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Station 1 “Family medicine”
Name of the discipline: “Family medicine”
List of program learning outcomes assessed at the station
PLO 1. Have a thorough knowledge of the structure of professional activity. Be able to carry out professional activities that require updating and integrating knowledge. To be responsible for professional development, the ability to further professional training with a high level of autonomy.
PLO 2. Understanding and knowledge of basic and clinical biomedical sciences at a level sufficient to solve professional problems in the field of health care.
PLO 3. Specialized conceptual knowledge, including scientific achievements in the field of health care and is the basis for research, critical thinking of problems in the field of medicine and related interdisciplinary problems.
PLO 4. To isolate and identify the leading clinical symptoms and syndromes; according to standard methods, using preliminary data from the patient's history, examination data, knowledge of the person, his organs and systems, to establish a preliminary clinical diagnosis of the disease.
PLO 5. Collect complaints, anamnesis of life and disease, assess the psychomotor and physical development of the patient, the state of organs and systems of the body, based on the results of laboratory and instrumental studies to evaluate information on the diagnosis, taking into account the patient's age.
PLO 6. To prescribe and analyze additional (mandatory and optional) methods of examination (laboratory, functional and/or instrumental), patients with diseases of organs and body systems for differential diagnosis of diseases.
PLO 10. Determine the necessary regimen of work, rest and nutrition based on the final clinical diagnosis, adhering to the relevant ethical and legal standards, by making an informed decision according to existing algorithms and standard schemes.
PLO 12. To assess the general condition of a newborn child by making an informed decision according to existing algorithms and standardized schemes, adhering to relevant ethical and legal standards.
PLO 13. To assess and monitor child development, provide recommendations on feeding and nutrition depending on age, organize preventive vaccinations according to the calendar.
PLO 16. To formulate rational medical routes for patients; to organize interaction with colleagues in their own and other institutions, organizations and institutions; to apply tools for promoting medical services in the market, based on an analysis of the needs of the population, in the conditions of functioning of the health care institution, its unit, in a competitive environment.
PLO 17. Perform medical manipulations (according to the list 5) in a health care facility, at home or at work on the basis of a preliminary clinical diagnosis and/or indicators of the patient's condition by making an informed decision, adhering to the relevant ethical and legal standards.
PLO 19. To plan and implement a system of anti-epidemic and preventive measures against the emergence and spread of diseases among the population.
PLO 20. Analyze the epidemiological situation and carry out measures of mass and individual, general and local prevention of infectious diseases.
PLO 21. Search for necessary information in professional literature and databases of other sources, analyze, evaluate and apply this information.









List and content of practical skills, clinical scenarios, clinical tasks

1. Plan a general screening plan for the patient according to age and gender. Assess the presence of cardiovascular risk factors.
2. Assess the patient for diabetes and cardiovascular risk factors.
3. Counsel a mother who is hesitant about applying antiseptic residue to her umbilical cord. Assess the presence of red flags. Provide recommendations.
4. Counsel the mother on breastfeeding and provide recommendations. Assess the correctness of breastfeeding. 
5. Examine a child with a cough and suspected pneumonia. Conduct the child according to the Integrated Management of Childhood Illness (IMCI) strategy and prescribe treatment.
6. Examine a child with a cough and suspected ARI. Conduct the child according to the Integrated Management of Childhood Illnesses (IMCI) strategy and prescribe treatment.
7. Take a history of headache in a young patient and assess for red flags.
8. Take a history of headache characteristics in a middle-aged and elderly patient and assess for red flags. 
9. Take a history of the characteristics of low back pain in a middle-aged patient and assess for red flags. 
10. Take a history of the characteristics of low back pain in an elderly patient and assess for red flags. 
11. Take a focused history of a patient with high blood pressure. Identify risk factors for this patient. Make a diagnosis. Determine further tactics for managing the patient.
12. Take a focused history of a patient with a hypertensive crisis. Specify the risk factors in this patient. Make a diagnosis. Determine further tactics for managing the patient.
13. Inform the patient that she has been diagnosed with right breast cancer using the SPIKES algorithm.
14. Inform the patient that she has been diagnosed with diabetes mellitus using the SPIKES algorithm.
15. Inform the patient that she has been diagnosed with anemia based on the results of her examinations using the SPIKES algorithm.
16. Inform the patient that she has been diagnosed with hepatitis B using the SPIKES algorithm.
17. Examine a patient with shoulder pain and prescribe treatment. Assess the feasibility of anticoagulation and discuss this with the patient.
18. Examine a patient with knee pain and prescribe treatment. 
19. Advise the patient on smoking cessation.
20. Help the patient to organize the process of smoking cessation.
21. Take anamnesis on the characteristics of hip pain according to the acronym SOCRATES and “red flags” of coxarthrosis, identify the main risk factors.
22. Assess the patient's thoughts, anxieties, and needs regarding smoking, ask the key question about motivation to quit, and determine the further strategy for counseling a patient who is hesitant.
23. Assess common danger signs in a child under 2 months of age, when parents should seek medical attention.
24. Plan a general screening plan according to age and gender. Identify the patient's risk factors. Evaluate the patient's cardiovascular risk factors and take them into account when planning the screening.
 


Algorithms for performing practical skills, solving clinical scenarios
Sample Case study 1

[bookmark: _heading=h.xggf33pz4hj8]1. Information for the student (context)
You are a family doctor, a 55-year-old woman, a teacher, has come to you to make a declaration with you. Her body weight is 94 kg, height 172 cm. She denies any chronic diseases in her anamnesis. 
Task: Plan a general screening plan for the patient according to her age and gender and existing risk factors Assess the patient's cardiovascular risk factors and consider them when planning the screening.
2. Instructions for a standardized patient (if necessary)
You are not worried about anything, you have come to make a declaration with your family doctor and possibly undergo a checkup to identify all hidden diseases of the body. You want to do as many examinations as possible, the main thing is not to miss anything. 
After the whole survey on risk factors and physical examination, show the student the form with the test results and ask for comments. After the survey, if the student does not report the results of the survey, ask: “What's wrong with me?”, “What should you do next?” Do not express satisfaction or dissatisfaction with the questions and communication with the doctor, do not tell the student what questions to ask, and answer questions that go beyond the scope of this instruction with “I don't know” or “I don't remember”.
3. Algorithm for solving the scenario
Meeting: come/stand to meet the patient, smile, extend a hand to greet him/her
Greeting: say hello, shake hands, introduce yourself, ask what you can call the patient
D: "Hello, my name is Dr. .... What can I call you?"
P: "Hello, doctor. My name is ...."
Passport data:
D: “How old are you?”
P: “I am 55”
D: “What do you do for a living?”
P: “I am a teacher”
D: "How can I help you? Is something bothering you?"
P. "No, I have no complaints, I came to file a declaration
Factors to be identified during the survey:
D: “If you don't mind, I'll ask you a few questions about your health status”
P: “Yes, of course”
Smoking. 
D: “Do you smoke?”
P: “I don't smoke” 
Alcohol. 
D: “Do you drink alcohol?”
 “I do not drink alcohol.”
Adipositas: calculation of BMI and WC. 
D: “How much do you weigh, how tall are you?”
P: “Body weight 94 kg, height 172 cm...”
D: “Now I will calculate your BMI and measure your waist.”
(Body weight 94 kg, height 172 cm. Calculate BMI: BMI=32, waist 100 cm...)
D: “You have problems with your weight, do you know about it?” 
P: “Yes, I know that I am overweight, I have always been a little bit prone to gain weight.” 
D: “Would you like to talk about it?” 
P: “But I don't have much time today, let's talk about it later.”
Drugs
D: “Do you use any medications, illegal substances, drugs?” 
P: “No, of course not”
Allergies
D: “Do you have any allergies?” 
P: “No.” 
Occupation. 
D: “You are a teacher by profession, I understood you correctly.”
P: “Yes, I teach primary school.” 
Family history: 
D: “Tell me about your family?”
P: "I am married, I live with my husband. I have 2 children and 2 grandchildren, they live separately." 
D: “Are your parents still alive?”
P: "My father died at a young age, when he was 53 years old, from a heart attack. My mother lives, but she has severe diabetes and hypertension." 
Moments of the physical examination:
D: “Let me take your blood pressure” 
P.: “I have high blood pressure from time to time, but I don't take any medications, only occasionally Captoris”
D: "You have high blood pressure, 150/90 mm Hg, but we need to make sure again: to diagnose essential hypertension, we need to measure blood pressure in 2 arms, 2 times at the beginning and at the end of the appointment. 
 I would ask you to measure your blood pressure at home 2 times a day for 2 weeks and come back for an examination.“
P.: ” Okay"
Moments of laboratory and instrumental screening
D: “I will also write you a referral for some examinations: you need to take a blood glucose test, a lipid profile, as well as a mammography and a fecal occult blood test.”
P.: “Okay, I'll do it.”
D: "Have you had a recent Pap smear? “
P: ”Yes, we undergo all the examinations during the professional examinations of teachers. They said everything was fine."
Conclusion.
 (Reporting the results of the examination to the patient: High CVR, screening plan).
Lifestyle modification, statin therapy, verification of hypertension and PTH are recommended,
Assessment of patient's readiness for lifestyle changes and treatment).
D: "Here is a referral for an examination to assess your health. 
I am concerned about the high blood pressure that we recorded today. To find out if you have hypertension, I would ask you to take your blood pressure at home 2 times a day for 2 weeks and come back for a checkup. 
You have a high cardiovascular risk due to the death of your father at an early age, so we need to do all the examinations.
 You have some weight problems that may be related to high blood pressure, so I would be happy if you could talk to me about this next time in 10-14 days."
P: “Okay, thank you, I will do that”
4. Additional materials needed to solve the scenario (results of laboratory or instrumental observations, etc.)
· Interpretation of laboratory and instrumental screening results:
· Glucose 6,6 mmol/l – needs to be repeated with another method, probably glucose tolerance test
· Triglycerides 1.9 mmol/l 
· Total cholesterol 7.1 mmol/l - dyslipidemia, given the high CVR, statin therapy should be recommended
· LDL 4.65 mmol/l 
· HDL 1.16 mmol/l 
· Fecal occult blood test: normal
· Mammography: normal
· Oncocytology: Papp test - normal
· 
5. Instructions for the examiner
Prepare a place for doctor-patient communication, arrange chairs. This task does not involve answers or comments from the examiner, 
Object of learning: ability to assess readiness for screening planning according to age, gender and risk factors, use communication skills to assess readiness for lifestyle modification.
Critical points: assess blood pressure, BMI, smoking and family history, use the SCORE-2 scale to identify risk of cardiovascular events.



6. Checklist
STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	 2
	 3
	 4
	 5
	 6
	 7
	 8

	Communication: Greetings, introductions, non-verbal communication
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	2
	 
	 
	 
	 
	 
	 
	 
	 

	К- smoking
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – alcohol
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – allergies
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	N – drugs
	0,25
	
	
	
	
	
	
	
	

	A – adipositas
	0,25
	
	
	
	
	
	
	
	

	P – occupation
	0,25
	
	
	
	
	
	
	
	

	І - depression 
	0,25
	
	
	
	
	
	
	
	

	S - family history  
	0,25
	
	
	
	
	
	
	
	

	Objective examination: Measurement of blood pressure in both arms and BMI and waist circumference 
	0,5
	
	
	
	
	
	
	
	

	Diagnosis: Diagnosed with dyslipidemia and obesity
	0,5
	
	
	
	
	
	
	
	

	Communication: Responded to the patient's emotions, supported him/her (used verbal and non-verbal communication skills, empathy)
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Prevention: Discussed primary and secondary prevention measures, taking into account personal risk
	2
	
	
	
	
	
	
	
	

	Tactics: Planned further examinations and possible treatment based on laboratory and objective data
	0,5
	
	
	
	
	
	
	
	

	Communication: Feedback - asked the patient to summarise the conversation or plan of next steps, asked if she had any questions
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Total number of points scored by the student at the station
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________
· 


· 7. Material and technical equipment and mannequin parameters (if necessary):
· Scale, height meter, medical measuring tape, cuff, blood pressure monitor, screening planning template, AUDIT alcohol abuse test, PHQ-9 depression scale, SCORE2/OP cardiovascular risk assessment scale.
· Simulation: standardised patient, female, hypersthenic, 75 years old, overweight
· 8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
· 1. Загальна практика — сімейна медицина : посібник для медичних освітян / уклад.: І. Боровик, Ю. Репчук, М. Сем'янів та ін. ; за заг. ред. Л. Бабінець ; за підтримки україно-швейцарського проєкту «Розвиток медичної освіти». — Київ : [б.в.], 2024. 
· 2. Сімейна медицина : підручник для студентів, інтернів та лікарів / за ред. Л.Ф. Матюхи, П.О. Колесника, І. Švab, М. Katič. — Київ : [б.в.], 2022. — 692 с.
· 5. Лекція: «Риба OSCE» автори – члени кафедри СМАД, під ред. Колесника П.О. https://www.youtube.com/watch?v=i5ChANqrOsQ&feature=youtu.be




Sample Case study 2
1. Information for the student (context)
You are a family doctor and a 75-year-old pensioner woman has come to you for a health check. Her body weight is 95 kg, height 173 cm.
Task: Plan a general screening plan for the patient according to her age, gender and existing risk factors. 
2. Instructions for a standardised patient (if necessary)
You are not worried about anything, you have come to make a declaration with your family doctor and possibly undergo a screening to detect any hidden diseases of the body. You want to do as many examinations as possible, the main thing is not to miss anything. 
After the whole survey on risk factors and physical examination, show the student the form with the results of the tests and ask for comments.
After the interview, if the student does not report the results, ask: ‘What's wrong with me?’, ’What should you do next?’ Do not express satisfaction or dissatisfaction with the questions and communication with the doctor, do not tell the student what questions to ask, and answer questions that go beyond the scope of this instruction with ‘I don't know’ or ‘I don't remember’.
3. Algorithm for solving the scenario
Meeting: stand up to meet the patient, smile, extend your hand to greet him/her 
Greeting: say hello, shake hands, introduce yourself, ask what you can call the patient 
D ‘Hello, my name is Dr.... How can I address you?
P: ‘Good afternoon, doctor! My name is...’
Passport details:
D: ‘How old are you?’
P: ‘I am 75 years old.’
D: ‘What do you do for a living?’
P: ‘I am a pensioner’
Complaints:
D: ‘How can I help you? What are you complaining about?’
P: ‘No, I have no complaints, I came to you for a health assessment’
Factors to be identified during the survey:
D: ‘If you do not mind, I will ask you some questions about your health’
P: ‘Of course’
Smoking:
D: ‘Do you smoke?’
P: ‘No.’
Alcohol: 
D: ‘Please tell me, do you drink alcohol?’
P: ‘No, except on holidays.’
Adipositas: Body weight 94 kg, height 172 cm. Calculate the BMI: BMI=32
D: ‘Please tell me your height and weight’
P: ‘Weight ... kg, height ... cm’
D: ‘Now I will calculate your BMI (... kg/m²)
Do you have any problems with your weight, do you know about it?’
P: ‘Yes, I know that I lead a sedentary lifestyle’
D: ‘Would you like to talk about it?’
P: ‘To change something about my weight, I need to change my job, and I'm not ready for that yet. And anyway, my weight is not so critically high.’
Drugs: 
D: ‘Do you use any medicines, illegal substances, drugs?’
P: ‘I have never used anything like that and I do not use anything like that’
Allergies:
D: ‘Do you have any allergies?’
P: ‘No’
Occupation: 
D: ‘You are a pensioner, right?’
P: ‘Yes’
Family history: 
D: ‘Are you married? Do you have a family?’
P: ‘Yes, I am married, I have 2 children and 2 grandchildren’
D: ‘Okay’
Moments of the physical examination: 
D: ‘Let me take your blood pressure’
P: ‘Okay’
D: ‘Your blood pressure is normal’
P: ‘’Okay.”
D: ‘I'm also going to measure your waist. It is ... cm, which also indicates that you are overweight' Waist circumference is ... cm.
D: ‘I will also write you a referral for some tests. You need to have a fasting blood glucose test, lipid profile, HbsAg, Ig G to HCV, HIV test, stool test for occult blood.’
P: ‘Okay, I will do everything, but I just had a blood glucose test and lipid profile recently. I have the results with me, here they are.
D: ‘According to your blood glucose test results, you have elevated blood glucose levels, I recommend that you have another test to confirm or rule out diabetes. Also, according to your blood chemistry test, you have hypercholesterolemia and dyslipidemia.’
Inform the patient of the conclusion: High CVR.
 
Lifestyle modification, statin therapy, and verification of hypertension and PTH are recommended,
Assessment of patient's readiness for lifestyle changes and treatment:
P: ‘Do I need to continue taking my medication?’
D: ‘Please take your referrals.
I am also concerned about your glucose levels, so I recommend that you have a PTH or glycosylated haemoglobin test.
You also have weight problems, which may also be related to high blood pressure. Therefore, I hope that at your next check-up we can discuss your problem and try to find a solution.
You also have a high SBP, so in addition to physical activity and dietary correction, I recommend that you continue taking statin drugs, which will lower your blood cholesterol and stabilise atherosclerotic plaques in your blood vessels. This will be our action plan. What do you think about this?’
P: ‘I think I will do all the tests you have prescribed.’
D: ‘Great, then we will meet with you at your next appointment and evaluate the results of your tests. Also, if you're ready, we can discuss a plan for losing weight and quitting bad habits.’
P: ‘Okay, thank you, doctor.’
4. Additional materials needed to address the scenario (results of laboratory or instrumental observations, etc.)
Examination results: Glucose 6.6 mmol/l - needs to be repeated by another method, probably glucose tolerance test 			Triglycerides 1.9 mmol/l 
Total cholesterol 7.1 mmol/l - dyslipidaemia, given the high SBP, recommend statin therapy
LDL 4.65 mmol/l 
HDL 1.16 mmol/l 
5. Instructions for the examiner
Prepare a place for doctor-patient communication, arrange chairs. This task does not require any answers or comments from the examiner.
Learning Objectives: skills and assessment of readiness for screening planning according to age, gender and risk factors, use communication skills to assess readiness for lifestyle modification.
Critical points: assess blood pressure, BMI, smoking and family history to identify individual risk of cardiovascular events, use the SCORE scale
6. Checklist
STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	 2
	 3
	 4
	 5
	 6
	 7
	 8

	Communication: Greetings, introductions, non-verbal communication 
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	2
	 
	 
	 
	 
	 
	 
	 
	 

	К- smoking
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – alcohol
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – allergies
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	N – drugs
	0,25
	
	
	
	
	
	
	
	

	A – adipositas
	0,25
	
	
	
	
	
	
	
	

	P – occupation
	0,25
	
	
	
	
	
	
	
	

	І - depression 
	0,25
	
	
	
	
	
	
	
	

	S - family history  
	0,25
	
	
	
	
	
	
	
	

	Objective examination: Measurement of blood pressure in both arms and BMI and waist circumference 
	0,5
	
	
	
	
	
	
	
	

	Diagnosis: Diagnosed with dyslipidemia and obesity
	0,5
	
	
	
	
	
	
	
	

	Communication: Responded to the patient's emotions, supported him/her (used verbal and non-verbal communication skills, empathy)
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Prevention: Discussed primary and secondary prevention measures, taking into account personal risk
	2
	
	
	
	
	
	
	
	

	Tactics: Planned further examinations and possible treatment based on laboratory and objective data
	0,5
	
	
	
	
	
	
	
	

	Communication: Feedback - asked the patient to summarise the conversation or plan of next steps, asked if she had any questions
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Total number of points scored by the student at the station
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________



7. Material and technical equipment and mannequin parameters (if necessary):
Scale, height meter, medical measuring tape, cuff, blood pressure monitor, screening planning template, AUDIT alcohol abuse test, PHQ-9 depression scale, SCORE2/OP cardiovascular risk assessment scale.
Simulation: standardised patient, female, hypersthenic, 75 years old, overweight
8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
· 1. Загальна практика — сімейна медицина : посібник для медичних освітян / уклад.: І. Боровик, Ю. Репчук, М. Сем'янів та ін. ; за заг. ред. Л. Бабінець ; за підтримки україно-швейцарського проєкту «Розвиток медичної освіти». — Київ : [б.в.], 2024. 
· 2. Сімейна медицина : підручник для студентів, інтернів та лікарів / за ред. Л.Ф. Матюхи, П.О. Колесника, І. Švab, М. Katič. — Київ : [б.в.], 2022. — 692 с.
· 3. Лекція: «Риба OSCE» автори – члени кафедри СМАД, під ред. Колесника П.О. https://www.youtube.com/watch?v=i5ChANqrOsQ&feature=youtu.be
· 


Sample Case study 3
 Patronage of a newborn baby. A restless child
1. Information for the student (context)
 Background: You are a family doctor. At an outpatient visit for a newborn baby, the mother is worried about whether the baby is getting enough milk, and she is concerned that the baby cries when she is hungry. The baby is breastfeeding every three hours (7 times a day, with a 6-hour night break). Advise the mother on what to do to ensure that she has enough milk.
 Task: Counsel the mother about her hesitations. Provide recommendations.
 
2. Instructions for a standardised patient (if necessary)
 You are the mother of a newborn baby (2nd day of discharge from the hospital, girl is 5 days old) and you are worried about whether the baby is getting enough milk, you are worried that the baby cries when she is hungry. The baby is breastfeeding every three hours (7 times a day, with a 6-hour night break).

3. Algorithm for solving the scenario
‘Fishing rod’ - Preparation
‘Welcome’
Standing up, shaking hands, gesture towards the chair
‘Greet’
D: Good afternoon, I am your family doctor .... (name). How can I contact you?
P: Good afternoon! My name is Marina.
D: What is your child's name?
P: Hello, her name is Ksenia.
Age
D: When was she born?
P: 5 days ago

‘FISH HEAD’ - Interview (anamnesis)
Open question - ‘Golden Minute’ - the main symptom (Features when examining a child)
D: What would you like to know from me?
P: We were born 4 days ago, I have a lot of questions, because this is my first child. But most of all I am concerned about whether the baby is okay, and that she cries when she is hungry, I am worried about whether I have enough milk.
Anamnesis, complaints, medical history: (Peculiarities of the child's examination)
Course of pregnancy and childbirth
D: How was the pregnancy and labour?
P: There was toxicosis at the beginning of pregnancy
D: I had toxicosis.
P: Yes, but otherwise everything was fine. I gave birth on my own. The baby was put on my stomach immediately after birth, and after a while she started looking for the breast. We put her to the breast. She sucked a little and fell asleep. In the postnatal ward, my mother helped me look after the baby. Everything was fine, we were discharged yesterday after vaccination.
D: So everything was without complications. What was the child's condition after birth?
P: I gave birth on my own, it was hard. The baby was put on my stomach immediately after birth, and after a while she started looking for the breast. We put her to the breast. She sucked a little and fell asleep. In the postnatal ward, my mother helped me look after the baby. Everything was fine, we were discharged yesterday after vaccination.
D: Yes. Giving birth is not easy. If you stayed in the ward with your child after the birth, everything is fine. Were you prescribed any medications or performed any manipulations in the maternity hospital?
P: They gave the child vaccines and took blood for some tests.
D: Your child was vaccinated against hepatitis B on the first day and against tuberculosis before discharge, wasn't he? And on the first day, they were supposed to give him vitamin K to prevent bleeding and take his blood for genetic tests. Did they do that?
P: Yes, they took everything.

Life history (risk factors, family, professional)
("KANAPIS")
K (Smoking)
D: Do you or your spouse or any of the relatives you live with smoke?
P: No
A (Alcohol)
D: Do you drink alcohol?
P: Not now, no. Is it possible?
N (Drugs)
D: It is not recommended for a breastfeeding mother to drink alcohol and drugs, it can be dangerous for your baby.
P: No, no, what are you talking about? No, I don't use such things.
A (Allergies)
D: Do you have any allergies?
P: I don't have any allergies.
D: Does your child?
P: She was rashed, a little bit on her body in the maternity ward, before discharge, but we came home and it went away. It was very hot there.
D: Yes, it looks like newborn acne - it's one of the temporary normal skin conditions of a child
P (Occupation)
D: Where do you work?
P: I'm a teacher, I'm on maternity leave now
and S (Family)
D: What chronic diseases does the family have (tuberculosis, diabetes, bronchial asthma?)
P: Yes, my mother has hypertension.
D: Have you ever had any allergies?
P: I have pollinosis.
Survey on related systems (‘systemic revue’) (For a younger child, basic questions are important - general activity, sleep, appetite, physical activity)
D: How is the child behaving?
P: Almost always sleeping, but when he starts to turn around, he opens his mouth and sticks his tongue out - I put it to the breast.
D: How often does this happen?
P: About every 3 hours, 5-6 hours at night.
D: So you react to the fact that she is hungry and feed her. How does she eat?
P: She actively swallows and pulls. And then she falls asleep.
D: How does he sleep?
P: Pretty good, wakes up in 5-6 hours at night
D: So you're worried that she's crying and you're not sure if she's getting enough milk? It is very good that you are feeding her with your milk, but could you feed her every two hours a day, so that she eats 10-12 times a day, because it would help her to produce more milk.
P: Of course, I would feel more comfortable if she didn't cry, but my mother told me that it is better to feed every three hours so that the milk has time to digest and the breast can ‘get milk’.
D: How many wet nappies do you change per day?
P: Today I changed 3 during the day and 1 at night. 
D: Yes, I think that when you apply more often, there will be more urine, which is enough for this age. What kind of bowel movements do you have? How often?
P: Today, once, but he smears almost every nappy, yellow, liquid. Is this normal?
D: Yes, it is normal.
 Communication points during the survey:
● Non-verbal
● Eye contact
Shaking of the head
Leaning towards the patient
● No barriers (folded arms, things, table, phone)
● Consensual supportive touch
Verbal
Addressing the patient by name
Open-ended questions
D: What would you like to know from me?
D: What was the child's condition after birth?
D: How does the baby eat?
Reflection:
Straight
D: How was the pregnancy and labour?
P: I had toxicosis at the beginning of pregnancy
D: I had toxicosis.
Empathy.
P: I gave birth alone, it was hard. The baby was put on my stomach immediately after birth, and after a while she started looking for the breast. We put her to the breast. She sucked a little and fell asleep. In the postnatal ward, my mother helped me look after the baby. Everything was fine, we were discharged yesterday after vaccination.
D: Yes. Having a baby is not easy.
Summary (summary)
D: So, the postpartum period is going well for you and your baby. You have come to see me to examine your baby and answer your questions, and you are particularly interested in whether there is enough milk.
Before the examination
D: Let me examine your baby and then I will see how you are feeding and whether Ksenia is sucking effectively. This will give me a better idea of how I can help you.
‘Fish body’ - Physical examination
 Assessment of vital signs
Measuring the body temperature of a newborn
 Examination
- L: condition of the umbilical wound, umbilical cord remnant (umbilical ring);
- presence of congenital anomalies, stigmata of dysembryogenesis;
- discharge from the eyes;
- condition of the skin and mucous membranes (cyanosis, pallor, intensity and prevalence of jaundice, presence of a rash);
- assessment of reaction to sound and light;
Palpation
D:
- assessment of palpation of the pulse on the femoral arteries;
- assessment of muscle tone and spontaneous motor activity;
- Newborn reflexes;
- assessment of hip joints for congenital dislocation, dysplasia [B];
Percussion (not necessary in this case)
Auscultation
D: I will listen to the heart.
Auscultation of the heart
D: My heart is fine.
D: Now I'm going to listen to the lungs.
Auscultation of the lungs
D: My lungs are fine too.
Specific examination methods
D: Assess the reaction to sound and light;
 pay special attention to the presence of testicles in the scrotum (if it is a boy)
Communication moments during the examination:
Non-verbal
· Caution during manipulation
Verbal
· Explaining to the mother what will happen now
· Assurance of painlessness or warning of discomfort during manipulation
· Do not repeat painful manipulations several times.
· Express sympathy if you cause discomfort or pain to the patient.
· Informing the patient about the results of the examination
Primary diagnosis and its communication
D: Please have a seat.
P: What is wrong with my child?
D: Everything is fine. The baby is healthy.
 Assessing the effectiveness of breastfeeding
D: I would like to ask you to feed the baby now. Do you mind?
P: Of course.
D: I can see that the baby is lying with his head turned, but by all indications he is latching on effectively. 
· The baby's mouth is wide open (angle greater than 90 degrees)
· The baby's lips are turned outwards
· The upper edge of the areola is more visible than the lower one
· The chin is pressed to the chest
D: You are doing well, but try to turn her towards you so that she is pressed against your body with her chest, tummy and chin.
Plan for further examinations (not necessary in this case)
P: Do you need any other tests?
D: I don't think so, the next time I will consult you is in 2 weeks. We will need to see how the umbilical wound is healing and whether the stools are established. If you have any questions, you can ask a question on Viber, or call the nurse back at..... Contact centre phone number..... outpatient clinic is open .....
P: Thank you.
Treatment plan, Targeted counselling :
1.Exclusive breastfeeding
Effective application to the breast
Feeding on demand, but at least 8-12 times a day
2. The basics of newborn care:
- emotional contact between the family and the child (talking, socialising, carrying, etc.)
- observance of the thermal regime to prevent hypothermia of the newborn;
- care of the umbilical wound and umbilical cord residue in a dry way;
- other hygiene issues - bathing the child in clean water, not using napkins, herbal decoctions, washing girls from front to back.
3. Prevention of rickets - 1 tablet of vitamin D daily.
4.Signs that threaten the life of the child, in which case you should immediately seek help from medical professionals.
1. The child refuses to breastfeed
2. Motor activity only when stimulated
3. Body temperature ≥38°C or <35.5°C
4. Respiratory rate ≥60 per minute
5. Groaning exhalation or significant chest tightness on inhalation 
6. Seizures
7. Jaundice of the palms and feet
The doctor can provide the mother with information in the form of an infographic
Conclusion of the consultation:
D: Great, then follow the recommendations. Since the child is fine, we will see you in two weeks. If your child shows any warning signs or has any urgent questions, please contact me immediately. Do you have any other questions for me?
P: No, thank you...
D: Well, have a good day. Goodbye!
P: Goodbye, thank you, doctor.
 4. Additional materials needed to solve the scenario (results of laboratory or instrumental observations, etc.)
Video on a phone or computer with a breastfeed

5. Instructions for the examiner
Be familiar with the scenario, pay attention to the assessment of communication skills
Critical points: 
1.The student announced 4 signs of effective breastfeeding: all 4 signs must be present, viz:
· The baby's mouth is wide open (angle greater than 90 degrees)
· The baby's lips are turned outwards
· The upper edge of the areola is more visible than the lower one
· The chin is pressed against the chest
Dynamics of the scenario development:
· Interview according to the algorithm: (greeting, introduction, ‘Golden Minute’), reflect
· Offer to put the baby to the breast
· Evaluate the correctness of putting the child to the breast: all 4 signs should be present, namely:
· The child's mouth is wide open (angle greater than 90 degrees)
· The baby's lips are turned outwards
· The upper edge of the areola is more visible than the lower one
· The chin is pressed to the chest
· Praise the mother for her efforts
· Suggest correcting the latch
Critical points:
· Assessment of breastfeeding (4 signs of correct latching)
· Praise the mother for her efforts


 6. Checklist


 STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task №
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	2
	3
	4
	 5
	 6
	 7
	8

	Communication skills: Greeting, introduction, non-verbal communication, verbal communication skills: golden minute, open questions
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Objective examination - assessment of effective breastfeeding
	2
	 
	 
	 
	 
	 
	 
	 
	 

	· The child's mouth is wide open (angle of more than 90 degrees)
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	· The child's lips are turned outwards
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	· The upper edge of the areola is more visible than the lower one
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	· The chin is pressed to the chest
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Diagnosis: Established that the child is healthy (including the absence of danger signs)
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Prevention and promotion of a healthy lifestyle: provided counselling
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Determination of management and treatment tactics: Scheduled the next visit and when to contact healthcare professionals)
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Communication: Feedback - asked the patient to summarise the conversation or plan of next steps, asked if she had any questions
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	 Загальна сума балів, яку набрав студент на станції
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________
 
7. Material and technical equipment and parameters of the manikin (if necessary)
· Standardised patient (female - plays the role of a newborn mother)
· Dummy of a newborn baby
· Laptop or tablet or phone (Video showing the baby at the breast)
· Dummy breast
· Algorithm ‘Health check-up of a healthy child’ (sheet)
8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
[bookmark: _heading=h.uq1zausv1pe]1. Кишеньковий довідник лікаря первинної медичної допомоги для роботи з дітьми та підлітками. Копенгаген: Європейське регіональне бюро ВООЗ, 2023, режим доступу https://www.who.int/ukraine/uk/publications/9789289057622
2.Наказ МОЗ України від 19.03.2018 № 504, Про затвердження Порядку надання первинної медичної допомоги, режим доступу https://zakon.rada.gov.ua/laws/show/z0348-18#Text
3.Наказ МОЗ віл 14 вересня 2021 року Київ № 1945 Про затвердження Уніфікованого клінічного протоколу первинної медичної допомоги «Інтегроване ведення хвороб дитячого віку» Додаток до уніфікованого клінічного протоколу https://www.dec.gov.ua/wp-content/uploads/2021/09/dodatok-do-ukpmd_ivhdv.pdf



Sample Case study 4
A child with cough under 5 years of age, assessment according to the IMCI strategy
1. Information for the student (context)
You are seeing a 4-year-old child in an outpatient clinic who has been brought in by her mother with a cough.
Your task:
· Assess the child's condition according to the ICDS algorithm.
· Determine the classification of the disease.
· Provide appropriate recommendations to the mother.
· Explain when to consult a doctor again.
🕑 You have 10 minutes.
2. Instructions for the standardised patient 
Complaint: 
- My child has been coughing for 4 days. The temperature was almost 39°C on the 3rd day. 
- He eats less, but plays normally. He is breathing a little faster.
Medical history: 
- The temperature still rises with antipyretic. I am worried, I heard that there are many cases of pneumonia now 
- The snot was at the beginning. 
- Vomiting was last night when I was coughing, no diarrhoea.
Other data: 
- I was vaccinated according to the schedule. 
- He went to kindergarten. 
- I gave him 5 ml of paracetamol because the temperature was rising.
You answer questions openly but do not offer additional information. ❗ If the doctor does not ask, do not talk about temperature, activity, vomiting.
3. Algorithm for solving the scenario
Sample dialogue (can be used with an actor):
Doctor: Good afternoon! My name is ....., I am your family doctor, how do I address you?
Mother: My name is ...., my son's name is Ruslan 
Doctor: Very nice to meet you. Could you please tell me what happened to Nazar? 
Mother: Three days ago he started coughing, 2 days ago his temperature rose to almost 39. Today, at night, he vomited while coughing, plus a cough and runny nose. 
Doctor: So Ruslan is sick, he has a cough, runny nose and fever.
I can see that you are worried, but you have come to me in time.
Let me ask you a few more questions.
Mum: Yes, of course.
Doctor: Is Nazar active, does he play, eat, drink? 
Mum: He eats poorly, but drinks water. He was playing, today he is calmer, although he was very active before the illness. 
Doctor: Has he had any vomiting or cramps? 
Mother: Today he vomited when he was coughing. There were no seizures. 
Doctor: Good. Now Nazar has no dangerous symptoms. 
Doctor: Does the child have a cough or difficulty breathing? 
Mum: Yes, it seems to be rapid breathing? 
Doctor: I see that there is no chest tightness.
Doctor: I am assessing whether there is stridor 
Mother: no
Doctor: Is there any asthmatic breathing?
Mother: no
Doctor: Is there diarrhoea? 
Mother: no
Doctor: Does the child have any ear problems?
Mother: no 
Doctor: Does the child have a throat problem? 
Mother: no
Doctor: So the fever has been going on for 2 days?
Mother: yes
Doctor: let me check a few more signs: is there any stiffness of the occipital muscles - no
Doctor: is there a petechial rash? - not determined, no other obvious causes of fever or signs of measles
Malnutrition and anaemia - no
 Does he have shortness of breath? Does he have difficulty breathing, chest tightness? 
Mother: I don't know, he seems to breathe more often when he has a fever. 
Doctor: Have you measured how many times per minute he breathes? 
Mother: No. 
Doctor: (the doctor counts - 45/min - rapid breathing). So Ruslan probably has pneumonia. He needs antibiotics. 
Mum: I don't want to go to the hospital. What should I do about the fever? 
Doctor: You don't need to go to the hospital for now. However, paracetamol if it is over 38.5 and antibiotic syrup are the most effective treatment in your case. It is also very important to drink a lot of water, humidify the air, and rest. 
Doctor: Next examination in 2 days. If there is shortness of breath, high fever for more than 3 days, the child becomes lethargic or unable to drink or swallow, or if the condition worsens, please contact us immediately. 
Mum: Okay, thank you.
4. Additional materials required to resolve the scenario (results of laboratory or instrumental observations, etc.) - none
 5. Instructions for the examiner 
An example of a correct student action:
· Interviewed the child according to the algorithm (greeting, introduction, ‘golden minute’)
· Assessment of the child according to the IECC strategy, including assessment of danger signs
· Communicated properly with the mother
· Managed the child and prescribed treatment according to the IECC strategy: Probably pneumonia. Yellow zone
Prescribed:
· Amoxicillin in suspension 250 mg\5 ml, in a dose of 16 ml 2 times a day - 5 days
· One dose of paracetamol (120 mg\5 ml syrup - 15 ml - no more than 4 times a day) or ibuprofen (100 mg\5 ml syrup - 10 ml - no more than 3 times a day) in case of high fever (above 38.5)
· Prescribed a cough reliever - warm drink (did not prescribe synthetic expectorant medicines such as ambroxol)
Scheduled a follow-up visit and when to seek medical attention.
Tell the mother that she should seek medical attention immediately if her child has any of these symptoms:
· The child cannot drink or suckle at the breast
· The child is getting worse 
· The child has a fever 
· Rapid breathing 
· Difficulty breathing 


6. Сhecklist 

STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	 2
	 3
	 4
	 5
	 6
	 7
	 8

	Communication skills: Greeting, introduction, non-verbal communication, verbal communication skills: golden minute, open questions
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting of anamnesis
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Interviewed for dangerous symptoms
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Objective examination: 
	1,5
	
	
	
	
	
	
	
	

	Interviewed for the most common symptoms according to the algorithm
	0,5
	
	
	
	
	
	
	
	

	Assessment of symptoms by cough
	0,5
	
	
	
	
	
	
	
	

	Assessment of symptoms by fever
	0,5
	
	
	
	
	
	
	
	

	Diagnosis: Correctly identified the area (yellow) and diagnosis 
	0,5
	
	
	
	
	
	
	
	

	Determination of management and treatment tactics:
	1,5
	
	
	
	
	
	
	
	

	Correctly prescribed treatment 
	1
	
	
	
	
	
	
	
	

	Correctly scheduled a follow-up visit
	0,5
	
	
	
	
	
	
	
	

	Prevention:
	1
	
	
	
	
	
	
	
	

	Discussed the symptoms that should lead to medical attention
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Advised on feeding and nutrition
	0,5
	
	
	
	
	
	
	
	

	Communication: Feedback - asked the patient to summarise the conversation or plan of next steps, asked if she had any questions
	1
	
	
	
	
	
	
	
	

	 Загальна сума балів, яку набрав студент на станції
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________

7. Material and technical equipment and parameters of the manikin (if necessary) 
Baby simulation model, IMCI booklet, thermometer, phonendoscope, spatula, flashlight
8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined: 
1. Кишеньковий довідник лікаря первинної медичної допомоги для роботи з дітьми та підлітками. Копенгаген: Європейське регіональне бюро ВООЗ, 2023, режим доступу https://www.who.int/ukraine/uk/publications/9789289057622
2.Наказ МОЗ України від 19.03.2018 № 504, Про затвердження Порядку надання первинної медичної допомоги, режим доступу https://zakon.rada.gov.ua/laws/show/z0348-18#Text
3.Наказ МОЗ віл 14 вересня 2021 року Київ № 1945 Про затвердження Уніфікованого клінічного протоколу первинної медичної допомоги «Інтегроване ведення хвороб дитячого віку» Додаток до уніфікованого клінічного протоколу https://www.dec.gov.ua/wp-content/uploads/2021/09/dodatok-do-ukpmd_ivhdv.pdf


Sample Case study 5
Depression. Management
1.Information for the student
(Legend.)
You are a family doctor in the outpatient clinic in the village of Mynai. A young woman, Ms Irina K., 28 years old, has come to you with the following complaint: she has been having trouble sleeping for more than 2 months, cannot fall asleep for a long time, and often wakes up at night. During the day she feels tired and irritable. You have made a diagnosis of depression.
Objectives: Manage a patient with depression and organise follow-up care
2.Instructions for a standardised patient
You are Ms Irina K., 28 years old. You are concerned that you have been having problems sleeping for more than 2 months, you cannot fall asleep for a long time and often wake up at night. During the day you feel tired and irritable. Your doctor has diagnosed you with depression. You feel confused and anxious. You are afraid of how your family and colleagues at work will react
You have heard about this diagnosis, but ask your doctor to tell you more
You are worried that the symptoms may have appeared because you are lazy and do not do enough at home
You like to walk outdoors, but have not done so for a long time because of lack of energy. Your hobbies: cycling, hiking and shopping
Your closest people are your husband, children and your friend Kateryna, with whom you rarely see each other lately
You are not ready to take antidepressants. You ask your doctor if there are any ‘lighter sedatives’?
3.Algorithm for solving the scenario
Doctor: Good afternoon, Ms Irina. It's nice to see you. How are you feeling today?
Irina: To be honest, not very well... I'm tired, irritable. I didn't sleep much last night again. And the longer it goes on, the more it all accumulates.
Doctor: I am very sorry that you are having such a hard time. But you have already taken an important step - you have asked for help. And this is not a sign of weakness, but of strength.
Irina (nervously):
 What if it's just laziness? Maybe I'm just not trying hard enough? My husband said: ‘Maybe you're cheating yourself?’. And I don't understand anymore...
Doctor: Your feelings are real, and you have a right to them. Depression is not about laziness. It is a medical condition that can occur even in the most responsible and active people. It affects sleep, energy, mood, and the ability to enjoy life. It's not your fault, and certainly not your choice.
Iryna: I have heard about depression, but... could you explain more? Is it serious?
Doctor: Of course it is. Depression is a mood disorder in which a person loses emotional ‘lightness’. He or she becomes tired, may have anxiety, poor sleep, and a decreased interest in things that used to bring pleasure. But the main thing is that this is a treatable condition. And you are not alone in this.
Irina: I'm still embarrassed - how will they say about it at work or at home... My husband, children, Katya, a friend I haven't seen for a long time
Doctor: I understand your concerns. But it's important to remember: treatment is about taking care of yourself. And when you regain your strength, your relationships, work, and family will benefit. You don't have to tell everything right away, but finding at least one person to share with is very important.
Iryna: What should I do? I don't want to take antidepressants. Is there something ‘easier’? Maybe some sedatives?
Doctor: Your anxiety is understandable, and we will never force you to take any step you don't agree with. Indeed, there are relaxation techniques, regular physical activity, and psychotherapy. But it is important to understand that antidepressants are not ‘heavy’ drugs, but an effective tool that helps restore chemical balance in the brain. I'm not trying to convince you now - I just want you to have all the information you need.
Irina: I'll think about it. But I would like to start changing something right now.
Doctor: That's great. Let's make a plan together:
Sleep and routine - I'll help you with ‘sleep hygiene’ methods.
Physical activity - you mentioned that you love nature, cycling... Are you ready to start at least with short walks?
Hobbies and social activities - how do you feel about the idea of meeting Kateryna, at least for coffee?
Psycho-emotional support - I will suggest a psychologist who works with emotional burnout.
Examination - to rule out other causes (anaemia, thyroid, etc.), I will refer you for basic tests.
Irina: Yes, walking is a good idea. Maybe I'll write to Katya... I'll do some tests too.
Doctor: I support you. We will take small steps. 
4.Additional materials needed to address the scenario (results of laboratory or instrumental observations, etc.)

	Test
	Result
	Units of measurement
	Units of measurement

	Hemoglobin (Hb)
	132
	g/l
	120–160

	Red blood cells
	4.3
	×10¹²/l
	3.8–5.1

	White blood cells
	6.1
	×10⁹/l
	4.0–9.0

	Platelets
	220
	×10⁹/l
	150–400

	Hematocrit
	39
	%
	36–46

	ESR
	14
	mm/h
	<20

	Ferritin
	68
	ng/ml
	15–150

	Thyroid stimulating hormone (TSH)
	2.1
	µIU/ml
	0.4–4.0


5.Instructions for the examiner
Background: You are a family doctor in the outpatient clinic in the village of Mynai. A young woman, Ms Irina K., 28 years old, has come to you with the following complaint: she has been having trouble sleeping for more than 2 months, cannot fall asleep for a long time, and often wakes up at night. During the day she feels tired and irritable. You have made a diagnosis of depression.
Objectives:
Manage a patient with depression and organise follow-up care
6.Checklist


STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 

	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	2
	3
	4
	5
	6
	7
	8

	Communication skills (uses reflection, empathy, summary)
	3
	
	
	
	
	
	
	
	

	Determining the tactics of management and further support:
	3
	
	
	
	
	
	
	
	

	conducted psychoeducation
	1
	
	
	
	
	
	
	
	

	suggested methods of stress reduction 
	1
	
	
	
	
	
	
	
	

	suggested possible medications
	1
	
	
	
	
	
	
	
	

	Prevention and promotion of a healthy lifestyle:
	1,0
	
	
	
	
	
	
	
	

	Conducted a conversation about the importance of social activity
	0,5
	
	
	
	
	
	
	
	

	regulation of daily routine
	0,5
	
	
	
	
	
	
	
	

	Other (including legal and ethical aspects) 
	0,5
	
	
	
	
	
	
	
	

	Ensured confidentiality
	0,5
	
	
	
	
	
	
	
	

	Total points
	7,5
	
	
	
	
	
	
	
	


Examiner ___________________________ Signature____________

7.Material and technical equipment and parameters of the manikin (if necessary)
mhGAP manual, test results, PHQ 9 scale
NB! A standardised patient is required for the exam!
The standardised patient is a middle-aged woman
8.References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
1.https://www.who.int/ukraine/uk/publications/9789241549790
2. Уніфікований клінічний протокол первинної, вторинної (спеціалізованої) та третинної (високоспеціалізованої) медичної допомоги депресія
3. https://www.dec.gov.ua/wp-content/uploads/2019/11/2014_1003_ykpmd_depresiya.pdf
4. https://guidelines.moz.gov.ua/documents/3511 

Sample Case study 6
Hypertensive disease
1.Information for the student (context) 
You are a family doctor and a 53-year-old woman has come to you with a headache, dizziness, flashing flies in front of her eyes, palpitations and anxiety that appeared 2 hours ago on the background of psycho-emotional stress. 
Task: Take a focused history, identify the risk factors for this patient, make a diagnosis, and determine further management. 
2.Instructions for a standardised patient (if necessary)
You are a 53-year-old female patient who presents with a headache, dizziness, flashing flies before the eyes, palpitations, and anxiety that appeared 3 hours ago in the setting of psychoemotional overload.

3.Algorithm for solving the scenario
Greeting: stand up to meet the patient, smile, extend your hand to greet him/her 
Greeting: say hello, shake hands, introduce yourself, ask what you can call the patient 
D.: ‘Good afternoon, my name is ... How can I call you?’ 
P: ‘Good afternoon, doctor. My name is ...’
Passport data: 
D: ‘How old are you?’ 
P: ‘I am 53’ 
D.: ‘Where do you work?’ 
P.: ‘At “Zakarpathaz”’
Complaints: 
D.: ‘How can I help you? Is something bothering you?’
P.: Yes, complaints of headache, dizziness, flashing flies in front of my eyes, palpitations and anxiety. 
Factors that need to be identified during the survey: 
D: ‘If you don't mind, I'd like to ask you a few questions about your health.’ 
P: ‘Yes, of course’ 
Smoking 
D: ‘Do you smoke?’ 
P: ‘Yes, but not much, about 5 cigarettes a day’ 
Alcohol
D: ‘Do you drink alcohol?’ 
P: ‘Yes, but mostly on holidays’ 
Adipositas: calculation of BMI and WC
D: ‘How much do you weigh, how tall are you?’
P: ‘I weigh 90 kg and I am 163 cm tall.’
D.: ‘Now I will calculate your BMI and measure your waist.’
(Body weight 190 kg, height 163 cm. Calculate BMI: BMI=34, WC 95 cm...)
D: ‘You have a problem with your weight, do you know about it?’ 
P: ‘Yes, I know, I've always been a bit prone to putting on weight.’ 
D: ‘Would you like to talk about it?’ 
P: ‘But I don't have much time today, let's talk about it later.’
Drugs 
D: ‘Do you use any medicines, illegal substances, drugs?’ 
P: ‘No, of course not’ 
Allergies 
D: ‘Do you have any allergies?’ 
P: ‘No’ 
Occupation
D: ‘Are you an economist by profession?’ 
P.: ‘Yes, I am an accountant’ 
Family history.
D: ‘Tell us about your family?’ 
P: ‘I am married, I live with my husband. Children and grandchildren live with us in the house. 
D.: ‘Are your parents still alive?’ 
P: ‘My father died a year ago from a heart attack. My mother lives, but she has hypertension and had a stroke.’
D: Please describe your pain. LITIC+FF
Site
D.: Where exactly does your head hurt? 
P.: Mostly in the back of the head, but I also feel it in the temples 
Severity
D.: How badly does your headache hurt on a 10-point scale, where 0 is no pain at all and 10 is unbearable? 
P.: About 5-6 points 
Timing
L: How long does the headache last? 
P.: For about 2 hours now 
Radiation
D.: Does the pain radiate somewhere? 
P: In the temple and I feel pressure in the eyeballs 
Character
D: How exactly does it hurt? 
P: In the temple and I feel pressure in the eyeballs 
F (factor that aggravates the pain) 
D.: What do you think caused the pain? 
P.: I think that a stressful situation at work, when I get angry, the pressure immediately jumps up significantly and then I may have a headache. 
Moments of physical examination: 
D.: ‘Let me take your blood pressure and pulse and listen to your heart and lungs’ 
P: ‘Yes, of course’
D.: ‘Your blood pressure is high, 220/116 mmHg, but we need to make sure again: we need to measure blood pressure on both arms. The pressure is the same on both arms. The pulse is 115 beats per minute, rhythmic. Cardiac activity is rhythmic, accentuation of the second tone over the aorta. Vesicular breathing in the lungs, no wheezing.
D.: Could you please tell me how long you have known about your high blood pressure? 
P.: About 5 years, maybe a little more.
D.: Have you ever been examined for hypertension? Do you take any antihypertensive drugs? 
P.: Yes, about 3 or 4 years ago I was hospitalised with a nosebleed and was told that it was caused by a sharp rise in blood pressure. I was examined by a cardiologist who said that I had hypertension and that I had had it for years, and then he wrote down the medications I should take. 
D.: Do you still take them? Or maybe you take some other ones? 
P.: No, I took them for a month and decided that this course was enough. I try to take as little chemotherapy as possible. 
D.: I see, what is your blood pressure level most often? 
P.: I don't often measure it, but mostly 140-150/90-100 mmHg. 
D.: And with such a pressure, do you feel comfortable, does nothing bother you?
П.: No, usually nothing.
Moments of instrumental examination:
D.: Now we will make an electrocardiogram to find out whether the increase in blood pressure has led to any changes in the heart. 
D.: The doctor evaluates the result. 
D.: The electrocardiogram shows signs of left ventricular hypertrophy with signs of LV systolic overload.
Diagnosis and treatment plan 
D.: Considering everything you have told me, taking into account the objective examination data, you have a hypertensive crisis, fortunately, uncomplicated, against the background of hypertension of stage II, grade 2. 
P.: What should I do now? 
D.: First of all, I give you a propranolol tablet and 30 drops of valerian. In 20-30 minutes, we will re-measure your blood pressure, and if it does not decrease, you will take another tablet under the tongue (only another captopril or nifedipine), or we will inject you intravenously with dibazole and furosemide. We will monitor the dynamics of your blood pressure, heart rate and well-being and act accordingly. 
P.: Well, I'm relying on you, doctor. 
D.: But I have to warn you that starting today, you will need to take antihypertensive therapy regularly, otherwise such crises will become more frequent and may lead to negative consequences for you. We will talk about further treatment and correction of your risk factors after you feel better and your blood pressure level has decreased. 
P: ‘Okay, thank you, doctor’
 
4: Additional materials required for the scenario: SCORE2/OP scale for detecting the risk of cardiovascular events, electrocardiogram.
5.Instructions for the examiner
Prepare a place for doctor-patient communication, arrange chairs. This task does not require answers or comments from the examiners.
Object of learning: communication skills, ability to take a focused history, identify risk factors, ability to make a diagnosis and plan further treatment. 
Critical points: to evaluate anamnesis, risk factors, objective examination, diagnosis and the doctor's action plan. 
6.Checklist
STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	Комунікація: вітання, преставлення, невербальна комунікація
	0,5
	1
	2
	3
	4
	5
	6
	7
	8

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	1
	
	
	
	
	
	
	
	

	S- smoking
	
	
	
	
	
	
	
	
	

	А – alcohol
	
	
	
	
	
	
	
	
	

	А – allergies
	
	
	
	
	
	
	
	
	

	D – drugs
	
	
	
	
	
	
	
	
	

	A – adipositas
	
	
	
	
	
	
	
	
	

	O– occupation
	
	
	
	
	
	
	
	
	

	D- depression 
	
	
	
	
	
	
	
	
	

	F - family history  
	
	
	
	
	
	
	
	
	

	Diagnosis: History taking for pain detail ( SOCRATES)
	1
	
	
	
	
	
	
	
	

	S- location
	
	
	
	
	
	
	
	
	

	S - intensity
	
	
	
	
	
	
	
	
	

	T - duration
	
	
	
	
	
	
	
	
	

	R- radiation
	
	
	
	
	
	
	
	
	

	C - characteristic
	
	
	
	
	
	
	
	
	

	E - factors that exacerbate and relieve pain
	
	
	
	
	
	
	
	
	

	O - onset
	
	
	
	
	
	
	
	
	

	Diagnosis
	1
	
	
	
	
	
	
	
	

	Communication: Responded to the patient's emotions, supported them (used verbal and non-verbal communication skills, empathy)
	1
	
	
	
	
	
	
	
	

	Tactics: Planned further examinations and possible treatment based on laboratory and objective data
	1,5
	
	
	
	
	
	
	
	

	Promotion of a healthy lifestyle
	1
	
	
	
	
	
	
	
	

	Communication: Feedback
	0,5
	
	
	
	
	
	
	
	

	Total number of points scored by the student at the station
	7,5
	
	
	
	
	
	
	
	


Examiner ___________________________ Signature____________

7. Material and technical equipment and parameters of the manikin (if necessary)  scales, height meter, medical measuring tape, cuff, blood pressure monitor, SCORE2/OP scale to identify the risk of cardiovascular events
Simulation: a standardised patient is an overweight 53-year-old woman.
 
8.References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
1. Боровик, І., Репчук, Ю., Сем’янів, М., & Бабінець, Л. (Ред.). (2024). Загальна практика — сімейна медицина: Посібник для медичних освітян.
2. Матюха, Л. Ф., Колесник, П. О., Švab, І., & Katič, М. (Ред.). (2022). Сімейна медицина: Підручник для студентів, інтернів та лікарів.
3. Кафедра СМАД. (н.д.). Лекція: «Риба OSCE» [Відео]. YouTube. https://www.youtube.com/watch?v=i5ChANqrOsQ&feature=youtu.be
4. Kreutz, R., Brunström, M., Burnier, M., Grassi, G., Januszewicz, A., Muiesan, M. L., ... & Mancia, G. (2024). 2024 European Society of Hypertension clinical practice guidelines for the management of arterial hypertension. European journal of internal medicine, 126, 1-15.
 
Sample Case study 7
Knee pain
1. Information for the Student (Context)
A 65-year-old patient complains of knee joint pain when climbing stairs, especially in the evening, and finds it difficult to fall asleep due to the pain. The patient also struggles to get up from a chair or bed. Upon examination, the knee joints are slightly enlarged in volume, but not painful on palpation.
Task: Interview the patient regarding joint pain. Inform the patient of the nature of the joint pain in this case. What preliminary diagnosis can be suggested?
2. Standardized Patient Instructions (if needed)
You have been experiencing pain for a long time and believe it may be damage to the knee joints, requiring expensive surgical treatment.
 If the student does not provide feedback after the interview, ask: “What’s wrong with me?” or “What are you going to do next?”
 Do not express satisfaction or dissatisfaction with the student’s questions or communication. Do not prompt the student with what they should ask. For any questions outside the scope of this instruction, respond with “I don’t know” or “I don’t remember.”
3. Scenario Resolution Algorithm
Meeting: Stand up to greet the patient, smile, and extend your hand for a handshake.
Greeting: Say hello, shake hands, introduce yourself ("My name is..., I’m a doctor..., I’m here to help you"), ask how you may address the patient, and repeat their name.
Doctor: “Good afternoon, my name is .... How may I address you?”
 Patient: “Good afternoon, doctor. My name is ....”
Personal data
Complaints
 Doctor: “How can I help you? What’s bothering you?”
 Patient: “Recently, I’ve been having frequent knee joint pain. I think I take painkillers too often, even though they help.”
4. Factors the student should clarify during the interview:
Doctor: “If you don’t mind, I’d like to ask you a few questions about your health.”
 Patient: “Yes, of course.”
Acronym SOCRATES
· S (Site) – Where exactly is the pain located?
 Patient: [points] “It feels like it’s deep inside the knees. Both knees hurt from the inside, though they don’t really look different.”

· O (Onset) – When did the symptoms start?
 Patient: “Oh, I don’t remember exactly. A few years ago. But lately, over the past 6–8 months, it’s gotten worse.”

· C (Character) – What is the nature of the pain?
 Patient: “The pain varies. Sometimes it’s dull and aching, sometimes it’s like stabbing. Sometimes it twists, especially when I walk a lot.”

· R (Radiation) – Does the pain radiate anywhere?
 Patient: “I don’t think so. Sometimes I feel tension in my calves.”

· A (Associated Symptoms) – Are there any other symptoms?
 Patient: “There’s a crunching sound in the joints.”
 Doctor: “Any stiffness in the morning?”
 Patient: “Yes, I do feel stiff sometimes. I need to walk around to loosen up.”
 Doctor: “How long does the stiffness last?”
 Patient: “It varies. Usually around 15–20 minutes.”

· T (Timing) – When does the pain occur?
 Patient: “It varies. Mostly in the evening. Sometimes it’s so bad I can’t sleep and toss and turn for a couple of hours.”
 Doctor: “Any other times?”
 Patient: “It also hurts after walking a lot. Sometimes it’s hard to get up from a chair if I’ve been sitting too long.”

· E (Exacerbating/Relieving Factors) – What makes it better or worse?
 Patient: “Rest helps. I feel better after resting. Like on Sundays, I feel better.”
 Doctor: “What makes it worse?”
 Patient: “Working in the garden, walking a lot. For example, if I go to the market, I struggle to get back home and need to sit down and rest.”

· S (Severity) – How strong is the pain on a scale of 1 to 10?
 Patient: “Right now, it’s around 5–6.”

5. Additional Materials Required for Scenario Resolution
· Measuring tape
· Blood pressure monitoring
· Goniometer
· Pin/needle for sensitivity testing
6. Examiner Instructions
Prepare a space for doctor-patient communication, with chairs arranged appropriately.
This task does not involve any responses or comments from the examiner

7. Checklist
STATE HIGHER EDUCATION INSTITUTION
"UZHHOROD NATIONAL UNIVERSITY"
OSP(K)I in Specialty 222 Medicine
CONTROL CHECKLIST
Completion of Task at Station No. 1
Examination Group №____   	Date_______________________   	Practical (clinical) task №
	Task Execution Algorithm
 
	Max Score
 
	Individual Student Identification Number

	
	
	1
	2
	3
	4
	5
	6
	7
	8 

	Communication: Greeted and introduced themselves clearly. Properly bid farewell.
	0.5
	
	
	
	
	
	
	
	 

	Medical History Collection regarding pain characteristics using SOCRATES 
S (Site) – Localization of pain. 
	0.25
	
	
	
	
	
	
	
	 

	O (Onset) – Symptom onset.
	0.25
	
	
	
	
	
	
	
	 

	C (Character of pain) 
	0.25
	
	
	
	
	
	
	
	 

	R (Radiation) – Pain radiation.
	0.25
	
	
	
	
	
	
	
	 

	A (Associated symptoms) – Additional symptoms.
	0.25
	
	
	
	
	
	
	
	 

	T (Timing) – Duration.
	0.25
	
	
	
	
	
	
	
	 

	E (Exacerbating and alleviating factors) – Aggravating and relieving factors.
	0.25
	
	
	
	
	
	
	
	 

	S (Severity) – Intensity of lower back pain on a scale from 0 to 10.
	0.25
	
	
	
	
	
	
	
	 

	Objective Examination: Performed functional tests to detect rotator cuff injuries.
	1
	
	
	
	
	
	
	
	 

	Communication: Responded to the patient’s emotions, provided support (used verbal and non-verbal communication skills, empathy).
	1
	
	
	
	
	
	
	
	 

	Diagnosis: Informed the patient about the suspected type of pain and preliminary diagnosis.
	1
	
	
	
	
	
	
	
	 

	Management Strategy: Developed a further strategy and treatment plan (outlined the patient’s pathway) considering shared decision-making.
	1
	
	
	
	
	
	
	
	 

	Prevention: Discussed measures to prevent further exacerbation of joint syndrome and injury.
	0.5
	
	
	
	
	
	
	
	 

	Communication: Feedback – Asked the patient to summarize the conversation or the next steps, checked if they had any remaining questions.
	0.5
	
	
	
	
	
	
	
	 

	Total Score Achieved by the Student at the Station:
	
	
	
	
	
	
	
	
	


Examiner: ___________________________    	                                Signature: ______________
8. Material and Technical Equipment and Manikin Operation Parameters (if necessary)
The task does not involve the use of manikins. References to regulatory documents, protocols, and guidelines on which the scenario resolution algorithm is based.
9. References:
1.General Practice – Family Medicine: A Guide for Medical Educators / Compiled by I. Borovyk, Yu. Repchuk, M. Semianiv et al.; edited by L. Babinets; supported by the Ukrainian-Swiss project "Medical Education Development." — Kyiv: [n.p.], 2024.
2.Family Medicine: A Textbook for Students, Interns, and Physicians / Edited by L.F. Matiukha, P.O. Kolesnyk, I. Švab, M. Katič. — Kyiv: [n.p.], 2022. — 692 pages.
3.Osteoarthritis: Evidence-Based Medicine Guidelines / DUODECIM Medical Publications, Ltd. Guideline 00396. — Available at: https://guidelines.moz.gov.ua/documents/3259. — Date accessed: [Specify the date of review].
4.Osteoarthritis in Family Physician Practice: Methodological Guidelines / Compiled by Ya.O. Mykhalko, A.V. Kurakh; Ministry of Education and Science of Ukraine, Uzhhorod National University, Faculty of Postgraduate and Pre-University Education, Department of Therapy and Family Medicine. — Uzhhorod: [n.p.], 2020. — 26 pages.
5.Lecture: "OSCE Fish" Authors – Members of the SMAD Department, edited by P.O. Kolesnyk. YouTube link.

Sample Case study 8
Headache
1. Information for the student (context)
You are a family doctor and you are visited by a woman, 26 years old, who gave birth to a child 1.5 years ago. She reports pain in one half of her head, which occurs in the same way: it starts with a wind sensation on the face. The pain lasts from several hours to two days. On average, she has headaches once a week. She had similar pain in adolescence, but it was less intense and less frequent. The menstrual cycle is regular. Blood pressure 125/70 mm Hg. No bad habits. Normosthenic build, normal BMI. Denies any chronic diseases in the anamnesis. 

Task: Establish the type of headache in the patient. Assess the headache by the acronym LITIC+FF. Make a differential diagnosis by assessing gross neurological deficits and red flag assessment.
Determine additional methods of examination to confirm the diagnosis and make a differential diagnosis. Select treatment tactics/patient pathway.
2. Instructions for a standardised patient (if necessary)
You have a pain in the right side of your head that always starts the same way: you feel as if the wind is blowing in your face, then you have a moderate headache, and an hour later you have pain in the right side of your head. The pain starts so typically that at the first sign you already know how it will happen. You start looking for a dark and quiet place because light and noise make the pain worse. You start taking ibuprofen, sometimes it helps and the pain stops. However, if you do not have time to take the ibuprofen in time and the pain is concentrated in one half of the head, the painkillers do not work and you become incapacitated for one day. You had similar pain in your teens, but it was less severe and in most cases you managed without medication. After the birth of a child, ibuprofen is not always effective, even if it is used at the very beginning. 

You want to undergo as many examinations as possible (MRI, EEG, PET-CT), but you don't know where to start because your grandmother had a brain tumour and you want to be examined further. 

After the survey, if the student does not report the results of the survey, ask: ‘What's wrong with me?’, ’What should you do next?’
Do not express satisfaction or dissatisfaction with the questions and communication with the doctor, do not tell the student what questions to ask, and answer questions that go beyond the scope of this instruction with ‘I don't know’ or ‘I don't remember’.


3. Algorithm for solving the scenario
Greeting: sit/stand to meet the patient, smile, extend a hand to greet
Greeting: say hello, shake hands, introduce yourself, ask what you can call the patient
D: ‘Hello, my name is Dr .... How can I call you?’
P: ‘Hello, doctor. My name is ....’
Passport details:
D: ‘How old are you?’
P: ‘I am 26’
D: ‘What is your occupation?’
P: ‘I am on maternity leave, I used to work as an accountant’
D: ‘How can I help you? Is something bothering you?’
P: ‘I have headaches from time to time’
Factors to be identified during the survey:
D: ‘If you don't mind, I'll ask you a few questions about your health condition’
P: ‘Yes, of course’
Smoking. 
D: ‘Do you smoke?’
P: ‘I don't smoke’ 
Alcohol. 
D: ‘Do you drink alcohol?’
 ‘I rarely drink alcohol.’
Adipositas: calculation of BMI and WC. 
D: ‘How much do you weigh, how tall are you?’
P: ‘Body weight 64kg, height 172 cm...’
D: ‘Now I'll calculate your BMI and measure your waist.’
D: ‘You have a normal BMI’ 
Drugs 
D: ‘Do you take any medications, illegal substances, drugs?’ 
P: ‘No, of course not’
Allergies  
D: ‘Do you have any allergies?’ 
P: ‘No.’ 
Occupation. 
D: ‘You are an accountant by profession, I understood you correctly.’
P: ‘Yes, I teach, I work with private companies, but I am currently on maternity leave...’ 

Family history: 
D: ‘Tell us about your family?’
P: ‘I am married, I live with my husband. 1 child’ 
D: ‘Are your parents still alive?’
P: ‘Yes, but my grandmother died, she was diagnosed with a brain tumour.’ 
Moments of physical examination:
D: ‘Let me take your blood pressure’ 
D: ‘Your blood pressure is normal, 125/70 mmHg’
P: ‘ok’
D: ‘Tell me more about your headache’:

SOCRATES acronym
S (Site) - localisation of pain.
D: Where exactly does your headache hurt? 
P: In the area of the left eye.
O (Onset) - the onset of symptoms.
D: How long have you been experiencing the pain? 
P: This pain has been occurring for the last few years, in spring and autumn 
C (Character of pain) - the nature of the pain. 
D: Can you describe this pain? Is it pressing, aching, shooting, throbbing?
P: It's more like a burning, shooting pain.
R (Radiation) - the irradiation of the pain.
D: Is the pain localised in one place, or does it radiate to the face, neck, back, arm?
P: The pain is localised in the area of the left eye.
A (Associated symptoms) - additional symptoms. 
 D: Do you have any other symptoms associated with the headache?            
 P: No, I don't.
 D: Do you have any visual symptoms before the headache, such as dark spots in front of your eyes, colour zigzags, narrowing of the visual field, blurred vision? Or, perhaps, do you smell any unpleasant odours at the beginning of the headache? 
P.: Sometimes during this headache there may be rhinorrhoea from the left side of the nose. 
T (Timing) - duration.
D: Does your headache have any time pattern? Does it recur?
P:  Well... yes. It is always the same, it can last from one hour to two days. There are periods when this pain appears every day, and there are periods when there is no pain for several weeks.
E (Exacerbating and alleviating symptoms) - stimulating and alleviating factors.
D: Have you noticed what makes your headaches worse?  
P: Well, probably when I drink alcohol in the evening, then in the morning this pain will be 100% there.
D: And what helps you to relieve the pain?
P: Sometimes I take drotaverine, and it helps, but if I don't take it at the very beginning of the pain, then the pain becomes uncontrollable.
Objective examination
D.: ‘Stand up, put your feet together, hold both hands in front of you and close your eyes’ 
P: ‘Okay, I'll do it (does it)’
D: ‘Smile broadly, close your eyes as much as possible’
Diagnosis
D: ‘Tell me, is this pain getting worse every day?’
P: ‘No, it's the same every time’
D: ‘Have you noticed any fever, nausea, vomiting during the headache?’
P: ‘No, there is no such thing’
D: ‘Did you notice any weakness in the right/left limbs or feel difficulty bending your head during the pain attack?’
P: ‘No, I did not’
D: ‘Have you performed any neuroimaging methods in the past? ’ 
P: ‘No, but I want to because my grandmother was diagnosed with a brain tumour and died as a result. What method of examination would you recommend: CT, MRI, EEG, Skull X-ray, PET-CT?’
D: ‘In this case, I recommend you to have an MRI of the brain, in the future, if there is no effect from the treatment.’
P: ‘Yes, okay, I agree.’
Tactics of management and treatment.
 (Informing the patient of the examination results: Summarising the results, explaining to the patient the algorithm of further examination and treatment).
D: ‘Taking into account all the above symptoms, I suspect you have a migraine. At this point, I advise you to start using medications from the group of triptans, for example, Stopmigren (sumatriptan) in a dosage of 50 mg at the very beginning of the headache.’
‘Stopmigren (sumatriptan 50 mg) is recommended at the first onset of a typical headache, MRI of the head in case of symptom progression and ineffectiveness of treatment,
D:’ Now I'd like to ask you to summarise our meeting and tell me everything clearly’
P:’ The patient summarises’

4. Additional materials required to solve the scenario
5. Instructions for the examiner
Prepare a place for doctor-patient communication, arrange chairs. This task does not require answers or comments from the examiner, 
Object of learning: ability and assessment of readiness to take anamnesis and patient complaints, objective examination of the patient, explanation of the clinical hypothesis, diagnostic method and treatment algorithm. 

Critical points: assessment of blood pressure, BMI, smoking and family history, use of the SOCRATES scale and the ability to quickly assess gross neurological deficits and red flags to determine the type of headache.
6. checklist


STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task №
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	2
	3
	4
	5
	6
	7
	8

	Communication: Greetings, introductions, non-verbal communication  
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting complaints and anamnesis 
	2
	
	
	
	
	
	
	
	

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Clarification of complaints (according to SOCRATES)
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Objective examination: Assessment of gross neurological deficits 
	0,5
	 
	 
	 
	 
	 
	 
	 
	 

	Diagnosis: Neuroimaging for red flags
	2
	 
	 
	 
	 
	 
	 
	 
	 

	Progressive headache, increasing with each passing day
	0.4
	
	
	
	
	
	
	
	

	Morning with verticalisation
	0.4
	
	
	
	
	
	
	
	

	Very severe headache for the first time in life
	0.4
	
	
	
	
	
	
	
	

	Concomitant intoxication syndrome/fever
	0.4
	
	
	
	
	
	
	
	

	Neurological deficit/positive meningeal signs
	0.4
	
	
	
	
	
	
	
	

	Determination of management and treatment tactics
	1
	
	
	
	
	
	
	
	

	Plan further examinations and possible treatment based on objective findings
	1
	
	
	
	
	
	
	
	

	Communication: Feedback - ask the patient to summarise the conversation or plan of action, ask if there are any questions
	1
	
	
	
	
	
	
	
	

	The total amount of points scored by the student at the station
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________

7. Material and technical equipment and mannequin parameters (if necessary):
Scale, height meter, medical measuring tape, cuff, blood pressure monitor, screening planning template, AUDIT alcohol abuse test, PHQ-9 depression scale, SCORE cardiovascular risk assessment scale.
 Simulation: standardised patient, female, 26 years old

8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined
1. Загальна практика — сімейна медицина : посібник для медичних освітян / уклад.: І. Боровик, Ю. Репчук, М. Сем'янів та ін. ; за заг. ред. Л. Бабінець ; за підтримки україно-швейцарського проєкту «Розвиток медичної освіти». — Київ : [б.в.], 2024. 
2. Сімейна медицина : підручник для студентів, інтернів та лікарів / за ред. Л.Ф. Матюхи, П.О. Колесника, І. Švab, М. Katič. — Київ : [б.в.], 2022. — 692 с.
3. Лекція: «Риба OSCE» автори – члени кафедри СМАД, під ред. Колесника П.О. https://www.youtube.com/watch?v=i5ChANqrOsQ&feature=youtu.be
4. IHS Guidelines/ICHD 2018 

Sample Case study 9
Management of a polymorbid patient 1
1.Information for the student
(Legend.)
You are a doctor in a municipal general practice and family medicine clinic. You have a patient, Anna, 68 years old. You have been seeing her for a long time and you know that she has hypertension and type 2 diabetes mellitus. Her BMI has recently changed from 29 to 33 m2. She is on permanent dual antihypertensive therapy and takes metformin 500 mg 3 per day and statins. Anna came to you with complaints of joint pain, dizziness, thirst, headache, back pain.
Task. Identify the key complaints and communicate about the most troubling condition. Use effective communication skills. Adjust prescriptions if necessary.
2.Instructions for a standardised patient
You are Ms Anna, 68 years old. You have a long history of hypertension and type 2 diabetes mellitus. Your body mass index has recently changed from 29 to 33 m2. You are on regular dual antihypertensive therapy and take metformin 500 mg 3 per day and statins. You visit your doctor with complaints of joint pain, dizziness, and thirst. 
When the doctor asks you:
· your main concern is constant thirst and numbness in your limbs. You think your eyesight has become worse
· you think you have gained weight and are worried about it
· try to provide too much information, and stop when the doctor asks closed questions (which can only be answered yes or no)
· you have no bad habits, but you move very little
· you have regular meals. Favourite dishes are pies with potatoes, macaroni and cheese and pastries
· you take your medication almost every day, sometimes you forget
· you don't really want to take more medication, but if your doctor insists, you will agree
3.Algorithm for solving the scenario
 Doctor:
 Good afternoon, Anna. How are you feeling today?
Anna:
 Oh, doctor, so many things hurt... My joints hurt, my back, my head... I'm constantly thirsty, right from morning till night... And sometimes I feel dizzy, and I don't know what my blood pressure is... My eyesight seems to have become worse - sometimes everything seems to be in a fog
Doctor (calmly and sympathetically):
 I understand, thank you for sharing. Let's do this: I'll listen to you carefully and help you figure out what's bothering you the most right now. Out of all the symptoms, what is bothering you the most?
Anna:
 Probably this thirst and some tingling in my legs... And in general, I've been feeling a bit blurry lately, I think I've gained weight.
Doctor:
 It's good that you notice this. Your weight has indeed increased a little - this can affect both your sugar and your health. Let's check your glucose level, blood pressure, weight, and do a quick check-up.
(Carries out the examination)
Doctor:
 Your glucose level is high. This could explain your thirst, tingling in your legs, and changes in your vision. Your diabetes has probably worsened. Do you take metformin regularly?
Anna:
 Well, I try to, but sometimes I forget. To be honest, I don't really want to take anything else...
Doctor:
 I understand you. And we will not do anything without discussing it. But it's important: right now your body is sending signals that it needs help. Diabetes is a disease that can be controlled, but it requires stable therapy. To reduce symptoms and avoid complications, such as loss of vision or nerve damage, you need to act on time.
Anna (sighs):
 So I'll have to take some more pills?
Doctor:
 We can consider intensifying your therapy - there are drugs that go well with metformin and help to lower your glucose levels and reduce your weight a little. But we will do this gradually, taking into account your wishes. The main thing is to develop a strategy together that will suit you.
Anna:
 Well... if it's necessary, I agree. But I don't want to take a lot of pills.
Doctor:
 Then let's start with the most necessary. And one more thing: you mentioned that you don't move much. Maybe we should try at least 10-15 minutes of walking every day?
Anna:
 Maybe I will... If it's not too cold (smiles).
Doctor:
 Agreed! And as for nutrition, we won't demand everything from you at once. We will just reduce the amount of pastries and pasta, add more vegetables and water. Pies - sometimes, but smaller portions.
Anna (smiling):
 Oh, okay. You've explained everything to me so well that I'm already thinking it's time to change something.
Doctor:
 That's great, Anna. Together we can do it. I will support you every step of the way.
Action plan (explained to the patient):
· Adjustment of therapy: add a glucose control medication (SGLT-2 inhibitor or other according to standards).
· Reinforce treatment adherence: explain the importance of regular metformin intake.
Nutrition: reduction of fast carbohydrates, gradual modification of the diet.
Physical activity: at least 15 minutes of movement daily.
Control of comorbidities: Blood pressure, BMI, vision, analyses (HbA1c, lipids, renal function).
Re-examination in 2 weeks.

4. Additional materials required to resolve the scenario (results of laboratory or instrumental observations, etc.)

	Test
	Result
	Units of measurement
	Units of measurement

	Hemoglobin (Hb)
	132
	g/l
	120–160

	Red blood cells
	4.3
	×10¹²/l
	3.8–5.1

	White blood cells
	6.1
	×10⁹/l
	4.0–9.0

	Platelets
	220
	×10⁹/l
	150–400

	Hematocrit
	39
	%
	36–46

	ESR
	14
	mm/h
	<20

	Urea
	5.6
	mM/l
	2.8–8.3

	Creatinine
	89
	µmol/l
	44–97

	GFR (according to CKD-EPI)
	84
	ml/min/1.73m²
	>60

	Total protein (serum)
	72
	g/l
	64–83

	Albumin (serum)
	42
	g/l
	35–50

	Glycated hemoglobin (HbA1c)
	8.2
	%
	<5.7 — normal

	Urine colour
	straw
	—
	yelow

	Transparency
	transparent
	—
	transparent

	Protein in the urine
	Traces
	—
	absent

	Albumin (in urine)
	45
	мг/л
	<30

	Glucose in the urine
	absent
	—
	absent

	White blood cells (microscopy)
	1-2 in the field of view
	—
	0–5

	Red blood cells (microscopy)
	0-1 in the field of view
	—
	0–2


5. Instructions for the examiner
Background: You are a doctor in a municipal general practice and family medicine clinic. You have a patient, Anna, 68 years old. You have been seeing her for a long time and know that she has hypertension and type 2 diabetes mellitus. Her BMI has recently changed from 29 to 33 m2. She is on permanent dual antihypertensive therapy and takes metformin 500 mg 3 per day and statins. Ms Anna came to you with complaints of joint pain, dizziness, thirst, headache, back pain.
Task: Identify the key complaints and communicate about the most troubling condition. Use effective communication skills. Adjust prescriptions if necessary.
6. Checklist.
· STATE HIGHER EDUCATIONAL INSTITUTION
· ‘UZHHOROD NATIONAL UNIVERSITY’
· OSCE for specialty 222 Medicine
· CONTROL CHECKLIST
· Performing the task at the station № 1
· Examination group №____ 	Date_______________________ 	
· Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	2
	3
	4
	5
	6
	7
	8

	Communication skills (uses reflection, empathy, summary)
	1
	
	
	
	
	
	
	
	

	Collecting complaints and anamnesis (asking for medical history, identifying the main complaint, clarifying family history)
	1
	
	
	
	
	
	
	
	

	Objective examination (measured blood pressure, BMI, checked available analyses)
	1
	
	
	
	
	
	
	
	

	Determination of management and treatment tactics (adjusted therapy, used only evidence-based drugs)
	2
	
	
	
	
	
	
	
	

	Prevention and promotion of a healthy lifestyle
	2
	
	
	
	
	
	
	
	

	Other (including legal and ethical aspects)
	0,5
	
	
	
	
	
	
	
	

	Total points
	7,5
	
	
	
	
	
	
	
	


Examiner ___________________________ Signature____________

7. Material and technical support:
Scale, height meter, medical measuring tape, cuff, blood pressure monitor, test results
NB! A standardised patient is required for the examination!
The standardised patient is a female, hypersthenic, over 60 years old and overweight
8.References to regulatory documents, guidelines, guidelines on the basis of which the algorithm for solving the scenario is determined
1. Уніфікований клінічний протокол первинної та спеціалізованої медичної допомоги гіпертонічна хвороба (артеріальна гіпертензія) 
2. https://www.dec.gov.ua/wp-content/uploads/2024/09/ykpmd_1581_12092024_dod.pdf
3. Уніфікований клінічний протокол первинної та спеціалізованої медичної допомоги цукровий діабет 2 типу у доросли
4. Https://www.dec.gov.ua/wp-content/uploads/2024/07/1300_24072024_ykpmd_diabet_2.pdf

Sample Case study 10
Management of a patient with polymorbidity
1.Information for the student
(Legend.)
You are a doctor in a municipal general practice and family medicine clinic. You have a patient, Anna, 68 years old. You have been seeing her for a long time and you know that she has hypertension and type 2 diabetes mellitus. Her BMI has recently changed from 29 to 33 m2. She is on regular dual antihypertensive therapy and takes metformin 500 mg 3 per day. Anna came to you with complaints of joint pain, dizziness, thirst, headache, back pain. 
Task. Identify the key complaints and communicate about the most troubling condition. Use effective communication skills. Adjust prescriptions if necessary.
2. Instructions for a standardised patient
You are Ms Anna, 68 years old. You have a long history of hypertension and type 2 diabetes mellitus. Your body mass index has recently changed from 29 to 33 m2. You are on regular dual antihypertensive therapy and take metformin 500 mg 3 per day and statins.You visit your doctor with complaints of joint pain, dizziness, and thirst. 
When the doctor asks:
· your main concern is headache and blood pressure, sometimes it rises to 170/110
· the headache increases after physical activity and is more disturbing in the occipital region
· does not go away and can be relieved with ordinary painkillers
· try to provide too much unnecessary information, and stop when the doctor asks closed questions (which can be answered only yes or no)
· you have no bad habits, but you move very little
· You have regular meals. Favourite dishes are pies with potatoes, macaroni and cheese and pastries
· you take your medication almost every day, sometimes you forget
· You don't really want to take more medication, but if your doctor insists, you will agree.
3. Algorithm for solving the scenario
 Good afternoon, Anna! I am glad to see you. How are you, what brings you here today?
Anna:
 Oh, doctor, I've got a lot on my mind again: my joints hurt, my back and head hurt - especially after a walk, and I feel dizzy and thirsty all the time...
Doctor:
 I understand, thank you for sharing. Let's figure out together what worries you the most out of all the things you've mentioned?
Anna:
 The biggest thing is this headache and pressure. Sometimes it reaches 170 over 110... After I walk a bit or do something harder, the back of my head starts to hurt. And then there's this dizziness in my head... I just want to lie down.
Doctor:
 You have described it very accurately. Is this headache constant or does it occur occasionally?
Anna:
 Occasionally, but often. I can relieve it with a painkiller, but it comes back.
Doctor:
 Does it go somewhere else - to the neck, to the eyes?
Anna:
 No, only the back of my head, sometimes as a throbbing.
Doctor:
 I see. We have known each other for a long time, and I know how seriously you take your health. But now your blood pressure is getting a little out of control. I'm sure we can stabilise it. Let me take your blood pressure and pulse now.
(Examines: Blood pressure 162/104, pulse 88, fundus examination and neurological status - no abnormalities)
Doctor:
 Your blood pressure is elevated, and it is most likely what is causing the headache and dizziness. You take your medication every day, as we agreed, right?
Anna:
 Almost every day... But sometimes I forget. And I don't want to take even more pills. I already have enough - blood pressure, sugar, statins...
The doctor (calmly):
 I understand you. And we will not burden you unnecessarily. But I want to explain: your current therapy probably needs to be corrected. There are safe modern medications that allow you to better control your blood pressure and avoid such spikes. This is important to prevent stroke or kidney damage.
Anna (sighs):
 Okay... If you think it's necessary, I'll take it.
Doctor:
 All right, then. Let's update your antihypertensive regimen. For example, we will add a long-acting drug or change the dose. We'll also check your electrolytes, kidney function, and HbA1c. And I will advise you to change your diet a little - a little less baking, a little more vegetables. Do you agree?
Anna:
 Well... I can eat vegetables. And I agree with the medication, if it really helps.
Doctor:
 I'm sure it will. And we'll be in touch - I'll make an appointment for a repeat in two weeks. And if you allow me, I'd like to offer you a small blood pressure diary so that we can have a more complete picture.
Anna:
 Okay, thank you. You always explain everything so calmly - it makes it easier.

Action plan (discussed with the patient):
1. Correction of antihypertensive therapy - add/change a drug based on clinical indications.
2. Order tests: creatinine, electrolytes, BUN, general urinalysis.
3. Keep a blood pressure diary.
4. Correction of diet and physical activity regime are the minimum steps that are realistic for Anna.
5. Follow-up visit in 2 weeks.

4. Additional materials required to resolve the scenario (results of laboratory or instrumental observations, etc.)

	Test
	Result
	Units of measurement
	Units of measurement

	Hemoglobin (Hb)
	132
	g/l
	120–160

	Red blood cells
	4.3
	×10¹²/l
	3.8–5.1

	White blood cells
	6.1
	×10⁹/l
	4.0–9.0

	Platelets
	220
	×10⁹/l
	150–400

	Hematocrit
	39
	%
	36–46

	ESR
	14
	mm/h
	<20

	Urea
	5.6
	mM/l
	2.8–8.3

	Creatinine
	89
	µmol/l
	44–97

	GFR (according to CKD-EPI)
	84
	ml/min/1.73m²
	>60

	Total protein (serum)
	72
	g/l
	64–83

	Albumin (serum)
	42
	g/l
	35–50

	Glycated hemoglobin (HbA1c)
	8.2
	%
	<5.7 — normal

	Urine colour
	straw
	—
	yelow

	Transparency
	transparent
	—
	transparent

	Protein in the urine
	Traces
	—
	absent

	Albumin (in urine)
	45
	мг/л
	<30

	Glucose in the urine
	absent
	—
	absent

	White blood cells (microscopy)
	1-2 in the field of view
	—
	0–5

	Red blood cells (microscopy)
	0-1 in the field of view
	—
	0–2


5. Instructions for the examiner
Background: You are a doctor in a municipal general practice and family medicine clinic. You have a patient, Anna, 68 years old. You have been seeing her for a long time and know that she has hypertension and type 2 diabetes mellitus. Her BMI has recently changed from 29 to 33 m2. She is on permanent dual antihypertensive therapy and takes metformin 500 mg 3 per day and statins. Ms Anna came to you with complaints of joint pain, dizziness, thirst, headache, back pain.
Task: Identify the key complaints and communicate about the most troubling condition. Use effective communication skills. Adjust prescriptions if necessary.
6. Checklist.
· STATE HIGHER EDUCATIONAL INSTITUTION
· ‘UZHHOROD NATIONAL UNIVERSITY’
· OSCE for specialty 222 Medicine
· CONTROL CHECKLIST
· Performing the task at the station № 1
· Examination group №____ 	Date_______________________ 	
· Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	 2
	 3
	 4
	 5
	 6
	 7
	 8

	Communication skills (uses reflection, empathy, summary)
	1
	
	
	
	
	
	
	
	

	Collecting complaints and anamnesis (asking for medical history, identifying the main complaint, clarifying family history)
	1
	
	
	
	
	
	
	
	

	Objective examination (measured blood pressure, BMI, checked available analyses)
	1
	
	
	
	
	
	
	
	

	Determination of management and treatment tactics (adjusted therapy, used only evidence-based drugs)
	2
	
	
	
	
	
	
	
	

	Prevention and promotion of a healthy lifestyle
	2
	
	
	
	
	
	
	
	

	Other (including legal and ethical aspects)
	0,5
	
	
	
	
	
	
	
	

	Total points
	7,5
	
	
	
	
	
	
	
	


Examiner ___________________________ Signature____________
 
7. Material and technical support:
Scale, height meter, medical measuring tape, cuff, blood pressure monitor, test results
NB! A standardised patient is required for the examination!
The standardised patient is a female, hypersthenic, over 60 years old and overweight
8.References to regulatory documents, guidelines, guidelines on the basis of which the algorithm for solving the scenario is determined
1. Уніфікований клінічний протокол первинної та спеціалізованої медичної допомоги гіпертонічна хвороба (артеріальна гіпертензія) 
2. https://www.dec.gov.ua/wp-content/uploads/2024/09/ykpmd_1581_12092024_dod.pdf
3. Уніфікований клінічний протокол первинної та спеціалізованої медичної допомоги цукровий діабет 2 типу у доросли
4. Https://www.dec.gov.ua/wp-content/uploads/2024/07/1300_24072024_ykpmd_diabet_2.pdf

Sample Case study 11
Chronic pain. Sarcoma
1.Instructions for the student.
You are a family doctor, P. Victoria, 80 years old, who was diagnosed with soft tissue sarcoma of the thigh of the right lower extremity T3N1M1, condition after combined treatment, metastases to the inguinal lymph nodes, pain syndrome. Disturbed by constant pain in the right leg, aggravated by minor movements, VAS score 9.
Task: Make a plan for the patient's management.
2.Instructions for the patient.
You are a female patient, 80 years old, who has been suffering from right leg pain for 6 years.
Conduct a conversation according to the following conditions:
1.Location of pain: right thigh, Intensity 9/10, Duration 6 years, No irradiation, Sharp, throbbing pain, Factors that relieve pain: rest, factors that aggravate pain: slight movements. 
2. You are not a smoker, do not drink alcohol, do not take drugs, do not work, Height 170, weight 65, Parents died at an older age.
3. After the interview, tell the doctor that you have already been to 3 doctors and no one can help you, show anxiety.
Do not express satisfaction or dissatisfaction with the questions and communication with the doctor, do not tell the student what questions to ask, say ‘I don't know’ or ‘I don't remember’ to questions that go beyond this instruction.
3.Algorithm for solving the scenario.
Meeting: stand up to meet the patient, smile
Greeting: say hello, introduce yourself, ask what you can call the patient
D: ‘Hello, my name is .... How can I address you?’
P: ‘Hello, doctor. My name is ....’
Passport details:
D: ‘How old are you?’
P: ‘I am 80’
D: ‘What is your occupation?’
P: ‘I don't work’
Complaints: 
D: ‘How can I help you? What is your problem?’
P: ‘I have a lot of pain in my right hip because of my illness’
Factors to be identified during the interview:
D: ‘If you don't mind, I'm going to ask you some questions about your health condition.’
P: ‘Yes, of course’
Smoking. 
D: ‘Do you smoke?’
P: ‘I don't smoke’ 
Alcohol. 
D: ‘Do you drink alcohol?’
P: ‘I do not drink’
Drugs 
D: ‘Do you use any medicines, illegal substances, drugs?’ 
P: ‘No, of course not’
Allergies 
D: ‘Do you have any allergies?’ 
P: ‘No.’ 
Occupation. 
D: ‘You said you don't work.’
P: ‘Yes, that's true.’ 
D: And how is your mood? Do you sleep well?
P: ‘When I have a lot of pain, my mood is not very good, I don't sleep and walk well anymore...’
D: I understand, it is not pleasant!!! But that is why you are here, so that we can understand and help you.
Family history: 
D: ‘Are there any chronic diseases in your family?’
P: ‘No, there were none’
D: Could you please describe your pain?
 Acronym SOCRATES
S (Site) - localisation of pain.
D: Where exactly does it hurt you? 
P: Here (points to the right thigh).
O (Onset) - the onset of symptoms.
D: How long have you been experiencing pain? 
P: It started about 6 years ago.
C (Character of pain) - the nature of the pain. 
D: Can you describe this pain? Is it pressing, aching, shooting, throbbing?
P: Acute, constant pain. When I move a little, it hurts more.
R (Radiation) - irradiation of pain.
D: Is the pain localised in one place, or does it radiate somewhere else?
P: No, in one place. 
 A (Associated symptoms) - additional symptoms. 
D: Do you have any other symptoms associated with the pain? 
P: No, not yet....
T (Timing) - duration.
D: Does your pain have any time pattern? Does it recur?
P: It's constant, it gets worse when I move. 
E (Exacerbating and alleviating symptoms) - stimulating and alleviating factors.
D: Have you noticed what makes your pain worse? 
P: Movement.
D: And what helps you relieve your pain?
P: When I lie down, I can find a place to stop the pain. 
S (Severity) - the severity of the pain.
D: On a scale from 0 to 10, how badly does your headache hurt, where 0 is no pain and 10 is the worst pain?
P: 8 points
examination, if you allow’ 
Treatment plan
D: You will need to take certain medicines: 
Ibuprofen 400 mg every 4 hours and fluoxetine 20 mg once a day, at bedtime 
Morphine sulphate 10 mg 1 tablet 6 times a day ( 06:00,10:00,14:00,18:00,22:00,02:00) and control breakthrough pain (+10% of the daily dose).
P: I wish something had already helped
P: Yes, of course, I'm already trying to do that.
P: Thank you, doctor! 
4.Additional materials needed to solve the scenario: VAS scale
5.Instructions for the examiner.
The student has the role of a family doctor and is visited by an 80-year-old patient with chronic pain.
Tasks: to interview the patient according to SOCRATES, KANAPIS, to prescribe treatment
6. checklist



STATE HIGHER EDUCATIONAL INSTITUTION
‘UZHHOROD NATIONAL UNIVERSITY’
OSCE for specialty 222 Medicine
CONTROL CHECKLIST
Performing the task at the station № 1
Examination group №____ 	Date_______________________ 	
Practical (clinical) task № 
	Item of the execution algorithm
	Maximum score for completion
	Individual student identification number

	
	
	1
	 2
	 3
	 4
	 5
	 6
	 7
	 8

	Communication: Greetings, introductions, non-verbal communication 
	1
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting anamnesis on risk factors according to the KANAPIS (SODA-F) algorithm
	2
	 
	 
	 
	 
	 
	 
	 
	 

	К- smoking
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – alcohol
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	А – allergies
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	N – drugs
	0,25
	
	
	
	
	
	
	
	

	A – adipositas
	0,25
	
	
	
	
	
	
	
	

	P – occupation
	0,25
	
	
	
	
	
	
	
	

	І - depression 
	0,25
	
	
	
	
	
	
	
	

	S - family history  
	0,25
	
	
	
	
	
	
	
	

	Diagnosis: History taking for pain detail (LITIC+FF - SOCRATES)
	2
	
	
	
	
	
	
	
	

	L- location
	0,28
	
	
	
	
	
	
	
	

	І - intensity
	0,28
	
	
	
	
	
	
	
	

	Т - duration
	0,28
	
	
	
	
	
	
	
	

	І - radiation
	0,28
	
	
	
	
	
	
	
	

	C - characteristic
	0,28
	
	
	
	
	
	
	
	

	F - factors that exacerbate pain
	0,28
	
	
	
	
	
	
	
	

	F - factors that reduce pain
	0,28
	
	
	
	
	
	
	
	

	Communication: Responded to the patient's emotions, supported them (used verbal and non-verbal communication skills, empathy)
	0,25
	
	
	
	
	
	
	
	

	Tactics: Planned further examinations and possible treatment based on laboratory and objective data
	2
	
	
	
	
	
	
	
	

	Communication: Feedback - asked the patient to summarise the conversation or plan of further actions, asked if she had any questions
	0,25
	 
	 
	 
	 
	 
	 
	 
	 

	Total number of points scored by the student at the station
	 
	 
	 
	 
	 
	 
	 
	 


Examiner ___________________________ Signature____________

7.Material and technical equipment:
NB! THE DIALOGUE IS CONDUCTED WITH A STANDARDISED PATIENT!
Necessary equipment for the station:
Table, pen, sheet of paper, two chairs.
The examiner provides the documentation with the diagnosis and the text of the information for the student. The invitation and instruction of the standardised patient is provided by the examiner.
8. References to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario is determined:
Kolesnyk P.O., Kedyk A.V., Shapoval K.Y., Andriyshyn L.I. Palliative care in chronic pain syndrome / Methodological recommendations for the implementation of a unified clinical protocol of primary care and adapted clinical guidelines - Uzhhorod, 2016.
WHO. Cancer Pain Relief, 2nd Ed, 1996https://bit.ly/2GNb6W2
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