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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.
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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.
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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


( )
( )
( )
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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

OSCE CODE A1.18                                                                               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 

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
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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: (GPs 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.

www.bradfordvts.co.uk 

