


























































































































































































































































































































































































































































































































































































































Station 253: Curettage

Hints and tips

» To remove epidermal lesions

» Local anaesthetic

 Scoop the lesion from the edge while stretching the skin
» Specimen to histology

Solar keratoses
Small basal cell carcinoma

Indications

Station 254: Excisional biopsy

Hints and tips

Used for most small tumours

Diagnosis and cure are achieved with complete excision

Includes small borders of normal skin
[f the lesion is pigmented, it should be excised deeply

Incision should follow tension or wrinkle line
Administer local anaesthetic

Make an elliptical incision around the lesion

This incision should be vertical rather than slanting

Specimen to histology
Suture the wound

Station 255: Incisional biopsy

Hints and tips

+ Can be used for larger lesions to get histological information

» Need to include adequate amount of normal tissue to compare with
the abnormal

* Incision should follow tension or wrinkle line

+ Same technique as for excisional biopsy

Station 256: Viral cultures

Discussion points

* When might you use viral cultures to assist with a diagnosis in
dermatology?

* What other tests are available to assist with a diagnosis in
dermatology?

* When might you use the Tzanck test to assist with a diagnosis in
dermatology?

Hints and tips

« Viral cultures are more sensitive and easier to interpret than the
Tzanck test

« Identifications can usually be made within 2 or 3 days

« If a viral infection is suspected, vesicle fluid can be put into special
transport media for culture at most medical centres

* Other dermatology tests include: patch tests for allergic contact
dermatitis, darkfield examination for syphilis, skin scrapings for scabies,
hair counts for alopecia

 Tzanck test can be quick and reliable for diagnosing herpes simplex,
herpes zoster and pemphigus

+ A smear of cellular material is scraped from the base and sides of a
vesicle and stained with Wright’s or Giemsa stain

» Multinucleated giant cells are seen in herpes simplex, herpes zoster
and varicella but not in vaccinia

« Pemphigus can be diagnosed by tindingtypicalacantholytic cells that
have very large nuclei and scant cytoplasm that are no longer attached
to each other

Station 257: Wood'’s light examination
o When might you use Wood's light examination to assist with a
diagnosis in dermatology?

Hints and tips

» This involves viewing the skin in a dark room under UV light filtered
through a Wood’s glass (‘black light’)

 Tinea versicolor fluoresces two subtle gold colours

+ Erythrasma fluoresces a bright pink-red

* The earliest clue to a Pseudomonas infection, especially in burns,
may be green fluorescence

Station 258: Microscopic examination
Discussion points

* When might you use microscopic examination to assist with a
diagnosis in dermatology?

« When might you use microbial culture and sensitivity to assist with a
diagnosis in dermatology?

* When might you use fluorescence microscopy to assist with a diagnosis
in dermatology?

Hints and tips

» Take a scraping if fungal infection is suspected

« Ideally, scales are taken from the active, advancing border of the
lesion, covered with 20% potassium hydroxide

+ Indermatophyte infections, hyphae are primarily seen

« Intinea versicolor and candidal infections, budding yeast and hyphae
are seen

» Microbial culture is useful for acute bacterial skin infections

* Microbial culture should not delay treatment

» Fora pustular lesion a swab sample is sufficient

« In chronic infections (e.g. TB. deep fungi), specimens such as deep
biopsy must be cultured and special media may be needed

o Indirect immunofluorescence tests (evaluation of serum tor circulat-
ing antibodies):

« in pemphigusor bullous pemphigoid the serum may contain specific
antibodies that bind to different areas of the epithelium

+ inpemphigus, the antibody titre may correlate with the severity of
the disease

Direct immunofluorescence tests (evaluation of a patient’s skin for in
vivo antibody deposition):

 biopsy specimens of patients with pemphigus, pemphigoid,
dermatitis herpetiformis, herpes gestationis, systemic lupus erythe-
matosus and discoid lupus erythematosus show diagnostic patterns
of antibody deposition

The direct immunofluorescence test is more definitive than ordinary
histology for diagnosing most of these diseases
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@ Ophthalmology history and examination

Presenting symptoms |
Trauma '
Fain |
Irritation
Loss of vision
Blurred vision ‘
Double vision }
Headache
Previous trauma
For each symptom determine the pattern and
speed of onset and relationship to other
symptoms
|
]

Station 259: Vision and driving

Past ophthalmic history
Fast ophthalmic history is vital
Are glasses or contact lenses worn?

Date of last eye examination and testing

Drug history

Medicines prescribed for non-ocular conditions
can also lead to eye problems in susceptible
individuals, e.g. anticholinergic drugs may
precipitate acute closed-angle glaucoma or
topical B-blockers may produce bradycardia

Previous eye drops
History of OCP or HRT
OTC meds, e.g. aspirin

Past medical history

Past ocular history

Cardiovascular or cerebrovascular disease due
to risk of emboli

Diabetes and hypertension due to ocular
complications

Systemic disease, e.g. sarcoid and inflammatory
bowel disease, due to their ocular manifestations

Social/family/occupational history

History of irritants or possible foreign bodies
Use of protective glasses, e.g. welder
Smoking

FH of eye conditions including in childhood
FH of systemic disease

DVLA
rules

Acuity
distance of 20 m’
Visual
fields
above or below’
Double Cease driving on diagnosis
vision

Station 260: Eye examination

Group 1: Ordinary driving licence

Requisite: ‘Read in good light (with the aid of glasses or contact lenses if worn) a registration
mark fixed to a motor vehicle and containing figures 79 mm high and 50 mm wide at a

Requisite: ‘A field of at least 120° on the horizontal measured using a target equivalent to the
white Goldman lll4e settings with no defect in the binocular field within 20 degree of fixation

Resume when controlled by glasses or patch

Uncorrected acuity in both eyes must be 3/60.
Corrected acuity (using lenses if necessary) has to
be 6/9 in the better eye and 6/12 in the worse eye

Normal binocular field of vision is required, i.e. any area
of defect in a single eye is totally compensated for by
the field of the other eye

FPatching not acceptable

The eye
and
systemic
disease

Diagnosis

Cardiology Hypertension
Endocarditis
¢ Lipids
Hypertension
Marfan's

Diabetes
Thyroid
Pituitary

Endocrinology

Wilson's
1BD

Sickle cell
Leukaemia

Gastroenterology
Haematology

Infection HIV
CMV
Syphilis
Toxoplasmosis

Neurology Amaurosis fugax
Migraine
Fapilloedema
Multiple sclerosis
Myotonic dystrophy
Myasthenia gravis

Sarcoidosis
Pancoast's tumour

Respiratory

Giant cell arteritis
Rheumatoid arthritis

Rheumatology

Sjogren's syndrome
Bechet'’s disease

Seronegative arthropathies

Retinopathy

Roth spots

Corneal arcus, lipaemia retinalis
Central retinal artery or vein occlusion
Dislocation of the lens

Retinopathy, cataract
Graves’ ophthalmopathy
Visual field defect

Kayser—Fleisher rings
Uveitis

Retinopathy
Hypopyon

Retinopathy
Retinitis

Iritis, vasculitis, Argyll Robertson pupils

Uveitis

Transient loss of vision
Transient loss of vision
See Chapter 97

Optic neuritis
Cataract

Ptosis

Uveitis
Homer's syndrome

Optic neuropathy
Scleritis

Iritis (anterior uveitis)
Dry eyes

Uveitis

* Know basic eye anatomy:

Externally: eyelids, lacrimal gland, nasolacrimal duct, conjunctiva

(covers eye and loops around, so cannot get foreign body behind
an eye), cornea (transparent)
Anterior segment: sclera (outer coating), aqueous
humour (nutrients), iris (colourful part), pupil, lens
(focuses light), ciliary body (produces aqueous and
focuses lens)

Posterior segment: vitreous humour (space), retina and optic
nerve head (generate visual impulses), choroid (blood/nutrient
supply), sclera

* Measure visual acuity

* Visual field testing and blind spot

* Examine pupils: include light reflex

* Examine accommodation reflex: ability of lens to change focus
to see something up close. Ciliary muscle contracts; causes
zonules (hold lens in place) to relax

* Examine eye movements: innervation of extraocular muscles —
aide memoire Lrg (S0), + Il nerve

* Ferform fundoscopy and detect red reflex (be able to detect
diabetic and hypertensive eye problems)

* Recognise common conditions

* Recognise ophthalmic emergencies, e.g. red eye

Vitreous

Lamina cribrosa

Iridocorneal X
Optic nerve

angle

Conjunctiva Retina
Fosterior Tendon of Sclera
chamber extraocular muscle
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Ophthalmology example stations

» A 38-year-old male presents with a history of red, itchy, painful
eyes and intermittent swelling of several joints. Please take a full
history

* A 25-year-old female presents with a discharge from both her eyes.
Please take a history and formulate a differential diagnosis and manage-
ment plan

« Please look at the photographs provided and suggest a differential
diagnosis and three management points for each one

Station 259: Vision and driving

Student info: You are the FY I doctor in the ophthalmology clinic. A
48-vear-old male has been referred after seeing his GP and optician
with deterioration in his vision. Please take a focused history. You
do not need to perform an examination. The optician has documented
visual acuity to be 6/12 in both eyes after correction of his vision
Patient info: You are a48-year-old male. Y ou have not been to see either
your GP or optician previously despite the fact your eye sight has been
deteriorating over several years. You are a raxi driver and have been
scared that youwould lose your licence. You first noticed the problem as
adifficulty with driving at night but it has now got to the stage where you
have had a couple of near misses while driving. PMH: hypertension for
whichyoutake ramipril 5 mg OD. FH: your father died in lis forties from
heart problems and you believe he suffered from some form of inherited
eve problem, but you are unsure of the exact name. Otherwise you are in
good health and currently feel well. You live with your wife who is a house-
wife and looks after vour four children. If you lose your job, the financial
consequences would be hard. Y ou feel there is something seriously wrong
but have been unwilling to accept this until now. If the doctor suggests
you will have to stop driving, then initially state you cannot. If they
explain the reasons why you must. then agree at least in principle

Hints and tips

« Ascertain the patient’s prior knowledge of the situation including the
reason for referral

« Determine symptomatology

+ Determine timing of symptoms

« Elicit PMH, DH and SH

* Establish the FH ofan unknown eye problem

- Establish the fact that the patient is a taxi driver

» Address any concerns the patient has, in particular the fact that
driving is essential for his occupation

Discussion points

« What advice would you give this patient with regard to his driving?
» Canyou discuss the DVLA rules regarding vision and application for
an ordinary licence?

 Arethe rules different fora passenger-carrying vehicle licence?

Station 260: Eye examination

Hints and tips

» Many aspects of the examination of the eye are summarised in the
cranial nerve examination station (see Ch. 33)

« [t is important to remember the importance of theeye as part of sys-
temic disease — a brief revision list is documented opposite

« Actual ‘hot’ cases will be rare in the OSCE but the difterential diagnosis.
particularly of the red eye, is essential for all medical practitioners

» Always examine the right eye first

« Below isa generic examination routine, although it would be usual in
an OSCE for the examination to be broken clown and tested in steps

Examination routine

« Introduction/consent/ask about pain

e General inspection: remember the importance of generalised inspec-
tion of the patient (e.g. signs of myotonic dystrophy — consider cataracts:
signs of a stroke — consider a visual field defect; signs of thyroid disease
—consider Graves’ ophthalmology)

Svstem-specific inspection: look at the eyes

Visual acuity (see Chs 33 and 97): consider pinhole visual acuity
Visual fields (see Ch. 33)

Pupils and papillary reflexes (see Ch. 33)

o Eye movements (see Ch. 33)

« Examine the eye from the front to the back (periocular region, lids,

conjunctiva, cornea, anterior segment, lens, vitreous, macula, retina
and optic nerve): use of a slit lamp will not be examined. but you would
be expected to examine the eye with a torch and ophthalmoscope
» Consider intraocular pressure measurement (you would not be
expected to perform this)
« Finally.once happy with the above, consider dilation of the pupils to
aid with examining the posterior structures
» Fundoscopy (see Ch. 34)
o Completion:

« consider colour vision assessment

« consider systemic examination depending on findings so far

Important notes on the red eye

» Know conditions that require urgent referral: corneal infections, chem-
ical injuries, scleritis. iritis, orbital cellulitis, hyphema and acute glaucoma
 Acute alkali injury is worse than acid. Needs immediate irrigation
until pH is 6

* In acid injuries irrigate until pH is 8. No neutralising

= Herpes simplex virus keratitis: the blue eye picture. There is inflam-
mation of the cornea, which looks like snowtlakes. Treat with topical/
oral antivirals: avoid steroids (can blind the patient)

« Iritis(otherwise known as anterioruveitis): painful red eye with small
pupil. Check rest of the body for inflammation, and treat with steroids.
Associated with autoimmune diseases. Cornea is clear

« Orbital cellulitis: pain with motility; big infected eye (orbitis swollen).
Treatment is an emergency; requires hospitalisation. Infection can spread
from the sinuses to the orbit and then the brain

Summary of ophthalmology investigations
The investigations will depend on the underlying diagnosis, e.g. auto-
immune screen, vasculitic screen.

Bloods  As per underlying diagnosis (e.g. glucose)
ECG Consider if there is a vascular problem
Imaging Ultrasound
CT and MRI (or orbital X-ray)
Micro Eye swab
Other Slit lamp examination including measurement of

intraocular pressure
Retinoscopy
Exophthalmometer
Electrophysiological tests
Fluorescein angiography
System-specific investigations
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@ Ophthalmology cases 1

Station 261: Glaucoma I

Acute angle closure glaucoma

I

Symptoms Painful red eye Usually asymptomatic until advanced stages of the
Blurring of vision, haloes diseases
Severe headache, nausea and vomiting
History of similar episodes in the past

Visual acuity Decreased Normalldecreased in advanced stages
Conjunctiva Injected Normal
Cornea Hazy in symptomatic eye Clear
Anterior chamber Shallow in both eyes Deepinboth eyes
Fositive ‘eclipse sign’
Gonioscopy Closed angles POAG - open angles
CACG - closed angles
10P Much higher than 21 mmHg and the eye may feel harder than fellow eye on digital palpation ~ Usually higher than 21 mmHg
Pupil Mid-dilated in symptomatic eye Relative afferent pupillary defect (RAPD) if asymmetrical
involvement
Optic disc May be difficult to examine due to hazy cornea Vertical cup disc ratio £ 0.7 in a normal-sized disc
Can be normal, hyperaemic or cupped if there have been previous neglected attacks Increase in cup disc ratio over time

Asymmetryin cup disc ratio + 0.2 between the two eyes

Splinter haemorrhages

T
~A
N
(c) Glaucoma: diffuse

cup enlargement. Cup
disc ratio approx 0.6

Anatomy: Normal and cupped optic nerve heads in chronic primary open angle glaucoma

(a) Normal disc
Cup disc ratio approx 0.3

(b) Glaucoma:
focal notch

Station 262: Uveitis I

Fainful red eye
Blurred vision

External ocular
appearance in
a patient with
uveitis. Note
inflammatory

Classification
Anterior uveitis  Usually limited to the iris (iritis)
Associated with autoimmune diseases,
e.g. rheumatoid arthritis or ankylosing

gl 5 spondylitis
& o Of © Iad : ;ispl?n:a 2 Most common in young and middle aged
MUGCGRE TS 110 s Pars planitis Area between the iris and the choroid.

associated diseases .
Usually young men and is generally not

associated with any other disease,
although may be related to Crohn's or
multiple sclerosis
Fosterior uveitis  Usually choroiditis
If the adjacent retina is also involved it is

Keratic
precipitates on
B the corneal
endothelium

Associations

ldiopathic

Infectious Toxoplasmosis
Herpes zoster

CMV called chorioretinitis.
Systemic Ankylosing Fosterior uveitis may follow a systemic
spondylitis A hypopyon, white infection or occur in association with
Reiter’'s cells collected to an autoimmune disease. Also CMV
disease form a fluid level retinitis in AIDS
1BD in the inferior
Sarcoidosis

anterior chamber
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Station 261: Glaucoma

Hints and tips

» Eye disorder characterised by progressive eye damage, partly due to
intraocular pressure.

« Normal intraocular pressure (IOP) is 1 1-21 mmHg; this level may
not necessarily be healthy for all people

» Somepeople with normal pressure develop opticnerve injury (normal-
or low-pressure glaucoma)

« Incontrast, many patients have pressure > 2 | mmHg without any optic
nerveinjury

e 1-29% prevalence in white Causasians over 40 years old

+ Can occur at any age

« Classification:

primary or secondary
open or closed angle
acute or chronic

congenital, juvenile or adult

normal or high pressure

Primary open-angle glaucoma

¢+ Glaucoma with an open anterior chamber angle
» Mostcommon form (65%) of glaucoma

+ Usually both eyes are affected

* Vision lost by glaucoma cannot be recovered

Mx Aim is to lower the IOP, to prevent optic nerve and visual
field damage
‘Goal’ = 33% drop from presenting IOP
Baseline tests, visual fields and optic disc photography
serve as a baseline for future comparison
Rx
Medical Lantanoprost— increases uveoscleral drainage, generally
considered first line once a day and has fewer side effects
Topical B-blockers, e.g. timolol, given in increasing
concentration until control is satisfactory
Systemic carbonic anhydrase inhibitors, e.g. acetazolamide,
reduce aqueous formation
Surgery  Argon laser burns to the trabecular meshwork
Or if a more extensive approach is required, a conventional
trabeculectomy
Introduction of adjunctive antimetabolite treatment at the
time of glaucoma surgery has helped to improve surgical
success rates — this is particularly true in those patients
where the natural healing processes tend to obliterate the
drainage channel created

Closed-angle glaucoma

 Glaucoma associated with a closed anterior chamber angle
 Accounts forabout 0% of all glaucomas

« Canbe primary due to pupillary block, or secondary due to something
pulling or pushing the iris up into the angle

Rx
Medical Initial treatment for an acute closed-angle glaucoma attack
is medical

Topical B-blockers, [V or oral carbonic anhydrase inhibitor,
and topical 0.2-selective adrenergic agonists should be given
immediately + 2% pilocarpine (1 drop every 15 minutes for
| hour) to ‘open up’ the angle by rotating the ciliary body
An osmotic drug is used if response to the other treatment is
inadequate

Laser peripheral iridotomy is the definitive treatment for
acute-angle glaucoma. When the cornea is not clear or the
eyeisextremely inflamed the iridotomy is deferred; otherwise
it is performed as soon as the condition of the eye permits
Because the contralateral eye has an 80% chance of
developing an acute attack, a prophylactic peripheral
iridotomy must be performed on that eye

Surgery

Station 262: Uveitis

o This 28-year-old male patient has a recent history of bloody diarrhoea
and is now complaining of a painful right eve. Please examine his eyes,
discussing vour findings with the examiner as you progress

Hints and tips

« Examine the eyes as for the routine in Chapter 94

+ This sort of case would be rare in an OSCE but a simulated patient
could be used and photographic materials referenced

» The general observation of the patient will be even more essential for
this case due to the association with other systemic conditions

Examination  Ciliary injection (engorgement of vessels around the
limbus)
Keratic precipitates

Mx Analgesia
Steroids, topical if mild: systemic for more severe
case
Dark glasses
Short-acting dilators (e.g. cyclopentolate) may be
givento keep the pupil dilated and to prevent ciliary
spasm and the formation of posterior synechiae
Itis important to treat the complications
Intraocular pressure may be reduced by a carbonic
anhydrase inhibitor
Treatassociated diseases

Complications Glaucoma
Cataracts

Fluid within the retina
Retinal detachment
Vision loss

Discussion points

» What are the causes of uveitis?

» How can uveitis be classified?

* What is the treatment?

» What disease associations are there?
« What are the treatment priorities?
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@ Ophthalmology cases

2

Station 263: Diabetic retinopathy l

National Screening Committee
- UK National Guidelines on Screening for Diabetic Retinopathy

Background - level 1
* Microaneurysms
s Retinal haemorrhage + exudates

Preproliferative — level 2

* Venous beading

* Venous loop

¢ Intraretinal microvascular abnormality (IRMA)
* Multiple deep, round or blot haemorrhages

* Cotton wool spots

Proliferative — level 3

* New vessels on disc (NVD)

* New vessels elsewhere (NVE)

* Pre-retinal or vitreous haemorrhage

¢ Pre-retinal fibrosis + tractional retinal detachment

Maculopathy

* Exudate within 1 disc diameter (DD) of the fovea

* Circinate or group of exudates within the macula

¢ Retinal thickening within 1DD of the centre of the fovea

* Any microaneurysms or haemorrhage within 1DD
ofthe fovea

Station 265: Cataract I

Histor hints

Gradual reduction in visual acuity
Increased glare from sunshine or car lights
Altered colour perception

No pain or redness
Monocular diplopia

Examination hints

Loss of red reflex

Well-developed cataracts appear as grey or yellow-brown opacities in the lens

Examination of the dilated pupil with the ophthalmoscope held about
30 cm away usually discloses subtle opacities

Small cataracts stand out as dark defects in the red reflex

A dense cataract may obliterate the red reflex

Slit-lamp examination provides more details about the character,
location and extent of the opacity

Lens with cataract

Fosterior

Anterior

Cortical

Anterior
subcapsular

Nuclear
(nucleosclerosis)

Fosterior
subcapsular

Examination hints

Dots and blots = capillary microaneurysms and retinal
haemorrhages

= omall areas of white plaque which indicate
leakage of lipid deposits from the vessels

Cotton wool spots = areas of retinal infarction

Neoproliferation = development of new vessels

Chorioretinal atrophy = areas caused by laser photocoagulation

Hard exudates

Station 264: Hypertensive retinopathy

Examination hints — grading

of a macular star

Grade 1 Increased tortuosity of retinal vessels with increased {
reflectiveness (silver wiring)

Grade 2 As above plus AV nipping of some 1
vessels [

Crade 3 As above plus retinal haemorrhages "
and cotton wool exudates i

Crade 4 Papilloedema, retinal oedema and

(photo) hard exudates often in the shape i

Station 266: Age-related macular degeneration

History hints

Gradual onset reduction in vision

Shadowy areas in central vision

Distortion of vision centrally esp. colour, fine detail
NB. Commonest cause of blindness in the elderly

Age-related maculopathy (ARM)
Initial change, characterised by Drusen (yellow deposits)
+ changes in the retinal pigment epithelium (RPE)

* Progression leads to...

Age-related macular degeneration (AMD)

|
\J v

Choroidal neovascularisation
(wet AMD) 10% of cases but 90%
of cases are of severe visual loss

Geographic atrophy
(dry AMD)
90% of cases

Choroidal neovascularisation (CNV)

Neurosensory
retina

Haemorrhage
CNV
RPE

—— Bruch's
\ membrane
Choroid
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These fundoscopy stations could involve real patients with actual retinal
changes or simulated patients on whom the student performs the tech-
nique of fundoscopy, with the examiner then having photos of specific
abnormalities for the student to discuss

Station 263: Diabetic retinopathy
« Thispatient hastype 1 diabetes, please perform a fundoscopy. Please
comment on the abnormalities shown on the picture provided

Hints and tips

= Perform fundoscopy as described in Chapter 98

« Look for any other clues around the patient — diabetic diet sign, evid-
ence of other vascular disease, evidence of dialysis fistula, amputation
« Look forthe abnormalities listed in the examination hints section (see
Ch. 94)

Discussion points

» Whateye complications occur in diabetics?

« Whatare the different types of diabetic retinopathy?

* What causes cotton wool spots and exudates?

« When is laser photocoagulation considered?

» What eye symptoms might a diabetic patient complain of and why?
» Whatare the treatment priorities in a patient with background diabetic
retinopathy?

Mx

Rx Optimise glycaemic control and vascular risk factors
Laser therapy

Annual screening, monitoring of diabetic control
Ophthalmologist (refer patient with maculopathy,
preproliferative or proliferative retinopathy or decreased

Monitoring
Specialists

visual acuity)
Diabetologist

Station 264: Hypertensive retinopathy

o This patientison bendrofluazide 2.5 mg daily. Please perform fundo-
scopy and comment on your findings. Now point out some abnormalities
shown on the picture

Hints and tips

 Perform fundoscopy as described in Chapter 98

« Look for any other clues around the patient — evidence of other vas-
cular disease

» Ask a question if allowed

» Look for the abnormalities listed opposite

= NB. Many diabetic patients also have hypertensive retinal changes.

Discussion points

» Whatarethe differentgrades of hypertensive retinopathy and how do
they differ?

« Asan FYI, what urgent tests would you carry out if you noted grade
4 retinopathy on a patient who presented to hospital?

» Whatare the causes of hypertension?

Station 265: Cataract

 Please take a brief history and perform fundoscopy on this 74-year
old patient who has noticed some deterioration in vision in his right eye

Hints and tips
» Perform fundoscopy as described in Chapter 98

» Look for any other clues around the patient as in previous cases

» Look forthe abnormalities listed opposite

« State to the examiner that you would like to take a full history and
complete your examination of the eye including performing a formal
test of visual acuity

Discussion points

« What are the causes of cataract?

« What treatment options are available for a patient with a cataract?
* What symptoms might this patient complain of?

» Describe a classification of cataracts

* What are the complications of cataract surgery?

Causes Ageing

Congenital

Systemic disease (e.g. diabetes)

Drugs (e.g. steroids)

Inherited (e.g. Marfan’s, myotonic dystrophy)
Trauma

Radiation

Rx
Conservative  Frequent eye examinations and prescription changes
initially to maintain vision

Indicated if cataract impairs everyday life or if lens
threatens to cause glaucoma or uveitis

Lens extraction is the mainstay of modern cataract
surgery, usually under local anaesthesia

Surgery

Station 266: Age-related macular
degeneration (ARMD)

¢ Please take a history from this 76-year-old female who has noticed
poor eye sight and measure her visual acuity

Hints and tips
Use the hints in Chapters 94 and 98 for ophthalmology history and
visual acuity measurement.

Discussion points
« What are the risk factors for ARMD?
« Whattreatment options are available for a patient with ARMD?
« Describe a classification of ARMD
Ix  Fundoscopy — may show pigmentary or haemorrhagic
disturbance in the macular region
Fluorescein angiography — may demonstrate a neovascular
membrane beneath the retina
RF Smoking
Genetic predisposition
Association with hypertension
Mx
RxofwetARMD  Photodynamic therapy with ‘cold’ laser
Intravitreal in jections of triamcinolone (steroid) or
an anti-VEGF (vascular endothelial growth factor)
agent (avastin)
Laser photocoagulation of lesion

Monitoring Vision, blind register

MDT Talking books, clocks, home visit, optical aids
Specialists Ophthalmologist
Education Seek medical advice early if ‘other’ eye deteriorates
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@ Ophthalmology cases 3

Station 267: Refractive errors |

Emmetropia (normal) — entering Myopia (nearsightedness) — the Hypermetropia (or farsightedness) Astigmatism — non-spherical

light rays are focused on the retina  point of focus is in front of the — the point of focus is behind the curvature of the cornea or lens

by the cornea and the lens, which is  retina as the cornea is too steeply  retina because the cornea is too causes light rays to focus at

elastic. During accommodation, the curved or the axial length of the eye flatly curved or the axial length is different pointe. To correct

ciliary muscles adjust the lens is too long. Distant objects are tooshort. Near objects are blurred.  astigmatism, a cylindric lens (a

shape to properly focus images. blurred, but near objects can be To correct this, a convex (plus) lens  segment cut from a cylinder) is

Refractive errors cause blurred seen clearly. To correct this, a is used used. Cylindric lenses have no

vision due to a failure of focusing concave (minus) lens is used. refractive power along one axis and
Myopic refractive errors frequently are concave or convex along the
increase until growth stops other axis

Cornea
Optic /\( Pupil
nerve [ \\

Presbyopia is loss of the lens’ ability to change shape to focus on near objects due to ageing. Typically, presbyopia becomes noticeable by the time a
person reaches his/her 40s. A convex (plus) lens is used for correction when viewing near objects, which can be a separate pair of glasses, or combined
into bifocals or variable focus lenses

Station 268: The red eye I

Causes of a red eye oA l
. I T : ) — T T 1
Infection I Allergy | Trauma * Abrasion Inflammation I Acute angle Other l
* Barelgn .bOdy, closure glaucoma "
® Subconjunctival * Pterygium
haemorrhage ¢ Blepharitis
] ¢ Chemical injuries
T 1 i T T 1

T
Keratitia/ulccrl Conjunctivitisl Endophthalmitis |«——> Uveitis Episcleritis I Marginal| Scleritis I
keratitis

* Bacterial » Bacterial * Endogenous
e Viral e Viral * Exogenous
* Acanthoamoebic ¢ Chlamydial ¢ Post-operative

Loss of vision

Loss of vision associated with headache or Sudden painless loss of vision Gradual loss of vision

painful eye movements (non-inflamed eye) Retinal detachment Refractive errors

Optic neuritis/retrobulbar neuritis Vitreous haemorrhage Cataracts

Giant cell arteritis/temporal arteritis Centralretinal vein occlusion Age-related macular degeneration
Migraine Central retinal artery occlusion Primary open angle glaucoma
Benign intracranial hypertension CVAITIA Retinal disease, e.g. diabetes
Pituitary haemorrhage Tumour

Station 269: Optic nerve disease

Pale optic disc Normal optic disc Fapilloedema Acute right papillitis
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Station 267: Refractive errors

o This 24-year-old patient has been referred byvthe GP complaining of

headaches and blurred vision. Please perform a pinhole test of vision
» Please examine the diagrams shown opposite and discuss with the
examinerthe refractive error eachpatientwould have and the management

Hints and tips: pinhole test

 This test is used to determine small to moderate refractive errors

« Introduce yourself and explain the purpose of the test

 Perform a visual acuity test using the Snellen chart

» Reassess using a pinhole to see if the vision improves

« If the vision improves, then the patient may have a refractive error or
early lens opacity. Vision does notimprove with a retinal or optic nerve
abnormality

Station 268: The red eye

A candidate is unlikely to encounter a patient with an acute loss of
vision or red eye in an OSCE but the causes, especially of the red eye,
are essential knowledge fora FY 1. This could be examined in the form
of a structured viva or written question using photographic material.

Hints and tips: conjunctivitis
Classification
o Viral:
« take swabs; self-limiting, lasting about | week
- consider antibiotics to prevent bacterial infection
» if severe, consider steroids, but they can worsen herpes infections
* Bacterial:
« take swabs; often self-limiting
« antibiotics usually prescribed
» Gonococcal:
« take swabs; usually self-limiting
« prescribe antibiotics if severe, e.g. ciprofloxacin
« treatactual and presumed bacterial infections
e rare complications include corneal ulceration, abscess, perforation
and blindness
o Allergic:
« avoidance
« topical OTC antihistamine
« topical corticosteroids if severe

Discussion points
« What are the management principles foracute conjunctivitis?
* Whatchoice of antibiotic eye drop would you use?

Hints and tips: episcleritis

Examination Watery discharge

Corneal findings uncommon

Anterior uveitis in up to 10%

Idiopathic (most common)

Connective tissue disease, e.g2. RA, SLE, IBD

Miscellaneous, e.g. foreign body

Mx No treatment — usually self-limiting
Artificial tears
Topical steroids for more severe attacks
Systemic NSAIDs can be considered
Sunglasses

Causes

Hints and tips: scleritis

* May cause inflammation of anterior % posterior segments of the eye
» Often causes severe pain; often described as a deep, boring ache
which interferes with sleep

« Bilateral in c. 50% patients

» Ask about previous episodes and underlying systemic illnesses

Causes Coexists with systemic disease in c. 50% cases
RA, SLE, ankylosing spondylitis, sarcoidosis
Mx Timely ophthalmology referral

Analgesia
Systemic steroids or other immunosuppressive agents
Important to make diagnosis due to potential loss of sight

Station 269: Optic nerve disease
Hints and tips: papilloedema
Examination Swelling of the optic nerve head due to increased
intracranial pressure
Usually bilateral
Visual acuity may be normal or reduced
Patient may have transient episodes of visual loss
Reduced colour vision
Enlarged blind spot in more severe cases
Raised intracranial pressure, e.g. space-occupying lesion
(SOL), hydrocephalus, benign intracranial hypertension,
saggital sinus thrombosis
Malignant hypertension
Infection. e.g. meningitis
Infiltrative, e.g. lymphoma
Toxic, e.g. chloramphenicol

Causes

Ix Bloods FBC,WCC, U&E, ESR
Imaging CT head, MRI or magnetic resonance angiogram to
exclude saggital sinus thrombosis if no SOL on CT
Micro Lumbar puncture if CT is normal

Unilateral disc swelling
« Papilloedema by definition is caused by raised intracranial pressure
which usually causes bilateral disc swelling
 Unilateral disc swelling can occurdue to:
 demyelination, e.g. multiple sclerosis
« inflammatory causes, e.g. uveitis
* vascular causes
« infective causes, e.g. toxoplasmosis

Hints and tips: optic neuritis

Examination Inflammation of optic nerve; optic disc may appear
swollen (papillitis); sudden onset loss of vision, often painful; reduced
colour vision; mild retinal phlebitis; young adults; females > males
Causes Idiopathic; demyelination; infectious; autoimmune

Hints and tips: optic atrophy

Examination Atrophy of the optic nerve: produces a pale disc;
visual acuity is normally reduced, but can affect colour vision in early
stages: it is notr a diagnosis but a sign of chronic optic nerve disease
Causes Vascular, e.g. central retinal artery occlusion; hereditary,
e.g. autosomal dominant and recessive forms, Leber’s optic atrophy:
inflammatory, e.g. sarcoidosis, polyarteritis nodosa; nutritional, e.g.
vitamin B, deficiency: demyelination, e.g. multiple sclerosis
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Ophthalmology skills

Station 270: Direct ophthalmoscopy Station 271: Instilling eye drops

Mydriatic drops: cautions |
Contraindicated in closed angle glaucoma |
May precipitate glaucoma in patients '
with hypermetropia and a shallow
anterior chamber |
Warn patients that the drops will cause ,
stinging and occasionally local irritation |
Warn patients that their vision will blur |
Fatients should not drive until the effects ‘

have worn off ‘\

Ocular pharmacology at a glance

Mydriatics (cause pupil dilation)

* Antimuscarinics
(loss of accommodation)

weaker muscle. Higher doses of phenylephrine should be avoided due to risk of systemic side effects
Steroids
* Do not use on fungus or herpes simplex or rheumatoid corneal melt!
* Treatment of inflammatory problems (must have justifiable reason for use). Long term can develop glaucoma and cataracts
Glaucoma— two mechanisms to lower pressure in eye:
* 1 Production of aqueous humour

e.g. tropicamide 0.5-1% — reduces parasympathetic innervation causing relaxation of the sphincter pupillae and cycloplegia

* Alpha-adrenergics  e.g. phenylephrine 2.5% — stimulates iris dilators but not as good an effect as anticholinergic because the dilator pupillae is a

f-blockers

Alpha-2 agonist

Carbonic anhydrase inhibitors
¢ 4 Qutflow

Farasympathomimetic

Prostaglandin analogues

€.g. timolol — can induce bronchospasm, hypotension, depression
e.g. brimonidine — can cause arrhythmias/hypertension (note mydriatic cautions above)
e.g. acetazolamide

e.g. pilocarpine (cause miosis)
e.g. latanoprost (need to monitor eyes as can get discoloration)

Station 272: Visual acuity assessment

Standard
Snellen chart
60 metres
R e L . L LTS 6160
I NI Gmetres P N
P T 6126
xYe
o XUT .
PAPFA
venies AHDF
ZAPFX 62
UZNXTA 6/9
DHTNFPZ 6l6
At © metres | can only read what the Poor lady. Her vision is only TZDFEXAHYVY 6/5
girl behind me can read at 60 metres 6160 as good as mine
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Station 270: Direct ophthalmoscopy
Take time while on the wards to familiarise yourself with several
examples of ophthalmoscopes, in particular how to put them together
and turn them on. Some students state they find it impossible to close
their opposite eye when using the ophthalmoscope. This is actually encour-
aged by some specialists because it reduces accommodation spasm.
The best advice is just to practise a lot to get used to the technique.

If you wear glasses for distance, keep them on. Ask the patient to
remove their glasses. Contact lenses can be kept in.

Hints and tips

« Introduction/consent

» Explanation of reason for carrying out procedure

+ Ask about any pain or change in vision if allowed

» Perform a brief external examination of the eyes (do not forget to
perform a brief general examination of the patient)

« Ask the patient to sit in a chair and look straight forward

= Assemble the ophthalmoscope if necessary and check it works

» Darken the room

» Adjust the ophthalmoscope so that the light is no brighter than
necessary

« Adjust the aperture to a plain white circle

« Setthe dioptre dial to zero unless you have determined a better setting
for your eyes

» Use your right hand and right eye to examine the patient’s right eye
 Ask the patient to look straight ahead

« Sitatarm’s length, looking through the aperture and pointing the light
source at the pupil

* Youshould seethe retina as a ‘red reflex’

« Followthered colourtomove within a few inches of the patient’s eye
(warn the patient you will be moving very close to them!)

« Adjust the dioptre dial to bring the retina into focus

 Find a blood vessel and follow it to the optic disc

« Inspect outward from the optic disc in at least four quadrants and note
any abnormalities

* Move laterally fromthe disc to observe the macula

» Ask the patient to look at the light to observe the fovea

» Ask the patient to look at extremes of gaze

« Now repeat the procedure using your left hand and left eye to exam-
ine the patient’s left eye

A note on dioptres

Dioptres are used to measure the power of a lens. The ophthalmoscope
actually has a series of small lens of different strengths on a wheel
(positive dioptres are labelled in green/black, negative in red). When
you focus on the retina you ‘dial in’ the correct number of dioptres to
compensate for both the patient’s and your own vision. For example, if
both you and your patient wear glasses with -2 dioptre correction you
should expect to set the dial to —2 with your glasses on or —4 with your
glasses of f. It is easier to view anterior structures with a positive dioptre
(e.g. +5), but as you draw nearer to the patient dial negative.

« Hypermetropic eye — dial more plus

« Myopiceye—dial minus

Station 271: Instilling eye drops

Itis unlikely that there would be enough patients available foran OSCE

station to have their pupils dilated, so in general a placebo drop is
substituted. It is worth knowing a few examples of ophthalmology drugs
and their mechanisms of action (see opposite).

[t is necessary to perform fundoscopy on this patient, but in order
to do this it is first necessary to dilate the eye using a mydriatic drop.
Please instill 2 drops of the correct drug into the patient’s right eye

Hints and tips

* Introduction/consent

» Give a brief explanation of the reason for carrying out the procedure
« Check the patient has not driven to the clinic

« Choose carefully from the preparations a suitable dilating drop e.g.
tropicamide 1%

» Explain to the patient the immediate effects, e.g. stinging, watering
eye, blurring of vision

» Gently pull the lower eyelid down

+ Hold the bottle with the nozzle about 0.5 cm vertically above the eye
« Administer | drop without the bottle touching the eye

 The patient can dab their cheek if the eye waters but should not wipe
the eye

Discussion points

* What dilating drops are you aware of and what is their mechanism of
action?

* Whatare the contraindications and cautionsto administering a mydriatic?
« What is the mechanism of action of tropicamide?

Station 272: Visual acuity assessment

This is a basic test of vision, but again is another discriminator in an
OSCE as students have often not performed the test alone. Remember
to test each eye in turn and test acuity before other elements of an eye
exam and definitely before administering drops.

* Please assess this 74-year-old man’s visual acuiry using the Snellen
chart provided

Snellen chart

e The chart has rows of different-sized letters on it (other charts are
available for patients who cannot read)

« It should be placed at a distance of 6 m from the patient (this is usu-
ally clone using a mirror at 3 m)

The acuity is recorded as the reading distance (i.e. 6 metres) over the
row number of the smallest letter seen

» A normal-sighted person should be able to see the largest letter at 60 m
« If a patient can only see the top letter at 6 m, their vision is 6/60

« A normal-sighted person should see the letters on the 6m row at
6 m=6/6vision

« If a patient’s vision is better than this, then the acuity measurement
could be 6/5 or 6/4

 The patient should wear their glasses

« Test each eye separately (ask the patient to cover their othereye)

+ Ask the patient to read as far down the rows as possible

« If the vision is less than 6/9, use a pinhole to see if it improves (a
refraction problem that can be corrected with glasses)

« If vision is worse than 6/60, move the patient closer to the chart

« If the patient still cannot see, proceed to test acuity as discussed in
Chapter 33
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@ ENT: ear history and examination

Station 273: Ear history

Symptoms of ear disease:
Deafness Tinnitus
Fain (otalgia) Vertigo

Discharge (otorrhoea)
Balance problems

* Previous ear surgery or history of head injury

* Systemic disease (e.g. stroke or multiple sclerosis)

¢ Ototoxic drugs (antibiotics, diuretics, cytotoxics)

* Exposure to hoise at work or recreation (e.g. shooting)

* FH of deafness

* History of atopy and allergy in children

* Fain may be referred, so enquire about any other head and neck symptoms
* Associated systemic symptoms (e.g. fever)

* PMH of diabetes and multiple sclerosis

Causes of ear pain Causes of ear discharge

External Serous

® Trauma » Otitis externa

¢ Otitis externa Mucoid/purulent

e Furunculosis ¢ Otitis media
Middle ear Clear/blood stained

* Acute otitis media

* Acute mastoiditis
Referred

e Teeth, larynx, pharynx, neck

¢ Consider CSF if head injury
Foul smelling
¢ Cholesteatoma

* Recent upper respiratory tract illness 1

Other relevant features in the history: ]

Station 274: Ear examination

Ear history stations

Hearing loss Tinnitus Vertigo Earache Ear discharge

Eardrum Malleus  Incus Semicircular canal

(tympanic membrane)

Pinna Stapes

(stirrups)

Auditory
nerve
Carotid
artery
External
ear - Cochlea
Temporal
bone
Ear lobe Facial nerve Eustachian tube

Malleus

Stapes

Ear drum Incus

Ear examination stations
Normal ear Ferforated tympanic membrane
Otitis externa Fatient with hearing loss

Grommet

Chorda
tympani
nerve

Normal tympanic membrane (left)

Lateral process  Fars flaccida
of malleus

Long
process
of incus

Cone of light

Fars tensa

Station 273: Ear history

o A 43-year-old woman has been referred to the ENT clinic with
unilateral hearing loss. You are the FY1, please take a history and
SJormulate a differential diagnosis

e A 62-year-old female has come to see you (her GP) with dizziness.
Please take a structured history

Hints and tips

Ear history stations may involve a real or simulated patient or indeed.
as many ear problems atfect children, it may be necessary to take the
history from a parent.

« Ascertain the patient’s reason tor attending

« Establish the main and associated symptoms
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» Be clear about the time course, nature and progression of any symp-
toms. Are they bilateral or unilateral?

With symptoms of pain, try to establish whether this is local or referred
Five nerves can refer pain to the ear:

auricular branch of trigeminal = sinus or teeth

» greater auricular nerve = neck

« sensory branch of facial nerve = geniculate herpes

* vagus nerve = throat

« tympanic branch of glossopharyngeal = throat
o If there is discharge, is it accompanied by pain in the affected ear?
What is the nature of the discharge? When does it occur? Chronic ear
discharge is not normally associated with pain
» There are five important causes of discharge:

- furunculosis

* otitis externa

e acute suppurative otitis media

o chronic suppurative otitis media with cholesteatoma

o chronic suppurative otitis media without cholesteatoma
» Deafness — what does the patient mean? The term can be used to
describe anything from partial to complete loss of hearing
+ The deafness must be classified as conductive or sensorineural (can
be mixed)
+ This must be confirmed on examination. but clues may be given from
symptoms of exposure to loud noise, foreign body, ototoxic drugs,
trauma or infection
» Tinnitus is described by patients as a ringing or buzzing in the ears.
Whilst a cause may not be found, treatable causes (e.g. drug related or
acoustic neuroma) need excluding
» Vertigo is the inappropriate sensation of movement. Subjective
vertigo — sensation of imbalance: objective vertigo — demonstrable
nystagmus
* How long does the symptom last? Is it associated with other symp-
toms such as nausea and vomiting, tinnitus or hearing loss? Is it affected
by head movement?
* Most ear causes of vertigo can be divided into diagnoses depending
on the length of history, i.e. labyrinthitis (clays to weeks), menieres
(minutes to hours) or benign paroxysmal positional vertigo (seconds to
minutes)
« Establish the presence of other important or worrying symptoms or
points in the history (see opposite)
* Ask general questions regarding the patient’s health
+ Assess the impact of the symptoms on the patient’s life
+ Address any concerns the patient has

Station 274: Ear examination

o This patient presents with a history of ear ache: please examine her
ears

* Please demonstrate the technique of otoscopy on this man’s right ear
e Please use this auroscope to examine the mannequin's ears and then
using the example picture, point out some anatomical features

Hints and tips

The station could involve a real patient, a simulated patient or a man-
nequin. Photographs could be used for descriptions. Before performing
the examination, the external ear should be inspected for any obvious
abnormality including the following:

* Size and shape of the pinna

 Extra cartilage tags/pre-auricular sinuses or pits

» Evidence of trauma to the pinna

* Suspicious skin lesions on the pinna including skin cancers

« Skin conditions of the pinna and external canal

+ Obvious infection of the external ear and canal with frank discharge
« Evidence of previous surgery (scars) (look behind pinna)

« Assessment of facial nerve function

Hints and tips: auroscope/otoscope examination
Introduction/check correct patient

Explanation of procedure and clinical indication

 Obtain verbal consent

Determine which is the better hearing ear

* Ask about any pain in or around the ears

Perform a brief external examination of the ear

Assemble the auroscope and check equipment

Select an appropriately sized speculum (use the largest one that will fit)
« Start with the better hearing ear

+ Before examining, palpate the pinnafortendemess (especially thetragus)
« Grasp the pinna between the forefinger and thumb and pull outwards,

upwards and backwards during examination (this straightens the canal
and allows better inspection of the tympanic membrane or eardrum)

» Examine the canal, noting the condition of the canal skin, the pres-
ence of any wax and any foreign body or discharge

+ Examine the tympanic membrane, noting any bulging or perforation
» Remember to examine both ears or tell the examiner that you would
normally do this using a model

» Thank the patient and clear away your equipment

NB. Hold the otoscope like a pencil (not like a hammer) and near the
eyepiece —you will have more control and are therefore less likely to cause
the patient discomfort by making sudden or exaggerated movements.

Tympanic membrane

You will have to carefully and gently move the otoscope about to see
the whole drum in several different views. You may be asked to identify
the following:

 Otitisexterna

* Perforations

» Tympanosclerosis

* Glue ear/middle ear effusion

« Retractions of the drum

« Grommet (tympanostomy tube)

« Foreign body

State to the examiners that you would complete your examination by
performing an assessment of hearing and by performing a cranial nerve
examination (see Ch. 33).
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@ ENT: nose history and examination

Station 275: Nose history

Symptoms of nasal disease: Runny nose (rhinorrhoea)
Blocked nhose Anosmia (ho smell)

Sneezing Hyposmia (reduced smell)
Facial pain due to sinusitis  Cachosmia (foul smell)
Epistaxis Shoring associated with nasal obstruction

Other relevant features of the history may include:

Allergies/atopic disease Seasonal or daily variation in symptoms
Pets at home Smoking

History of previous surgery ~ Occupation

General medical history History of trauma

Nose history stations

Nasal injuries Epistaxis Rhinitis Sinusitis

Station 276: Nose examination

Nasal septum showing Little's area (Kiesselbach’s plexus)

Anterior
ethmoid
artery

Fosterior
ethmoid
artery

Sphenopalatine

arte
Kiesselbach's ot

plexus

Superior
labial artery

Greater
palatine
artery

Nose examination stations
Anatomical problems
Nasal polyp

Thudicum speculum

Station 275: Nose history

o Thispatient has a 2-month history of difficulty breathing through his
nose. Please take a relevant history

Hints and tips

» Thekey points to cover in the history are summarised above

+ Ascertain the patient’s reason for attending and determine the main
and associated symptoms

» Rememberto assess impact of the symptoms on the patient’s life and
work. Anosmia may be very important to a wine taster!

+ Address any concerns the patient has

Station 276: Nose examination
Hints and tips
* Inspection:
« look at the external nose from all angles
« often deformities are best seen firom above
« look specifically for the following:
+ obvious bend. deformity or swelling
« scars or abnormal creases across the nose
« redness or evidence of skin disease
« discharge, crusting or of fensive smell
« to inspect the nose, firstlook into the very front of the nose (anterior
nares) by tipping the tip of the nose up with a finger and looking inside
without a speculum

« After this you will need a Thudicum speculum to open up the nose
and a light source (head light/mirror) to examine the inside of the
nose
+ Alternatively you can use an otoscope with a large end piece
(especially in children — Fig. 2)
* You should be able to identify: nasal septum, inferior turbinate,
middle turbinate, evidence of inflammation (rhinitis), deviation of the
septum, nasal polyp (grey/yellow colour and insensitive)
« In children, a foreign body may occasionally be seen inside the nose,
this is usually accompanied by an offensive, unilateral nasal discharge
if it has been there for some time
» Toassessthe nasal airway there are a variety of bedside techniques:
¢ hold a cold metal tongue depressor under the nose while the patient
exhales. If there is reasonable airflow, there should be some con-
densation under both nostrils (Fig. 2)
« occlude one nostril with a thumb and ask the patient to sniff. This
gives areasonable idea of the patency of the airway
« Smell is not routinely assessed in nasal examination as this can be
very subjective. On occasions wherethere is a need to assess smell, this
is done using a series of bottles containing specific odours. Usually
asking specifically about sense of smell in the history is sufficient
o Completion: examination of the nose is not complete without looking
into the mouth and pharynx
« occasionally large nasal polyps, adenoids and tumours may be
visible arising from behind the soft palate
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@ ENT: throat history and examination

Station 277: Throat history

Symptoms of throat disease:
Sore throat Lump in throat

Regurgitation Dry mouth Bad breath (halitosis)

Swollen glands  Noisy breathing E:'s:“h'a"
Difficulty swallowing (dysphagia)
Fainful swallowing (odynophagia)
Altered or hoarse voice (dysphonia)
Ear pain (referred)
See aleo Ch. 48 (neck) and Ch. 21 (sleep apnoea)
Other relevant features of the history may include:
History of previous surgery General medical history
Smoking Alcohol Occupation Oropharynx
Systemic symptoms, e.g. weight loss, fevers
Throat history stations
Tongillitis  Change in voice Dysphagia Swollen glands
Hypopharynx

Station 278: Throat examination

Anatomy of the pharynx

Nasopharynx
and opening of

Anatomy of the larynx

Epiglottis

Ventricular Vocal cord

fold

) 4 Arytenoid
Aryepiglottic cartilage

fold

Trachea

Throat examination stations

- Tracheostomy

— Neck lumps (see Ch. 48)

— Salivary gland problems

—Vocal cord abnormality
(photos of)

Fatient
after total
laryngectomy

Station 277: Throat history
o A72-year-old male smoker hasheenreferred by his GP with a hoarse
voice. Please take a structured history

Hints and tips

« The key points you should aim to cover in your history are listed
opposite

+ Ascertain the patient’s reason for attending and determine the main
and associated symptoms

« Remember to assess impact of the symptoms on the patient’s life and
work

+ Address any concerns the patient has

Station 278: Throat examination

Hints and tips

+ See Chapter 48 for examination of the neck

o Examine the oropharynx: initially use a tongue depressor and pen
torch to examine the oral cavity and oropharynx. You should assess:

tongue

hard and soft palate

tonsillar fossa

gingivolabial/gingivobuccal sulci

floor of mouth/undersurfice of tongue

uvula and palatal movements

teeth

Examine the larynx:

« initially listen to the patient speak to assess for dysphonia and noisy
breathing

« observe the breathing pattern

« to examine the larynx it is necessary to perform indirect or fibre-
optic laryngoscopy: these would not be assessed in an OSCE at
undergraduate level

« indirect laryngoscopy is demonstrated in Fig. | above

« Completion: a full neck examination including lymph nodes and

salivary glands
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@ ENT cases

Station 279: Ear cases I

Otitis media

Acute otitis media ' e Fluid persists
* I in middle ear
Resolves (usual outcome)l -t Drum perforates I.» Complications (rare)
e.g. mastoiditis
' * intracranial sepsis
Otitis media Ferforation persists }
may be recurrent Chronic suppurative Otitis media with
otitis media (CS0OM) effusion (OME)

Station 280: Nose cases

Nasal polyps

* Nasal polyposis is an inflammatory condition of unknown aetiology

¢ It is usually bilateral. if unilateral, malignancy needs to be excluded

* Associated with chronic inflammation of any cause, asthma and cystic fibrosis
¢ Incidence is 1-4% overall (in adult population) J

* Can cause bony destruction by pressure on bone and also secondary sinusitis

Epistaxis Sinusitis l
Causes ¢ Sinuses are air-filled cavities in the facial bones surrounding the nasal cavity, eyes and anterior cranial fossa |
* |diopathic ¢ Viral infection can cause oedema in the mucosal lining of these sinus cavities. Cilia activity is reduced |
Local * Mucus may then collect and become infected with bacteria
* Atrophic rhinitis ¢ Other causes of drainage obstruction may also lead to sinusitis, e.g. nasal polyps |
® Nasal tumours * Complications of sinusitis occur due to their close proximity to the brain and eyes f
* Trauma (hose picking!) — — B - =
Systemic Frontal sinus
* Hypertension )
* Anticoagulant therapy Frontal sinus Qphenoid
¢ Bleeding diathesis oS
Upper turbinate Ethmoid
sinus
Middle turbinate /
Lower turbinate A\
Q Maxillary
sinus
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Station 279: Ear cases
o Please look at the pictures opposite and describe the lesions

Station 279A: Squamous cell carcinoma
of the pinna

Hints and tips

* The pinna is a common place for squamous cell carcinoma (SCC) to
occur and is related to sun exposure

« Presents as an ulcerating, expanding keratotic nodule

Station 279B: Perforation of the ear drum
(Fig. A)

Hints and tips

« The cause may arise from either side of the tympanic membrane, e.g.
external trauma or internal infection

- It may also be therapeutic or iatrogenic, e.g. immediately prior to
placement of a grommet

Station 279C: Otitis externa (Fig. B)

Hints and tips

« Characterised by pain, discharge and itch

« Infected debrisis visible within the ear canal and this must be removed
under direct visionif possible, or aural toilet with cotton wool if too painful
« Ask abouteczema, psoriasis and dermatitis

Station 279D: Myringosclerosis

Hints and tips

« White plaques on the ear drum

« Calcification from previous ear drum trauma, e.g. acute otitis media
or following grommets

* No hearing loss

Station 279E: Otitis media

« These pictures show various sequelae of otitis media. Please discuss
the presentation and complications of otitis media and describe the
pictures shown

Acute otitis media (AOM) (Fig. C)

» Middle earinfection

« Painful

* Usually occurs in children following URTI
» Canlead to perforation of the ear drum

Chronic suppurative otitis media (CSOM)

« Persistent perforation of theear drum with continuing infection

» With or without cholesteatoma (keratinised squamous epithelium in
the middle ear)

Otitis media with effusion (OME, i.e. glue ear) (Fig. D)

e Fluidin the middle ear with intact tympanic membrane

« Commonest cause of hearing impairment in children

» Main feature on inspection is a dull tympanic membrane (occasion-
ally an air—fluid level is seen)

« Oftenresolves spontaneously

» May need insertion of a ventilation tube (grommet; Fig. E) it OME
persists beyond 3 months (or offer hearing aid)

Station 280: Nose cases
o Please examine this patient’s nose

Station 280A: Nasal polyps
The box opposite outlines the aetiology and associations. Nasal polyps
typically occur in male, middle-aged patients.

Sx  Blocked nose/nasal congestion
Changes in sense of taste and smell
Persistent postnasal drip

Rx  Medical
Surgery

Intranasal topical steroid *+ oral steroids
Polypectomy

Station 280B: Epistaxis

Hints and tips

» Nosebleedsare acommon ENT problem

« Itisimportantto remember that it may be life threatening, particularly
in the elderly or those with co-morbid conditions

* The nasal septum has a rich blood supply (see figure in Ch. 100). A
large anastomosis of arteries (Kiesselbach’s plexus) occurs in the anterior
septum (Little’s area). Bleeding usually arises from here in young
patients

Mx ABCDE (see Ch. 1 1)
Check FBC, clotting and G&S
Sit patientupright and lean patient forward (to avoid
swallowing or inhaling blood)
Pinch cartilaginous nose for 15 minutes
Pledgets soaked in lignocaine and adrenaline (1 : 10 000)
Cauterise with silver nitrate (it bleeding point is seen)
Insert special nasal tampons to tamponade bleeding (lubricate
with gel and insert horizontally along nasal floor)
Altematively. ribbon packing can be used

Station 280C: Sinusitis
Hints and tips
o Acute sinusitis:
« usually unilateral and after an URTI
« symptoms usually last < 3 months
o Chronic sinusitis:
« pain is less of a feature
» symptoms last > 3 months
« Presentation is often non-specific
» Complications can be life threatening

Sx  Nasal congestion
Purulent discharge
Facial pain with headache
Dental pain (maxillary sinus)
Alteration in sense of smell
Pain may be exacerbated by leaning forward or head movement

NB. Facial pain in the absence of nasal symptoms is unlikely to be
sinusitis.

Rx Cases are usually self-limiting
Analgesia and decongestants
Antibiotics
Topical nasal steroids

Complications Osteomyelitis

Orbital cellulitis
Intracranial involvement
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@ ENT skills and data interpretation

Station 281: Hearing tests I

Rinne’s test

Weber's test

Station 282: Impedance audiometry (tympanogram) | Station 283: Pure tone audiometry (hearing test) I
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Station 281: Hearing tests

o Usethis tuning fork to assess this patient’s hearing

o What methods of hearing assessment are you aware of?

o How could you assess whether a child has glue ear?

o This patient complains of hearing difficulties. How would you invest-
igate the cause?

Rinne’s test

e Use a 512 Hz tuning fork as it has a slow decay in sound intensity

» The test compares the intensity of sound heard with air conduction
(Fig. A opposite) and bone conduction (Fig. B)

« In patients with normal hearing, air conduction should be perceived
as louder

« In conductive deafness (external auditory meatus blocked with wax
orina child with glue ear) bone conduction will be louder

Weber’s test

« Place the tuning fork in the midline of the head/forehead

* In normal ears the sound should be of equal intensity in both ears
(Fig. C)

« Inunilateral nerve deafness (Fig. D) the sound should be louder in the
‘good’ ear

« Inconductive deafness (Fig. E) the sound is perceived as being louder
in the ‘bad’ ear because the ‘good’ ear is subject to ambient sound
which decreases its sensitivity (i.e. raises its threshold)

False-negative Rinne

« This is the ‘catch’ with these tests

« [toccurs in patients with unilateral nerve deatness

* The Weber’s test is accurate and shows the sound heard in the ‘good’
ear (Fig. D). however in the Rinne’s test. bone conduction (Fig. F)
appears better than air (Fig. G)

 This is because the neural deafness means the patient cannot hear air
conduction on that side but when bone conduction is tested the patient
is actually detecting it on the other side

Station 282: Impedance audiometry

Hints and tips

» Impedance audiometry (tympanogram) allows the measurement of
middle ear compliance and pressure

« [t measures the amount of sound absorbed by the middle ear at differ-
ent pressures in the external ear canal

« This is normally maximal when the pressures on both sides of the ear
drum are equal (at atmospheric pressure)

o If the pressure in the middle ear falls then the ear drum is ‘stiffened’
and the maximum sound absorbance is when this is ‘corrected’ by
reducing the pressure in the canal to match it

« This sort of picture is seen with eustachian tube dysfunction

* When the middle ear is filled with ‘glue’ very little sound is absorbed
by the middle ear despite changes in the ear canal pressure

Discussion points
» How do grommets work?
* Why do your ears ‘pop’ on aeroplanes?

Station 283: Pure tone audiometry
Hints and tips
* The audiogram measures the loss of hearing (compared to normal) in
decibels (y-axis) at various frequencies measured in cycles per second
(cps =Hertz)
« Note that measurements of bone and air conductance are made for
both sides and are given different symbols
 Five ‘classic’ audiograms are shown opposite:
« unilateral nerve deafness (e.g. acoustic neuroma): Fig. a
* noise injury (bilateral dip at one frequency): Fig. b
« Méniere’s disease (typically unilateral loss at lower frequencies):
Fig.c
« presbycousis (mainly high frequency loss, associated with ageing):
Fig.d
* left conductive deafness: Fig. e

Discussion points

« What is an acoustic neuroma?

* How may an acoustic neuroma present?
* What is Méniére’s disease?
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@ Psychiatry skills

Station 284: Psychiatric history

Station 2865: Risk assessment

Presenting complaint, history of presenting complaint
Fast psychiatric history:
Episodes, admissions, treatment, response
Use of Mental Heaith Act (MHA)
Developmental history:
Birth, early childhood, developmental milestones
School - relationships with peers, academic ability
Adolescence - sexual relationships, leaving home
Adulthood - work, relationships, children
Forensic history:
Age, penalty imposed, current conditions
Social history:
Finances, current living arrangements
Driving licence
llicit drug use - frequency, quantity
Alcohol - units per week, binge pattern
Symptoms of dependency
Family history
Physical or mental illness, suicide
Pre-morbid personality

Station 286: Mental state examination

* Suicide, self-harm

¢ Self-neglect

* Harm to others

¢ Harm to children (emotional/physical/sexual abuse/neglect)
* Harm to property (including fire-setting)

Assessing suicide risk: Beck Suicide Scale [1]

1 Preparation a. Planned in advance

b. Suicide note

c. Final acts (e.g. made a will)
a. Alone

b. Intervention unlikely

¢. Precautions against discovery
a. Did not seek help

b. Stated wish to die

c. Believed act would be fatal
d. Regrets its failure
Presence of five or more is considered significant risk

2. Circumstances

3. After the act

Appearance

Clothes: approprlateneas
Hair/beard: well kempt or dishevelled
Facial expression

Non-verbal commuwca‘tlon eys contac‘t rapport pos‘ture =
lovement: agitation, mvolurltary movements (e g. sxvrapyramldal side
effe.c‘t:a) paychomotor retardatlan

Speech (and form of thought)
Rate: e.9. pressure of speech
Volume

Prosody

neologisms

Form of thought: flight of ideas, loosening of associations, thought block,

Mood (subjective and objective)
Depressed, anxious, irritable, perplexed, elated
Reactivity of affect: |abile, blunt, flat

Thought content

Delusions (fixed, false beliefs out of context of cultural background —
differentiate from over-valued ideas)

Themes: grandiose, persecutory, jealousy or self-referential (e.g. news
reporter sending coded messages by way of his gestures)

Obsessional thoughts

Depressive thoughts

Suicidal thoughts

Ferception
Hallucinations: visual, auditory, tactile, olfactory, somatic
lllusions

Cognition
Alertness
Concentration
Mini Mental State Examination (MMSE)

Memory

Insight
Intoillhess and treatment

With an actor:

* History

* Mental state

* Risk assessment

* Explanation of medication

* Explanation of psychotherapy

* Explanation of prognosis/diagnosis

Types of station

|
|
|
i
|

Types of station

Without an actor:

* Mental state: patient with psychotic symptoms on video

¢ Discussion of a vignette, e.g. differential diagnosis and management

* Discussion of the case you have just seen, e.g. discuss your
assessment of risk with a consultant
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Psychiatry OSCEs: introduction

In psychiatry OSCEs the examiners are likely to be assessing you in
two ways:

* Your level of knowledge about diagnosis and management of com-
mon psychiatric disorders

* Your communication skills

Y ouwill be more likely tomeet an actor than a patient and they may be
instructed to behave as though they are anxious, angry or suspicious.

Station 284: Psychiatric history

Studentinfo: T/is young woman presented to A&E following an over-
dose of paracetamol yesterday. She is now medically fit for discharge.
Please take a history

Patient info: You are a 25-year-old woman from a country in central
Africa. You fled your home a year ago during a civil war in which
several close members of your family were killed by men with machetes
and you feared for your life. You have trouble sleeping and feel anxious
a great deal of the time. You have to hide away your kitchen knives,
hecause they remind you of what happened.Y ou have requested asylum
in the UK, but have to attend a hearing next week. You have been told
that you are likely to be refused asylum. Today, you felt that you could
no longer cope with life. Y ou would rather die than face being tortured
in your home country, so you took an overdose with the intention of end-
ing your life

Hints and tips

« Evenifitis obvious that you do not need one tor the OSCE, remem-
ber to say that you would arrange for an interpreter to be present if
necessary

« Remember general communication skills and build a rapport care-
fully, the patient may be feeling distressed, anxious or suspicious

* The history you take should include a risk assessment

» To assess her symptoms you will need to ask about her current prob-
lems and go on to screen for other psychiatric disorders, particularly
mood and anxiety disorders

* You should try to ask for some details about the reason why the pati-
ent fled or what exactly happened as she may need specific treatment or
counselling (e.g. if she was raped or tortured)

AA Post-traumatic stress disorder
Adjustment disorder
Depression

Further assessment/management

* Physical examination

 Collateral history: the patient may have workers within the asylum
system who can provide further information on her asylum status and
cultural factors that may be important

Station 285: Risk assessment

Student info: T/his 25-year-old woman took an overdose of 30 para-
cetamol yesterday. Now she is medically fit to go home. Assess the risks
for this patient

Patient info: You are a married, 25-year-old woman with twin
18-month-old daughters and a 4-year-old son. Y ou previously worked
as a chef but gave that up when you had children. You think you have
heen depressed since your father died unexpectedly of a heart attack
9 months ago. You have lost weight, wake up at 4 a.m. most days, have
no energy and cannot remember the last time you enjoyed anything. You

have been feeling quite isolated lately, but you are glad your hushand
worksaway because he sometimes hits you. Yesterday afternoon a friend
came over to visit and you had a few glasses of wine. Afterwards you
were feeling very low. You realised that your family would be better
off without you, so you took the children to visit your mother and went
home to take the overdose. You were certain that you wanted to die at
that point. Your mother came round unexpectedly, realised what had
happened and called an ambulance. Now you feel a bit embarrassed
about the overdose, but you really cannot see any hope for the future, and
do not know how you are going to cope. You have not told your hushand
anything yet, and the children are still with their grandmother. From
the age of 15 until you were 18, you were treated for anorexia nervosa

Hints and tips

+ Be sensitive: suicide can be a difficult topic tor patients to talk about,
but broach the subject clearly and openly

* The Beck Suicide Scale can be used as a guide when asking about the
presenting episode of self-harm

* Other factors in the history that should be elicited in this case are: pre-
vious recent suicidal thoughts (frequency and duration), past history of
deliberate self-harm, and current depressive symptoms, particularly hope-
lessness and delusions or overvalued ideas of guilt or worthlessness

» Use of alcohol: continued alcohol use increases the risk of further
impulsive deliberate self-harm

« Protective factors, e.g. sources of support

 Risk to others: has she thought about harming the children (‘taking
them with her’)? Are the children at risk from neglect?

Discussion points

* What is your opinion about the level of risk in this patient?

« What is your differential diagnosis?

« How would you find out whether the patient currently has an eating
disorder?

« How would you manage the risks in this patient?

* Could you use the Mental Health Act to treat this patient against her
will? (Yes, if you are treating a psychiatric disorder, e.g. depression,
and you believe that the treatment is necessary to protect the patient
from serious harm, e.g. completed suicide)

Further assessment/management

+ Collateral history, e.g. from mother

 Physical examination and investigations to rule out organic causes

« Risk management: in-patient versus out-patient; involve multidis-
ciplinary team, GP, medication and social support

» Assess risk to children: it would be your duty to inform social
services if you believed there was a serious risk of neglect or harm to
the children, either physical or emotional

« Assess for other psychiatric disorders such as alcohol dependence
and personality disorder (e.g. emotionally unstable, borderline type)

« Treat any underlying psychiatric disorder, e.g. depression

Station 286: Mental state examination
Student info: You are a junior doctor on call for general surgery. A
d44-year-old man has been admitted with appendicitis. The nurses on
the ward say that he appears ‘paranoid’ and the anaesthetist has asked
you to assess his mental state

Patient info: You are Mr G, a divorced 44-year-old mechanic. You
have two teenage children who live with your ex-wife nearby. Your
life has been pretty stressful for the past year. You have smoked
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amphetamines on and offfor many years and last Christmas you bought
large amounts from some dealers, hoping to sell it on. You ended up
owing them a few hundred pounds, and only just managed to keep your
Jjob by promising your boss that you were ‘clean’. Your girlfriend left
you about a month ago. Now you are worried that the dealers are after
you. They have been waiting outside your house and following you to
work in a car. They have also been able to tap yvour phone. You have
noticed people looking at you in the street. You have heard the dealers
talking outside your house at night, but cannot make out what they are
saving. You like watching Eastenders, but you think that one of the
actors has been making threats to you personally through the story-
line. You know this sounds a bit mad, and are not keen on telling the
doctor. You are also worried that the doctor will turn you in to the
police, so are very suspicious of him/her. Y ou came in because you have
excruciating abdominal pain, and you think this definitely has some-
thing to do with the dealers, perhaps they have poisoned your food . . .

Hints and tips

« Setup will be important here. You may wish to haveanurse with you.
A relative of the patient would also be likely to make your job easier, if
the patient agreed. The patient is likely to be extremely suspicious of
you, so ensure you have left your pager with a colleague and wait a
while before you start writing things down

« Build arapport with the patient/actor — find out what they are worried
about early on, if you can, then explain that what they tell you is
confidential (within the usual limitations)

* When you listen to the patient talk, check whether you are following
his train of thought

= Have in mind introductory questions forparts of the assessment such
as delusions and hallucinations, which the patient may not be keen to
talk about, e.g. ‘Sometimes people have experiences that they can’t
explain . ..’

« To assess abnormal experiences such as hallucinations, ask in detail
about arecent time the patient experienced one. Ask about where they
were, what they were doing at the time, how did they notice it, where
was it coming from?

« Differentiate delusions from over-valued ideas. Ask about what
evidence the patient has for these beliefs, without challenging them and
losing their trust

« For the cognitive section, you can use the MMSE (mini mental state
examination)
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* When you ask about insight. find out the patient’s explanation for
what is wrong and what he thinks needs to be done about it

Discussion points

« Whatis your differential diagnosis?

» Whatare the risks in this patient (suicide, self-neglect, harmto others.
medical risks (e.g. refusal to have the procedure), blood-borne infec-
tions if using I'V drugs)

« How would you manage this patient? (Further history, examination
and investigations, including urine toxicology screen. Consider drug-
induced psychosis or delirium secondary to sepsis and treat these
appropriately. Discuss with the anaesthetist and your consultant before
the surgery (but do not delay the appendicectomy unnecessarily). Refer
to a psychiatrist for further management of psychotic symptoms)

« How would you assess whether the patient has capacity to consent to
an appendicectomy?

* Would you use the Mental Health Act to carry out the appendicectomy
against the patient’s will? (No, the Mental Health Act can only be used
to treat mental disorders)

Capacity

If a patient has capacity to consent, then it must be obtained. Patients
are deemed to have capacity until it is proven otherwise. The degree of
understandingrequired to give or withhold consent varies depending on
the procedure. In this case, the patient needs to be able to:

+ Understand the medical condition (appendicitis)

+ Understandthe options for treatment (urgent appendicectomy is pretty
much the only option)

« Understand the risks of the procedure and the likely consequences if
he did not have it

« Remember and weigh up the information to come to a decision and
communicate the decision

[f the patientdoes not have capacity to give consent, then the procedure
can go ahead without his consent only if it is deemed to be immediately
necessary to prevent death or serious harm.

! Beck AT. Weissman A, Lester D, Trexler L. Classification of suicidal
behaviours II: dimensions of suicidal intent. Archives of General Psychiatry
1976:33:835-7.



@ Psychiatry cases 1

Station 287: Assessment of psychosis

Station 288: Biological management of psychosis

Schneider's symptoms of first rank importance

The presence of just one of these symptoms suggests a diagnosis of
schizophrenia

Delusions of thought alienation

An outside force is controlling the patient’s thoughts in the following ways:

e Thought insertion

® Thought withdrawal

e Thought broadcast
Delusions of passivity

The patient is being made to do something, want to do something or feel

something by an outside force, i.e.
® Made act
* Made will
* Made feeling
Somatic passivity

A delusional belief that an outside force is controlling a part of the body

Delusional perception
A normal percept (e.g. traffic lights changing) is interpreted in a

delusional way (signals that his family are all dead). It comes as a fully

formed delusion ‘out of the blue’ (autochthonous)
Auditory hallucinations

® Third person (talking about the patient as he/shel/it)

® Running commentary

* Thought echo

Formal thought disorder is when the form of thought is disordered,

i.e. the flow of thoughts and how they are linked together are abnormal.
It is assessed by listening to how the patient talks (and can be seen in

their writing). This is very difficult to act and the most likely way it
could be included in an OSCE would be using a video of a patient.
Examples you might see are:

* Loosening of associations - apparent loss of links between thoughts

¢ Flight of ideas - thoughts still have links between them, but flow of
thoughts is too fast

* Thought block: - sudden loss of train of thought

* Neologisms - idiosyncratic use of words or made up words

Station 289: Psychosocial management of psychosis

Subjects to include in an explanation about starting any drug (after
ensuring it is safe to start treatment)

¢ Dose, timing, likely duration of treatment

* Usually start at low dose with gradual increase

¢ Delayed onset of action

* Side effects: common ones and rare but serious ones

* Frequency of blood tests/other monitoring, e.9. ECG

* Mechanism of action (in lay terms, e.g. correction of imbalance of
chemicals in certain parts of the brain) and explanation that these
are not drugs that cause addiction

* Stopping: medication should be gradually withdrawn under supervision
of a doctor

* Special considerations, e.g. women of child-bearing age

All antipsychotics can cause almost all of the following side effects to
some degree. Examples of the worst offenders are given:

e Extrapyramidal (typicals, e.g. haloperidol)
Farkinsonism: rigidity, bradykinesia, tremor
Akathisia: restlessness (motor/cognitive)
Dystonia
Tardive dyskinesia

* Weight gain

* Sedation

* Hyperprolactinaemia (risperidone)

* Sexual dysfunction

* FPostural hypotension (clozapine)

* Diabetes, dyslipidaemia (olanzapine, clozapine)

* Reduced seizure threshold

* Cardiomyopathy (clozapine)

* QTc prolongation

* Neuroleptic malignant syndrome (haloperidol)

¢ Cholinergic, e.g. dry mouth (typical antipsychotics)

* Increased liver enzymes (olanzapine)

This is where the multidisciplinary team (MDT) becomes important. Know who would be in it and what each member would do

Formal psychological therapy

* Cognitive-behavioural therapy: targeted at the distress caused by psychotic symptoms, aiming to later challenge delusional beliefs or hallucinations

* Family therapy: based on the idea that levels of expressed emotion are high in some families of patients with schizophrenia (hypercritical and over-involved').

Social

* Employment, finances, housing (social worker)
* Activities (occupational therapist)

* Social skills training
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Station 287: Assessment of psychosis
Studentinfo: LK isa physics student. He has been brought to A&E by
his housemate who says that he has been acting bizarrely for 3 weeks. He
has been withdrawn and suspicious. Assess this patient’s mental state
Patient info: You are a 19-year-old student. Your housemate has
insisted on bringing you to hospital because he thinks you are unwell.
Youare angry that he thinks this because you are very worried that the
students next door are plotting to kill you, and no-one seems to believe
you. You owe them some money (£20) for some cannabis they gave you.
You have been staying awake at night because you are too frightened to
go to sleep. At night you hear them talking about you. You think they
know where your parents and younger brother live, and are worried
that if they do not kill you, it will not be long before they find your
family. You are sure that the students are somehow listening in to your
thoughts — you cannot say how — but this terrifies you

Hints and tips

+ Ascertain the patient’s understanding of why he has come into
hospital — this will allow you to gain an idea of his level of insight

« If the patient is distressed and anxious, it is important that you are
empathic towards him, rather than challenging the truth of the experi-
ences he is reporting

» Memorise a set of questions that you can use to ask about first rank
symptoms

« Find out whether the patient needs to protect himself by carrying a
weapon, whether he has any idea about who exactly poses a threat to
him and whether he has considered harming this person. Also ask about
whether he perceives any threat to his loved ones and ask about suicidal
thoughts —he may be planning to commit suicide in order to protect his
family

Discussion points

» Which of Schneider’s first rank symptoms does this patient have?
List the others

« What is the significance of having first rank symptoms?

» In a different scenario with a patient with delusions of persecution,
you may be asked to carry out a risk assessment

AA  Drug-induced psychosis (amphetamines or cocaine are most
likely to cause this picture)
Schizophrenia
Schizoaffective disorder
Acute and transient psychotic disorder
Organic illness, e.g. brain tumour

Ix Collateral history from housemate and family (if the patient
agrees, you can ask friends/family for further information, e.g.
substance misuse, FH and to ascertain thatthe reported
persecution is delusional)
Physical examination, including neurological with fundoscopy
Urine toxicology screen
FBC, U&Es, LFTs, TFTs, calcium, glucose, syphilis serology

Station 288: Biological management of
psychosis

Management is likely to come up in a station where you are asked to
explain something to thepatientor arelative. In psychiatry this includes
the psychological and social aspects of care in addition to medication.
In general, for patients with an acute psychotic episode, you should
assess the risks and consider in-patient management (or intensive home
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treatment from, for example, a crisis team) for further assessment
before commencing antipsychotic medication.

Student info: MS is a 21-year-old shop assistant. He has been on
the psychiatric ward for 3 months. He was admitted this time with his
second psychotic episode in 2 years and has been diagnosed as having
schizophrenia. He stopped attending for his depot injections a few
months before this episode began, and your consultant would like to
start him back on an antipsychotic drug. You have arranged to speak
to the patient about starting an antipsychotic medication. Choose one
antipsychotic medication that youwould like to talk about

Patient info: You have been told that you have schizophrenia. You
know that this is because you were hearing voices, but you still do not
really understand why it happened. You have stopped hearing voices
now, but since you came back into hospital, you have lost your job, your
girlfriend has left you and you have been evicted from your rented flat.
The doctors have said that the depot antipsychotic worked well, but you
disliked it. It was causing problems with your sex life, and you are quite
embarrassed to talk about this. You say that you do not like taking it
hecause it has made you put on weight, which is also true. It also made
you feel stiff in your face and hands. You have no idea about what will
happen in the future, but you really want to leave hospital

Hints and tips

 Ensure that you remember all the usual points: find out how much the
patient knows and whether he has any strong feelings about taking any
medication for his symptoms; does he think he needs it, does he think
the previous treatment worked?

« Ask about unwanted side effects he has experienced before. You may
need to ask specifically about sensitive ones such as sexual side effects
if you think it is appropriate/important

» Encourage the patient to weigh up the pros and cons of the previous
treatment, so that you can find out what is important for him

« Know enough examples of antipsychotic drugs to choose one that
would be appropriate for this patient

« [f this was a female patient you would need to give appropriate advice
about contraception, explain about the risks to the fetus and explain
what to do if she were to become pregnant

Discussion points

* What is treatment-resistant schizophrenia? (Schizophrenia that has
not fully responded to two trials of antipsychotic medication at an
adequate dose for at least 6 weeks)

« How would you assess treatment-resistant schizophrenia? (Reconsider
the diagnosis or co-morbid disorder such as drug misuse; assess whether
the patient has been taking the medication as prescribed)

» How would you manage treatment-resistant schizophrenia?

» Explain how you would start a patient on clozapine (usually as an
in-patient, with a baseline assessment to ensure it is safe to start,
monitoring of BP, pulse, ECG, start at very low dose and gradually
increase, weekly FBC initially)

Station 289: Psychosocial management

of psychosis

Student info: Youw are the junior doctor on a general adult psychiatric
ward. Your patient JG is a ]9-year-old man who was diagnosed with
schizophrenia during an admission to an adolescent unit. He has had
many different antipsychotic medications and has been on clozapine

for the past 4 months. He has never responded well to medication and

has severe negative symptoms. He still hears voices from time to time,



but seems to have insight into these at least some of the time. He was
admitted to your ward 6 months ago (before you started) and you have
been told that he has made some progress since starting clozapine; for
instance, he is now able to care for himself. occasionally visits the shops
with a nurse and regularly goes to the gym or plays badminton with
the occupational therapist. The plan is that he will be transferred to a
rehabilitation unit. He would share a flat with other patients, and would
be encouraged to be as independent as possible, but there would be
nurses nearby 24 hours a day and check-ups with the psychiatric
doctor whenever necessary. The patient has agreed for you to talk to his
mother about his long-term management and prognosis. He did not
want to be present for this discussion

Relative info: You are Mrs G. Your son is now 19 years old. You
think he first became unwell at around 15 when he gradually became
withdrawn and started to fall behind with his school work. He was
not diagnosed with schizophrenia until he was 17, when he became
frightened and started to act bizarrely. After he was discharged from
the adolescent unit, you cared for him at home for a while, but you
quickly realised you could not cope with him and you were worried
that he might lurt your 8-year-old daughter. Since then, you have rarely
seen the son you remember as a child, and you have been devastated
that the doctors cannot do more for him. They have told you that this
new medication he is on (clozapine) might help, but in general they do
notseemvery hopeful.Now he is going to be transferred to arehabilita-
tion unit. You are quite worried about this as you have been to visit
and saw that he would have much less supervision than he has had in
hospital

Hints and tips

+ Ascertain what Mrs G would like to talk about and what she knows
about the outlook forher son and the proposed transfer

« Find out what her particular concerns are

« Explain the natural history of schizophrenia: some patients fully
recover and have no furtherepisodes, some fully or partially recover but
have further episodes, some have little recovery and continue to have
disabling symptoms in the long term

» Be realistic (negative symptoms are generally difficult to treat, and
the prognosis for this patient is quite poor) but try to be hopeful where
you can (his social functioning seems to have improved lately and
patients may continue to improve on clozapine for many months)

« The general idea for rehabilitation in psychiatry is to enable the
patientto live as full a life as possible, by optimising all aspects of their
care, usually in the community. The long-term aims include a gradual
move towards independent living and employment or education

« A key-workerusually coordinates the care of the patient and involve-
ment from the MDT, and should be introduced to the patient when
discharge planning begins

Discussion points

* What are the negative symptoms of schizophrenia? (Poverty of
speech, blunted affect, loss of interest in social interaction)

» How can these be treated?

» What are good or bad prognostic indicators in schizophrenia?
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@ Psychiatry cases 2

Station 290: Assessment of mood disorders

Station 291: Biological management of mood disorders |

Core symptoms of depression

Low mood, anhedonia, lack of energy

Additional symptoms

Low self-esteem, guilt, thoughts of suicide, poor concentration,
psychomotor disturbance, sleep disturbance, change in appetite

Severity of a depressive episode (ICD-10)

Number of symptoms

=

Mild 2 2

Moderate % 4
Severe &) (5}

Somatic syndrome
Loss of mood reactivity
Early morning wakening
Loss of appetite

Loss of weight >5%

Loss of libido

Pervasive anhedonia
Diurnal mood variation
Paychomotor disturbance

Classification for differential diagnosis

A depressive episode can occur:

* With or without the somatic syndrome

* With or without psychosis

* As a single episode

* As part of a disorder, e.g. recurrent depressive disorder, bipolar
affective disorder

* Secondary to other mental disorder, e.g. substance misuse,
schizophrenia

* With co-morbid illness or disorder

Antidepressants

* Selective serotonin reuptake inhibitors

* Tricyclic antidepressants

* Selective noradrenaline reuptake inhibitors
® Monoamine oxidase inhibitors

Side effects
Hyponatraemia
Cardiac effects

Weight gain

Anti-cholinergic

Sexual dysfunction Fostural hypotension

Sedation Discontinuation symptoms

Increase in impulsive behaviour, possible increase in suicidal behaviour
in young people

Mood stabilisers

Lithium, carbamazepine, sodium valproate
Used in:

* Mania

* Bipolar affective disorder

* Treatment resistant depression
Electroconvulsive therapy

Used in:

* Severe depression (life threatening)

e Intractable mania

Station 292: Psychosocial management of mood disordersl

Social Formal psychological therapy

* Housing * Cognitive-behavioural therapy
* Employment * Poychodynamic psychotherapy
* Fihances

¢ Befriending scheme
* Leisure activities, education, social groups

Station 290: Assessment of mood
disorders

Student info: Take « history from this 35-year-old woman who gave
hirth 6 weeks ago

Patient info: You are a 35-vear-old married secretary. You gave birth
to vour second daughter, Molly, 3 weeks ago. Y our mother and hushand
have taken over most of the care. You think that Molly is a strange baby.
She looks at you in an “evil’ way and you think she must be possessed by
the devil. You are afraid that you might hurt her. Y owr husband does not
seem to think there is anything wrong with Molly, but he is very worried
about you. You have not been eating or sleeping nuch and struggle to
get vourself washed and dressed each morning. You feel as though you
have no stomach or heart and think that Molly has somehow taken your
insides away. You were admitted to the mother and baby unit 2 years
ago after the birth of your first daughter, when you had a manic episode.
You stopped taking lithivm 3 months before you conceived Molly

Hints and tips

¢ In the history you willneed to carry out an assessment of risk, includ-
ing the risk of suicide and the risk of harm or neglect to Molly and her
sister

« Assess whether the patient requires in-patient or out-patient
management

 Assess the mood disorder and psychotic symptoms so that you can
give a differential diagnosis

 Assess for co-morbid disorders such as anxiety and alcohol or drug
misuse

« Investigations should include a physical examination to rule out
organic causes and a collateral history from the husband or mother

Discussion points
» What is your differential diagnosis?
« How would you manage this patient?
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* What medication would you use? (Antipsychotic and/or mood
stabiliser; selective serotonin reuptake inhibitors (SSRIs) would be
contraindicated due to the risk of precipitating mania)

+ Can this woman continue breast-feeding?

» Whatadvice would you give this woman about contraception if she is
likely to continue using a mood stabiliser or antipsychotic medication
long term?

» Whatare the organic causes of depression?

Station 291: Biological management of
mood disorders

Student info: Mrs Y is a 50-vear-old primary school teacher who is
depressed. Youw are her GP. You have given her advice and information
over the past 6 weeks., but things have got worse and Mrs Y wishes to try
an antidepressant. Choose a suitable drug and counsel her appropriatel
Patient info: You have been depressed since your brother died unex-
pectedly in a car accident 1 year ago. You have trouble sleeping, vour
appetite is poor and you cannot enjoy anvthing. You previously enjoved
your job, but recently there have been some changes of staff and vou are
feeling a great deal of pressure at work now. Your two children are now
reenagers and planning to go to university soon. Your hushand works
as a manager in a local factory. You have started to drink wine every
night to help you sleep. You have tried the “self-help’ techniques that
the doctor gave you last month, but it made little difference. You would
now like to start an antidepressant, bur have heard that they can be
addictive. You take atenolol for high blood pressure

Hints and tips

+ See the box on starting medication in Chapter 105

 Find out what the patient knows

+ Explain purpose of antidepressants (to relieve symptoms and shorten
duration of episode)

» An important, serious side effect to include in the explanation is a
possibility of increased suicidal behaviour soon after starting medica-
tion, which is most likely to occur in adolescents

« If starting an SSRI, explain the withdrawal phenomena and how to
avoid them

» Emphasise the importance of other treatments. i.e. continue with life-
style changes such as cutting cown alcohol and taking regular exercise
» Offer continuing support: review every -2 weeks to check for
response and side effects until stable

* Alcohol use may need further discussion and review — alcohol is
thought to cause worsening of low mood and decrease effectiveness of
antidepressant medication

Discussion points

* How would you ensure that Mrs Y is medically fit to have an anti-
depressant medication? (Ensure organic causes for depression have
been ruled out: know contraindications and cautions)

* Whatadvice would you give about the duration of treatment?

* Mrs Y would like to know what causes depression. How would you
explain this?

* What factors in depression indicate a good or bad prognosis?

Station 292: Psychosocial management of
mood disorders

Student info: Assess this patient’s depressive symptoms and explain to
him the non-biological management of depression

Patient info: You are a 45-vear-old widower. Your wife died 6 months
ago frommeningitis. You think she would not have died if the doctors at
the A&E department had acted more quickly and you are suing the hos-
pital. You have no children. You have a stressful job as a manager
of a publishing company. Since your wife died. you have had several
months off work with stress. You are taking Prozac and think it helps.
Over the past month or so, you have hardly been to work at all, you have
heen drinking whisky every night to get to sleep and you are finding it
difficult to ger anvthing done around the house. You have been told that
if vou do not go back to work next month, you are likely to lose your job.
You have hooked an appointment with your GP because yvou have no
idea how to manage any more

Hints and tips

» Find out what are the most stressful tasks in the patient’s life, and
what he thinks are the most important things to deal with. Consider work,
finances, self-care (including sleep), leisure activities and social life

+ Find out what he thinks will help and what has already helped so far
» Support the patient in order to protect the things that are important
to him, e.g. a letter of support to his manager or occupational health
department would be likely to buy him some time with his job. He could
aim for a graded return to work. rather than trying to return full time
immediately

« Educate him about the benefits of lifestyle changes such as regular
exercise and find out whether this is a plausible option for him

+ Be hopeful. Depression is a treatable illness that the patient is likely
to fully recover from

* Discuss his use of alcohol. Find out whether he has the dependence
syndrome. If so, he is likely to need specific support to help him to cut
down his alcohol intake

+ Consider referring the patient for formal psychological therapy such
as cognitive-behavioural therapy or psychodynamic psychotherapy

Discussion points

» What is treatment-resistant depression? How would you manage it?
* What is the dependence syndrome?

* How could cognitive-behavioural therapy be used with this patient?
What factors would you consider if you were thinking of referring him?
(Patient motivation, his understanding of the aetiology of depression,
and his insight into the importance of psychological factors in the
I€COVEry process)

» What would be the contraindications for formal psychological therapy?
(Current alcohol dependence would make it unlikely that the patient
would be accepted if referred for formal psychological psychotherapy,
but a referral could be considered if the patient’s alcohol use was at a
controlled level)

Dependence syndrome

This syndrome applies to drugs including alcohol.

* Narrowing of repertoire

« Tolerance (over time need more to have same effect)
« Salience (takes precedence over other activities)

* Withdrawal symptoms

+ Avoidance of withdrawal symptoms by repeated use
» Subjective awareness of loss of control

+ Reinstatement after abstinence
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@ Psychiatry cases 3

Station 293: Assessment of anxiety disorders

Station 294: Psychological management of anxiety disorders

Anxiety disorders are characterised by marked fear or avoidance leading
to poor social functioning

The diagnosis is not made on the anxiety symptoms, as these are
common to all anxiety disorders, but on how the anxiety is provoked or
experienced

Phobic anxiety disorders

Agoraphobia (with or without panic disorder): fear of crowds/public
places, travelling alone/away from home

Social phobia: fear of social situations with risk of embarrassment

Specific phobia: highly specific fear, e.g. spiders

Other anxiety disorders
Generalised anxiety disorder: constant anxiety
FPanic disorder: discrete intense short-lived episodes, ro trigger

Obsessive compulsive disorder (OCD)

Obsessive thoughts are:

* Repetitive

* [ntrusive

* Unpleasant

* Recognised as patient’s own thoughts

* Resisted by the patient

Compulsions are unnecessary behaviours that the patient cannot resist
performing

Station 295: Biological management of anxiety disorders

Cognitive-behavioural therapy (CBT)

Feelings 1 Behaviours

|
\ / [
Physiology l

CBT assumes that a person’'s thoughts, feelings, behaviours and .
physiological state constantly interact. When an anxiety disorder {
develops, the interactions become distorted in such away that a
vicious circle becomes set up, e.g. a panic attack in a public place ieads
to avoidance of going out, distorted beliefs reinforce the fear of going
out. CBT aims to identify and challenge these patterns

Techniques include thought diaries and activity scheduling. The process
must be collaborative (‘guided self-help’) and is carried out at a pace
that suits the patient. It is usually brief and problem focused, taking
place over about 12-1& weekly sessions

CBT model Condition
Graded exposure Social phobia
Specific phobia

Gereralised anxiety disorder
Sytematic desensitisation Agoraphobia

Exposure and reaponée prevention  Obsessive compulsive disorder

Drug treatment for anxiety disorders other than OCD should usually be used second line after/with psychological therapy
Long-term management: SSRIs or serotonergic tricyclic antidepressants, e.g. clomipramine
Short-term management: benzodiazepines, but there is a risk of dependence if used for more than 4 weeks
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Station 293: Assessment of anxiety
disorders

Student info: You are « GP. Take a psychiatric history from this 40-
year-oldwoman

Patient info: You are a housewife with nvo young children. You have
had ‘attacks’ since you were about 20. They have been getting more
Jfrequent lately and you have stopped going out. Occasionally you have
a glass of wine before you go out, to settle your nerves. Otherwise. you
tend to avoid going out and vou feel isolated. It is a huge effort to get
out of the house and your hushand has insisted on bringing vou today.
He is in the waiting room and vou are already feeling very anxious.
The ‘attacks’ were diagnosed as panic attacks by another GP last year
but you think that these episodes are heart artacks. You are extremely
worried about your heart and would like the GP to check itis okay. The
attacks come out of the blue. beginning with your heart racing, vou feel
sweary and short of breath and then feel as though yvou are going to pass
out and die. Your father died of a heart attack aged 435 vears

Hints and tips

« Take a history of the presenting symptoms to find out whether these
are panic attacks (sudden onset, rapid build up. typical symptoms and
thoughts of impending doom, death. fuinting or embarrassment)

« ldentity any situations that provoke anxiety: panic disorder is com-
monly co-morbid with agoraphobia

« Take a sufficient history to rule out organic causes (such as ischaemic
heart disease). and say what examination and investigations you would
like to do

« Assess for co-morbid depressive or obsessional symptoms

« Past psychiatric history: discuss other anxiety disorders and previous
treatment (drugs or psychotherapy)

= Drug and alcohol use: is the patient self-medicating? Has she got the
dependence syndrome?

« Assess impact on social circumstances — employment. children.
relationships

« Premorbid personality: differentiate anxiety disorder from anxious/
avoidant personality traits

- Differentiate from hypochondriasis

Discussion points

» What investigations would you use to exclude cardiac causes?

* Do you know of any other causes of these symptoms? (Classically
phaeochromocytoma causes sudden episodes of palpitations and
sweating)

= Explain to the patient what happens physiologically during a panic
attack

+ Please explain cognitive-behavioural therapy (CBT) to this patient

« What difficulties with engagement could you foresee for this patient?
» What roles could other members of the psychiatry MDT play in the
management of this patient?

Station 294: Psychological management
of anxiety disorders

Student info: Y ou have referred this 25-vear-old man with social phobia
to your local psychotherapy unit for CBT and he has been accepred.
The patient has come to see vou so that you can explain what will be
involved

Patient info: You are a single, 25-vear-old software engineer who
works from home. You live with your parents. Y ou have abways found it
difficulr to mix socially. At school you were often bullied. You still blush
casily and constantly think you are about to embarrass yourself if vou
are with your friends. You only go our socially after yvou have had a

Jfew drinks to calm your nerves. You would like to do something about

your svmptoms as you have become socially isolated

Hints and tips

« Find out what the patient understands about his condition and the
problems it causes so that you can it your explanation around that

+ Explain the process. e.g. setting. frequency and number of sessions

« Briefly explain CBT as it would apply to this patient (graded expo-
sure) in terms that he understands

= Provide information without overwhelming

« The patient’s alcohol use would need to be maintained at a controlled,
non-harmful level. There would be a risk that if he is facing difficult
situations as part of his therapy. the patient may become more depend-
ent on alcohol

Discussion points

« Can the patient continue taking medication while he is attending CBT?
» What is the prognosis for this patient?

« Whatrole can the patient’s family play in the use of CBT?

Station 295: Biological management of
anxiety disorders

Student info: You are a junior doctor in the psychiary general
out-patients clinic. Mr F has come to see yvou because he has been
diagnosed with obsessive compulsive disorder (OCD). He has tried
CBT but his symptoms have worsened and the consultant has advised
that he should commence medication. Choose a suitable drug and
advise Mr F appropriately

Patient info: You are Mr F. a 42-vear-old accounts manager for a
small company. You have abwvays been quite fastidious. but for the past
8 vears or so this has gradually got much worse. At work yvou always
stay behind for several hours to check over evervthing vou have done
during the day. You have to check and re-check every task vou do. At
home you haveto stay up until 2 or 3 a.m. every morning so that you can
go through a checking routine to make sure everything is safe before vou
2o 10 bed. If you try not to check things you become extremely anxious.
You have frequent intrusive thoughts about people in your family
coming to harn in gruesome ways. You tried CBT last vear. It helped a
little but you want to start medication in order to iy to keep your job

Hints and tips

 See the box in Chapter 105 about starting medication

« Discuss the rationale for starting medication — the patient is at risk
of losing his job and may be pinning his hopes on a tablet. He may also
need to find additional ways of coping and/or may wish to combine
medication with CBT

« Selective serotonin reuptake inhibitors (SSRIs) for OCD are used at
higher doses than when used for depression

« Explain that these medications are not addictive, but that the patient
may well experience withdrawal symptoms if he suddenly stops taking
them

Psychiatry cases 3 Specialties 229



Index of OSCE stations

I Venepuncture 18,19 56 Inhaler technique 52.53

2 Blood culture collection 18, 19 57 Oxygen therapy 52,53

3 Cannulainsertion 18,19 58 Chestradiograph interpretation —normal chest 54,55
4 Administering an IV injection 18. 19 59 Chestradiograph interpretation — pleural effusion 56. 57
5 Arterial blood gas collection 20. 21 60 Chestradiograph interpretation — pneumothorax 56. 57
6 Nasogastric tube insertion 20, 21 61 Chestradiograph interpretation — atelectasis 56,57

7 Confirming and certifying death 20. 21 62  Chest radiograph interpretation — lung metastases 56. 57
8 Writing a prescription 20, 21 63  Chest radiograph interpretation — critical care patient 56, 57
9 Breaking bad news 22,23 64 Chest radiograph interpretation — pulmonary oedema 5
10 Dealing with an angry relative 22,23 65 Weightloss 58.59

11 Dealing with anerror 22,23 66 Diarrhoea 58.59

12 Dealing with consent 22,23 67 Dysphagia 58.59

13 Explaining a procedure 24 68 Abdominal examination 60,61

14 Resuscitation decisions 24,25 69 Chronic liver disease 62.63

15 Requesting a post-mortem 24, 25 70 Splenomegaly/hepatosplenomegaly 62.63

16 Starting a treatment 24, 25 71 Hepatomegaly 64.65

17 Telephone information 26, 27 72 Ascites 64,65

18 Third party confidentiality 26, 27 73 Jaundice 64.65

19 Public safety 26,27 74 Inflammatory bowel disease 66.67

20 Self-discharge 26,27 75 Polycystic kidney disease 66.67

21 Basic life support 28.29 76  Chronic kidney disease 66,67

22 Advanced life support 28. 29 77 Transient ischaemic attack 68

23 Medical emergencies —the ABCDE approach 28,29 78  Acute confusion 68, 69

24 Palpitations 30. 31 79  Upper limb motor examination 70, 71

25  Chest pain 30, 31 80 Lower limb motor examination 70, 71

26 Hypertension 30, 31 81 Sensory examination 72.73

27 Cardiovascular examination 32 82 Gait 72,73

28 Mitral stenosis 34, 35 83  Cranial nerve examination 74

29 Mitral regurgitation 34, 35 84 Speech 76,77

30 Aortic stenosis 34, 35 85 Upper motor neurone lesion 78

31 Aortic regurgitation 34,35 86 Lower motor neurone lesion 78.79

32 Tricuspid regurgitation 36, 37 87 Cerebrovascular disease 80. 81

33 Prosthetic heart valves 36, 37 88 Glasgow Coma Scale assessment 80. 81

34 Cardiomyopathy 36, 37 89  Multiple sclerosis 80. 81

35 Infective endocarditis 36. 37 90 Parkinsonism 82

36 Jugular venous pressure 38,39 91 Cerebellar syndrome 82, 83

37 Cardiac failure 38,39 92 Myotonic dystrophy 84,85

38 ECGrecording —explanation 40.41 93 Motor neurone disease 84.85

39 ECG recording — procedure 40.41 94 Myasthenia gravis 84.85

40 ECG interpretation — summary 40, 41 95 Cervical myelopathy 84,86

41 Blood pressure measurement 40, 41 96 Facial nerve palsy 87. 88

42 Postural BP measurement 40 97 Horner’ssyndrome 87, 88

43 Asthma 42,43 98 Ocularpalsy 87.88

44 Lung malignancy 42,43 99  Visual field defect 87. 89

45 Pneumothorax 42.43 100 Diabetes 90.91

46 Respiratory examination 44,45 101 Hypercalcaemia 90.91

47  Pleural effusion 46, 47 102 Hypothyroidism 91

48 Interstitial lung disease 46, 47 103 Assessing thyroid status 92,93

49  Bronchiectasis 46,47 104 Assessing complications of diabetes 92.93

50 COPD 46,48 105 Hypothyroidism 94,95

51 Previous TB 49, 50 106 Hyperthyroidism 94,95

52 Obstructive sleep apnoea 49, 50 107 Type I diabetes mellitus 94, 95

53 Pneumonectomy/lobectomy 49. 50 108 Type 2 diabetes mellitus 94. 96

54 Pneumonia 49,50 109  Acromegaly 97,98

55 Peak flow measurement 52 110 Gynaecomastia 97, 98

N
w
o



Cushing’s syndrome 97,98
Hypoadrenalism/Addison’s disease 97.99
Acute abdominal pain 100, 101

Colorectal cancer 100. 101

Rectal bleeding 100, 101

Surgical abdominal examination 102, 103
Digital rectal examination 102, 103
Abdominal stoma 104, 105

Abdominal mass 104. 105

Renal transplant 105

Groin examination 106, 107

Groin swellings 106. 107

Neck examination 108. 109

Neck lumps 108. 109

Breast history 110. 111

Breast examination 110, 11

Examination of a lump 112

Lipoma 112

Epidermoid cyst 112

Preoperative assessment |13

Abdominal X-ray interpretation 114,115
Small bowel obstruction 114, 115

Large bowel obstruction 114, 115
Sigmoid volvulus 114, 115
Bariumenema 114, 115

Erect chest radiograph 114, 115
Intermittent claudication 116,117

Acute pulseless leg 116. 117

Abdominal aortic aneurysm — history 116, 117
Peripheral vascular examination 118. 119
Ankle brachial pressure index measurement 118, 119
Abdominal aortic aneurysm — examination 119
Amputations 118, 119

Varicose veins 120, 121

Legulcers 120, 121

Haematuria 122,123

Benign prostatic hypertrophy 122,123
Renal calculi 122,123

Examination of the male external genitalia/scrotal swellings

124,125

Urinalysis 124.125

Urethral catheterisation (male) 124, 125
Swollen knee 126, 127

Gout 126,127

Rheumatoid arthritis 126, 127
Musculoskeletal examination 128. 129
GALS screen 128,129

Spine examination 128. 129

Hip examination 130, 131

Knee examination 130, 131

Hand examination 132. 133

Shoulder examination 132,133
Osteoarthritis of the hip 134, 135
Ruptured anterior cruciate ligament 134, 135
Rheumatoid knee 134, 135

Painful shoulder 136, 137

Ankylosing spondylitis 136, 137
Hallux valgus 136. 137

Charcot joints 136, 137

169
170
171
172
173
174

175
176

177
178
179
180
181
182
183
184
185
186
187
188
189
190
191
192
193
194
195
196
197
198
199
200
201
202
203
204
205
206
207
208
209
210

219

Radial nerve lesion 138,139
Median nerve lesion 138,139
Ulnar nerve lesion 138,139

Long thoracic nerve lesion 138,139
Management of major injuries 140

Musculoskeletal imaging interpretation — hips and pelvis 142,

143
Musculoskeletal imaging interpretation — knee 142, 143

Musculoskeletal imaging interpretation — hands and wrists 142,

143
Musculoskeletal imaging interpretation — wrist 142, 143
Musculoskeletal imaging interpretation — hip 142, 143

Musculoskeletal imaging interpretation — pelvis 142, 143

Bronchiolitis 145

Failure to thrive 145

Paediatric cardiovascular examination 146
Congenital heart disease 146, 147
Cardiac failure 147

Rheumatic heart disease 147
Paediatric respiratory examination 148
Stridor 148. 149

Cystic fibrosis 148, 149

Chesty child 149

Paediatric abdomen examination 150
Constipation 150, 151

Vomiting 150. 151

Abdominal pain 150, 151

Lumps and bumps 150, 151

Infectious diseases with rashes 152. 153
Meningitis 152,153

Immunisations 154, 155

Childhood infections 154. 155

Skin lesions 154, 155

Newborn baby check 156,157
Neonatal resuscitation 156, 157
Developmental assessment 158, 159
Growth 158,159

Obstetric history 160, 161

Obstetric examination 160, 161
Gynaecological history — pelvic pain 162, 163
Gynaecological examination 162, 163
Bimanual pelvic examination 163
Speculum examination 163, 164
Contraception 165, 166

A: Missed pill 166

B: Antibiotics and the pill 166

C: Emergency contraception 166
Sterilisation 165. 166

Subfertility 165, 166

Spontaneous miscarriage 168. 169
Recurrent miscarriage 168, 169
Ectopic pregnancy 170. 171
Termination o f pregnancy 170, 171
Antepartum haemorrhage 170, 171
Antenatal screening 172

A: Preconception care 173

B: Booking visit 173

C: Prenatal diagnostic tests 173
Hypertension in pregnancy 172.173

Index of OSCE stations 231



220
221
29
R
224
205
226
227
208
209
230
231
232
233
234
285
236
237
238
239
240
241
242
243
244
245
246
247
248
249

250
251
252
253
254
255
256
257
258
259
260

232

Dysmenorrhoea/pelvic pain 174,175
Abnormal vaginal bleeding 174, 175
Cervical dysplasia 176, 177

Cervical smear 177

Endometrial hyperplasia/neoplasia 176, 177
Amenorrhoea 178,179

Polycystic ovarian syndrome 178, 179
Endometriosis 178, 179

Normal labour 181, 182

Normal delivery 181, 182

Preterm labour 182

Preterm. prelabour rupture of the membranes 183
Instrumental vaginal delivery 184, 185
Caesarean section 184,185
Postpartum haemorrhage 184, 185
Fetalheartrate monitoring 186, 187
Dermatology history 188. 189
Dermatology examination 188, 189
Pruritis 190, 191

Urticaria 190, 191

Bacterial infections 192, 193

Viral infections 192, 193

Fungal infections 192,193

Malignant melanoma 194, 195

Basal cell carcinoma 194, 195
Squamous cell carcinoma 194, 195
Acne 196, 197

Psoriasis 196. 197

Other papulosquamous disease 196. 197
Dermatitis 198

A: Atopic eczema 199

B: Contacteczema 199

Erythemas 198, 199

Bullous disease 198, 199

Skin punch biopsy 200

Curettage 200. 201

Excisional biopsy 200, 201

Incisional biopsy 200. 201

Viral cultures 201

Wood’s light examination 200, 201
Microscopic examination 201

Vision and driving 202,203

Eye examination 202,203

Index of OSCE stations

261
262
263
264
265
266
267
268
269
270
271
272
23
274
275
276
277
278
279

281
282
283
284
285
286
287
288
289
290
291
292
298
294
295

Glaucoma 204,205

Uveitis 204,205

Diabetic retinopathy 206, 207

Hypertensive retinopathy 206.207

Cataract 206, 207

Age-related macular degeneration 206, 207
Refractive errors 208, 209

The red eye 208, 209

Optic nerve disease 208, 209

Direct ophthalmoscopy 210.211

Instilling eye drops 210,211

Visual acuity assessment 210,211

Ear history 212

Ear examination 212,213

Nose history 214

Nose examination 214

Throat history 215

Throat examination 215

Ear cases 216,217

A: Squamous cell carcinoma of the pinna 217

B: Perforation of the ear drum 217

C: Otitis externa 217

D: Myringosclerosis 217

E: Otitis media 217

Nose cases 216,217

A: Nasal polyps 217

B: Epistaxis 217

C: Sinusitis 217

Hearing tests 218,219

Impedance audiometry 218.219

Pure tone audiometry 218,219

Psychiatry history 220,221

Risk assessment 220,221

Mental state examination 220,221

Assessment of psychosis 223,224

Biological management of psychosis 223,224
Psychosocial management of psychosis 223,224
Assessment of mood disorders 226

Biological management of mood disorders 226, 227
Psychosocial management of mood disorders 226, 227
Assessment of anxiety disorders 228, 229
Psychological management of anxiety disorders 228, 229
Biological management of anxiety disorders 228, 229



OSCEs at a Glance

The at a Glance series is poputar among medical students and junior
doctors for its concise and simple approach and excellent illustrations.

Each bite-sized chapter iscovered ina double-page spread with colour
summary diagrams on the left page and explanatory text on the right.

Covering a wide range of topics, books in the at a Gance series are ideal
as introductory subject texts or for revision purposes, and are useful

throughout medical school and beyond.
Everything you need to know about OSCEs. ..at a Gfance!

Following the familiar, easy-to-use at a Glance format, and in full-colouw,
OSCEs at a Glance is an accessible introduction and revision text for
medical students. Reflectng changes to the content and essessmen
methods used by medical schools. this ata Glance piovides a user-
friendly overview of Objective Structred Clinical Examinations (OSCEs)
to encapsulate all that the student needs to know.

OSCEs at a Glance:

¢ Comprehensively covers OSCE stations across all medical specialties
in 285 consecutive stations

+ Contains full-colour artwork throughout, making the subject easy ta
understand

¢ Presents schematic diagrams on the left page and concise
explanations on the iight

¢ Sets out the information and pioviides typical questions as asked during
the asseasment

+ Teaches a safe, efficient, and brief approach which can be used in the
exam

¢ |s ideal for quick reference on the waids and near the actual exam

+ Covers common clinical cases that appear in exams timeand again

This book is an invaluable resource for all medical students prepating for
any OSCEs and clinical examinations.

Pre-puhtication review

"This is the most comprehensive QSCE book | have seen. It should be on
every medical student’s book shelf.”
Yedr 4 medica student, University of East Anglia
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