OSCE Handout

Knock on Door, Wait for patient response

Introduce yourself and ask patient, “And you are?”

Wash your hands

Sit Down on patient level

Ask patient, “Can I ask you a few questions?” AND “Is it ok if I take notes?”

History of Chief Complaint: Ask patient, “What brings you in today?”

O – origination, onset: How/When did you notice this problem?

P – palliation: Is there anything that you do to make it better?

P – provocation: Is there anything that you do that makes it worse?

Q – quality: What does it feel like, sharp, dull, etc?

R – radiation: Where does the pain go? How does it get there?

S – severity: How bad does it feel on scale of 1-10?

T – timing: Duration and Frequency.

T1 – What do YOU think is going on?

T2 – How has this affected your everyday life?


Past Medical History:
Any other diagnoses that they have such as cancer, hypertension, diabetes, high cholesterol, any diagnosis made for you? Also include childhood immunizations, make sure they are up to date

Past surgical history: Have you ever had any surgeries? Have your appendix removed, tonsils, gall bladder, knee surgery; get info about the surgery if they did have it, what year, what hospital

Allergies:Food and Drugs, prescription and OTC, bee stings, environmental and general; what happens when you are exposed to said allergy

Medications: prescription and OTC drugs, vitamins, herbs

Social history: alcohol, tobacco, illicit drugs, IV drug use, caffeine, occupation, hobbies, marital status

Family history: Mom, dad, brothers and sisters, alive or dead, age, any medical conditions 

FEMALE ONLY – last menstrual cycle, currently menstruating, any chance of being pregnant?



PHYSICAL EXAM

·  Vital Signs: Blood pressure, Pulse, Respiration, Temperature, O2 saturation

· Check significance of findings, try to attribute them to specific causes

· General Survey: Age, condition, appearance, observations, dress, well groomed



         HEENT
o   Head- note hair, scalp, skull contour and obvious skin lesions. 
normocephalic and atraumatic.
o   Eyes- Check visual fields, conjunctiva and sclera, cornea, pupils, and lens and extraocular movements PERRL (shine your light in eyes), pupils equally reactive and round to light
  Fundiscopic exam: normal, optic disc and vessels intact
  Extra ocular movements intact (EOMI)
  Sclera white.
  Conjunctiva pink with no signs of infection.
o   Ears- do external exam , check the external auditory canals and the tympanic membranes 
        external auditory canal clear, good cone of light, no signs of inflammation, tympanic membrane pearly grey in color, osseous landmarks identified. Is there Drainage, is the membrane intact (tympanic membrane injected if bad).
o   Nose- check for obstruction/patency and drainage or discharge, palpate for sinus tenderness
  Nares patent, no blood in nares, septum intact.
o   Throat- check (visually) oral mucosa, teeth, tongue, posterior oropharynx
  Oral exam
  Oral mucosa moist/dry
  Pharynx non injected/inflamed (red-erythematous). Moist and pink. Airway clear. No tonsillar swelling.
         Neck- palpate lymph nodes, trachea and thyroid
o   Supple with no ttp (tenderness to palpation). No lymphadenopathy 
         Chest-Inspect thorax anteriorly and posteriorly. Check chest expansion and  for tactile fremitus, auscultate in all appropriate areas ; check for carotid pulse on one side at a time, check for brachial pulse, assess PMI, auscultate heart in all appropriate areas in seated position, assess for varicosity
o   Lungs
  Clear to auscultation bilaterally. No wheezes, rails, or rhonchi noted. (or you can say wheezing bilaterally and breath sounds equal bilaterally)
  No dullness to percussion. 
o   Cardiology
  Regular rate and rhythm (RRR).(tachicardic/bradicardic). 
  S1 and S2 sounds present with no murmors, rubs, or gallops (S3 and S4) noted.
· Abdomen- do inspection, auscultation, percussion, then palpation; percuss the liver and spleen, assess for aortic and renal artery pulses
· Soft or rigid, positive bowl sounds in 4 quadrants, nontender, nondistented, no rebound or rigidity, no guarding, rovsing’s sign, mcburney’s, obturator sign, heel slap, psoas sign
· Extremities
· Edema, clubbing b/c of cardiopulmonary conditions, cyanosis
· Neuromusculoskeletal- do overall inspection, palpate and check range of motion of shoulders, neck, elbow, wrist, hip, knee..Examine back with inspection, palpation, with active range of motion
· Bruzinski and Kernig sign
· Neurological - Note mood, check strength of bicep, tricep, wrist extensors and flexors, hip flexors and extensors, knee flexors and extensors, and of dorsiflexors and plantar flexors of the ankle; check muscle stretch reflexes at bicep, tricep, patella, and Achilles;check sensation to light touch; assess gait.
· Cranial nerves
· 2-12 appears grossly intact, Romberg, pronator drift, bruzinski’s and kernig’s, graphestesia and sterognosis, aphitaxis, babinski test
· Osteopathic
· Somatic dysfunction
· Psychology
· Mini mental status exam 
· Skin
· Rashes and lesions 

AFTER PHYSICAL EXAM IS COMPLETED

Do you have any more questions?

Tell them what you think the diagnosis is and the treatment.
I will discuss findings with my attending physician and we will be back in shortly to discuss the results.
If you have anymore problems or do not feel better in __days, feel free to come back to office or call.

SOAP NOTE COMPONENTS
Date/Time, Vital Signs 
Patient Name
CC in patient’s own words

Subjective: Patient is a ___year old female complaining of _______. 
       ID/Profile, History of Chief Complaint, OPPQRST, Allergies, Medications, Past surgeries

Objective: Height, weight, vital signs, Labs, tests, examination data, PUT DATE AND TIME

Assessment: Differential Diagnosis, Final Diagnosis
Differential Diagnosis: VINDICATED
Vascular, infection, neoplasm, drugs, inflammation, congenital, allergies, airways, trauma, endocrine, D.O., somatic dysfunction 

Plan: Treatment, Medications, Follow-up, Recommendations, Patient Understanding, Patient Compliance

Sign Your Name, OMS-I
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Instructions for administration and scoring of the MMSE

Orientation (10 points):
+ Askfor the date. Then specifically ask for parts omitted (e.g., "Can you also tell me what
season it is?"). One point for each correct answer.

+ Askintum, "Can you tell me the name of this hospital (town, county, etc.)?" One point for each
correct answer.

Registration (3 points):

+ Saythe names of three unrelated objects clearly and slowly (e.g. Apple, Table, Door), allowing
approximately one second for each. After you have said all three, ask the patient to repeat them. The
number of objects the patient names correctly upon the first repetition determines the score (0-3). If the.
patient does not repeat all three objects the first time, continue saying the names until the patient is able
to repeat all three items, up to six trials. Record the number of trials it takes for the patient to lean the
words. If the patient does not eventually learn all three, recall cannot be meaningfully tested.

« After completing this task, tell the patient, "Try to remember the words, as | will ask for them in a
little while."

Attention and Calculation (5 points,

‘Ask the patient to begin with 100 and count backward by sevens. Stop after five subtractions
(93,86, 79, 72, 65). Score the total number of correct answers.

+ "l the patient cannot or will not perform the subtraction task, ask the patient to spell the word
"world" backwards. The score i the number of letters in correct order (e.g., dirow=5, diorw=3).

Recall (3 points):
+ Askthe patient if he or she can recall the three words you previously asked him or
her to remember. (e.g. Apple, Table, Door) Score the total number of correct answers (0-3).

Language and Praxis (9 points]

+ Naming: Show the patient a wrist watch and ask the patient what it . Repeat with a pencil
Score one point for each correct naming (0-2).

+ Repetition: Ask the patient to repeat the sentence after you ("No ifs, ands, or buts."). Allow only
one trial. Score 0 or 1

+ 3-Stage Command: Give the patient a piece of blank paper and say, "Take this paper in your
ight hand, fold it in half, and put it on the floor." Score one point for each part of the command correctly
executed.

. Reading: On a blank piece of paper print the sentence, "Close your eyes," in letters large
enough for the patient to see clearly. Ask the patient to read the sentence and do what it says. Score
one point only if the patient actually closes his or her eyes. This is not a test of memory, so you may
prompt the patient to "do what it says” after the patient reads the sentence.

+ " Witing: Give the patient a blank piece of paper and ask him or her to write a sentence for you.
Do not dictate a sentence; it should be written spontaneously. The sentence must contain a subject and
a verb and make sense. Correct grammar and punctuation are not necessary.

. Copying: Show the patient the picture of two intersecting pentagons and ask the patient to copy
the figure exactly as it is. All ten angles must be present and two must intersect to score one point.
Ignore tremor and rotation.
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Method Score | Interpretation
Single Cutoff <24 | Abnormal

Range <21>25 | Increased odds of dementia Decreased odds of dementia

21 <23 <24 | Abnormal for 8 grade education Abnormal for high school
education Abnormal for college education
Education
24-30 18-23 | No cognitive impairment Mild cognitive impairment Severe
017 | cognitive impairment

Severity





