Appendix 3: checklist for the ECALM assessment – abdominal pain
Note for evaluators: given that each patient is unique, cross out the boxes that are not relevant or applicable for the present case.
1. Receiving and communicating with the patient
	Criteria
	Done

	Greeting the patient and family/spouse/partner (if present)
	

	Introducing oneself: explaining the resident's role 
	

	Non-verbal communication: eye contact and signs of empathy
	

	Position relative to the patient:

	- Sitting next to the patient (preferred)
	

	- Standing (near to or far from the patient)
	

	- Facing the computer screen
	



2. Patient interview: general medical history
	Criteria
	Done

	The initial, open-ended question: (e.g. "What brought you here today?")
	

	Listening skills: allows the patient to speak first, before guiding the interview
	

	Medical and surgical history
	

	Family medical history: cardiovascular risk factors
	

	Drug allergies: specifically requested
	

	Medication review: an exhaustive list (names and dose level). If this information is missing, asks to call the pharmacy/family
	

	Lifestyle habits: tobacco, alcohol, or other substances, depending on the context
	

	Living conditions: independence and social environment
	



Learning note: To gain a comprehensive overview, a logical progression is expected: listening to the patient's concerns and documenting the general medical history/medications/allergies, before moving on to specific symptoms.
3. Patient interview: specific history of abdominal pain
	Criteria
	Done

	Timeline: Date and time of symptom onset
	

	Epidemiological context: recent travel or recent exposure to ill people
	

	Characteristics of the pain:

	- Initial pain site and radiation
	

	- Migration of the pain
	

	- Type/profile of the pain and onset (sudden vs. progressive)
	

	- Context of onset and relieving/exacerbating factors
	

	- Severity (on a 0-10 numerical scale) and frequency (continuous vs. paroxysmal)
	

	- any similar episodes in the past
	

	Specifics for females of childbearing age: date of last period 
	

	Self-medication: has the patient taken any analgesics? If so, which ones and when?
	

	Bowel habits/intestinal transit:

	- Last bowel movement and presence of gas (flatulence)
	

	- For diarrhoea: frequency and appearance
	

	- Presence of blood in stools (haematochezia/melena)
	

	Associated symptoms:

	- Fever, chills, or constitutional symptoms (weight loss, fatigue)
	

	- Dyspnoea or cardiac symptoms (palpitations, chest pain)
	

	- Autonomic signs (nausea, vomiting, or sweating) or syncope
	

	- Urinary symptoms: frequency, urgency, dysuria, or pelvic pain
	



4. Physical examination
Vital signs
	Criteria
	Done

	Measures blood pressure, heart rate, SpO2, body temperature, and blood glucose level
	

	Requests any missing data from nursing staff
	

	Measures the respiratory rate (especially if patient shows dyspnoea)
	

	Recognizes abnormal vital signs
	



Clinical examination
	Criteria
	Done

	Patient preparation: Obtains consent and ensures privacy (avoids unnecessary bodily exposure)
	

	General inspection: Skin (rash, jaundice, signs of dehydration, pressure sores)
	

	Cardiac auscultation: Directly on the skin; 3–4 areas; synchronous radial pulse check
	

	Pulmonary auscultation: Bilateral and comparative; sitting or lateral decubitus
	

	Abdominal examination:

	- Auscultation: bowel sounds checked before palpation
	

	- Inspection: scars, collateral circulation, jaundice
	

	- Palpation: knees flexed; all four quadrants; starts remotely from the painful area
	

	- Special manoeuvres: psoas sign (if RLQ pain); checking hernia orifices
	

	- Ruling out peritonitis: asks patient to hop/jump if possible
	

	- Other: bladder scan/palpation; costovertebral angle tenderness; digital rectal examination (if relevant)
	

	Lower limbs: Calf palpation (tenderness) and checking for pitting oedema
	



5. Ending the Encounter
	Criteria
	Done

	Explains suspected diagnosis/differential diagnosis to the patient
	

	Explains the plan (further tests or immediate treatment)
	

	Reassures the patient and provides professional closure (smile, empathy)
	



6. Debriefing and Clinical Reasoning
	1. Case presentation (structured hand-off):
· Age and sex
· Relevant risk factors, medical history, and medications
· Primary complaint and history of present illness
· Key findings from the physical examination 
· Diagnostic hypotheses and further investigations planned

	2. Debriefing :
· Formative feedback on clinical reasoning
· Correction of missed items or misconceptions




Final assessment:
How many boxes were checked for this resident?
	Number of boxes checked: _____
	Total number of boxes possible: _____




