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Strategy 
 
Introduction 
 
Communication and task stations are an important part of both medicine and surgery tracks. 
They feature in about 3 of 8 surgical OSCE stations, and in all 5 medicine OSCE stations. 
 
These stations come in several variants (below) but the majority combine communication skills 
(whether with colleagues or patients) with medical knowledge. As such, you will require both 
communication skill (e.g. SBAR handover, dealing with angry patient, breaking bad news, 
reinforcing compliance), plus specific content knowledge. The majority of scenarios should be 
realistic for a HO level, although you may get an oddball or two. 
 
Scenarios can broadly be classified into three groups - acute management, communications, 
and procedural skills. A non-comprehensive list follows -  
 
 
I. Acute management scenarios 
 
These are urgent situations that you may encounter on call or in the course of ward work. The 
focus is usually on safety. Your task may include - 

● Recognizing and managing an urgent situation (as appropriate for HO level) 
● Delegating clear orders to a junior or nurse 
● Escalating to a senior: telephone handovers using SBAR, blue letter referrals 
● Requesting for a radiological investigation on the phone.  

 
Examples of situations for which you may be asked to fulfill any one of the above tasks include: 

● Common on-call complaints: chest pain, hypotension, desaturation, dyspnoea, 
electrolyte abnormalities 

● Advanced Cardiac Life Support: collapse, tachycardias, bradycardias 
● Post-operative or procedural-related complications 
● Medication errors and complications 
● Blood transfusion reaction 
● Other emergencies: compartment syndrome 
● Needlestick injury 

 
 
II. Communication scenarios 
 
These communication scenarios usually involve speaking to patients and/or family members 
about an issue. They may involve a combination of the following flavours (e.g. breaking bad 
news then counselling on the diagnosed condition) 
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(a) The Angry Patient or Relative 
● Adverse events: medication errors, drug reaction, inpatient falls, misdiagnosis, 

complications 
● Service quality (long wait, postponed operation, etc) 

 
(b) Breaking Bad News 

● Serious illness: cancer, HIV, diabetes, ESRF for dialysis initiation. 
● Updating relatives: informing DDIL, coroner’s case. 
● Informing brain death / organ transplant (unlikely for MBBS, too difficult) 

 
(c) Disease counselling (worried / noncompliant patient) 

● This is a wide spectrum of patients - from the patient who is noncompliant or requesting 
for AOR discharge, to the excessively worried patient.  

● Disease counselling on wide range of topics including -  
○  Paediatric: asthma, gastroenteritis, neonatal jaundice, febrile fits, diabetes, 

immunization 
○  Adult: e.g. HIV, vascular risk factors, cancer screening, TB 
○  Medication: warfarin counselling, insulin injection technique, inhaler technique 

● Counselling on implications of disease/medication on patient such as 
○  Pregnancy safety 
○  Fitness to drive: epilepsy, cardiac disease, visual disorders. 
○  Fitness to fly 

● Each disease may have specific points of content knowledge and concerns to address 
(see examples given) 

 
(d) Consent taking and/or patient preparation 

● For procedure e.g. OGD, colonoscopy, ERCP, lumbar puncture, central line insertion, 
blood transfusion.  

● For radiological investigation e.g. contrast CT 
● For operation 
● These scenarios may require you to consent the patient, identify contraindications, 

know how to manage the patient peri-procedurally (e.g. bowel prep, stop metformin 
before scan). 

 
(e) Ethical issues 

● Assessment of capacity 
● End of life issues: futility of treatment, palliative management, advanced medical 

directive 
● Patient confidentiality issues: e.g. revealing diagnosis to family members, collusion, 

the pregnant maid. 
● Genetics: inviting family members for testing, implications for future generations. 
● Medical error or negligence (as part of angry patient scenario or as a task - see below) 
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III. Life in the ward 
 
These seemingly routine tasks and incidents you may encounter in the ward may also be 
tested. 
 
(a) Professionalism 

● Patient confidentiality issues - identifying and rectifying 
● Dishonest team member 

 
(b) Team and interprofessional communication 

● Reporting a safety issue or other lapse. 
● Counselling a team member who made an error or professionalism lapse 
● Dealing with conflicts between team members. 

 
(c) Other clinical priorities 

● Hand hygiene and infection control 
● Patient safety, apart from acute situations; e.g. preventing inpatient falls 

 
 
IV. Procedural skills 
 
You may be asked to perform bedside procedures including blood cultures, catheterization, 
group cross match, insulin administration, IV drug administration, ECG, arterial blood gas, 
suturing, even handwashing. Advanced (certifiable) procedures such as CVP insertion, chest 
tube insertion, lumbar puncture are unlikely to come out. These are rather standard and 
samples are not provided. 
 
 
How to prepare 
 
Do your SIP work diligently. These scenarios are typically encountered in the course of HO 
work and should therefore not come as a surprise (seemingly ‘routine’ things can also be 
tested). You will pick up the skills best by seeing them ‘live’ in the wards - and by trying your 
hand at them too.  
 
Have a look through the past questions. This gives you a flavour of how the stations are 
structured and the expectations. 
 
Think of a strategy for each. Know thyself. Some of us are excellent communicators but fumble 
under pressure in an acute situation; others have good intentions but tend to be tactless and 
inspire anger in our patients. It is helpful to understand your strengths and weaknesses and 
work on what you need. There are specific skills to be picked up - e.g. how to break bad news 
using SPIKES, how to escalate using SBAR - which you should learn and practice. 
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Practice with each other. Get together as a bunch of friends or in a CG to organise an OSCE 
circuit. There is nothing like being put on the spot and seeing how you react. The majority of 
scenarios in this compilation arose from these practice circuits and have been written with 
candidate instructions, SP instructions, and either marking rubrics or a sample script, so that 
you may attempt these stations. They often involve multiple communication plus knowledge 
issues and are slightly more challenging than you should expect for the exam. If you intend to 
attempt these stations, it will be helpful to avoid reading through the samples beforehand. 
Alternatively, you can use them as a template to come up with your own stations. 
 
 
SAMPLE: HOW TO ORGANIZE OSCE PRACTICE 
 
 
Preparation 
 
Team 1: Nigel, Marianne, Prince, Scott, Milo, Dimples. To prepare: 

● 4 Short Cases: 1 Ortho (Hand, nerve lesion), 1 Ortho (Knee), 2 GS (Hernia & 
Arterial) 

● 2 OSCE: 1 Acute Management focused task (Ortho), 1 Comms (GS) 
 
Team 2: Blueberry, Sweetie, Brainy, Peace, Chirpy, Sunshine. To prepare:  

● 4 Short Cases: 1 Ortho (Hand, non-nerve), 1 Ortho (Shoulder or Foot), 2 GS 
(Venous & Other) 

● 2 OSCE: 1 Acute Management focused task (GS), 1 Comms (Ortho) 
 
Actual day 
 
Meet at 8 am at [someone’s house]  
It is helpful to get someone to time (one of you or a family member / sibling / maid). 
 
0815 - 0915 Team 1 examiners, Team 2 students (do 6 stations in a row) 
 

Round 1 Living Dining Bedroom 1 Bedroom 2 Bedroom 3 Kitchen 

Examiner Milo Scott Prince Nigel Marianne Dimples 

Station 1 Blueberry Sweetie Brainy Peace Chirpy Sunshine 

Station 2 Sunshine Blueberry Sweetie Brainy Peace Chirpy 

Station 3 Chirpy Sunshine Blueberry Sweetie Brainy Peace 

Station 4 Peace Chirpy Sunshine Blueberry Sweetie Brainy 

Station 5 Brainy Peace Chirpy Sunshine Blueberry Sweetie 

Station 6 Sweetie Brainy Peace Chirpy Sunshine Blueberry 
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0920 - 1020 Team 2 examiners, Team 1 students (do 6 stations in a row) 
 

Round 2 Living Dining Bedroom 1 Bedroom 2 Bedroom 3 Kitchen 

Examiner Chirpy Sweetie Peace Sunshine Brainy Blueberry 

Station 1 Milo Scott Dimples Prince Nigel Marianne 

Station 2 Marianne Milo Scott Dimples Prince Nigel 

Station 3 Nigel Marianne Milo Scott Dimples Prince 

Station 4 Prince Nigel Marianne Milo Scott Dimples 

Station 5 Dimples Prince Nigel Marianne Milo Scott 

Station 6 Scott Dimples Prince Nigel Marianne Milo 

 
 
1030 - 1230 Do your own team’s other 5 cases (and do your case 5x for your other team 
members). 
 

Round 3 Living Dining Kitchen Bedroom 1 Bedroom 2 Bedroom 3 

Session 1 Sweetie & 
Brainy 

Blueberry & 
Sunshine 

Peace & 
Chirpy 

Nigel & 
Prince 

Marianne & 
Scott 

Dimples & 
Milo 

Session 2 Sweetie & 
Peace 

Brainy & 
Blueberry 

Sunshine & 
Chirpy 

Nigel & 
Dimples 

Prince & 
Marianne 

Scott & Milo 

Session 3 Sweetie & 
Sunshine 

Peace & 
Brainy 

Blueberry & 
Chirpy 

Nigel & 
Scott 

Dimples & 
Prince 

Marianne & 
Milo 

Session 4 Sweetie & 
Blueberry 

Sunshine & 
Peace 

Brainy & 
Chirpy 

Prince & 
Scott 

Dimples & 
Marianne 

Nigel & Milo 

Session 5 Brainy & 
Sunshine 

Peace & 
Blueberry 

Sweetie & 
Chirpy 

Nigel & 
Marianne 

Scott & 
Dimples 

Prince & 
Milo 

 
 
1230-1330 Debrief 
 
1330-1430 End with a nice lunch to reward yourself for the hard work! 
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COMMUNICATIONS & TASKS  

CTSP: Abdominal Pain 
 
 

contributions from David Ng 
INSTRUCTION TO CANDIDATE 
 
You are the surgical HO on-call. Your nurse calls you on the telephone to see Mr Ken Ser, a 
75yo Chinese gentleman, for fever, abdominal pain, 1 episode of vomiting and low blood 
pressure.  
 
He has a past medical history of gastric carcinoma, diabetes and hypertension. He underwent 
a gastrectomy 7 days ago to remove the tumour and has been well since the operation. He is 
not on nasogastric tube and just took his dinner 4 hours ago  
 
Your task is to: 
1. Talk to the nurse and tell her what you would like her to do 
2. Outline your management plan 
 
 
INSTRUCTION TO SP - NURSE 
 
You are a reasonably competent staff nurse. You are quite worried about Mr Ken Ser, who 
was recovering well after his gastrectomy 7 days ago, and turned sick just after dinner, and 
decide to call the surgical HO. You have this information on hand 

• Vitals: BP 86/50, HR 130, SpO2 98% RA, T 38.7 
• Input/Output: Just escalated to normal diet today, took full share of dinner, input today 

1800ml. Output today 1400 PU, but there has been no urine output in last 3h.  
 
If the candidate requests, please provide the following information 

• Case notes: gastric CA, locally invasive. Scheduled curative resection which was 
uneventful. Currently POD7 and has been well in last 7 days. 

• Procedure notes: routine gastrectomy with roux-en-Y reconstruction, no significant 
issues.  

• Current history / examination: patient is drowsy, c/o abdominal pain and vomiting. 
Abdomen is soft with no guarding or rebound. 

 
Candidate should escalate to the senior (using SBAR), perform appropriate initial 
investigations, and arrange either for emergency OT or CT (and make the necessary call).  
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MARKING RUBRIC 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Asks nurse for vitals and patient status 1 0.5 0 

3 See patient immediately 1 0.5 0 

4 Request for procedure notes 1 0.5 0 

5 Request for vitals & intake/output chart 1 0.5 0 

6 Assess patient; brief history and examine abdomen 2 1 0 

7 Informs senior with 
- Appropriate SBAR: patient is sick 
- Reasonable impression 

2 1 0 

8 Performs appropriate bloods e.g. FBC UECr CRP 
PT/PTT GXM c/s +/- LFT amylase  

2 1 0 

9 Performs erect chest X ray 2 1 0 

10 Reasonable initial management especially IV 
antibiotics 

2 1 0 

11 Either: prepare for EOT or urgent CT 2 1 0 

12 Call radiologist or EOT and appropriate request / 
SBAR 

2 1 0 

13 Able to list post-gastrectomy complications 2 1 0 

 
Immediate failures 

● Doesn’t see patient immediately 
● Does not escalate to senior 
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DISCUSSION 
 
After a procedure, e.g intra-abdominal surgery, a scope, a vascular intervention, or some other 
procedure like TACE/RFA, new complaints can develop. 
 
Learning Point 1: Differentials & Blind Spots 

• Closer to a procedure, our blind spot would probably be non-procedure related ddx.  
• Further away from a procedure, procedure related complications may not cross our 

mind so readily. 
• One approach is simply to be systematic: when patients present with a complaint, is 

this related to previous procedural, past medical hx, or something unrelated? 
 
Possible differentials in this case 

• Procedure related: anastomotic leak (most likely), intra-abdominal collection, afferent 
loop syndrome, bleeding at the surgical site 

• Related to PMHx (HTN, DM): cholangitis, DKA 
• New: e.g. obstructed inguinal hernia 

 
Learning Point 2: always go over the op notes for any complications & instructions 

• Post-surgery, anatomy is altered, and different altered anatomies can present with 
different post-op complications 

• It helps to know if anything went wrong during the surgery and if any special cautions 
have been asked for 
 

Learning point 3: be systematic when talking about management 
Can either go by categories of actions or by problem list e.g. for the sepsis, for the suspected 
anastomotic leak, etc. Example -  

• Monitoring: Paras Q30mins, inform if BP drops below ___, strict I/O charting, +/- NGT 
and catheterisation 

• Input/Output: NBM, IV N/S 500ml over 1/2hr 
• Investigations: Bloods and Imaging (for imaging/procedures, state view and urgency) 
• Meds: broad spectrum antibiotics, anti-emetics 
• Intervention: may need to bring back to OT for exploration and drainage of collections 
• Referrals/Allied Health: not applicable in this case 
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COMMUNICATIONS & TASKS  

CTSP: Desaturation 
 
 

contributions from Vivien Lee 
INSTRUCTION TO CANDIDATE 
 
You are HO on call. You are at Ward 76 currently settling a new admission and speaking to 
the family. You have been called urgently by a nurse to see a patient at Ward 57 for 
desaturation.  
 
Your tasks are to: 

1. Take the call from the nurse. 
2. Instruct the nurse on what to do. 
3. Detail your subsequent management. 

 
 
INSTRUCTION TO SP - NURSE 
 
You are Staff Nurse Lola.  
 
You begin by calling the candidate “Good evening Dr, this patient, Mr Tan Yeow Bing 
(S1423544C), 4 hours post total thyroidectomy, has desaturated”. Additional information: 

• He is on 2L nasal prongs and SPO2 is 80%. 
• Vitals are very stable: BP 155/90 HR 122 RR 30 T 37 
• General condition: conscious and talking (if prompted – speaking in short phrases). 

Patient is very anxious and that has been his personality. 
• You do not believe that the condition is serious and will attempt to persuade the 

candidate to allow you to convert Mr Tan to face mask and call him/her back in one 
hour for review.  

 
When the candidate reviews the patient, provide the following information 

• Difficulty breathing started 30 min ago. No other symptoms. 
• Examination: stridor ++, in respiratory distress, conscious, heart and lungs otherwise 

unremarkable. 
• Neck – dressing is soaked. 
• Case notes: presented with neck lump 2 months ago, on FNAC, found ‘papillary thyroid 

CA’. Elective total thyroidectomy, op notes – nothing remarkable, no complications. No 
other medical history or drug allergy. 
 

When the candidate suggests opening neck dressings – inform that fresh bleeding and blood 
clots are seen.  
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MARKING RUBRIC 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Take the call, assess severity and see immediately  2 1 0 

2 On the phone, can instruct nurse to do/prepare 
NRM at high flow O2 
Continuous monitoring + Crash Cart 
Bloods: ABG, blood tubes for FBC, CE, TFT, Ca  
ECG 

2 1 0 

4 Resuscitation – Assess airway, breathing, circulation 2 1 0 

5 Brief history and physical examination 
Onset 
Associated symptoms eg chest pain, cough, fever. 
General state: vitals, conscious level 
Neck: hematoma formation 
Respi: distress, stridor, lungs (wheeze, silent) 
CVS: any arrhythmias, CCF 

3 1.5 0 

6 Quickly review case notes, post-op instructions, and 
drug allergy 

2 1 0 

7 Assessment of neck hematoma and management 
Open dressing and make diagnosis of hematoma 
Also need to cut subcuticular stitches and stitches 
holding strap muscles - you must cut until you see 
the trachea 

3 1.5 0 

8 Escalate to senior using SBAR 
Need to prepare for return to OT for evacuation of 
hematoma and hemostasis. 

2 1 0 

 
Immediate fail: 

● Fail to recognize patient is in critical condition 
● Fail to escalate 

 
Note: Consideration of other ddx is not strictly necessary if the diagnosis is as obvious as in 
this situation, but also consider 

• If thyroidectomy is for Graves’ disease – thyroid storm causing CCF 
• Other post-op complications of thyroidectomy – e.g. airway compromise from bilateral 

recurrent laryngeal nerve injury, arrhythmias from hypocalcaemia. (be familiar with 
post-op complications of thyroidectomy) 

• Unrelated – AMI, pneumothorax 
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COMMUNICATIONS & TASKS  

CTSP: Dyspnoea 
 
 

contributions from Eugene Gan 
INSTRUCTION FOR CANDIDATES 
 
You are a House Officer in the General Surgical department of XYZ hospital. It is 8pm and 
you are extremely busy because there are 4 new admissions to clerk. You are called by the 
nurse to review Mr Chong, a 20-year-old National Serviceman with no past medical history 
who was admitted for an infected sebaceous cyst for shortness of breath. He is planned for 
operation in EOT at around 10pm.  
 
Your tasks are to: 

1. Speak to the nurse on the phone.  
2. You have finally arrived at the ward. Explain what other history you would like to obtain 

and what you would like to do. 
3. Instruct the nurse to institute management accordingly. 
4. The patient has been stabilized. Update the GS registrar on the patient’s condition and 

your plans.    
 
 
INSTRUCTION FOR SP - STAFF NURSE 
 
You are Staff Nurse Declarador. You speak to the House Officer over the phone and inform 
him that the patient has some shortness of breath. 
 
If the candidate requests, you are to offer a low BP of 90/60, and also note that the patient 
has facial swelling, some itchiness in the throat, and that you diligently went to listen and heard 
wheezing. Do not offer vitals, or any supportive management if the candidate does not offer. 
Apologize to doctor profusely for disturbing and say he can come later if really busy. 
 
At the bedside, provide the following information when asked 

• Patient has no past medical history and is allergic to penicillin 
• Patient arrived in the ward 2h ago with infected sebaceous cyst. He has been given 

augmentin (you just served the dose) and is scheduled for emergency OT in 1h. 
• Shortness of breath started 10min ago. No chest pain / diaphoresis / cough / fever. 

Some facial swelling. 
• If candidate orders investigations – ECG normal, all bloods pending. 

 
If candidate requests for medication, ask candidate to identify correct drug and dose. For 
adrenaline, offer candidate the 1:10000 or 1:1000 dilution.  
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INSTRUCTION FOR SP - GS REGISTRAR 
 
You are the GS registrar. You will receive the HO’s call. Ask for the patient’s current vitals and 
congratulate the HO on saving the patient. Tell the HO that since the patient’s vitals are stable, 
and the OT has a free slot, we should send patient to OT before all the emergency cases 
come in again. 
 
 
MARKING RUBRICS 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Requests for patient’s vitals over the phone 2 1 0 

2 Obtains focused history of shortness of breath to 
determine diagnosis of anaphylaxis.  

2 1 0 

3 Asks specifically for drugs that the patient is on and 
ascertains allergy 

3 1.5 0 

4 Offers supportive management meanwhile e.g. 
supplemental oxygen, running the existing drip fast. 

2 1 0 

5 Escalates medical emergency to senior 2 1 0 

6 Attends to ABC of the patient (recognizes airway 
emergency in anaphylaxis)  

2 1 0 

7 Orders correct dose of adrenaline  
- 0.1 mg of 1:10000 IV (1mg in 10ml so you give 

1 ml) IV, or 
- 0.5 ml of 1:1000 IM  

2 1 0 

8 Orders antihistamine and hydrocortisone 200-300 
mg IV 

2 1 0 

9 Summarizes condition to GS registrar succinctly 
using SBAR, recommends postponing of op, 
monitor patient for now, run fluids (KIV hydrocort 
infusion, bronchodilators) 

3 1.5 0 
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Immediate failure 
● Agrees with nurse that this is non urgent and patient can be attended to later.  
● Fails to ask for drug allergies in the patient 
● Fails to identify that Augmentin is a penicillin, agrees with nurse that the medicines are 

different.  
● Conducts entire station without attending to hemodynamic status of patient. 
● Fails to mention adrenaline in treatment of patient.  
● Agrees with GS registrar that patient can be sent for op asap.  

 
 
DISCUSSION 
 
Initial approach to an acute medical emergency 

• You can do quite a lot over the phone 
o Ask for vitals and ABC   
o Ask for a crash cart and resuscitation trolley (i guess even if you are nervous 

in the future its better safe than not have it)  
o Can institute some acute management if necessary (O2, run the drip fast) 
o Other helpful bedsides that nurse can help you do: CBG, Urine Ketones ECG 

• Always escalate early 
 

Approach to SOB in a young patient: always have differentials 
• Cardiac causes possible but less likely  
• Respi: Pneumothorax, Asthma exacerbation, Anaphylaxis, PE (unlikely if no risk 

factors) 
• Hemato: Less likely unless hemolysis; very acute  
• DKA 

 
Diagnosis of anaphylaxis 

• There are 3 different definitions based on likelihood of exposure to allergen 
• But hypotension and/or stridor is a clear red flag 
• Other systems you can ask: think Muco-cutaneous -- Rash, Respiratory - Upper and 

Lower, GI surfaces 
 
Management of anaphylaxis 

• See marking rubric; adrenaline is a must especially if it is hypotension 
• Should observe 24h as there can be a delayed phase reaction. 
• Should enter ‘anaphylaxis’ into drug allergy information. 
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COMMUNICATIONS & TASKS  

CTSP: Electrolyte abnormality 
 
 
 
INSTRUCTION FOR CANDIDATES 
 
You are the on-call orthopaedic House Officer, called to see Mdm Siao Zhar Boh 
(S0718923F), a 62 year old lady admitted four days ago for infected diabetic foot ulcer. The 
nurse informs you that there is a “critical lab result”.  
 

Urea   16.2 mmol/L 
Sodium  136 mmol/L 

 Potassium  7.2 mmol/L    
 Creatinine  214 µmol/L 
 Bicarbonate  12 mmol/L 
 Chloride  98 mmol/L 
 
Please review the patient. You may take a history, examine the patient, order investigations, 
and administer medications as required.  
 
 
Medical record 
 
Past medical history:  Diabetes 
    Hypertension 
    Hyperlipidaemia 
    Diabetic retinopathy s/p photocoagulation 
    Ray amputation left 2nd toe for wet gangrene. 
    Peripheral vascular disease 
 
This admission:  Adm for discharging right sole wound with fever 
    and ascending cellulitis.  

Imp: sepsis secondary to diabetic foot ulcer. 
 
I/O    4 days ago  In: 850ml Out: 2200ml 

3 days ago  In: 1020ml Out: 1700ml 
Yesterday  In: 995 ml Out: 1040ml 
Today   In: 720ml Out: 820 ml 

 
Creatinine trend  67 (baseline) > 102 (3 days ago) > 214 (now) 
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Medication   IV  Premix (NaCl 0.33%, K 40mmol/L) 
IV Augmentin   625mg TDS 
IV  Cloxacillin  500mg QDS 
IV Gentamicin  100mg BD  
SC Insulin glargine 30U ON 
PO Diclofenac  75mg BD 
PO Paracetamol  1g QDS  
PO Enalapril  20mg BD 
PO Metformin  850mg BD 
PO Glipizide  10mg BD 

 PO Bisoprolol  5mg BD 
PO Simvastatin  20mg BD 

 
 
INSTRUCTION FOR EXAMINER 
 
Part 1: Emergent management of hyperkalemia 
 
Candidates act as the house officer called to see Mdm Siao for a “critical lab result” and begin 
with a UECr result showing hyperkalemia, acidosis, and elevated creatinine. You are to act as 
the patient and examiner.  
 
Candidates are expected to 
 

a) Review the patient clinically, checking that the patient is stable and asking for 
symptoms of hyperkalemia or cardiac instability 

o The patient is stable, no chest pain, palpitations, arrhythmia 
 

b) Explain to patient the current issue: Hyperkalaemia secondary to AKI 
o If candidate goes straight to giving drugs, prompt (Dr what are you doing to 

me?) 
o If candidate doesn’t explain underlying AKI, prompt (Dr why do I have this, what 

have you done to me?) 
 

c) Emergent management of hyperkalemia:  
o ECG (normal) 
o Baseline capillary glucose (9.2 mmol) 
o Insulin (actrapid) 10U + dextrose 40-50ml: to run through stepwise 
o 10% Calcium gluconate 10ml/10min.  
o Resonium 15-30 g 
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Candidate to run through insulin procedure stepwise 
o Flush plug before 
o Draw up 40-50ml dextrose in 2x 25ml syringe. 
o Choose insulin syringe (identify the correct syringe!) 
o Choose correct insulin bottle (actrapid) 
o Inject air into insulin bottle 
o Invert and draw 10 units (0.1ml)  
o Inject into dextrose syringe 
o Connect dextrose syringe to plug and give as slow bolus (syringe without 

insulin first) 
o Flush plug after 

 

             
 

 
d) Look for and act on underlying causes of AKI and hyperkalaemia – If candidate stops 

at emergent management of hyperK, prompt “Dr why do I have so high potassium?” / 
“will the high potassium come back again?”  

o Look at vitals (currently afebrile, no hypotension in last 48 hours) 
o Look at I/O chart and examine volume status > note negative balance, likely 

prerenal AKI; to cautiously hydrate patient. 
o Examine for palpable bladder: none. 
o Look for baseline creatinine (AKI vs CKD) > provide to candidate that Cr on 

admission was normal 
o Stop medications that can cause nephrotoxicity and hyperkalaemia (provide 

drug chart on request). This includes ACE-I, gentamicin, NSAID, IV fluid with 
K.  

o Ask about recent scans > CT arteriogram (contrast) was performed 2 days ago. 
o [Bonus] Suspend metformin as CrCl <30 (if candidate requests for weight to 

calculate CrCl, provide CrCl = 21 ml/min). 
o [Bonus] Decrease augmentin to BD dosing due to low CrCl 

 
e) Review plan including capillary glucose monitoring, repeat UECr, ECG. 
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Part 2: Further review and escalation. 
 
Provide the candidate the following information: 
 
You review the patient 2h later and note that K is still 7.4 mmol/L. Cr is 210 mmol/L. Glucose 
is 7 mmol/L. A second cycle of insulin/dextrose is given. 
 
You perform a 3rd review and find K 8.0 mmol/L, Cr 240 mmol/L. Glucose is 8 mmol/L. There 
has been no urine output in the 5 hours since your first review. What is your plan of action 
now? 
 
If candidate requests ABG: there is acidosis with pH 7.28. 
If candidate requests ECG: there are tented T waves. 
If candidate requests clinical picture: patient is drowsy but asymptomatic. 
 
Candidates are expected to refer to renal reg for urgent dialysis and conduct a rapid handover 
over the telephone. Use the SBAR template. For example -  
 

Situation: I have a patient with AKI and hyperK. K has climbed from 7.4 to 8.0 even 
after 2 cycles of insulin/dextrose; Cr has climbed from 214 to 240 and the patient is 
anuric in the last 5 hours despite hydration. (There are now ECG changes). 
 
Background: This is a 62 year old lady admitted for sepsis secondary to infected 
diabetic foot ulcer. Her I/O has been negative for the last 4 days and she has had 
multiple nephrotoxic drugs. 
 
Assessment: My patient has failed medical therapy for hyperkalemia.  
Recommendation: I would like to refer this patient for urgent dialysis. 

 
> If candidate does not conduct adequate handover, prompt “why do you need to dialyse this 
patient? / AKI just hydrate la / hyperK just give insulin la” 
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MARKING RUBRICS 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Clinical review of patient 2 1 0 

3 Correct assessment (AKI cx hyperK) 2 1 0 

4 Emergent management: 
- ECG 
- Capillary blood sugar 
- Insulin 8-10U  
- Dextrose 40-50ml 
- Calcium gluconate 10% 10ml over 10min 

2 1 0 

5 Demonstration of correct insulin technique 
- As described above. 

2 1.5 0 

6 Rules out palpable bladder 1 0.5 0 

7 Hydrates patient 1 0.5 0 

8 Stops medication: IV fluid with K, gentamicin, 
NSAID, ACE-I. 

2 1 0 

9 Adjusts medication for Cr clearance 
- Stops metformin 
- Augmentin to BD dosing 

2 1 0 

10 Review plan  
- CBG 
- ECG 
- UECr 

2 1 0 

11 Identifies need for emergent dialysis 2 1 0 

12 Handover of patient to renal reg 2 1 0 

 
Immediate fail: 

• Did not check 2 patient identifiers 
• Overdose of insulin 
• Choose wrong type of insulin 
• Failure to monitor CBG/UECr thereafter 
• Failure to flush before giving dextrose (fail criteria in 2015) 
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COMMUNICATIONS & TASKS  

CTSP: Leg Pain 
 
 

contributions from Aaron Tang 
INSTRUCTION TO CANDIDATES 
 
You are the HO on-call. 
 
Mr Tan is a 55-year-old gentleman with a past medical history of HTN, HLD, and poorly 
controlled DM. He is currently on Enalapril, Metformin, and Atorvastatin. He was admitted to 
the ward 2 days ago for an Acute Myocardial Infarction.  
 
You are called to see Mr Tan because he complains of right leg pain.  
 
Please take a brief history and do a targeted physical examination. Discuss your diagnosis 
and management of the patient.  
 
 
INSTRUCTION TO SP - PATIENT 
 
You are Mr Tan, a 55-year-old cleaner. You were admitted two days ago for severe chest pain 
which you understand was a heart attack.  
 
The chest pain had resolved on the day of admission and you have been fine since then. 3 
hours ago, however, you started getting terrible right leg pain, mainly in the foot. The leg is 
not swollen but your toes are numb and you are starting to feel slightly weak. 
 
Examination findings 

• Right leg: pale, cold loss of sensation, delayed capillary refill and loss of DP, PT pulses. 
Leg is not swollen or erythematous 

• Heart S1S2 no murmur, irregularly irregular pulse 
• Lungs clear.   
• Vitals stable; no fever or desaturation. 

 
Other results: 

• ECG: AF 
• Doppler signal: Arterial Inaudible, Venous audible.  
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QUESTIONS 
 
What are your differentials? 

• Diagnosis: Acute Limb Ischemia 
• DDx: DVT, Cellulitis 

 
Origins of emboli:  

• Cardioembolic - AF 
• Artery to artery embolism - AAA 
• Puncture site for AMI management 

 
What is your management? 

• Escalate to senior as a surgical emergency requiring active intervention e.g. 
embolectomy vs thrombolysis 

• Resuscitate patient; improve existing perfusion by giving 100% oxygen, ensuring BP 
stable, keeping foot dependent. 

• Consider Doppler US to determine if limb is viable, threatened, or non-viable; and 
determine level of obstruction (or bring patient to OT immediately) 

• Initiate anticoagulation with heparin to avoid clot propagation (better than clexane as 
can be reversed during op). Begin bolus 3000-5000 units, infusion 1000 units/hour. 
Aim aPTT 2-2.5x normal.  

• Prepare pre-op bloods 
• Post-op, will require anticoagulation and treatment of AF. 
  

One day after embolectomy the patient complains of generalized lethargy, dark colour 
urine. ECG shows hyperkalaemia. What is the cause? 

● Rhabdomyolysis → aggressive hydration plus IV bicarbonate to alkalinise urine.  
● AKI due to contrast angiogram. 

 
What other complications can happen? 

● Compartment syndrome 
● Reperfusion injury 

 
Miscellaneous questions 

● What are the causes/mechanisms of acute limb ischemia? > Arterial embolism, 
thrombosis, trauma, dissecting aneurysm 

● What are the most common sites where emboli lodge? > Bifurcation of femoral artery 
(most common site), trifurcation of popliteal artery (others: aortic bifurcation, 
external/internal iliac, arm) 

● What are the contraindications to thrombolysis? Name 4.  
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COMMUNICATIONS & TASKS  

CTSP: Seizure 
 
 
 
INSTRUCTION FOR CANDIDATES 
 
You are the on-call surgical House Officer. You just finished seeing a patient at Ward 57 when 
you get a call from Ward 75 regarding Mr Jiu Gui (S1234567A), a 67 year old man admitted 3 
days ago for acute on chronic pancreatitis. The nurse informs you frantically on the phone that 
he is having a seizure. 
 
You are currently on the phone with the nurse. Please instruct her on what you will like to do. 
 
Medical record 
 
Past medical history:  Chronic alcoholic pancreatitis 

Diabetes 
    Hypertension 
    Hyperlipidaemia 
    Multiple strokes 
 
This admission:  Acute on chronic pancreatitis (Glasgow 3) 
 
Electrolytes   At Admission                                     

Urea   16.2 mmol/L                                       
Sodium  132 mmol/L                                        
Potassium  4.0 mmol/L                                             
Creatinine  68 µmol/L     
Bicarbonate  22 mmol/L     
Chloride  99 mmol/L     
Corrected Calcium 2.2 mmol/L     

 
Medication   IV  Premix (NaCl 0.33%, K 40mmol/L)  

SC Insulin glargine 30U ON 
PO Tramadol  50mg TDS 
PO Paracetamol  1g QDS  
PO Enalapril  20mg BD 
PO Metformin  850mg BD 
PO Glipizide  10mg BD 
PO Bisoprolol  5mg BD 
PO Simvastatin  20mg BD 
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Upon request, provide: 
   At Admission           Now                          
Urea   16.2 mmol/L              18 mmol/L           
Sodium  132 mmol/L               125 mmol/L 
Potassium  4.0 mmol/L       3.7 mmol/L                                     
Creatinine  68 µmol/L  80 mmol/L 
Bicarbonate  22 mmol/L  16 mmol/L  
Chloride  99 mmol/L  105 mmol/L 
Corrected Calcium 2.2 mmol/L            1.5 mmol/L 

 
 
INSTRUCTION FOR EXAMINER 
 
Part 1: Emergent management of seizure 
 
Candidates act as the house officer called to see Mr Jiu Gui for seizure.  
You are to act as the nurse assistant and examiner.  
 
Candidates are expected to 

a) Drop everything and run 
b) Do what is possible over the phone 

a. Get important information: when did it start, what made you say pt is seizing 
b. Ask nurse to do the following: stat hypocount, 1 set of vitals including SpO2, 

turn patient to left lateral, prepare IV/IM diazepam 5mg, give INO2, lateral 
position clear environment and clothes 

§ The patient is stiff and jerking eyes uprolling not responsive, started 2 
minutes ago just as pt’s dinner plate was being cleared 

§ When candidate reaches ward, pt is in left lateral but still seizing. 
Hypocount 6. Afebrile BP 180/100, HR tachycardic, SpO2 95% 2LNP. 
Check plug. ECG. Prepare rectal diapam or IV lorazepam Get E cart  

 
c) Assess ABC. Confirm seizure. Abort seizure.  

a. IV diazepam 5mg or IV lorazepam 4mg 
b. Patient still seizing after 5 min → IV diazepam 5mg or IV lorazepam 4mg 
c. Patient still seizing after another 5 min → IV phenytoin   

i. Need HD bed, call senior and ICU for bed using SBAR 
ii. How to give phenytoin  

1. IV, through a large vein, at least cubital  
2. 15-20mg/kg loading dose slowly over 20 min, maintenance dose 

100mg Q6-8H 12h after 1st dose (adjust dose based on 
response and serum levels; aim trough 10-20) 

3. Requires cardiac monitoring 
4. Watch for purple glove syndrome 
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Scenario progress: But before you give the IV phenytoin patient stops seizing 
 

d) Look for and act on underlying cause of seizure, during the 5min waiting time 
a. Review vitals over past few days → any HTN, signs of raised ICP,  
b. Look at seizure type / frequency > first seizure, generalized. ? Scar epilepsy -- 

not focal, not recurrent.  
c. Ask for last drink → patient drowsy at the moment, but nurse says she found 

some beer cans hidden in the patient’s locker 2 days ago, and she noticed pt 
has been agitated/irritable and eats quite slowly because of hand tremors 

§ Put patient on CIWA charting 
d. Review IOs, bloods over last few days  

§ Hypocalcaemia: 10ml 10% Ca Gluconate over 10 min 
§ Hyponatremia: stop premix 0.33% saline, *slow* replacement 

e. Review meds - any AEDs? 
f. Examine pupils 
g. Investigations: FBC, RP Ca/Mg/Phos, LFT, CT Brain, ECG, cardiac enzyme 
h. Q1H para + CLC + fit chart, call dr if GCS drops >2, keep NBM, IV NS drip,  
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COMMUNICATIONS & TASKS  

CTSP: Transfusion Reaction 
 
 
 
INSTRUCTION TO CANDIDATES 
 
You are the HO on-call. 
 
Mr Beer is a 55 year old gentleman with known cirrhosis. He was found lying in a pool of vomit 
at a Geylang coffeeshop, with 10 bottles of stout beside him. As his Hb was 5.8 on admission, 
your MO has just started a transfusion of packed red cells half an hour ago. 
 
You are called to see Mr Beer because he is now complaining of chills and rigor. His 
temperature was 38 degrees. The ward sister will help you with managing the patient. 
 
 
DISCUSSION 
 
Transfusion reactions can be classified as immediate or delayed. Other conditions (e.g. 
sepsis) may well mimic a transfusion reaction. 
 

 Acute Delayed 

Immunologic Hemolytic transfusion rxn (ABO mismatch) 
Anaphylactic rxn (IgA deficiency) 
Febrile nonhemolytic rxn (donor WBC cytokines) 
Urticaria (serum protein rxn) 
TRALI (recipient neutrophil activation) 

Delayed hemolysis 

Infection Sepsis (transfusion transmitted bacteria) Hepatitis / HIV (rare) 

Overload Volume overload (TACO) Iron overload 
 
Initial resuscitation 

● Stop transfusion 
● Keep IV open - normal saline 
● Is this the correct blood product for the correct patient? (apparently “correct” does not 

rule out hemolytic rxn as GXM could have been drawn wrongly) 
● Look at vitals (fever, hypotension, desaturation) 
● Enquire symptoms and signs: dyspnoea, hemolysis (flank/back pain, bleeding, 

hematuria, jaundice), puritus 
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Recognize clinical picture and manage accordingly: 
 
1. Obvious anaphylaxis: hypotension, wheeze, angioedema; acute onset < 15min. No fever. 

● Treat as anaphylaxis: adrenaline 0.3mg, antihistamine, steroid,  
● Subsequently: test IgA levels. 

 
2. Prominent respiratory symptoms: TRALI vs TACO (the absence of respiratory symptoms 
make these less likely) 

● More likely TRALI: hypotension, fever. More likely TACO: signs of fluid overload, 
underlying heart failure or ESRF. 

● Workup: CXR, NTproBNP, ABG. 
● Diagnostic criteria for TRALI 

○  ARDS: hypoxemia (SpO2 ≤90% RA, P/F <300) 
○  CXR bilateral infiltrates 
○  New within 6h of transfusion (acute onset and not there previously) 
○  No circulatory overload 

● Suspected TRALI: may need intubation & ventilation in ICU. Inform blood bank (may 
need to remove  donor from donation pool) 

 
3. Likely hemolytic transfusion rxn: mismatched blood, pain at infusion site or flanks, 
hemolysis (jaundice, dark urine), bleeding (e.g. oozing from catheter sites): 

● Call blood bank - urgent as another pt may receive wrong blood 
● Return ALL blood and blood set to blood bank (do not transfuse unused units) 
● Supportive care 

○  Monitor vitals, I/O, airway q1h 
○  May need HD/ICU 
○  Keep IV line and kidneys open: hydrate aggressively +/- forced diuresis. 
○  Escalate to senior 

● Bloods:  
○  FBC + PBF 
○  UECr 
○  Hemolysis w/u: Coombs, Haptoglobin, LFT, LDH 
○  DIC screen: D-dimer Fibrinogen PTPTT 
○  Repeat GXM  

 
4. Possible hemolytic transfusion rxn: serious rxn, not anaphylaxis, respi symptoms not 
prominent, but not definitively hemolytic at first presentation before bloods are returned. 
Manage as per hemolytic rxn if patient is sick --- concomittantly, or if bloods return showing 
no hemolysis, 

● Consider transfusion transmitted sepsis (especially if severe fever / chills / hypotension 
without hemolysis on blood analysis) - Gram stain, Blood culture and empiric cover 

● Consider conditions unrelated to transfusion 
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5. Mild reaction: temp rise <1C, mild symptoms (only fever or urticaria), hemodynamically 
stable, no hemolysis / hematuria, blood correctly matched. 

● Symptomatic rx: paracetamol (febrile non-hemolytic rxn), piriton 4mg and 
hydrocortisone 100mg (urticarial rxn) 

● Restart transfusion at slower rate 
● Watch closely and review soon  

○  If fever continues or symptoms worsen, mx as for serious rxn.  
○  If symptoms resolve, continue. Inform blood bank but no need lab inx. 

● Future prevention: 
○  Febrile non-hemolytic rxn: use leukoreduced blood 
○  Both: premedicate 
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COMMUNICATIONS & TASKS  

Focused Task: Drowsy Child 
 
 

contributions from David Ng 
INSTRUCTION TO CANDIDATE 
 
You are the MO at the ED seeing Mr Ng and his 10yo son, David. He has come in because 
he has been having a fever, cough and is now feeling breathless and a little drowsy. 
 
Please take a short history from Mr Ng, do a quick examination, order investigations and 
administer management. 
 
 
INSTRUCTION TO EXAMINER 
 
Candidates are  
 
1. History and examination 

• Vitals T 38.0 HR 140 RR 26 BP 110/80  SpO2 95% RA 
• Past medical history of T1DM 
• Fever and cough and breathlessness for the last 2 days, getting worse 
• Today – also drowsy, vomiting. Parent tried to measure blood glucose at home but 

machine broke down today (it gave some error) 
• Examination findings: consistent with right lower zone pneumonia, dehydration 

 
2. Investigations: please provide results when requested 

• CBG: 27mmol/L 
• UECr: Na 144 K 4.0 Ur 14 Cr 110 Cl 103 
• ABG: pH 7.14, pCO2 33, pO2 90, BE -4 HCO3 18 Lactate normal 
• FBCL: w 15 Hb 14 Plt 400 
• Urine ketones ++, glucose ++, serum BHB 1.2 mmol/L 
• CXR: right LZ patch 

 
3. Management 

• Resuscitation: supplemental O2, large bore IV cannulae, admit to HD 
• Fluids:  

o Estimate dehydration 5% (pt has tachycardia, slight lethargy. cap refill less than 
2 seconds, no tenting of skin) 

o Ask for weight: 40kg 
o Use Holliday-Segar method to determine fluid requirements, calculate deficit + 

maintenance; replace deficit over 2 days (for DKA, vs over 1 day in GE) 
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• Replace potassium while starting insulin 
• Start insulin 0.1U/kg/hr infusion (no bolus in paediatrics but do not mark wrong) 
• Start appropriate antibiotics 
• Monitoring in the ward: Vitals hourly, BGM hourly, RP 2-6 hourly, ABG every 2-4 hours 

 
4. Candidate should offer to call senior & also update the parent on patient. 
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COMMUNICATIONS & TASKS  

Angry Patient: Adverse Event 
 
 

contributions from David Ng 
INSTRUCTION TO CANDIDATE 
 
You are the medical House Officer and has just been called to attend to Mr H.D., an 85 year 
old man, who had fallen from the bed to the floor. He was not on restraints because his family 
members had specifically requested to withhold restraints. 
 
Mr H.D. has known dementia with behavioural and psychological symptoms of dementia 
(BPSD), atrial fibrillation on warfarin (latest INR is 2.3), and poorly controlled diabetes. 
 
He was admitted 4 days ago with fever and agitation, which was diagnosed as community 
acquired pneumonia. Your team has started penicillin, ceftazidime, and azithromycin; his fever 
lysed within 6h and he has been calm the last 3 days. Two hours ago, however, he spiked a 
fever of 38.2 degrees.  
 
Mr H.D. is currently non-toxic but febrile (T 38.5). His vitals are stable. He is oriented to place 
and person but not time, and he is somewhat confused. He does not have any obvious injury 
including head wounds or tenderness or bruising over his limbs. His physical examination is 
absolutely normal. 
 
At this moment, Mr H.D.’s son walks into the ward. He has heard that his father had just fallen. 
He demands to know what has happened and is rather dismayed. Please speak to him and 

1. Explain to him what has happened 
2. Detail your current plan of management 

 
 
INSTRUCTION TO SP - RELATIVE 
 
You are Mr H.D. junior. You heard that your dad had fallen in the ward and rushed over to see 
him. You are horrified and furious that such a thing has happened even though you are paying 
$1000 a day for the bed alone.  
 
You want a full apology and an explanation of what has happened - you had previously 
requested for your father to not be restrained but fully expected that a dedicated nurse would 
be watching over him all the time. You also want to know the name of the nurse in charge of 
monitoring your father, with the intention to sue her (and the hospital) for negligence. You also 
want to speak to the consultant in charge, and for the entire inpatient stay to be free-of-charge. 
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You will calm down once the candidate empathises with you and explains how the incident 
will be investigated. You want to find out if your father suffered any injury and what will be 
done for him from now onwards. 
 
 
MARKING TEMPLATE 
 
  Performed 

and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

Communication with angry relative 

1 Greets patient and introduces self 1 0.5 0 

2 Request to verify the son’s identity 1 0.5 1 

3 Explains and apologises for the fall 2 1 0 

4 Express empathy 2 1 0 

5 Professionalism: not to blame family for requesting 
not to restrain Mr H.D. 

2 1 0 

6 Professionalism: not to disclose name of nurse in 
charge; instead to file incident report 

2 1 0 

7 Mediates meeting with consultant 1 0.5 0 

8 Note request for fee waiver but not to promise 1 0.5 0 

Management 

8 Explains no obvious injury at present but need to 
monitor and investigate 

2 1 0 

9 Escalate to senior for further management 1 0.5 0 

10 Note fever spike - need to redo septic workup 2 1 0 

11 Require CT brain and conscious level monitoring 
due to warfarin 

2 1 0 

12 Consider restraints (physical or chemical) 1 0.5 0 

13 Closure and summary 2 1 0 

 
Immediate fail 

• Denies or downplays the fall that has occurred. 
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DISCUSSION 
 
Dealing with an angry patient or relative is a life skill and can make or break your day. The key 
is to recognize that this relative has a very legitimate reason to be upset. Inpatient falls are a 
difficult issue - while minimising falls is a patient safety goal, staff to patient ratio is rarely ideal, 
and there is a good argument to minimise physical or chemical restraints. 
 
It is important to be frank and upfront - apologize sincerely that it had happened and express 
empathy (without accepting liability “I am sorry that this has happened” rather than “I am sorry 
that we did this”). Be on the same side as the patient and family - acknowledge that an adverse 
event happened you will do your best to make sure Mr H.D. is okay. Do not blame anyone - 
neither the patient’s family (for insisting to avoid restraints), nor the staff nurse. Maintain 
professionalism and do not implicate your nursing colleague. If pressed to give the name, a 
useful defence is - “This is a serious incident which I have to report to an independent patient 
safety committee whose job is to investigate the incident from all angles and you may also be 
called to give a statement. Thereafter the independent investigators will update you on the 
outcome. We will put measures in place to minimise the risk of future incidents” The family is 
entitled to complain if they choose to and you should direct them to the patient’s relations 
office, not beg them to not complain. You should arrange for a family conference with your 
consultant but should not promise a fee waiver. 
 
Management post-fall: in every angry patient scenario it is important to describe what you 
have done or will do to correct the situation. For falls, most hospitals have a given protocol 
which should be followed. In this case, you should identify that the patient has spiked a new 
fever and a full septic workup is required. He is also on warfarin and hence the risk of 
intracranial bleed is present; a CT brain should be considered. You should also escalate to 
your senior. 
 
The family’s expectation for a dedicated nurse to watch Mr H.D. all the time is not reasonable 
- but deal with this sensitively. It is wiser not to call them out in a confrontational manner (i.e. 
don’t tell them that they are unreasonable), but you should consider breaching the topic of 
physical or chemical restraints, at least until Mr H.D. is more lucid. 
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COMMUNICATIONS & TASKS  

Angry Patient: Negligence 
 
 

contributions from Vivien Lee 
INSTRUCTION TO CANDIDATE 
 
You are the orthopaedic HO. Your patient Mdm. Tan was admitted for elective total knee 
replacement. This was complicated by bleeding peptic ulcer on post-op day 3. Mdm Tan has 
since recovered and you had just completed the discharge summary and finalized discharge 
medications which are as follows:  

• Amoxicillin 1g BD 
• Amitriptyline 25mg at bedtime  
• Clarithromycin 500mg BD 
• Lisinopril 40 mg OM  
• Metformin 500mg BD 
• Metoprolol 50 mg BD  
• Naproxen 500mg BD  
• Omeprazole 20mg BD 
• Simvastatin 40mg BD  

 
While finalizing other paperwork in the ward, you are confronted by Mdm. Tan’s daughter, Ms. 
Claire.  
 
 
INSTRUCTION TO SP - DAUGHTER 
 
You are Ms Claire, Mdm Tan’s daughter. Your mother was admitted for elective total knee 
replacement complicated by bleeding peptic ulcer on post-op day 3. She was very sick and 
had to be admitted to ICU. Emergency endoscopy was performed which found a large 
bleeding gastric ulcer. She has since recovered and is about to be discharge 
 
You hear that naproxen, a painkiller, was responsible for causing the gastrointestinal bleeding. 
While going down to the pharmacy to collect your mum’s medications, you are horrified to see 
that the surgical HO has prescribed naproxen again. You stomp back up into the ward to 
confront the surgical HO: 
 

1) You are furious that the surgical HO prescribed naproxen again which harmed your 
mother. You want an apology, you want to complain, and want to speak to the 
consultant. 

2) Secondary point - you notice that antibiotics were prescribed and do not understand 
why. 
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MARKING RUBRIC 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Confirms the relationship between Ms Claire and 
Mdm. Tan 

1 0.5 0 

3 Interprets the medication list correctly and identifies 
the wrong medication prescribed 

2 1 0 

4 Offers Ms. Claire a seat 1 0.5 0 

5 Appropriate handling of angry patient 
- Acknowledge emotion 
- Let her vent 

2 1 0 

6 Apologise to Ms. Claire with sincerity 
- Not defensive / denial 
- Not pushing blame away. 

2 1 0 

7 Respects Ms. Claire’s wish to file a complaint 
and/or speak to consultant → refer to patient 
relations or hospital incident reporting committee 

2 1 0 

8 Appropriate answer of why antibiotics were 
prescribed (triple therapy for H. pylori) 

2 1 0 

9 Offers solutions to rectify the situation, for example: 
- Amend prescription immediately 
- Senior to counter-check prescription 
- Consultant to call Ms Claire 
- Offer alternative analgesia 
- Incident report 
- Add NSAID to adverse drug rxn (so that she 

doesn’t get it in future 
Follow-up in clinic KIV scopes (TRO malignant 
ulcer) 

3 1.5 0 

10 Summarises and thanks patient. 1 0.5 0 

 
Immediate fail: 

● Denies mistake 
 
Discussion: see previous scenario of dealing with the angry patient.  
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COMMUNICATIONS & TASKS  

Bad News: Cancer Recurrence 
 
 

contributions from Eugene Gan 
INSTRUCTION FOR CANDIDATES 
 
Mr Tan is an otherwise well 62-year-old gentleman who underwent an Ultra-Low Anterior 
Resection for Stage II Rectal Adenocarcinoma with neo-adjuvant RT in February 2015. You 
are the surgical MO who is seeing him in the Colorectal follow-up clinic for his annual 
surveillance.  
 
Unfortunately, his CEA levels on arrival are elevated and his surveillance CT TAP scans 
showed an anastomotic recurrence, with no other sites of recurrence or metastases. 
 
Your tasks are to: 

1. Break the news of anastomotic recurrence to the patient  
2. Take consent for an abdominal-perineal resection for the recurrent cancer.  

 
 
INSTRUCTION FOR SP - PATIENT 
 
You are Mr Tan, as detailed above. You are initially hopeful but slightly anxious about your 
surveillance results. You are aware that this is your annual surveillance visit. 
 
You are to initially express shock and disbelief at the news. You will then react in anger by 
claiming that it is the medical team’s fault that the cancer has recurred (though you 
acknowledge that you were counselled about a small risk of recurrence). You are actually 
really worried that your lifespan will be abruptly shortened because you are hoping to see the 
birth of your grandson at the end of this year. You will be more assured if the candidate tells 
you that there are no systemic metastases and intent is still curative.   
 
Moving on, you are generally agreeable for the second operation, but will keep questioning 
the candidate if there are alternatives to avoid an operation. You will want to know if this new 
operation will allow you to pass motion as usual. If the candidate forgets to talk about a stoma, 
you will ask if it is required for this operation.  
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MARKING RUBRICS 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets the patient and introduces oneself  1 0.5 0 

2 Good body language and management of patient 
emotions throughout 

2 1 0 

3 Breaks the bad news that anastomotic recurrence 
has occurred professionally.  

2 1 0 

4 Explain that anastomotic recurrence is unfortunate 
but a possible complication  

2 1 0 

5 Manage patient’s claims of negligence by the 
medical team 

2 1.0 0 

6 Express that on the flipside, there are no systemic 
metastases and that lesion was picked up early 

1 0.5 0 

7 Explains that surgery is required and initiates 
consent taking 

1 0.5 0 

8 Correctly identifies that the operation is an APR 
with end colostomy 

1 0.5 0 

9 Explains alternatives but maintains that surgery is 
the only curative option 

2 1 0 

10 Explains the procedure and possible complications  2 1 0 

11 Explains the requirement for the stoma and how 
stoma care will be provided for him.  

2 1 0 

12 Summarizes the consult, expresses empathy and 
helps the patient to be optimistic 

2 1 0 

 
Immediate fail: 

• Rude to patient, dismisses anastomotic leak as a risk that should be accepted easily 
• Agrees with patient and puts blame on surgeon who operated.  

 
Minus Marks: 

• Forget to wash hands before 
• Forget to wash hands after  
• Usage of jargon or poor rapport. 
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DISCUSSION 
 
The parts to this station are (1) breaking bad news, and (2) knowledge of anastomotic 
recurrence, its management, and (3) consent taking. 
 
(1) Breaking bad news is a skill (see the other bad news station on HIV diagnosis) which must 
be approached sensitively with empathy. It helps to be on the patient side (‘we want to help 
you’) and to find the silver lining (we can cure you, there are no distant mets, we picked it up 
early). ‘Blame’ being one of the five defined stages of grief, allegations of negligence are not 
uncommon, and need to be handled professionally instead of emotively. Neither blame other 
colleagues, nor act overly defensive, or push the blame back on the patient (‘you should have 
known since you were counselled that this could happen gave consent’). See the angry patient 
scenarios for further discussion on the theme of negligence. The subsequent stations are 
variations of the theme of breaking bad news. 
 
(2) Do understand the considerations between an ultra-low anterior resection. It has a known 
risk of recurrence is known, and the decision to perform this operation is a tradeoff between 
minimizing the risk of recurrence, vs preserving function (anal sphincter). You should be able 
to justify why anastomotic recurrence requires at least an APR (if not a pelvic exenteration), 
and identify that APR entails having a stoma. 
 
(3) This is dealt with in greater detail under the consent stations – see subsequent scenarios. 
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COMMUNICATIONS & TASKS  

Bad News: Diagnosis of HIV 
 
 
 
INSTRUCTION TO CANDIDATE 
 
You are the medical MO in the General Medicine team.  
 
Mrs Banker is the 42-year old wife of a year-old high-flying executive. She has no known past 
medical history. She presented to her GP with a 3-week history of mild shortness of breath, 
nonproductive cough, and fatigue. The GP noted that she was significantly hypoxic (SpO2 
88%) and sent her to the Emergency Department for admission. On admission she was febrile 
(T 38.3) but much less symptomatic than the degree of hypoxia would suggest. A chest X-ray 
revealed bilateral patchy infiltrates, and a CT thorax showed ground-glass changes. 
 
Mrs Banker is found to be HIV positive (both antigen/antibody and confirmatory testing is 
positive), with CD4 count is 92. Bronchoalveolar lavage revealed pneumocystis jiroveci. She 
is responding well to treatment with sulfamethoxazole, trimethoprim, and prednisolone. 
 
Your consultant will like you to update Mrs Banker about her newly-diagnosed HIV. Please 
speak to her and answer any questions she may have. 
 
 
INSTRUCTION TO SP 
 
You are Mrs Banker, the wife of a high-flying forex trader. You have three children aged 4, 7, 
and 8. However your marriage is on the rocks and you suspect that Mr Banker has been 
seeking love outside, especially during his frequent overseas trips.  
 
Upon revelation of the diagnosis of HIV, you are to react strongly with denial and anger, and 
question the diagnosis. You have always been fit and healthy and believe that you are just 
having a bad flu. You do not feel sick enough to be admitted, and believe that the GP had 
over-reacted. 
 
You to be convinced when the candidate explains that the diagnosis of HIV is certain and in 
fact you already have full-blown AIDS. You will then turn hysterical and blame your unfaithful 
husband for bringing this upon you - you have always been faithful to him and have not had 
blood transfusions or IV drug use. Invite the candidate to join you in blaming your husband. 
 
You will calm down when the candidate comforts you. You will ask if you are going to die and 
will be relieved when the candidate explains the treatment for HIV. 
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You also want to find out if you can still have sex with your husband. When the candidate 
explains that you have to inform your husband and should abstain from sexual intercourse at 
present, you will turn distraught. You believe that your husband will take the excuse to divorce 
you should he find out that you are HIV positive, or should you deny him sex. Furthermore you 
believe that he deserves to get HIV and die a painful death. You will refuse to inform your 
husband and challenge the candidate to inform your husband directly if he/she really wants 
to. 
 
 
MARKING RUBRIC 
 
  Performed 

and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Assess patient’s perspective (what do you already 
know) 

2 1 0 

3 Appropriate setting and obtain invitation to break 
bad news 

2 1 0 

4 Inform about HIV diagnosis (certain) 2 1 0 

5 Provide empathy 2 1 0 

6 Explain PCP pneumonia and its relationship with 
AIDS (CD4) 

2 1 0 

7 Professionalism: not to agree with patient to blame / 
condemn husband 

2 1 0 

8 Explain that HIV has a good prognosis and that 
treatment is available 

2 1 0 

9 Explain need to inform partner (by law) and better 
to abstain from sexual intercourse 

2 1 0 

10 Professionalism: not to notify husband on your own 
accord (unless patient provides consent). 

2 1 0 

11 Closure and summary 2 1 0 

 
Demerit points 

• Failure to wash hands BEFORE 
• Failure to wash hands AFTER 
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DISCUSSION 
 
This station tests (1) the skill of breaking bad news, (2) knowledge about HIV and treatment, 
and (3) professionalism in handling the public health implications and legal obligations of HIV. 
 
(1) Breaking bad news requires appropriate setup - not to confront the patient suddenly with 
the bad news, but to provide some lead in and warn the patient that there is bad news coming. 
What happens after breaking bad news is equally important - to show empathy (especially to 
name the emotion) and explain how the patient will be supported. 
 
(2) In this case the diagnosis of HIV is certain and therefore you may explain the diagnosis 
with certainty. In other situations, if only a first test is positive, a confirmatory test is required 
for diagnosis. The clinical situation of PCP pneumonia should also be explained. This is 
probably not the right setting to provide a full discussion of antiretroviral therapy, but at the 
very least the patient should be comforted that treatment is available and prognosis is good 
(even with CD4 <100, it can come up) 
 
(3) The public health implications is a topic that requires some sensitivity. In this situation it 
does seem likely that the husband is the source of HIV infection but you must maintain a 
neutral and professional stance - neither to agree with her to blame the husband, nor to 
express doubt and probe for other sexual exposure apart from her husband (a full sexual 
history does need to be taken but probably not at first diagnosis!). It is Singapore law that 
sexual partners have to be informed of HIV status (even if condoms are used etc) - as the 
physician you should inform the patient of this duty but you are not to take the duty upon 
yourself (that is a breach of confidentiality; MOH will do so if necessary). Although not a 
marking point here, you can also inform that blood donation should be avoided.  
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COMMUNICATIONS & TASKS  

Bad News: End of Life 
 
 

contributions from Vivien Lee 
INSTRUCTION TO CANDIDATE 
 
You are the House Officer on call. You are called to see Mrs Mets, a 75-year-old lady with 
known metastatic breast cancer on palliative care. She was admitted last week with a 
pathologic humeral fracture when getting up from a sitting position. These have been 
managed conservatively with adequate analgesia. Subsequently, her stay was complicated 
by nosocomial pneumonia and she was started with IV piperacillin-tazobactam plus 
vancomycin. She is currently on the Dangerously Ill list (DIL) due to imminent demise.  
 
The team has been dutifully updating Mrs Mets’s husband who is her main spokesperson. The 
team, Mrs Mets, and her husband have mutually agreed on the extent of care: she is for 
maximum ward management and not for resuscitation or further escalation of antibiotics. The 
patient and her husband have also requested that the diagnosis of metastatic carcinoma to 
be hidden from their children as they do not want to burden them.  
 
Mrs Mets’s daughter, who had migrated to Germany, flew back to Singapore upon hearing the 
DIL situation and has just arrived in the ward. She has not heard from any doctor about her 
mother’s condition and wants an urgent update. 
 
Mrs Mets’s current vitals are: T 37.5, BP 85/55, HR 103, RR 34, SpO2 90% on 100% NRM. 
She is drowsy and unresponsive. 
 
Your task is to 

1. Speak to Mrs Mets’s daughter and update her about the patient’s imminent demise. 
2. Explain the joint decision on extent of care. 

  
  
INSTRUCTION TO SP 
  
You are Mrs Merkel, Mrs Mets’s daughter. You flew back to Singapore urgently because you 
heard that your mother was in bad shape. This was very sudden because you never knew 
that your mum had any medical problems, and you feel particularly guilty for not visiting your 
mother in the past 3 years. 
 
When the candidate informs you that Mrs Mets is dangerously ill, you are distraught that your 
worst fears are true. You find it strange that a previously healthy lady would sustain a fracture 
from such a minor injury, or turn so sick so quickly. You will probe the candidate for more 
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information - surely she must have some other medical problem that makes her so frail. You 
believe that Mr Met and the hospital is hiding information from her and will attempt to guit trip 
the candidate into revealing the diagnosis. 
 
When the candidate explains the extent of care, you are to react with horror. You believe that 
a DNR means doing absolutely nothing and in fact helping her to die faster. You feel terrible 
to know that your mum is in such terrible suffering and nothing is being done for her. You 
wonder if you will get to speak to your mum since she is already so drowsy. 
 
 
MARKING RUBRIC 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

Breaking bad news 

1 Greets patient’s daughter and introduces self 1 0.5 0 

2 Setting: e.g. offer to have someone to be with her 1 0.5 0 

3 Perception: determine what she already knows and 
her outlook on the situation 

1 0.5 0 

4 Invitation: warns that bad news is coming 2 1 0 

5 Knowledge: Breaks bad news gradually and gently 
(current condition, poor prognosis, imminent 
demise) 

3 1.5 0 

6 Empathy: Encourages her to express her emotions, 
give sufficient time, and show empathy 

2 1 0 

7 Not to reveal diagnosis of metastatic breast 
carcinoma 

3 1.5 0 

Explain extent of care 

8 Explain reasoning for extent of care 2 1 0 

9 Empathy: acknowledge her frustration 2 1 0 

10 Clarify what is being done (not nothing) 2 1 0 

11 Summary and closure 2 1 0 
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Immediate fail: 
• Reveal patient’s diagnosis of metastatic breast carcinoma 
• Lack of empathy or inappropriate verbal or body language 
• Inappropriate body language 

  
Minus marks: 

• Usage of jargons 
• Inappropriate speed 
• Failure to wash hands before 
• Failure to wash hands after. 

  
 
DISCUSSION 
 
The theme of this scenario is (1) breaking bad news, (2) ethical issue of confidentiality, and 
(3) futility of care. 
 
(1) Breaking bad news: do this using the SPIKES protocol (as above in the marking rubric). 
The goal is to break the news with the patient primed and not surprised, and thereafter to 
provide the best possible support. Recognize that this diagnosis is a big thing to the patient’s 
family and do not downplay it. Offer condolences and reassure Mrs Met’s daughter that she 
could not have prevented this. On the other hand, you cannot downplay the severity of the 
condition and you must inform Mrs Met’s daughter that the patient is very ill and likely to die 
this admission, possibly in the next few hours.  
 
(2) Confidentiality: Mrs Mets has the right to confidentiality - you have to stand your ground 
and not reveal the diagnosis of metastatic cancer even when pressured to (on the other hand 
it is alright to tell the daughter about the fracture, pneumonia, and extent of care). You may 
explain that you are duty-bound by Mdm Met’s wishes which you have to respect, or suggest 
that perhaps Mr and Mrs Mets would like to tell her directly or did not want to burden her 
because she stays very far away. You can redirect the daughter to speak to Mr Mets directly 
but you should not insinuate or agree that “yes your dad is hiding something from you” which 
creates tension. 
 
(3) Futility of care: You must first establish that recovery is not expected and the treatment 
goal is to keep Mrs Mets ‘as comfortable as possible’ and ‘free of pain’. You may wish to 
explore whether the patient has expressed any thoughts on end of life care, or has made any 
advanced care plan. Ask Mrs Met’s daughter what she understands by ‘resuscitation’, if not, 
explain in laymen’s terms e.g. ‘if she stops breathing we give oxygen through a plastic tube in 
a throat, we give medicine and chest compression to artificially make the heart beat. However 
this is a painful and undignified process for the patient, likely to cause more harm than good 
and may prolong suffering. Empathise that this is difficult to accept and explain that this is a 
difficult decision for the treatment team to make and apologise that she still remains ill despite 
all current efforts to treat.  
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You should also clarify that palliative management does not mean doing nothing in the face 
of terrible suffering, but it is a very active process of attempting to relieve suffering and make 
‘your mother as comfortable as she can be’. Give examples of what has/can be done e.g. 
medications relieve pain, breathlessness. On the other hand the side effects of opioid 
analgesia and hypnotics is to cause drowsiness; you can consider a sedation holiday so that 
Mrs Mets’ daughter can have the chance to talk to her mother. 
 
* Note: max ward is a medical decision and not a family’s decision, but is usually done in 
collaboration with the family. There is evidence that there is no benefit to force NG feeding in 
such situations or in advanced dementia. 
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COMMUNICATIONS & TASKS  

Consent: Routine 
 
 
 
INSTRUCTION TO CANDIDATE 
 
You are the Neuro MO.  
 
Your patient, Mdm Siao Ting Tong has been admitted for a thunderclap headache which your 
consultant suspects is a subarachnoid haemorrhage.  
 
Please take consent for lumbar puncture and answer all her questions.  
 
 
INSTRUCTION TO SP - PATIENT 
 
You are Mdm Siao Ting Tong, a 45-year-old lady. 
 
You were admitted last night for a very severe headache which came on suddenly and was 
maximal on onset. You tend to have migraines but this particular headache felt rather different 
from your usual migraine. 
 
You understand the worry about subarachnoid hemorrhage but are reluctant to undergo 
lumbar puncture. You will show your extreme reluctance and state blankly that you don’t want 
to discuss subarachnoid hemorrhage. You emphasize that you are feeling much better now, 
and want to go home.  
 
You have also heard that a ‘scan’ that can be done to check for subarachnoid hemorrhage 
and are keen to explore this option. When the candidate explains why this option may not be 
appropriate, you will relent and ask about the side effects of lumbar puncture. 
 
When the student explains to you that there is a risk of bleeding, inform the student that you 
are on warfarin. If the student orders PT/PTT, inform him/her that your INR is 5.  
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MARKING RUBRIC 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Explains the clinical situation  2 1 0 

3 Explains the indication for LP 
- Look for xanthochromic TRO SAH. 

2 1 0 

4 Explains alternatives 1 0.5 0 

5 Explains that CT scan is not able to rule out SAH 1 0.5 0 

6 Explains risks and side effects 
- Headache 
- Infection 
- Bleeding 
- Herniation 

2 1 0 

7 Notes that patient is on warfarin and orders PT/PTT  1 0.5 0 

8 Identifies that patient is coagulopathic and 
withholds LP  

2 1 0 

9 Subsequent management 
- Call senior / haemato referral 
- Warfarin reversal 
- CT brain 

2 1 0 

10 Summarises and thanks patient. 1 0.5 0 

 
Immediate fail: 

• Deems LP unnecessary on the basis of CT scan 
• Proceeds with LP despite on warfarin or INR 5.  

 
Minus marks: 

• Failure to wash hands BEFORE 
• Failure to wash hands AFTER 
• Poor rapport with patient. 
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DISCUSSION 
 
Consent stations are rather straightforward but you cannot run away from adequate 
knowledge of the procedure discussed. You should cover: 

• Clinical situation and indication for the procedure. 
• Procedure: what the procedure entails and any necessary follow-up (e.g. subsequent 

monitoring, etc) 
• Risks: divide into minor and common, vs major and rare. This is major ground for 

lawsuits so be careful how you explain risks; be comprehensive especially if the patient 
is likely to be particularly affected by any risk no matter how minor (e.g. a singer going 
for thyroidectomy), and ensure that the patient understands. At the same time try not 
to scare patients; explain the measures that will be taken to mitigate these risks, 
monitor the patient, and ensure safety. 

• Alternatives 
 
You should also look for contraindications before taking consent. In this case coagulopathy is 
a contraindication for lumbar puncture. 
 
A variety of sample consent scripts are provided in the surgical long cases.  
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COMMUNICATIONS & TASKS  

Consent: Not So Routine 
 
 
 
INSTRUCTION TO CANDIDATES 
 
You are the medical MO. 
 
Mr B. Jit (S1234567X) is a 78-year-old gentleman who has just been admitted to your ward. 
He was brought in last night, by his son who noticed that he was confused and pale. On 
admission, his Hb was 6.8 and a digital rectal examination revealed blood-stained stools.  
 
Please consent Mr B. Jit for colonoscopy and fill in the consent form. He does not have any 
contraindications to the procedure. Also document appropriately in the case notes below and 
order the necessary preparatory medications. 
 
Do not interact with the examiner. Leave the consent form on the desk when you exit the room. 
 
 

DATE/TIME PROGRESS NOTES ORDERS 
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DATE/TIME PROGRESS NOTES ORDERS 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   
 
 
Also attach: blank consent form  
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INSTRUCTION TO SP - PATIENT 
 
You are Mr B. Jit, a 78 year old gentleman who has advanced alzheimer’s dementia with no 
decision making capacity. You are orientated to person but not to time and place.  
 
You are exceptionally cooperative and nod vigorously as the consent is taken. Your reply to 
any questions is restricted to a few favourite phrases including “Yes, yes”, “I am okay” and 
“whatever you say”. If the candidate asks what you understand of your illness you are to reply 
“I am okay”, even if the candidate has provided you extensive information about your condition. 
You are to sign any document the candidate provides you. 
 
 
MARKING POINTS 
 
Consent taking 

• Explain indication 
• Explain procedure (colono, sedation, bowel prep) 
• Explain risks. 
• Explain alternatives. 

 
Documentation 

• Do not sign consent form - no capacity (pass/fail) 
• Appropriate documentation of consent 
• Appropriate documentation of lack of capacity, for example 

o Unable to retain information 
o Unable to understand situation 
o Unable to weigh options and come to a reasoned decision 
o Unable to express a choice. 
o AMT if done (bonus) 

• Plan  
o Not to order bowel prep.  
o Collaborative hx from family  
o Acute workup for delirium, if not already done and this is not his baseline. 
o To return with two consultants for consent; and consult family 

 
 
DISCUSSION 
 
The consent portion is standard (see other consent on lumbar puncture) but what is crucial 
here is to realise that Mr B. Jit has no capacity. That Mr B. Jit because doesn’t interact normally 
should become obvious when you speak to him. Don’t be too anxious to barge through the 
consent, but pause and realise that he has no capacity. 
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COMMUNICATIONS & TASKS  

Counselling: Anxious parent 
 
 
 
INSTRUCTION TO CANDIDATE 
 
Allie is a 2-year-old Chinese toddler admitted to your hospital for gastroenteritis, she is 
currently day 2 of illness. She is moderately dehydrated and was unable to tolerate orally, 
therefore you plan to start IV fluid rehydration for her.  
 
You are the HO looking after Allie. Please update Allie’s mother on the situation, progress and 
the plan from here.  
 
 
INSTRUCTION TO SP 
 
You are a very worried mother who has little confidence in the HO and the hospital. You want 
the best for your child and are very uncomfortable that no antibiotics have been given and 
Allie is not being fed. You believe that the hospital is neglecting Allie, not treating her (because 
no antibiotics are given), and making her starve. You will attempt to insist on antibiotic therapy 
and press the HO to “do something” 
 
You will calm down once the HO empathizes with your worry and explains to you that this is 
a condition that naturally resolves, and that Allie will be treated with IV fluids. You are to react 
to the idea of inserting an IV plug which you believe to be very painful and a torture to your 
kid. 
 
The last segment will be on discharge advice. You will inquire how to take care of Allie when 
she goes home, when she can resume feeding again, and how to prevent future episodes.  
 
 
INSTRUCTION TO EXAMINER 
 
The examiner is an observer in this station. Midway through the station you are to provide the 
following: 
 
It is now D4 illness. Ally is adequately hydrated and the diarrhea is abating to 2 episodes of 
watery stool a day. She is still on IV hydration but was able to tolerate sips of water this 
morning. Her mother really wants to bring her home as she cannot cope with work, coming to 
hospital and having 3 more children at home. Please give her discharge advice.  
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Marking points: 
• General approach and rapport with the mother 
• Explore mother’s ideas, concerns, and expectations. 
• Expression of empathy 
• Explanation of IV rehydration. 
• Not to prescribe antibiotics 
• Adequate discharge advice.  

 
 
DISCUSSION  
 
In dealing with the anxious patient or relative, several points are crucial 

• Rapport is important; express empathy and be on the patient’s side 
• Strong knowledge of subject matter and the patient; being careful not to promise 

certain outcomes, and being quick to acknowledge what you are not sure about (‘I will 
check with my consultant’) instead of guessing 

• Explore the patient/relative’s specific ideas and concerns, so that they can be dealt 
with – until you do so, generic explanations will not satisfy the patient. Often there is 
something unsaid – probe when necessary. 

 
A sample script is provided below:  
 
 
Hi Mr ___/Madam _____ 
  
Introduction and setup: I am _____, the house officer who is looking after your child. May I 
first check what you know about Allie’s condition and what are your concerns that I should 
address? 
  
Explanation of condition: Your child has come down with gastroenteritis, which is infection 
of the digestive tract. Not to worry too much, this is a very common condition among children 
this age. The infection itself is self-limiting meaning that it will get better on its own, the main 
problem we usually deal with is dehydration due to the severe diarrhea and vomiting, which 
can be dangerous. 
 
Plan: When Allie came in she was quite dehydrated [if quizzed, regurgitate; mild (thirsty and 
restless), moderate (mild + lethargy, irritable and decreased urination), severe (drowsy, cold 
peripheries, no urination)]. Because Allie cannot take oral fluids right now (she is vomiting 
+++), It is necessary for us to put a drip in for your child and give your child IV fluids, that 
means fluid into the vein. I am sorry that we have to poke your kid but it is important - what 
she needs the most now is to get enough fluid into her body and the only way we can do this 
now is through the IV because she is still vomiting and having diarrhoea. It is slightly 
uncomfortable but it is necessary and I will also do it even if it is my own child. 
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Why are you starving my child? Maam, we are not starving Allie, but we are waiting for her 
body to be able to tolerate food again. Until then, she will vomit out whatever we give her 
orally, which is not good either. The fluid we are giving her contains glucose and the various 
salts that the body needs. It will correct the dehydration, maintain the salt content in the blood, 
and provide energy in the form of glucose at the same time. We will observe your child for 
now. When your child gets better, we will stop the fluid, and he can start eating. We will do our 
best to take care of him.  
 
Why no antibiotics? Most GE is due to a viral infection, and hence there is no benefit to start 
antibiotics. Antibiotics are not innocent - they have side effects such as allergy, killing all the 
good bacteria in the gut, and breeding resistant superbugs so that next time you really need 
it it may not work. However if we find that Allie does not improve or if we worry about a bacterial 
cause we will definitely give antibiotics when necessary. 
  
It is now D4 illness. Ally is adequately hydrated and the diarrhea is abating to 2 episodes of 
watery stool a day. She is still on IV hydration but was able to tolerate sips of water this 
morning. Her mother really wants to bring her home as she cannot cope with work, coming to 
hospital and having 3 more children at home. Please give her discharge advice.  
 
Discharge advice: We will take off the plug and stop the IV hydration before she goes home. 
But it is extremely important that she is kept well hydrated and continues to take in enough 
fluids orally ok? Ally is about 24kg, so ideally she should take in about 1580ml of fluids every 
day. You should aim for at least 50% of that, which would be about 800ml. Start with oral 
rehydration salts, water or diluted sugared drinks (sugar is osmotic and can worsen diarrhea) 
or milk (watch for intolerance, KIV soy formula or lactose free cow’s milk). If she does well on 
that, you can slowly start her on soft bland foods like porridge or soupy noodles, even bread 
and toast. Danger signs that you should bring her back to hospital again are:  

1. If she is drowsy, less active 
2. If she has decreasing urine output 
3. If she has blood in stool  
4. If vomiting restarts 
5. If she has severe abdominal pain and fever 

 
Please be aware that you should take contact precautions while she still has diarrhea:  Wash 
your hands and your child’s after touching linen, changing diapers, using the toilet and before 
handling food/eating!  
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COMMUNICATIONS & TASKS  

Counselling: Noncompliance 
 
 
 
INSTRUCTION TO CANDIDATE 
 
Ali is a 13-year-old Malay boy with thalassaemia.  
 
He was first diagnosed at 5 years old when his kindergarten teacher noticed that he was short 
of breath whenever he played outdoors. An anemia workup revealed HbE-beta thalassaemia. 
 
He has required intermittent transfusions every 2-3 months and is prescribed chelation therapy 
with desferrioxamine subcutaneous infusion. However, his ferritin is 1200 (target: 300-500, 
normal ferritin 200-300 mcg/L) and cardiac MRI has started showing signs of iron overload.  
 
Please counsel Ali and his mother about his condition and compliance to chelation therapy.  
 
 
INSTRUCTION TO SP - MOTHER 
 
You are Ali’s mother. Ali has always been a sickly child and you have had to bring him to the 
KK clinic every month, and he will also sometimes require blood transfusion, although you 
don’t really understand why. You feel guilty that Ali is so sickly and wonder what you ate wrong 
while you were pregnant.  
 
The doctors have told you many times that Ali must take his medicine each night, which 
involves putting a needle into his tummy and turning on a pump. If you are at home you will 
ensure that this is done, however you work night shifts at times and on those nights no one 
checks on Ali. When the candidate explains the life-threatening consequences of not giving 
the injections you are to act worried. You know that alternative oral medicines are available 
but are tight financially and cannot afford these alternatives. 
 
 
INSTRUCTION TO SP - PATIENT 
 
You are Ali, a 13 year old boy. You know that you have thalassaemia but don’t know too much 
about it. You feel perfectly alright at present and do not understand why the doctors (and your 
mum) keep nagging you about the injections. You dislike having to inject yourself and find it 
cool to stay up all night playing computer games. You also feel very alone that among all your 
peers, you are at times too breathless to play football, and are the only one who needs to 
inject yourself. 
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MARKING RUBRIC 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Greets patient and introduces self 1 0.5 0 

2 Explores patient’s understanding of disease 2 1 0 

3 Explains disease (thalassaemia) 2 1 0 

4 Reassures mother that it is not her fault that Ali has 
thalassaemia 

2 1 0 

5 Explores patient’s understanding of treatment 
(chelation) and current compliance 

2 1 0 

6 Explains current iron status and adverse outcomes 
of hemochromatosis 

2 1 0 

7 Explains the importance of compliance to chelation 
therapy. 

2 1 0 

8 Identifies barriers to compliance (both mother and 
son) 

2 1 0 

9 Express understanding of barriers to compliance 
instead of blaming patient or mother 

2 1 0 

10 Explore suggestions to improve compliance (e.g. 
alternative drugs, ask father to check on Ali, support 
groups)  

2 1 0 

11 Offer support and summarise 2 1 0 

 
Immediate fail 

● Failure to identify noncompliance 
● Harsh attitude, blames patient and mother for noncompliance. 

 
Minus marks: 

● Failure to wash hands before 
● Failure to wash hands after 
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DISCUSSION 
 
Your first task is to correctly identify the clinical problem of noncompliance. Suspect this if a 
patient is given the right treatment but clinical or biochemical measures are not improving – 
and first address the noncompliance, not top up with additional medication or measures to 
which the patient might not be compliant! Differentials for a patient who is not improving: 

• Wrong diagnosis 
• Correct diagnosis but wrong treatment 
• Correct treatment, but not taking 
• Correct treatment, taking, but not taking properly (e.g. technique) 
• Correct treatment, taking, but not addressing precipitant (or other aspect of mx) 
• Inadequate treatment or disease has progressed. 

 
The general strategy to a noncompliant patient is not to nag at, blame, or scold the patient for 
recalcitrance, but to explore the root cause of noncompliance and address these factors. Very 
often patients have very valid reasons to not want to take their medications - because they do 
not understand its importance, cannot afford the medicine, or cannot tolerate the side effects. 
Always find out more and preach less. 
 
A general approach is to (the order in which this is done will vary depending on the patient  

• Establish non-compliance  
o Do not assume non-compliance simply due to poor response to treatment 
o Update that condition is not improving / complications have set in and invite 

patient to suggest why. 
o If patient denies and says everything is fine, gently challenge patient with the 

evidence and make a normalising statement (rather than ‘you haven’t been 
taking your medications right?’, say ‘how many times this week have you taken 
your medicine’?) 

• Explore patient understanding of disease and treatment 
• Identify the barriers to compliance 

o Patient understanding and perceptions: does not see importance, feels OK,  
o Do not know how to use medicine 
o Medical factors: side effects, too many tablets 
o Patient factors: lifestyle, inconvenience, forgetting. 
o Financial factors: cost issues 

• Express understanding with patient’s difficulties 
• Explain condition and treatment and importance of compliance 
• Offer appropriate suggestions to solve issues (e.g. refer medical social worker for 

financial issues, change to another medicine that has easier dosing or fewer side 
effects) 
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Sample Q&A: 
 
What is thalassaemia? Thalassemia is an inherited disorder in the protein which that helps 
your red blood cells carry oxygen to your body. This makes your red blood cells unstable and 
break easily, so there is a shortage of working red blood cells to deliver oxygen.  
 
Mother: What did I eat wrong when I was pregnant? Thalassaemia is inherited, which 
means it comes from a mistake in the gene in your DNA, which is passed down from parent 
to child. It has nothing to do with eating wrong food in pregnancy and it is absolutely not your 
fault. The reason why Ali has it but you and husband seem fine, is because you and husband 
each have only one gene defect which your bodies are able to compensate for, but Ali inherited 
2 - one from each of you!  
 
Ali: Doctor I feel ok, whats the big deal? Ali, I understand that you feel totally fine. And 
that’s good, we want to keep it that way! The big deal is that with all the blood transfusions to 
help with your shortage of red blood cells, you are also getting an overdose of iron. This iron 
deposits itself everywhere -- your heart, liver, testes, etc, and causes all these organs to slowly 
fail (Heart: arrhythmias, heart failure; Liver: liver failure; Endocrine: delayed puberty, 
hypothyroid, panhypopit, diabetes). In the past when people received chelation without 
chelation, they died in the late teenage years from heart problems. This is why I keep scanning 
your heart and liver: to see how much iron has been deposited. Your body is already showing 
that it already has too much iron. This is why your chelation therapy is so, so important: the 
chelating medicines kiap/bind to the iron so that they cannot go into your organs!  
 
If you really find it very difficult to stick to the daily injections, especially with all your school 
activities and going out with friends, there is now a new alternative of taking oral tablets. They 
work just as well, but they are very expensive.  
 
Information: the available chelation therapies are as follows -  
 

Agent Route Half-life (h) Schedule Clearance Side effects 

Deferoxamine 
(Desferal) 

Slow infusion: 
intravenous or 
subcutaneous 

0.5 OD  Renal, hepatic Dermatological, 
ocular, auditory 

Deferasirox 
(Exjade) 

Oral 12 to 16 OD Hepatobiliary Gastrointestinal, 
renal, hepatic 

Deferiprone (L1) Oral 2 to 3 TDS Renal, cardiac Hematological 
(neutropenia, 
agranulocytosis, 
arthropathic 

 
Note: deferoxamine is a slow infusion over several hours, not just an injection. 
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COMMUNICATIONS & TASKS  

Counselling: Medication Issues 
 
 

contributions from Eugene Gan 
INSTRUCTION FOR CANDIDATES 
 
Mr Chad is a 60-year-old gentleman admitted for a minor accidental fall. He has a significant 
medical history of hypertension, hyperlipidemia and atrial fibrillation on the following 
medications: amlodipine, simvastatin and warfarin 4mg ON. 
 
He is clinically stable, alert and oriented, and examination was unremarkable apart from mild 
tenderness and a large bruise over his right upper arm. Investigation results revealed 

• FBC, U/E/Cr, Glucose, ECG, and CT head were normal. 
• X-Ray of his right arm was also normal. 
• However, his INR was 6.3 

 
Please speak to Mr Chad to explore his deranged INR, elicit any concerns and to formulate a 
management plan for him. You do NOT need to take the history for the fall, nor examine him 
again. 
 
 
INSTRUCTION FOR SP - PATIENT 
 
You are Mr Chad, a 60-year-old taxi driver. You were admitted to the hospital because of a 
minor fall which caused a large bruise. You wonder why such a minor fall caused such a large 
bruise. 
 
You were started on warfarin 2 years ago due to an irregular heartbeat; you have not had 
issues with warfarin these 2 years. Your wife usually manages your many medicines, but she 
passed away last month. This month, you have been having problems remembering to take 
your pills; when you forget a dose and remember the next day, you will try to compensate by 
taking both doses together. You know that your dose is 4mg which is 4 small tablets. 
 
You had a sore throat 2 weeks ago, for which a GP gave you erythromycin. Apart from this, 
and the hospital medication, you take no other drugs, over-the-counter painkillers, or 
traditional medicine. You are aware that you have to watch your diet and have not changed 
the amount of green leafy vegetables you eat, and take neither alcohol nor grapefruit juice. 
You have no past medical history of liver disease or recent jaundice. 
 
Your main concerns are: (1) can you go home now, and (2) what to do if you miss a dose.  
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MARKING RUBRIC 
 

  Performed 
and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

Introduction 

1 Greets patient and introduces self 1 0.5 0 

2 Inform patient of INR and establishes diagnosis of 
overwarfarinization 

1 0.5 0 

3 Brief warfarin history 2 1 0 

Elicit cause of over-warfarinization 

4 Understanding of and compliance with warfarin 
dosing 
4mg ON = 4 x 1mg tablets  

3 1.5 0 

5 Drug interactions 
Recent antibiotic use 
Other drugs: SSRI, antifungals, amiodarone, COX-2 
inhibitors 
Show some awareness of what foods interact with 
warfarin 

3 1.5 0 

6 Recent changes in diet (e.g. travel, illness) 2 1 0 

7 Liver function: elicit any history of liver disease, 
jaundice 

2 1 0 

Management and counselling 

8 Stop warfarin, stat vitamin K (e.g. PO 1mg), recheck 
INR next day 

3 1.5 0 

9 Counsel patient on how to handle missed doses 
(take if within 4h, never take double dose, if unsure 
call hospital to check 

2 1 0 

10 Counsel patient how to remember better e.g. using 
a pillbox, ticking off calender, phone reminders 

2 1 0 

11 Discharge with advice to return to A&E if 
uncontrolled bleeding, head trauma, joint swelling 

2 1 0 
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DISCUSSION 
 
This case illustrates the management issues and pitfalls surrounding warfarin. 
 
Do also spend some time thinking through warfarin counselling – this is important and 
illustrates many of the considerations of medication counselling (for other medication – apply 
the same template). As for consent, you should cover: indication, contraindications, how to 
use the medication, risks and side effects, how to mitigate these risks, contraindications, and 
alternatives. 
 
Indications 

• You have an irregular heart beat, which causes an increased risk of a clot forming that 
may go to your brain and cause a stroke 

• We need to give you warfarin, which is a blood thinning medication, to reduce the risk 
of this clots to  

 
Contraindications: check relevant ones before starting 

• Pregnancy: warfarin is teratogenic and may cause developmental problems, so you 
need to be switched to another medication if you are planning to get pregnant 

• High bleeding risk: GI bleed, peptic ulcers, recent major surgery or plans for surgery  
• Allergy 
• Drug interactions: other anticoagulants, potent liver enzyme inhibitors (see below). 

 
How to use warfarin safely: 
We will give you a warfarin book detailing the food and medications you should avoid, and 
also for you to record your dosage of warfarin and INR 
 
(a) Dosing 

• Strictly follow the dose that the doctor has prescribed for you 
• If you miss a dose and remember within 4h, take the dose. If you only remember the 

next day, DO NOT take double doses. If you are unsure, call the hospital. 
• How to remember to take your medication: tools like pill boxes, phone alarms.  

 
(b) Monitoring 

• After going home, you must visit the anti-coagulation clinic at any polyclinic for regular 
blood tests to check how thin your blood is. your dose may be adjusted 

• Frequency: daily when starting, then twice weekly for 2 weeks, then monthly 
• If you ever require surgery, you may need to be admitted earlier, and may require 

bridging therapy* 
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(c) Avoiding drug interactions 
• Screen through current drugs 

o Drugs that increase effect of warfarin: Antibiotics (ciprofloxacin, macrolides, 
isoniazid, ketoconazole, isoniazid, bactrim, metronidazole), NSAID, cimetidine, 
SSRIs, protease inhibitors. 

o Drugs that reduce effect of warfarin: anti-epileptics, oral contraceptives, 
rifampicin, nnRTIs 

• Always inform any doctor or pharmacist that you are on warfarin, especially if you visit 
a GP or buy over the counter medicine. 

• Avoid taking complementary or traditional medicine 
 

(d) Dietary restrictions 
• Eat a fixed amount of green leafy vegetables each day 
• AVOID: Alcohol, cranberry juice, gingko, ginseng, fish oil 
• Do not begin to attempt to lose weight without discussing with your doctor (warfarin is 

dosed by weight) 
 
Side effects and risks 

• Main risk is bleeding 
• Come back to A&E immediately if you notice: bruises on arms, legs; painful joint 

swellings, black stools or blood in stools, vomiting of blood 
• Any head injury, blurring of vision, weakness is potentially serious and you should 

come to A&E. 
 
Alternatives: Novel oral anticoagulants 

• Indicated only for non valvular AF 
• Advantages – no need monitoring and multiple blood taking 
• Disadvantages – no antidote for overdose, very expensive 

  
* Notes on bridging anticoagulation 

• Need for bridging depends on 
o Procedure bleed risk: minor procedures are low risk 
o Perioperative thrombotic risk: AF CHADS 0-2 with no stroke, DVT/PE >12 

months and no other risk factors, or bileaflet aortic valve without AF, is low risk. 
• If no bridging – stop warfarin 5 days before and restart 12-24h post-op 
• How to do warfarin bridging 

o Stop warfarin 5 days before, start heparin or clexane 
o Last dose clexane 12-24h preop (omit night dose on POD -1 and POD0), last 

dose heparin 6h preop.  
o Restart warfarin 12-24h post-op based on clinical judgement  
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COMMUNICATIONS & TASKS  

Ward Life: Needlestick Injury 
 
 

contributions from May Na 
INSTRUCTION TO CANDIDATES 
 
You are the Medical HO. Your SIP gets a needlestick injury while taking a blood culture, next 
to you in the ward. She is distraught. Please speak to her and advise her what to do. 
 
 
INSTRUCTION TO SP – SIP STUDENT 
 
You are an SIP student who just sustained a needlestick injury the minute before your medical 
HO walks into the ward. You are distraught and do not know what to do. You do not know if 
the source patient is HIV or hepatitis positive. 
 
You will calm down after being counselled by your HO. You will also want to find out 

• What is the risk of transmission of HIV / hepatitis B & C 
• What the occupational health clinic will do for you (post exposure prophylaxis) 
• What is the consequence if you end up as HIV or hepatitis +ve. 

 
 
MARKING RUBRIC 
  Performed 

and 
competent 

Performed 
but NOT fully 
competent 

Not 
performed or 
incompetent 

1 Calm SIP student down 2 1 0 

2 Explore incident (what has happened, type of injury, 
what has been done) 

2 1 0 

3 First aid: Squeeze blood out, wash 2 1 0 

4 Report to supervisor / ward sister 2 1 0 

6 Go to staff clinic / Emergency Dept 2 1 0 

7 Notify NUS (online system) 2 1 0 

8 Need to take blood from patient to establish BBV 
status (HO can offer to do) 

2 1 0 
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9 Follow up at occupational health clinic or infectious 
diseases, may require post-exposure prophylaxis 

2 1 0 

10 Risks of transmission 2 1 0 

11 Consequence if results positive 2 1 0 

 
 
DISCUSSION 
 
Steps to take after a needlestick injury 

● First aid: Immediately squeeze out as much blood as possible, wash with soap and 
water and/or disinfectant 

● Establish patient’s blood bourne virus status: send blood for testing (HBV, HCV, HIV). 
Will need consent from patient; can ask another healthcare staff to take 

● Report to supervisor and nursing officer (sister) on-call so that electronic hospital 
occurrence report can be filed. 

● Immediately proceed to staff clinic (during office hours) or Emergency department 
(after office hours) 

○  Bloods to be taken: HBV (HBsAg, anti-HBs IgG, anti-HBe IgG, HBsAb), HCV 
(anti-HCV IgM, HCV PCR), HIV Ag-Ab 

○  Post-exposure prophylaxis started as soon as possible and continued for 4/52 
○  Post exposure prophylaxis card issued by DO will cover the cost for 

investigations and PEP prophylaxis  
● Follow up at NUS Occupational Health Clinic or ID 

○  Get a referral with a copy of serology results from the doctor at staff clinic or 
ED. 

○  Follow up at 1mo, 3mo, 6mo for seroconversion, toxicity from ARTs 
● Notify NUS Occupational Health Clinic via online reporting form within 24h of incident  

 
Further information 

● Risk of transmission if not immunized is HBV 30%, HCV 3%, HIV 0.3%. 
● Consequence of testing positive for Blood-Borne Diseases (BBD):  

○  Cannot perform or assist in Exposure-prone Procedures (EPP): where there is 
a risk that patient’s open tissues may be exposed to blood of the worker. 
Generally, ward work is OK, but not surgery. 

○  Can still become a doctor. 
○  But limitation in career pathways: cannot do surgery 
○  Confidentiality will be protected 

● Information about post-exposure prophylaxis (MOH guideline): 
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Final Advice 
 
1. Don’t lose marks in silly ways 

• Wash your hands before and after. This has made the difference between pass and 
fail for borderline candidates.  

• Always check 2 patient identifiers, especially if it is a procedural station.  
• If you feel flustered – pause and take a deep breath, don’t dash in and do something 

you will immediately regret  
 
2. Be honest and be nice.  

• Never fabricate history or make up signs.  
• Be patient, gentle and courteous to the patient – however unhelpful, irrelevant, or 

confused the patient is. 
• Be humble and teachable. Don’t argue with the examiner – express your thought 

process, but if the examiner disagrees, it is usually better to concede and move on. 
Listen to their hints – the answer to ‘will you like to re-examine’ is always ‘yes’! 

• Take care of each other and look out for those around you – this is good for academic 
and emotional health. 

 
3. Take charge of your learning 

• Don’t just keep charging ahead, but think about how you are doing. If something is not 
working, change strategy! Find something that works for you 

• As you practice in the wards and each other, it is helpful to write down the mistakes 
you tend to make (e.g. forget to check for incisional hernia, forget to assess function, 
forget to take drug allergy). Learn from them and remind yourself just before you go 
in. 

 
4. Take heart  

• It’s a new start every time you walk into another room or another exam. If one station 
has gone badly, remember that the examiners in the next station do not know that. 
Don’t let your discouragement snowball.  

• The bar is not too high: all you need to do is to show that you have been in the ward, 
can interact with patients, and will be a safe houseman.  

• Unfortunately, accidents do happen and people do fail MBBS – at times due to factors 
in their control, sometimes not > But there is another chance 6 months later. In the 
long run, so what? 

 
All the best!  


