not Done

	Open
	
	
	

	Greet the patient, uses their name
	
	
	

	Introduce yourself
	
	
	

	Explain role/purpose
	
	
	

	Minimum barriers – allows patient to talk/respond
	
	
	

	Elicit & Understand Patient’s Perception
	
	
	

	Elicit patient’s perspective about the illness
	
	
	

	Explore concerns about illness & treatment
	
	
	

	Use of Relationship Building Skills
	
	
	

	Attentive & Good Eye Contact
	
	
	

	Appropriate non-verbal behaviour
	
	
	

	Recognise emotions & feelings
	
	
	

	Effectively engages the patient
	
	
	

	Patient Education
	
	
	

	Use “Ask-Tell-Ask”
	
	
	

	Clear language, no “jargon”
	
	
	

	Offer aids to enhance understanding (ie offers to write out medication plan)
	
	
	

	Encourage questions
	
	
	

	Negotiate & Agree on Plan
	
	
	

	Check patient’s willingness and ability to follow plan
	
	
	

	Manage Flow
	
	
	

	Close – summarises, checks understanding
	
	
	

	
	
	
	

	CONTENT
	Done
	Partly Done
	Not Done

	Brief review of relevant history
	
	
	

	Establishes chief complaint
	
	
	

	Detailed explanation of medications
	
	
	

	Purpose
	
	
	

	Timing
	
	
	

	Side Effects
	
	
	

	Follow-Up Counselling
	
	
	

	Reviews when to call/come in urgently
	
	
	

	Sets the next review
	
	
	









Other Observations: 


    

















                                                                                                                                     





                                                                                                                                           





                                                                                                                                                        





                                                                                                                                               





























