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Appendix A — Information Sheet and Consent Form



A Study of Communication SKkills in Bedside Problem-Based Learning

You are invited to participate in a study of communication skills in Bedside
Problem-based Learning (PBL). The purpose of the study is to investigate the
communication skills that English as a Second Language students use in Bedside PBL
in the clinical years at the University of Hong Kong.

The study is being conducted by Anne Storey (_), Language Instructor at the
English Centre at the University of Hong Kong, to meet the requirements for the

degree of PhD under the supervision of Srikant Sarangi at Cardiff University
(. - Kingdon.

You will be asked to:

e fill out a questionnaire about Bedside Problem-based Learning (approx.10
minutes);

* allow the bedside PBL sessions to be video taped;

* allow your notes from the patient history taking to be photocopied (optional);

e attend a short review session of approx 1 hour where you will be shown the
video and asked questions about the tutorial (optional) and lunch will be
provided.

Any information or personal details gathered in the course of the study are
100% confidential. No names will be used in any publication of the results. All
participants will be identified with a pseudonym. Short segments of the video may be
shown only during conference presentations or in the classroom, at the consent of
each participant, and during that time, no personal details about the participants will
be given. No one else but myself and my supervisors will have access to the data.

Benefits of the research will include a deeper understanding of how second language
students manage the demands of clinical bedside PBL in the HKU context and an
understanding of how students develop into medical professionals who are effective
communicators.

If you wish to gain details of the results of the research, you may contact Anne Storey
on I : < (2

Participation is voluntary and you are free to withdraw from further participation in
the research within 6 months of the video taping, without having to give a reason and
without adverse consequence.

I, _have read and understand the information above and
any questions I have asked have been answered to my satisfaction. I agree to
participate in this research, knowing that I can withdraw from further participation in
the research at any time without consequence. I have been given a copy of this form
to keep.

I ALSO do / do not give my consent to have my notes from patient history taking
photocopied (please circle).



I ALSO do / do not give my consent to allow my participation to be seen at
conferences and or in the classroom without my name being given or any other
personal details (please circle).

Participant’s Name:

Participant’s Signature: Date:

Investigator’s Name:

Investigator’s Signature: Date:

The ethical aspects of this study have been approved by the University of Hong Kong
Human Research Ethics Committee for Non-Clinical Faculties



Appendix B - Transcription symbols



Final rise, questioning

Slight rise (more is expected)

Overlapping speech; first bracket indicates approximately where overlap
begins in utterance of speaker holding floor and second bracket indicates
beginning of overlap of speaker taking or trying to take the floor;
Lengthened segment

Fluctuation over one word

Extra prominence

CAPITAL LETTER increased volume

[ac]

U

()

0.2)
(did)
(/\/\/\)

Non-lexical phenomena, both vocal and non-vocal which overlays the lexical
stretch i.e. ac = accelerate; dc = decelerate; hi = high pitch; lo = low pitch
Non-lexical phenomena, both vocal and non-vocal which interrupt the lexical
stretch e.g. [laughing], [chairs scraping]

untimed short pause

pause exceeding 2 seconds with approximation of length in seconds e.g. (0.5)
transcriber’s guess at unclear word

unclear utterance

Adapted from Celia Roberts, Sarangi (chapter from Language and Interaction:

Discussing the state-of-the-art. Celia Roberts’ conventions based partly on Jefferson




Appendix C - Bedside PBL Tutorial Transcripts
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Tutorial 1

Medicine Specialty PBL Session
5™ Year Students: Keith, Ron (chair), Trudy, Jan, Sue, Fay, Visiting Student (VS),
Student (unidentifiable)

Note: Patient is called Lam Siu An

Tutor
Sue
Sue

Tutor

Ron
Tutor
Fay

Tutor

Ron

so: uh: this is the PBL so how many cases do we have

two

) two

OK so just uh: uh:: some housekeeping rules uh: well since this is a
PBL tutorial, u:h I would like to elect the chairperson first (.) OK so
who are going to present the two cases (.)

I’m going to present one |

] OK

] and I am going to present the other one ]

] maybe the student who are presenting take turns, you know, to be the
chairperson of this tutorial / OK so the time is running late, maybe we
have to make a start (.)

{looking at notes} my patient um Lam Siu An is um a thirty-five year
old man an ex-smoker and non-drinker and worked as a driver he had a
good past health and complained of a three day history of right sided
headache, and sudden onset of left sided weakness (.) uh: for the
headache the onset was three days ago, right sided, it was a constant
pain, he consulted the uh: uh the outpatient department of Princess
Elizabeth Hospital, and diagnosis was made to be a cluster headache
together with the eye pain um and uh lachrymation uh: rhinorrea (.) and
the headache, uh but the headache persisted uh after the treatment and
uh: together with a:: a:: blurring of vision on the right side, it was not
accompanied by vomiting, there was no diurnal variation of the
headache, it was not preceded by any aura, there was no pre dromal or
post dromal symptoms, and there was no clear precipitating or

relieving factors // (.) for the sudden onset of left sided weakness our



10

11
12
13
14
15
16
17
18
19
20

Fay

Ron
Fay
Ron
Jan

Ron
Sue
Fay
Ron
Sue

Ron

patient suggested that it was a sudden onset while he was sleeping, it
occurs at two a.m. when the patient uh uh wanted to go uh for a toilet,
(.) and: the uh the weakness was not associated with loss of
consciousness, there was no increasing of the right sided headache,
there was no head injury, (.) there was also a: a decreasing sensation on
the left side, there was no chest pain, no fever: and there was no history
of hypertension and diabetes, (.) m~ so uh up to this point maybe we
would like to discuss the um: clinical presentation and to uh postulate
any differential diagnosis at this point, (.) so ({ac}) in some way this
patient presented with a three day history of right sided headache and:
sudden onset of left sided weakness (.)

can [ ask a question, like during these three days what happ what how
has the condition progressed, like it’s deteriorating or it’s better?

the headache was persistent despite the treatment / it persisted (.)

and the weakness?

it was sudden onset the night before admission / yes / (.)

so for acute onset of weakness a vascular cause may be possible, (.)

{( nodding)} mm mm

{(nodding)} ) mm

so the first the first differential diagnosis is stroke, (.)

yes

is there any risk factors with this patient, associated with stroke

yes exactly this {(hi)} the point is that this patient is a young patient
thirty five years old, um: the only risk factor we can identify is (.) he is
an ex-smoker, uh:: but he smoked very lightly (.) and: there is no other
risk factor, but on further e further eh questioning um our patient did
volunteer the history that he went (.) surfing uh two days before uh
three days before the uh onset of uh left sided weakness (.) and also um
there was a family history which his sister had a history of moyamoya
disease presented with seizure with sudden collapse found to have right
side intra cerebral hemorrhage (.) the patient’s sister was now thirty
three years old, the accident of intra cerebral hemorrhage happened

when his pu sister was thirty years old (.) {(nodding)} um however for

10
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27
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30

31

32

33
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35
36
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39

Sue
Ron

Keith

Jan
Ron
Sue
Ron
Trudy

Ron

Fay

Ron

Jan

Ron

Jan

Ron
Jan
Ron
Trudy

Ron

the surfing uh activity he denied any injury to the neck or to the head (.)
{(nodding)}

does he had hypertension or any (.)

uh no he enjoyed good past health

so the surfing occurred {(cough)} before or after the onset of the
headache,

10)

] before the onset of headache ]

] before

so he went surfing three days ago

] the first episode

and there was onset of headache and: three days later during the night
he suddenly developed a left sided weakness

apart from that is there any cerebral (speech) like any cranial nerve
involved, like the facial palsy, any things like that,]

mm mm: uh: during that episode of sudden onset of left sided
weakness there were it was not associated with any right sided
weakness however, in the:: uh:: three years ago our patient had lower
motor neurone facial palsy and he was left with residual weakness and
now there was a complete lower motor neurone weakness on the left
side / (.)

{(smiling)} so I just wonder whether the surf~ing have any relationship
with this episode of weakness, because the surfing was three days ago:
and

) yes

it seems that there isn’t any: any specific things that happened during
that activity, (.)

) yes:

) and no injury

) yes that is what I was thinking

) does he go surfing regularly or

uh no just that those two days of activities (.) it may be related and may

be not related (.)

11
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41
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49

50

51
52
53
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56
57

58
59
60
61
62
63

Fay

Students
Ron

Fay

Jan
Keith
Fay

Ron

Fay

Ron

Fay

Ron
Fay
Keith
Ron
Keith
Ron

Keith

Ron
Trudy
Ron
Jan
Ron

Tutor

{(hi)} I want to know more about the sister’s condition, so the sister
was found to have: intra cerebral haemorrhage at age of thirty, any
investigations done of like what was the cause of uh:

moyamoya

) moyamoya diagnosed to have moyamoya disease

(.) that

moyamoya disease m-o-y-a

) m-o-y-a

) yeh but I don’t know what is this disease

moyamoya disease is uh:: (.) mm: was the uh as partial stenosis of the
circle of Willis and on the digital subtraction scan there will be um:
opening of collateral vessels uh to the brain, appear like a smoke like
appearance uh supplying from the circle of Willis

how could that cause intracellular haemorrhage?

(.) um: I’m not particularly sure about this {(smiling & looking at
Tutor)} (.)

because you said that it’s the cause (.) cause like the collaterals is
fragile vessels so (.)

{(smiling & looking at Tutor)} maybe

you’re not quite sure

actually for the surfing was there any travel history involved with that?
travel history,

) or was it done in Hong Kong?

oh it was done in Hong Kong

) right by surfing do you mean like wakeboarding or surfing, cos
wakeboarding is much more higher much high impact kind of sports?
he went (.) surfing / really surfing (.)

did he have any headache in the past? (.)

() no it was new onset after the activity

{o)} () ()

{(shaking head)} (.) (.)

so how severe was the headache?

12
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73
74
75

76

77
78

Ron

VS

Ron

VS
Keith

Ron

Tutor
Ron

Tutor

Ron
Tutor

Ron

Tutor

Trudy

Tutor

mm: [ didn’t particularly ask about the headache but it uh seems that it
was constant pain, and troubled him so that he consulted outpatients
OPD but with medication the headache persisted (.) it was not
associated with any vomiting, there was no precipitating or relieving
factors (.)

so he does take any medicine /

he did took medicine from uh the Princess Elizabeth Hospital but I did
not identify uh what kind of medicine was that /

but before?

) was he on any long term medications?

no // our patient enjoyed good past health there was no long term
medication (.)

was it a type of (pulse thing) any more than headache?

uh there was no diurnal variation of the headache so no (.)

so this episode must be a very severe pain: that: you know when the
patient is seeking medical advice (.) you know, headache is a very
common: complaint in the community well you know some studies
show that it’s more than ten per cent (.) in the community who are
troubled by headaches / so (.) for a male patient: well: not troubled by
headache before well: (.) if a patient seeks medical attention well
usually there may be something sinister going on OK, (.) so concerning
the weakness / well do you think there is any significant functional
impairment? (.)

yes

) do you find any significant (.)functional impairment? {(lo)}

yes / on physical examination the uh muscle power on the left side u-
upper limb was zero and the lower limb was one / (.) that means it was
)just based on the history / because some patients are (.) figuring out
you know their complaint you know (.) we don’t know whether this so-
called weakness is genuine or not (.) so a functional history is very
important

could he walk?

)can he walk yes very good {(lo)}

13
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97
98
99
100

101
102

Ron
Keith
Ron
Tutor
Ron
Jan
Keith
Ron
Keith

Ron

Fay
Tutor
Ron
Tutor
Fay
Keith
Ron

Keith

Ron
Fay
Ron

Tutor

Students

Tutor

no he could not walk it was actually a right sided paralysis uh
) left sided
) left sided (.)
so how about the upper limbs?
definite it was paralysis
he hav has to use the right upper limb to move his left upper limb
so the right side was five five
yes the right side was intact (.)
{nodding} how about the sensation?
there was a decreasing sensation on the left side mm {nodding} {Keith
making gestures with arms to ask Ron to move on?} (.)
is there any bowel symptoms, urinary symptoms?
) yes very good
uhhh (.) {looking at Jan} I did not ask about this (.)
any incontinence, any accidents? )
) ()
) did the patient have a diaper?
no the patient did not had {Keith nodding} (.)
how long has the patient been in hospital uh since:: you clerked him (.)
before you clerked him?
he was in the hospital since thirty-first of May so it was: two days
(.) ah since you clerked him?
uh it was two or three days (.) in hospital {nodding} (.)
I think everyone knows about the approach in: making a neurological
diagnosis (.)
mm mm {nodding}
so first of all you determine the site of the lesion and possibly with the
history and the physical examination you can derive the uh the likely
pathology (.) can you determine you know just based on the history
where is the site of the lesion you know supposing there is (genuine)
weakness, sensory loss, (.) whether you can locate whether the lesion is
in the cortex, sub-cortex, brain stem, spinal cord? (.) (.) what kind of

information you would like to seek?

14
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112
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115
116
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118
119
120
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124
125
126

127
128

Trudy
Tutor
Ron
Tutor/Su
e

Ron

VS
Ron

Tutor

Keith

Jan
Trudy

Ron

Keith
Ron
Fay
Ron
Keith
Ron
Fay
Ron
Tutor
Ron
Tutor

Ron

Tutor

Ron

) what type of sensory loss was that?
what (kind of information) would you like to seek?

{looking at Trudy} ) loss of fine touch sensation, (.)

how about the pain?

(.) uh: () the pin prick sensation was reduced and the fine touch was
reduced uh: so it was affecting both

and how about the reflex?

uh reflex was:

) can we can we concentrate on the history first? OK and then we can
focus on the physical examination (.)

uhuh (when) the patient (complained of) the lower motor neurone facial
palsy like it suddenly progressed to being complete or,

) no it just

) it was a long time

) it was a few years ago that our patient had lower motor neurone facial
palsy

) ()

with a residual weakness but no recovery during these few years

was any diagnosis made in that time or was he told to be like (.) (.)
{looking at notes and shaking head}

but the patient said it’s now complete?

(.) the patient is still in complete

) (.) facial palsy

(in complete) facial palsy now (.)

so any speech problem, any,

) no dysarthria (.) no dys uh dysphasia (.)

any swallowing problem:? (.)

I asked him whether he choked on food or drinks and he said he did not
/(.)

so the patient remained: conscious all along?

yes yes there was no episode of loss of consciousness no head injury:

15
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131
132
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134

135

136

137
138
139
140
141
142

143

144
145
146

Tutor

Ron

Tutor
Ron
Tutor

Sue

Tutor

Sue

Tutor
Ron
Tutor
Ron
Tutor

Ron

Tutor

Ron
Tutor

Ron

mm how about the vision:?

our patient complained a blurring of vision on the right side together
with the onset of headache but the left sided vision was normal /

mm mm no double vision?

no (.)

) no so can we localise the lesion based on the history?

this patient presented with um (simile) weakness of: uh left
haemiparalysis and haemiparesis and without any cranial nerve deficits
(.) from the history (.) so we would think that the lesions would be
above the brain stem /

mm mm that’s fair enough mm mm (.) can it could it be a spinal cord
problem?

mm: if it is the spinal cord problem at least it should be at the cervical
region that it would affects both upper limb and lower limb {ac} but
then uh it should be uh both side um would be weak instead of
haemipares haemiparalysis (.)

mm mm

and the sensory loss and the motor loss is on the same side (.) of the:

) (.) yes that’s right yes

)so it’s suggested that the lesion should be uh above the uh brain stem
mm mm (.) OK (.) so any other relevant findings?

so on physical examination um I noticed that the patient {hi} had uh a
complete lower motor neurone facial nerve palsy, as a result of the few
years ago onset with a residual weakness (.) and: there was no pallor,
no clubbing,

) no no uh well my comment is well: if it is a very definite neurological
case (.) I think you should have some system in your presentation (.)
when (.) a traditional one is you start with a high cerebral function and
then (bring on then) what is sensory so it will help you to remember not
to miss something important

{nodding} mm

OK

our patient is uh alert and conscious and the GCS was fifteen over

16
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148
149
150
151
152
153
154
155
156

157
158
159
160
161
162
163
164
165
166
167
168
169

Jan

Ron
Students
Ron

Jan

Ron
Tutor
Sue

Ron

Tutor

Ron
Tutor
Keith
Fay
Ron
Tutor
Keith
Tutor
Sue
Tutor
Sue
Tutor

Keith

fifteen, (.) and: (.) uh on general examination we can observe a lower
motor neurone facial nerve palsy

) (1) {lo}

on the right side (.) (.) (.) {lo}

(.) orientation {lo}

{lo} conscious and alert, (.)

) orientation

he was: he was oriented to time, place and person,

and that’s all for the high cerebral function, high mental function? (.)
calculation and language

mm [ did not perform the mini mental state examination (.)

mm mm well mini mental state is a a screening tool you know,
sometime well: we don’t we can’t remember all the item in the in the
mmse OK (.) but (.) if you know about neurology and all what I’'m what
I’m what I mean is the high skill function what I mean is you can
remember several domain you know cortical function and then you can
ask some screening question I think that that’s that’s good enough (.)
OK so what are the what are the {ac} domains in the high skill
function? (.) so you you mentioned about the: orientation:,

attention

)attention:,

) concentration

memory

)memory

OK attention:, {writing}

concentration:, short-term memory

memory, very good, what else? {writing}

language

yes very good, language: (.) {writing}

calculation

) mm mm

)calculation

17
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173
174

175
176

177
178
179

180
181
182
183
184
185
186

187
188

189
190

Tutor
Trudy
Tutor
Trudy

Tutor

Ron

Tutor

Ron
Tutor

Ron

Tutor
Ron
Tutor
Ron
Tutor
Ron

Tutor

Ron

Tutor

Students

Tutor

attention, calculation alright {writing} what else?

planning

yes very good planning {writing} executive functioning, what else?(.)
{lo} () ()

mm mm (.) some abstract thinking, logical thinking mm mm and what
else? (.)

visual spatial

) yes very good the visual perceptual function OK (.) so do you know
ho- how to assess these various domains? (.)

for the attention and calculation we can do the Serial Seven

) yes very good mm mm

) for the memory we can divide it into short term memory, intermediate
and long term memory: asking about uh uh digit span for the short term
memory and attention and uh also ask him to remember a few items and
ask him a few minutes later (.)

mm mm

and ask him about the: recent news, and

mm

) historical events

OK (.) uh this will (tap) on the uh: the long term memory?

yes

OK (.) a common thing is is: uh I think uh for this memory part you
have to judge the the the educational level of this patient OK / so for
example for this very young patient well {ac} he must remember the
date of the handover, OK? So you have to ask something relevant (.) so
have you (.) uh: assessed the mem the memory function the visual
perceptual function of this gentleman?

I did not (.)

OK (.) mm mm (.) so this is important because well: if you didn’t
assess these high mental functions you you don’t know whether there’s
a cortical involvement or not OK,

{nodding}

) so your assessment may be incomplete OK?

18
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192
193

194
195

196
197
198
199
200
201
202
203
204

205
206

207

208
209

210

Students
Trudy

Tutor

Students

Tutor

Ron
Tutor
Ron
Tutor
Ron
Tutor
Ron
Tutor

Ron

Tutor

Ron
Tutor

Ron

Tutor

Ron

{nodding}

can | ask a question when we say cortical sign what exactly

) that tha that’s (.) some (.) OK (.) there’s also some uh uh uh visual uh
visual field defect, you know, language, these are the some of the
cortical signs, OK?

{nodding}

and the perceptual function, (.) OK? (.) so you have missed all this high
mental function assessment OK, so how about the cranial nerve? (.)
um except ) the cranial nerve seven

) so how about the speech? speech is the ver uh uh

uh there is no dysarthria no dysphasia

mm so you don’t have any difficulty in communicating with him
{nodding}

OK (.) so apparently the language function is intact

mm

yeh (.) can you go on to the cranial nerve (.) OK

um: except the cranial nerve seven on the right side other cranial nerves
was intact uh: including

) so do you think it’s a new lesion or:, (.)

) um: our patient suggested that it was uh: a residual weakness a few
years ago

so how can you tell whether it’s an old lesion or a new lesion? (.)

uh we can assess the: mus:cle: if there is any muscle atrophy:,

so you don’t know whether it’s uh due to a complete or inc o o or so-
called you know, Bell’s palsy (.) recovery, you don’t know (.) so any
tricks, (.) that you can differentiate whether it’s a (.) an old lesion or a
new lesion? (.) a simple way is to ask the patient to produce some old
photo for you (.) OK? or you can also you can inspect the ID card, you
know, you know when the ID card was taken, issued and then you can
compare about it you know for the so-called facial palsy is taken well
before the the the the you know the ID card was issued OK you can s-
compare the present facial features and the present facial features (.)

so I did not compare uh so I do not know it was an old lesion or a new

19



211
212

213

214
215
216

217
218

219
220
221
222

223
224
225

226
227
228

Tutor

Ron

Tutor

Ron
Tutor

Ron

Tutor

Ron

Tutor
Ron
Tutor

Ron

Keith
Tutor

Ron

Trudy
Ron

Tutor

lesion (.) uh: other cranial nerves was intact, uh: (.) however I noticed
that there was uh: right-sided miosis, partial ptosis which is suggestive
of a right side Horner’s syndrome, (.)

mm mm (.)

and the cerebellar signs was normal, the muscle power on the right side
was intact, it was zero on the left side of right the right upper limb, uh
left upper limb, and uh grade one on the left lower limb/ the reflexes
were symmetrical and normal, the plantar re:flex was (.)

so-sorry where where’s the which side did the patient have Horner’s
syndrome?

on the right side/

{lo} right side OK (.) OK

and: the reflexes was symmetrical and normal and there was an up-
going plantar reflex on the left side suggesting upper motor neurone
lesion on the left side (.) on the cardiovascular examination there was
no murmur, no carotid bruit (.)

mm mm

(.) {nodding towards Tutor} (.) yes that was about all that I can find
from the

) so other systems were unremarkable? (.)

yes / (.) mm so in

) (M)

summary our patient has got a left sided lower motor neurone facial
palsy, and a right-sided uh: uh suspected Horner’s syndrome, and a left-
sided uh: haemi:plegia with an out going plantar reflex, cerebellum and
cranium was intact (.)

sensation? (.)

) sensation?

sensation was decreased on the left side uh both the pin prick sensation
and the plantar sensation (.)

did the patient say whether the ptosis was (.)?

our patient did not actually notice the ptosis (.)

so it’s jus it was just a partial ptosis not a complete ptosis?

20



229

230

231

232
233

234

235
236

237

238

239

240
241
242
243
244
245
246
247

Ron

Tutor

Jan

Tutor

Jan

Trudy

Tutor

Sue

Keith

Ron

Jan

Ron
Keith
Ron
Sue
Jan
Sue
Keith

Ron

no (.) actually the partial ptosis I had noticed from the case notes and |
only noticed the right sided miosis yes (.) (nods) so um what are the uh
uh how can we correlate the physical finding with the history in this
patient?

So first question is: get the answer you know the question where is the
site of the lesion? (.)

so suppose the high mental function is alright: then it is something sub-
cortical, I guess, because there’s uh due to the distribution of the
weakness and the sensation on the same side so we have mentioned that
it’s like need to be above: the spinal cord since cranial nerves are intact
so it should be above the brain stem so:: (.)

mm mm

and because sensory is also involved so it’s not in the internal capsules
so I guess it’s somewhere sub-cortical: (.) (shrugs)

sorry can I ask like do we call uh: like motor weakness a cortical sign,
(.) because the motor cortex is part of the cortex

no (.)

but I’m not sure how does the Horner’s related to the: sub-cortical
lesion (.)

were there any marks of sweating on the face? did the patient notice
any?

no (.) I notice: uh from the case notes that there is anhidrosis on the
right side

uhhh (laughs) how can you feel anhidrosis in the hospital air-
conditioning environment?

mm so [ only observe it on the case notes (general amusement)

did you ask the patient afterwards?

(shakes head) )

) but it’s difficult to notice that

) you

you don’t even sweat in the uh hospital

but the Horner’s could have occurred previously?

yes it’s possible (nods)

21



248
249
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253
254
255

256

257
258
259
260

261
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(laughs)

so it may not be the stroke that caused the Horner’s syndrome
(nodding) yes

) (laughing) ohh

(shrugs)

) ()0

mm so

) I also do not know how to correlate the Horner’s with uh the this
clinical picture

) mm (general nodding) well you have a good learning objective (.)
what are the different causes of Horner’s syndrome, (.) you know (.) so
where where is the site of the lesion if a person has Horner’s
syndrome(.)

upper (.)

) if the autonomic system is compromised

) sympathetic ganglion

mm mm (.) you know the sympathetic system supplying the the the:
where does this locate do you know?

tl to L2

mm mm (.)

it’s in the sympathetic trunk

) yes

(.) column and in this case the Horner’s syndrome is suggested for
cervical sympathetic trunk (.) affected

mm mm (.)

and it can be due to compression, ischaemia, vasculitis,

mm mm

different causes

mm mm (.)

so actually in this case

) so you don’t think the facial palsy is relevant for this case? (.)

mmm: [: don’t think so
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mm mm (.)

mm (.) multiple neurological lesions occurring,

nn?

nn?

multiple neurological lesions could it be (possibly) multiple sclerosis?
oh:

I guess multiple sclerosis would be uh progressive onset rather than: the
patient come uh sudden onset complete paralysis

)

) not that acute not that acute

how acute was the sudden left side weakness at 2 a.m.?

yes our patient can tell the exact time when he felt the weakness

does that mean he was woken up by it or he was still asleep ]

] he was woken up. he was want he was going to the toilet, and he
found he had a weakness he found he cannot walk ]

] mm mm (.)

this mean he couldn’t walk but he also how about his upper limbs?

mm

muscle (.) function

there was also paralyis of the left upper limb (nodding) so it’s a total
left body paralysis with a sudden onset (.) actually I want to ask if there
is a stroke in a internal capsule can the sensory be affected?

yes possibly

yes ]

but isn’t it that the sensory fibres not really directly passing through the
internal capsule?

well you know the internal capsule is not a single (.) you know some
some disease may affect the the: anterior or posterior you know
affecting the the the whole internal capsule (.) so it’s a it’s more
classical in a person with a very dense you know motor and sensory
loss without any (clinical sign) or high cerebral function deficit, it’s
usually due to a sub-cortical or internal capsule lesion because the fibre

(track) are densely packed in this area OK?
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so is it true that it is very difficult to differentiate between sub-cortical
lesion and internal capsule lesion? (.)

well the internal capsule is a sub-cortical lesion

oh I see ]

] OK (.) so mind you know the history and phys physical examination
just give you a clue you know the: may not sometime may not hundred
per cent give you you know the the: can tell you the site of the lesion
but it can approximately indicate where is the lesion. OK? (.) so uh
you’re based on based on this account you know the where is the most
likely site of the pathology? do you know (.)

mm:

I would think it is uh the site of lesion would be uh: the sub-cortical
region on the right side affecting the mid s: mid ce m the mid cerebral
artery region (that’s it)

yes OK it’s possible (.) (nodding)

so shall I go on with the investigations after the admission?

mm mm

so:]

]so any (vascular risk) factors for this gentleman,

patient was |

] stroke (.) you know in this age group it’s not that common |

] (nodding) he was a young patient uh: the only risk factor we can
identify that he was an ex-smoker and the uh: possibly the trauma from
the activity

mm mm that’s possible (.) especially because of the Horner’s syndrome
(1) OK

(.) do you mean that um: Horner’s syndrome can arise from uh: a neck
trauma injury?

yes possible

ss

because in: in the (pure) sub-cortical region we don’t expect the patient
would have Horner’s syndrome, it’s a bit unusual in this case

mm (.) (nodding) (.) so from the investigations,]
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] yes

{reading from notes} after admission, from the complete blood count
uh: our patient had a thalassaemia trait (ac) as evidenced by decrease in
MCV MCH increase in red blood cell count, increase in red cell
distribution, with a normal haemoglobin of thirteen/ the random
glucose was seven, which is not diagnostic of diabetes, uh: the CK was
normal, uh: a hundred and thirty five, uh: the ECG and clotting were all
normal, from the CT brain uh revealed a right-sided infarct on the MCA
region, there is uh hypodensity on the right lectiform nucleus / from the
MRI brain it showed an acute ischaemia of the MCA region / there was
loss of signal on the right (.) and cavernous intern internal carotid artery
and the right mi middle cerebral artery / (.) the anterior cerebral artery
and the posterior cerebral artery were patent, uh MRI of the neck
showed occlusion of the right sided cervical internal carotid artery |

] mm

there was uh: the occlusion was one cm from the carotid bifurcation
and: the radiologist suggested it was]

] infarct {laughing}

yeh su suggested a possible thrombosis from an acute dissection of the
internal carotid artery, so the impression was uh: an MCA infarct as a
result of right sided carotid dissection /

OK very good

so the management was uh uh: a close neurological observation mm
and it’s to repeat the CT if there is any decrease in GCS or in uh: signs
of increased intracranial pressure, and specific treatment for the carotid
dissection uh: low molecular weight heparin and warfarin was offered
were offered / (.) so in summary our patient had uh dissection of the
right sided internal carotid artery resulting in, a mid cer a middle
cerebral artery infarct, and possibly also resulting from the right sided
Horner’s syndrome/

mm very good (.) ss learning objectives this case?

so I think the learning objectives in this case is the causes of Horner’s

syndrome, and to know the anatomy of the sympathetic trunk (.)
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OK very good

and: (.)

young stroke

causes of stroke in young patient and uh what should we need to look
out for

) yes

in patients presenting with this history (.) some uh we can discuss now
young patient with stroke / we can discuss the causes of it

mm well as you’ve (.) OK you can reserve for the the: later part of the
tutorial

OK

or just a follow up question, (.) is OK

OK ()

so [ will uh I will uh deal with the next patient

(.) do you know the the: causes of ischaemic stroke you know in young
patient

() deficiency

mm mm

mm (.)

it could be cardio (.)

)

yes very good

vasculitic changes

so you have checked the VSL, this is normal?

did not notice

uh could I ask a question, if it’s a vasculitic type of stroke will it be like
only affect one side, because the vasculitic lesion should be

) yes it’s possible it’s possible

OK

some vessels are more affected than the other (.) do you know the
incidence of this kind of this sort of carotid artery dissection in uh in

young ischaemic stroke patients (.) I think it’s now increasingly
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recognised to be a more prevalent condition why I think in some studies
it’s almost ten to twenty per cent (.) because of this advance in the
imaging technique you have more of this uh:: entity (.) so back to this
patient OK do you think the uh so-called surfing you know very
vigorous exercise before this incident is relevant? (.)

I think it’s possible to be relevant because of the trauma to the neck
uh huh

and actually the the case MO has asked for any uh traumatic history or
any neck manipulation

yes very good

(.) mm mm and the patient denied any history]

] we are very near to the border you know / people are you know]

] I didn’t actually ask ]

] people going across the border go to Shenzhen and have some
manipulation some massage mm mm we do see a few cases you know
either of carotid or (.) dissection / I think (.) dissection is a bit more a
bit more common due to this sort of manipulation (.) OK very good / I
think it’s a very interesting case (.) OK so we can proceed to the second
case

so our patient is Mr Yeung a forty-nine year old gentleman working as
a security guard, a chronic smoker non-drinker, presented one month
ago with a sudden onset of left sided weakness and slurring of speech
while gambling uh playing cards / so for history of uh presenting illness
uh: patient was found to have hypertension, and uh diabetes two years
ago, uh but he def defaulted follow up and he did not on uh was not on
any medication / patient had a history of nocturia for uh usually two
times uh a night uh polydipsia, polyuria, weight loss of fifteen pounds
over the last two years despite good appetite / there’s also (.) urine and
haematuria which may point to the fact that the diabetes is not well-
controlled, uh so uh the before admission the patient uh has bilateral
ankle oedema (to the shins) there was no shortness of breath no
orthopnea and no uh paroxysmal nocturnal dyspnea / patient uh:

presented with left sided weakness and slurring of speech and was
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brought uh to the A and E by ambulance and patient denied uh denied
any loss of consciousness nor had trauma before the uh incident (.) uh
ina CT a CT scan uh a CT brain in the A and E was found uh the
patient has a haemorrhagic stroke of the right side (.) for part]

] so we lost the joy of making a diagnosis

oh sorry oops (.) so: yep (.) (laughing) shall I continue (laughing) the
presentation?

mm mm

so uh past medical history the patient did not have any hyperlipidaemia,
uh ]

] so just (recite for everybody) OK

mm mm

uh: the: presentation of a long case / I think first of all you have to
delineate focus yourself whether it’s a diagnostic problem or
management problem OK / so (.) diagnostic problem normally we don’t
give the: you know the diagnosis right at the beginning you know (.)
you paint the picture and then you know try to leave the (.) tests at the
end OK so we lost all the joy of making a diagnosis and you can’t
arouse the interest of the examiner OK

{nodding}

so what what’s your focus / it’s a diagnostic problem or a management
problem (.)

I think for this patient it’s more on the management side

OK let’s find out

mm mm because the diagnosis was uh pretty obvious ]

] straightforward yes

the patient has uh uh cardiovascular risk factors ]

Jmm mm

which were not well-controlled and uh: the sudden loss (.) also pointing
to vascular causes

mm mm (.)

and also the typical half body involvement is also typical cereb of a

cereb uh above brain stem stroke
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yes that’s fair enough / OK well with this sort of background the
psychosocial history is will be more will be you know also of great
importance

mm mm

o in your in your presentation you should also elaborate on that
mm mm

I’m sorry |

] sorry did you mention that the patient had ) a slurring of speech |
] a slurring of speech

yes

so0 it’s not above brain stem but rather at the brain stem or maybe
cerebellar

OK maybe we can forget about the CT results OK (Fay laughing)
] yes

so back to the basic OK (.)

well:

] elaborate the history for us (.)

the slurring of speech was uh together with the onset of the left side
weaknesses so it’s also yeh it occurs together

is there any other cranial nerve deficits ]

] yes uh:

]symptoms

symptoms

diplopea, dysphasia:

there’s dysarthria, dysarthria uh (.)

so how come the patient complained of dysarthria

slurring of speech

OK

how about double vision?

um: no / no double vision

any choking?

no
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any facial asymmetry? (.)

mm: (.) ye:s yes I think so (.) there’s right side upper motor uh neuron
type upper motor neuron lesion type so it’s right lower facial palsy (.)
you mean left

right or left

right

you mean | uh

] the problem is on the left side but the facial palsy is on the right side
so, did the patient complain of facial palsy?

no he did not complain it was just on examination

OK ]

] diplopia ]

] so uh in your presentation you should focus on the history first OK
and don’t say don’t mix up the history and the physical findings OK
{whispering}

I mean for symptom-wise he just had slurring of speech and weakness,
which are |

]you know slurring of speech is a relatively non-specific term (.)

mm mm (.)

usually due to dysarthria but sometimes it may be due to dysphasia (.)
so how can you know? (.) can you gather more information from the
history whether it’s due to a dysphasic problem or: (.)

I’m not quite sure ]

] if the content is understandable

he’s uh communicable

what kind of patient can he may have difficulty in expressing himself
you know

no he’s communicable

any evidence of so-called of finding difficulty

no he’s (.))

(or just you know)

he’s now communicable ]
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] so does he he’s recovered now,

you mean the slurring of speech has got |

] no the slurring of speech is still remain, we talked to him (.) and he
still have dysarthria but he’s well understanding what we’re asking him,
and he can also respond well / (.) mm:]

] you know this slurring of sp slurring of speech is not very localising
you know in a sense, OK, so we need more information (.) besides the
slurring of speech any diff any difficulty expressing himself or
understanding others

while we are talking to him, no / he has no problem in talking to us and
we did not notice him having any problem with any words]

] OK

] and no delays in responding to us (.)

is there any problem with the tongue control?

uh:: symptom-wise, no / (.)

so on presentation any other uh swallowing problem

mm: (.) no/ I’m not quite sure because I did not ask uh him whether he
had a swallowing problem right at symptom onset so I’m not sure about
that, but now he can (.)

another differential for slurring of speech can be due to cerebellar
problems so did the patient complain of any dizziness, or (.) tremor
END OF DISC {missed approx. 2 minutes of talk while changing tape}
(so you) it’s it’s already one month past the uh from the occurrence,
how how did the symptoms and signs progress

the left side weakness remains (.)

mm mm |

] and the (.) I’'m not quite sure about the slurring of speech (.)

so no sign of recovery

uh

not even a trace |

] for the left side weakness (.) I mean for while we are testing (.) for the
physical examination we are not too convinced about that but the

patient did complain that the left side weakness is still a problem (.) for

31



452
453
454

455
456
457

458
459
460

461
462
463

464
465
466
467
468
469
470
471
472

Tutor
Fay

Tutor

Fay
Tutor

Fay

Tutor
Fay

Tutor

Fay
Tutor

Fay

Tutor
Fay
Tutor
Fay
Tutor
Keith
Tutor
Sue

Tutor

me I didn’t]

] mm mm

(.) speaking (.)

so all of you are convinced that the patient had a stroke (.) or what (.)
just based on the history (.) so you know stroke is (.) take the you know
very acute onset and then a trough and gradually recover mm do you
think this gentleman followed this usual pattern

I think so

mm mm (.) so you think so but you said there is no recovery

I’m not quite sure about the slurring of speech but the left side
weakness the patient still complained that it is present but actually
when we were doing the physical examination it was only 5 minus
mm so it’s just just very mild you know uh uh uh (degree of mobility)
] mm mm yes

but he can probably function (.) (.) somehow can the patient walk? Can
the patient go to the toilet himself? Can the patient use a spoon and
chopsticks you know (.)

{turning to Keith } we did not ask about that, sorry

(.) mm (.) any other relevant history you want to ask

uh:: (.) so the patient has no hyperlipidaemia, he’s a chronic
schizophrenic patient follow up at Victoria Hospital / only had an
appendicectomy appendectomy done in the sixties / so he is not, is only
on anti-hyp uh anti-psychotics and his uh schizo his schizophrenia is
well-controlled, no uh: uh hallucinations or the usual symptoms

mm mm

um: family history uh no uh ]

] but the schizophrenia history is very important OK

mm

do you know why? (.)

it affects the pre morbid uh: idio (.)

yes what else

affects his compliance too

] yes very good (.) so what’s your (.) what’s your name
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] mm

) OK Fay well you haven’t mentioned about the poor control of
diabetes (.) how about the blood pressure control

uh: he: was told to be hypertensive but he was not on any medication
and he defaulted follow up

mm mm

() he said that at that time he was on the high side but then he was not
uh: he did not need to put on any medication but since then he had no
follow up |

()

JOK (.) Family history social history that kind of (.) important for the
management?

uh: his family history uh (lots of) cardiovascular family history uh the
father and mother died of uh lung cancer in their old age, social history
he is a security guard, uh: single and lives alone (.)

is he a smoker?

uh: chronic smoker, non-drinker (.)

OK so apparently the social support of this gentleman is not that good?
mm (.) when we clerk him ]

] so we expect some discharge problem |

Jwe saw that uh: he’s uh:]

] this gentleman

uh his sister and his cousin was there to take care of him and actually
they are quite concerned about his situation, and they know quite a lot
about him (.)

mm mm (.) OK anything from the physical examination?

so for the physical examination the patient is uh alert and well
communicable uh his uh GCS is uh (full), we did not do the MMSE
examination )

oh forget about the MMSE I can’t remember it I can’t remember the

MMSE there are about twenty items with the MMSE how can you
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remember OK? (.) but you can remember the six domains OK, it’s
more easy (.) OK

uh:: we performed the cranial nerve examination, uh:: the only (.) we
identify is the nystagmus to the first phase to the left side (.) there is uh:
()

(whispering to Ron) )

decrease (.) as for as for the trigeminal nerve we are not quite sure
because there is decrease in left facial sensation but apparently when
we feel the masseter muscle and the temporalis muscle there is dec uh
there is decreased muscle bulk on the ~right side (.) so we’re not quite
sure (what was this) (laughter) we have repeated and were worried by
about the: uh: right side uh masseter and temporalis uh decreased
muscle bulk but the patient apparently said that there’s a left facial uh
decreased left facial sensation/ we can try to see afterwards because the
patient is outside (.) there’s a right lower facial palsy |

] but what sense of modality you have checked for this gentleman?
uh touch touch

just light touch?

yes

what about (pinprick)? (.)

we didn’t do that (looking at K) I’'m not quite sure

I don’t think so

no we just did light touch

mm mm (.) temperature (.) you can you can (.) you can also check the
temperature (.)

we have not done that

OK ()

uh:: there’s |

] how about the corneal reflex (.)

()

no also we did not do that (.) but actually can we do that because |
mean like in an exam ]

] usually
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Jan

we should not do anything that can cause unpleasant to the patient

so what is your comment (.)

only with touch I think

maybe not done in every single patient but uh in the case that you have
some trigeminal nerve problem ]

100

we can do that then and uh for the tongue we are also not quite sure
(laughter) because the patient cannot move to either side so uh we are a
little bit frustrated about the tongue {laughter}

that’s OK again you can you can go back to your basic neuroanatomy
(.) so you you’ve if the tongue cannot move (.) mm (.) so where is the
lesion?

brain stem ]

] brain stem

if it is the brain stem it should be bilateral (.) so do you think other (.)
signs are compatible with bilateral (.) involvement? (.)

mm (.)

bilateral sub-cortic bilateral cortical bilateral: so do you think it’s
likely? mm mm (.)

we are not quite sure about that

)

because the (.) both are bilateral

(neurone)

it can protrude right

yes it can protrude |

] protrude (but not left right) ]

] yes yes

then that should (.) ]

] so he’snot (.)

he can understand other instructions well so I don’t think it’s that he has
a it’s a problem in understanding instructions (.)

but how will it protrude
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537 Ron I think if he can protrude then there is no problem with the uh: ]

538 Jan ] power of the tongue |

539 Ron ] involvement

540  Sue it’s just some coordination

541  Jan the coordination between you and his tongue {laughter}

542 Fay but he has no problem understanding other instructions (.)

543  Jan but in case he can protrude the tongue and no deviation so the power

should be OK on both sides

544  Keith mm mm

545  Fay (")

546  Ron is there any cerebellar signs, because he has uh ]
547  Jan ] a nystagmus |

548  Ron ] nystagmus and (dys)coordination of tongue
549  Fay there is (pass pointing)

550 Ron oh

551  Sue how about (.)

552 Ron which side (.) ]

553  Keith ] when I did it he was OK there was no (pass pointing)

554  Sue how about other cerebellar sign ]

555  Keith ] maybe some tremor (.) but generally he was OK ]

556  Fay ] I was not (.)

557  Jan so there is no cerebellar signs except nystagmus?

558  Keith yes (.)

559  Tutor and you know nystagmus is not a ~pure cerebellar sign

560  Students mm mm

561  Trudy brain stem )

562  Tutor ) yes it can be a brain stem or (cerebral) problem or peripheral problem

(.) so how can you differentiate whether it’s a central, a peripheral

563  Fay usually if it’s central the fast phase is towards the lesion side
564  Tutor mm mm
565  Fay so this nystagmus we think that it’s to the left side (.) which is not the

lesion side
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mm mm

{laughs} I’'m not quite sure about the (RV)

(nystagmus) is a very difficult topic, you know I think it’s a very
confusing uh you know when you are just faced with a patient with just
purely nystagmus I don’t think you can localise the site of the lesion (.)
in my experience (.) I think you can only tell whether it’s central,
peripheral, or what, you know (.) unless there’s some very specific type
of the nystagmus, for example the toxic nystagmus, OK so you can
more localise it, otherwise you can’t tell, differentiate whether it’s a
cerebellar:, a vestibular problem (.) it’s very difficult (.) so uh you
found nystagmus OK, so any vertical component or any (.) component?
I could not identify any]

1just ()

(.) yeh ()

any sign of any vertigo

no not that the patient complained of

mm OK (.) so it’s uh: quite classical for some central cause (.) usually
the patient didn’t complain much about vertigo you know but you
found very clear cut clinical signs (.) and another problem is we don’t
know whether this gentleman have genuine (pager beeping) genuine
nerve cause trigeminal problem (.) am I correct? (.) I think you should
be more vigilant, more careful about your testing (.) you should check
for every (common) reflex, general sensory modality (.) of the face, you
know (.) the muscle, (.), masseter, temporalis, (.) so any other?

so (.) on examination of the limbs, uh for the upper limbs |

] just focus on the cranial nerve

uh cranial nerve uh there’s no other abnormalities on that (.)

it’s not a taxic type of nystagmus (.)

] ataxic type, what is this so how it does it look like ]

] the abducting uh (AV) abducting is more (affected) (.)

I am not su |

] maybe you should go back and read about it OK it’s a difficult topic /

I think you have to take a few hours to master the uh you know the
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different presentation of different type of nystagmus

)

(horizontal) ]

] how about the uh facial nerve

uh: the patient noticed a right lower facial palsy (.)

mm mm (.)

signifies a upper cranial uh upper motor nerve |

] just the lower part of the face affected

yes

not the full not the whole face

yes

OK (.) so where is the site of the lesion?

)

how about the cranial (.) the tongue is alright the tongue is alright
the tongue we are not quite sure, as I said that ]

] but apparently it’s OK (.)

there’s no fasciculation

(.) he has stuck out the tongue, and there’s no deviation, no wasting, no
fasciculation

no fasciculation

what about his pulse

no weakness actually it’s so strong |

] so you should compare both sides ]

] yeh we did it was quite even

but as for me I think it (.)

the patient subjectively said the ]

] left side

left side was weak but then when we did the testing of everything it just
seemed: mu much equal (.)

)

that’s fair enough because uh it’s already one month after the acute

onset (.) maybe the power: (.) have returned to normal, OK, (.) so that’s
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why you know you are dealing with a patient who have with a very
long history / the functional side is also important because you know
everything you know go back to normal / you don’t know whether it’s a
true account or not / whether the patient is telling you a true story (.)
uh: for the lower limbs uh: (.) the tones are normal, the power is: four:
for both sides, and the: there is also decrease in the bilateral reflex (.)
there is upgoing plantar for both sides(.) (laughter) we are very
confused about the history so I would like to like us to go and see the
patient together ]

] go to go to the patient and check

but we did quite a few times and really the two sides are upgoing so |
] but not one side

not one side

is there any old stroke?

no, no history of previous stroke / it’s the first time ]

] so any possibility ]

Jwe (.) for many times but

is it just withdrawing rather than (.) )

no it’s quite obvious is that the fing that the toes are (.) back

is that a cord lesion

uh what |

] was that a cord lesions that (would make) uh bilateral ]

] but he has no cranial nerve symptoms

oh

his cranial nerve symptoms are |

so ] you found a mixture of upper and lower motor neurone sign

I’m not quite sure so I |

] OK so we can go to the patient and see:

yes I would like us to go and see the patient

first you should check whether it’s due to withdrawal or: whether it’s a
true one upgoing plantar response, OK, (.) I think it’s still possible you
know in a patient with long-standing diabetes you know, you have to

make sure there are upgoing, up up upper motor and lower motor site is
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possible Ok / I think in medicine there are few entities of so-called of
mixing upper and lower motor neurone lesion OK I think it’s frequently
pointed out in MCQ questions I think you should revise and remember
some of this OK (.) OK (.) OK how about the sensory?

uh the sensation is uh: is the same for both sides

so: normal?

(nodding)

on both sides (.) so which sensory modality you have checked?

uh: pinprick

just pinprick?

mm:: yeh we should have ]

] and light touch

yeh

pinprick and light touch

we should do proprioception also

yes very good (.)

)

) so which sense of modality do you think is important more important?
)

proprioception?

yes: (.) very good (.) what’s the reason?

because it affects the patient when he, when he can walk later,

yes very good you know your subject (.) yes what else you want to tell?
I think for the history and physical exam (.)

so how about the cerebellar sign

(.) ah (pointing to K) it’s OK

(.) not present and uh: finger nose: (.) there was some slight tremor but
there was no pass pointing (.)

what about the heel shin you know the heel shin test

(shaking head) (laughter)

so you just focused on the upper limb and forget about the upper limb

(.) so you don’t bother whether the patient can walk or not {laughter}
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(.) so how about the gait (.)

we did not ask the patient to go down (.) I could not remember (.)
{laughter}

so: having a system in approaching a neurological patient is very
important so I’ve always I always teach my patient in this format (.)
you know in your presentation in your assessment you should go from
you know the top to bottom the to