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Physician Triannual Clinical Assessment Checklist: HIV/ART Ward 

Mentee: ____________________
 Site: ______________  Mentor: _____________________     Date: _________

The mentee is expected to do a detailed history taking and complete clinical examination of the given case, which will be observed and verified by the mentor. 

Time: Assessment—30 minutes; presentation—10 minutes
     




Total possible score: 70 points
Please score using the point system described below and comment, noting key observations to be discussed later with the mentee. 
Demonstrated Skills/Tasks

	
	0,1=Poor
	3=Satisfactory
	5=Good
	Score
	Comments

	Initial Assessment: History Taking (Total points possible = 20)

	· Chief complaints asked and recorded, including the duration of the problem.
	Chief complaints includes problems that are of immediate concern to the patient.

0—No questions asked. 

3—Questions asked, but only related to HIV-positive symptoms. 

5—Questions asked relating to both positive and negative symptomatology.
	
	

	· Present medical history is taken that is sequential, relevant to chief complaints, and is recorded.


	0—Elaboration of chief complaints only.

3—Sequential, chronological elicitation of symptoms using open-ended questions. 

5—Symptom analysis covering positive and negative symptoms and all major systems (CVS, RS, abdomen, CNS); all symptoms analyzed in chronological order. 
	
	

	· Past medical history is taken relevant to chief complaints; comorbid medical conditions, previous surgical procedures, blood transfusions and drug allergies recorded. 
	0—Limited to chief complaints only, not dealing with co morbid medical complaints. 

1—Comorbid medical conditions (diabetes, asthma, epilepsy, tuberculosis) inquired about; past symptoms related to relevant symptoms.
2—Comorbid medical conditions, along with previous surgical conditions, blood transfusions, and drug allergies (including previous ART), recorded.


	
	

	History Taking (cont.)
	
	
	

	· Family history is taken and recorded. 
	0—History limited to details of individual patient’s marital status. 

1—History covers details of marital status, current partner status (wife/husband, or regular partner); children and parents (or grandparents, if AIDS orphans); and details of co morbid medical conditions like TB, genetic disorder in all generations, and history of ART.  
	
	

	· Drug history is taken comprising current and previous medication, side effects, toxicity, allergy, etc. 
	0—Limited to current medication, with some previous. 

1—Current and recent past medications, including previous ART dosage and duration elicited. Toxicity, side effects, compliance and adherence elicited in addition to above. 
	
	

	· Personal history taken with emphasis on diet, addiction habits (smoking, alcohol, narcotics, etc.).
	0—No personal habits inquired about.

1—Details of smoking (type, number, duration), alcohol consumption (type, amount, duration), chewing tobacco, and addicting drugs (e.g., intravenous drug use or smoking/narcotics) asked about.
	
	

	· Sexual history taken, in empathetic, confidential setting, covering no. of sexual partners (regular and casual; men, women or both), condom use, partner notification issues, and previous and current STIs. 
	0—Sexual history not asked.
3—History of exposure elicited; no privacy or confidentiality.  

5—Details of sexual exposure (no. of partners, regular and casual; men, women or both; recent sexual contact; condom use; sexual behavior, history of STIs and treatment inclusive of previous/current genital ulcer, discharge, bubo, etc.) covered.


	
	

	Clinical Examination  (Total points possible = 30)

	· Vital signs recorded and comfort of patient considered. 
	0—No recording of vital signs. 

1—Recording of few vitals (e.g., blood pressure, pulse).

2—Recording of all vitals (i.e., blood pressure, pulse, temperature, and respiratory rate). 
	
	

	· Weight of patient taken accurately and percentage of weight gain/loss calculated.
	0—No recording of weight.

1—Recording of weight. 

2—Recording of weight/calculation of body mass index (BMI). 
	
	

	· General examination adequate, including examination from head to toe and observing for signs of internal disease. 
	0—No examination conducted. 

3—Looks for anemia, clubbing, jaundice, cyanosis, skin (rash), hair, nails, etc. 

5—Thorough general examination, including checking of lymph nodes, oral cavity and evaluation for lipodystrophy; nail changes observed as appropriate.
	
	

	· Systemic examination of cardiovascular system. 
	0—Limited /no use of stethoscope. 

3—Inspection and palpation of apical impulse, arterial/venous neck pulsations, appreciation of heart sounds and palpable murmurs, auscultation of heart sounds and murmurs.

5—In addition to the above, measures jugular venous pressure, feels all peripheral pulses, and notes rhythm irregularities. 
	
	

	· Systemic examination of  respiratory system.
	0—Limited /no use of stethoscope. 

3—Inspection and palpation of tracheal position, vocal fremitus, chest wall movements, percussion of chest, and auscultation of breath sounds. 

5—Identification of abnormal (bronchial) breathing and additional sounds (rhonchi, crepitations), respiratory failure, in addition to the above. 
	
	

	· Systemic examination of  abdomen.
	0—No examination of abdomen.

3—Palpation of abdominal quadrants systematically (including scrotum and testis in male patients if there is privacy), identification of organomegaly, masses, and free fluid (using appropriate methods).
5—Auscultation of bowel sounds, identification of acute abdomen. 
	
	

	· Systemic examination of CNS, peripheral and autonomic systems.
	0—No examination. 

3—Examination of higher functions, cranial nerves, motor system (power, tone, reflexes), sensory system, cerebellar signs, neck stiffness (Brudzinski, Kernig’s sign). 

5—Optic fundus, nerve thickening, and gait examined in addition to the above.
	
	

	· Systemic examination of genital area/genital examination.
	0—No examination of genitalia.

1—Inspection/palpation of male/female external genitalia (if privacy possible).
	
	

	Clinical Diagnosis and Assessment: (Total of 7 points possible)

	· Provisional/differential diagnosis: Recognizes and makes of presenting symptoms, leading to most probable diagnosis of OIs/ concurrent medical/ surgical/ obstetric conditions and ART toxicity, intolerance or failure.                       
	0—No problem list made.

3—Problems list initiated, including provisional/differential diagnosis relevant to presenting symptoms and signs of patient, leading to most probable diagnosis of opportunistic infections.

5—Problem list, including diagnosis of co morbid medical conditions, ART toxicity, IRIS and treatment failure and other medical/surgical/obstetric complications in addition to above. 
	
	

	· Staging: Determine accurate clinical staging using WHO definition. 
	0—No staging done. 

2—Staging done.


	
	


	Laboratory Assessment: (Total of 3 points possible)

	· Evaluate patients with complications using laboratory tests as appropriate and to confirm the clinical provisional diagnosis. 
	0—No lab assessment done. 

3—Appropriate lab assessment conducted.


	
	

	Clinical Care and Treatment:  (Total of 10 points possible)

	· Decide what clinical care to provide after the assessment is complete, using WHO clinical staging.
	0—No care plan.

3—Care plan drawn, not complete.

5—Complete appropriate care plan drawn, including OI prophylaxis.
	
	

	· Prescription ordered for ART or other medicines, nutritional supplements, and consideration given to possible drug interactions.
	0—No medicine list provided.

2—Correct ART regimen prescribed with correct dosing, but medicine list not complete.
4—Complete medicine list with drugs for prophylaxis, nutrition supplements, and consideration of drug interactions, in addition to the above.

5—Advice on follow-up documented, in addition to the above.
	
	


  Total Points:
Recommendations: 
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