
Oral Board Exam ADDITIONAL TIPS

359

to review them in greater depth) is Clinical Procedures in Emergency Medicine by Roberts and 
Hedges. 

In addition, results of diagnostic studies, such as analysis of cerebrospinal fluid or joint fluid, may 
require interpretation.

A problem frequently encountered in tutorials with Oral Board Candidates is a “sloppy” physical 
examination, ie, one that is incomplete and/or unclearly stated. There are two reasons for this: (1) 
the Candidate is not looking for, palpating for, or listening for specific findings (for example, if you 
are not looking for a rash, you won’t see it; if you are not palpating for an abdominal aneurysm, 
you won’t feel it; if you are not listening for a pericardial friction rub, you won’t hear it), and (2) the 
artificial nature of the Oral Board Exam, when compared with actual clinical practice, necessitates 
a change in the way the physical examination is conducted. Therefore, a format is presented in 
Appendix I, pages 363–370; if learned and practiced before the Oral Board Exam, this format will 
provide the Candidate with a method of conducting the physical examination in a manner that is 
appropriate to the Oral Board setting.

CASE MANAGEMENT GUIDELINES
You are always given a brief history and vital signs at the beginning of a simulated encounter. If the 
vital signs are abnormal (make sure you have all of them), begin with initial stabilization measures 
(ABCs as needed and oxygen, pulse oximeter, cardiac monitor, and IV access). If the vital signs are 
normal, but the clinical presentation suggests a possible life-threatening illness or injury, stabilize 
with at least oxygen, pulse oximeter, cardiac monitor, and IV access. If the vital signs are within 
normal range in a patient who presents with an isolated injury or complaint that does not appear 
to be life- or limb-threatening, do a history and physical examination first. 

In most of the cases, you will be given one or more vital signs that are abnormal, and immediate 
stabilization with at least oxygen, pulse oximeter, cardiac monitor, and IV access is indicated. 
Better to err by being too aggressive than not aggressive enough. This is particularly true when you 
are managing more than one case. 

In an emergency situation, order things simultaneously, such as oxygen, pulse oximeter, cardiac 
monitor, IV access, nasogastric tube, Foley catheter, glucose, and naloxone. By doing so, you will 
be less likely to overlook important details. 

Establish a case management approach (Table 14) and follow it with every patient. 
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Remember that your patient may have multiple problems, as in a burned patient with associated 
injuries, an injured child who is a victim of abuse, or a submersion-injury victim with hypothermia 
and noncardiogenic pulmonary edema and/or cervical spine injury. 

Consider “overdose” in your differential diagnosis of any patient with an altered mental status. 
Initial laboratory orders should include a toxicologic screen, plus levels of any suspected drug 
ingestion; if you don't have any idea what was ingested, then obtain levels of alcohol, salicylate, 
and acetaminophen to exclude some of the more common ingestions. Examine the skin for track 
marks and rash.

Examine every orifice (ears, nose, throat, rectal, pelvic exams); place a nasogastric tube/Foley 
catheter in all critically ill or injured patients. Some refer to this as “a finger or tube in every hole.” 
There are two exceptions: don’t put in a nasogastric tube if there is significant midfacial injury or 
suspicion of basilar skull fracture, and don’t order a Foley catheter if there is blood at the urethral 
meatus, scrotal hematoma, a high-riding (or “boggy”) prostate, or history consistent with anterior 
urethral injury.

If you have a trauma patient who goes into profound hypovolemic shock, remember to do all of 
the following, and follow ATLS guidelines:

1. Open IVs, two large lines.

2. Use pelvic binder or sheets around pelvis if pelvic fracture is present or suspected.

3. Be sure at least 6–8 units of blood are ordered, and start giving blood immediately.

4. Place pregnant patients in the left lateral decubitus position. 

5. Order cyanide and carbon monoxide levels in any burn patient.

6. Aggressive fluids, early antibiotics, pressor support as indicated in septic patients.

Start antibiotics when indicated, eg, in peritonitis, ruptured abdominal viscus, meningitis, 
compound fractures, and major open head injuries. 

Table 14: Case Management Approach

Unstable Patient Stable Patient

1. ABDCE—abnormal 1. ABCDE—normal

2. Initial stabilization 2. Complete history and physical examination

3. Brief history and physical examination 3. Laboratory orders 

4. Initial laboratory orders 4. Specific diagnostic tests 

5. Specific treatment 5. Specific treatment 

6.  Complete history and physical examination 6. Consultation as needed

7. Diagnostic impression 7. Disposition

8. Additional tests as needed

9. Consultation as needed

10. Final stabilization and treatment

11. Disposition


