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PREFACE

The objective structured clinical examination (OSCE) is increasingly replacing the
traditional long-case, short-case and viva-based clinical finals. Although OSCE style
finals are fairer than the traditional style of clinical finals, they are not a perfect
assessment of competence. Diligent students, who have acquired the necessary
knowledge and skills to qualify as doctors, do occasionally fail OSCE based finals. 
As for all examinations, exam technique has a great deal to do with success, and OSCEs
have a large element of performance to them – a fact that, unfortunately, we learned
through personal experience. As well as working hard, it is, therefore, also necessary to
work smart for the final OSCE, and put on the performance the examiners are 
looking for.

Many clinical teachers have sat more traditional finals and may have little experience
of OSCEs. There is still also an absence on the bookshelves of a user-friendly final OSCE
revision guide of the form that exists for other types of clinical exams. This book is
therefore a compact revision aid for final OSCEs, providing students with tips about how
to play the OSCE game and win. It represents our combined knowledge in a format that
we would have benefited from whilst preparing for our own finals. We hope it proves to
be a useful revision aid, and that it allows more deserving medical students to celebrate
qualifying as doctors on results day.

Remember, don’t just work hard – work smart!

S. Bora 
T. Heah 

S. Thakore
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INTRODUCTORY SECTION

HOW TO USE THIS BOOK

OSCEs for Medical and Surgical Finals is aimed at the level of clinical finals and the
clinical Professional and Linguistics Assessment Board (PLAB) exam. It therefore focuses
on medicine and surgery, broadly excluding the other specialties, except where they may
be a significant part of a medical or surgical condition, and omitting very basic clinical
skills, neither of which is usually examined at this stage. It is a revision aid to be used
during preparation for the final objective structured clinical examination (OSCE), and is
not intended to be a complete textbook of clinical skills. We have pitched the content at
a level which assumes that students using the book will already be familiar with clinical
skills, and will be using it to practise in an exam-focused way for the final OSCE, gaining
insight into what OSCEs are all about, what is required in each station, what the examiner
will be looking for, and vital tips about how to score well. By the final year, most
students do have a good repertoire of clinical skills that just need some brushing up,
although it doesn’t always feel like that!

The final year of medical school can leave you confused about how to structure your
work. Aside from preparing for the OSCE, there is also the not so small task of revising
for written finals, and at times these two demands seem conflicting. It must be stressed,
however, that success in an OSCE is difficult without a fairly sound knowledge of
medicine and surgery. Being able to piece together clinical signs and interpret histories
obviously relies on knowing common presentations and pathologies. Although everyone
is different, it is probably best to start revising for your written finals early on in the final
academic year, aiming to have completed much of it before the start of the last term. 
At the same time you should start practising (or learning!) the clinical skills that might
be tested in your OSCE; you will then be left with ample time to do the exam-focused
OSCE preparation that this book facilitates. Essentially, your examiners are looking 
for a fluent performance – they want to see that the competencies being assessed are
second nature to you. This might seem like an act that is impossible to convey, but it is
not. If you go through the stations in this book over and over again until you can perform
each one near perfectly, you will walk into the OSCE feeling like you can breeze through
it and, if you believe that, breeze through it you will!

Revising for clinical finals is best done in pairs or threes, taking it in turns to be
candidate, examiner and, if necessary, role-player. This set-up replicates the scene of the
final OSCE as much as possible. It also enables someone to assess how you carry out
each task and give you feedback on what you have done well and how you could
improve. A valuable lesson we gained whilst revising for our OSCE was that each of us
had different strengths and weaknesses in our clinical knowledge and skills, and that
there was a huge amount we learnt just by observing each other perform various
stations. In this regard, revising with several different people is a good idea. This group
work can take place in a variety of settings: on the ward using real patients, in the
clinical skills centre and at home. OSCEs for Medical and Surgical Finals is written to be
an aid in this group revision situation, providing the ‘examiner’ with checklists against
which to mark the ‘candidate’.
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The rest of this introductory section contains crucial information about the OSCE in
finals – knowledge that will help you understand what a finals OSCE consists of, what
form it might take, how it is marked, what sorts of cases you can be given, what
competencies are being assessed, and how not to fail. Following on from this introductory
section are sections on practical skills, examination, emergency situations-focused
history and management, discharge planning, chronic disease management, conducting
an interview with patients with mental health and cognitive problems, communication,
and personal and professional development. Each section contains a section-specific
introduction, giving generic advice applicable to all the stations in that section.
Individual stations start with a scenario that provides candidates with the sort of
instructions they would be given in an OSCE. In stations for which a role-player is
required, this scenario will help inform him or her of the role to be played, as will details
in the ‘key tips’ section for that station. Each individual station also consists of a checklist,
which can be used whilst you are thinking about how to perform each task and by your
‘examiner’ as a mark-sheet when you are preparing in groups. At the end of each
checklist are some key tips for success in that station, which will help improve your
performance the next time you practise.

We were very keen for it to be a compact book, allowing you to carry it around
hospital and use it opportunistically. If, for example, you should stumble across a patient
with a good murmur or have a few moments to spare in your clinical skills centre, why
not whip it out and pretend you’re in your OSCE? Of course, you cannot always be in a
group, so when you are alone you can use this book to work out in your own mind how
to perform each type of skill and what individual stations require.

Most of the stations in the book are written to be approximately 7 minutes long, so if
OSCE stations in your finals are longer or shorter than this, you will need to think about
what will be additionally required or what should be omitted. It is most useful to practise
to the time frame set out in your own medical school OSCE. Some medical schools
include a global score to be given by the examiner and, if applicable, the role-player/
patient at the end of each station. In some assessments this can amount to a significant
proportion of the total marks, so it is worth paying attention to it. In each chapter
introduction, we describe how to score these global marks. Finally, the entirety of this
book cannot be wholly applicable to every medical school, and we would encourage you
to adapt these checklists where you feel appropriate and, indeed, to use them as a guide
to writing others. The process of writing checklists will give you an insight into what
examiners are looking for, an insight which will help you play the OSCE game and win.



FINALS AND THE OBJECTIVE STRUCTURED CLINICAL

EXAMINATION

The OSCE in finals – why?

Summative assessment is a time-consuming, difficult and expensive process to do well.
It is a high-stakes occupation for all participants. The increased scrutiny of the medical
profession over recent years has meant that medical schools have to be absolutely sure
that graduates have real and measurable competency in the skills they will need as
junior doctors. As a result, assessments have become increasingly focused on testing com-
petencies; they now go beyond simply examining theoretical knowledge about skills –
candidates must actually demonstrate the skills being assessed. It is difficult to test a
medical student’s performance ‘in vivo’ or in real settings, as they are not yet practising
clinicians. The alternative is to focus on ‘in vitro’ tests such as OSCEs.

Old-style finals, although long established, had a number of weaknesses. There was an
element of ‘pot luck’ with regard to who was your assessor and which cases you saw. The
OSCE consists of a number of stations and allows students to be assessed across a wide
range of knowledge, skills and attitudes by a range of examiners. This, and the fact that
the marks are allocated objectively rather than subjectively, is thought to make the OSCE
a more accurate, fair, rigorous and defensible assessment than long or short clinical
cases. A well-constructed, well-planned OSCE is therefore thought to offer high validity
and moderately good reliability in assessing competence in clinical skills (Newble and
Cannon, 1994).

This type of assessment is also used in postgraduate assessments such as the
Membership of the Royal College of Physicians (MRCP) Practical Assessment of Clinical
Examination Skills (PACES) assessment and PLAB Part II. OSCEs are, and will remain for
some time, a part of our professional lives – there is no escaping them!

The OSCE in finals – what?

Most students have had some experience of OSCEs and almost every medical school will
use this method of assessment somewhere in their undergraduate course. Many of the
OSCEs that students will have been exposed to in earlier years of the curriculum assess
simple competencies. Often these are basic practical procedures and tests of examination
skills and history-taking skills with more emphasis on technique than findings. At the
level of finals, more is expected of students. This is an assessment that aims to judge
whether candidates are prepared to take on the role of a health professional. Practising
health professionals blend knowledge, skills and attitudes together to diagnose and care
for patients, and this is done using problem-solving and clinical reasoning skills (Hartley
et al., 2003). This means that the OSCE at finals goes a stage further; these assessments
check that candidates have the required knowledge, skills and attitudes and also that
they are capable of using these in a targeted and relevant way.

Understanding the OSCE

OSCEs are relatively formulaic and transparent assessments; they are not trying to
deceive or pull tricks. The key to doing well in this sort of assessment (apart from just

Introductory section ix
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being able in some of the competencies!) is knowing what the assessment is setting out
to test, what is likely to be in it, how it is constructed and how it will be marked. 

OSCEs are designed to be as reliable, objective, valid and feasible as possible.
To be reliable, a summative OSCE covering a wide curriculum needs more than 20

stations. This means there will be a large number of items in the test. You cannot therefore
leave whole chunks of the curriculum out of your revision plans. If you do, you will
almost certainly be faced with stations that you haven’t the faintest idea how to approach.
However, if you spend some time thinking about your general approach to certain types
of stations, for example communicating in difficult situations or performing joint
examinations, and devise some basic principles, no station is likely to faze you completely.
The large number of stations means that you can’t do perfectly on every station; learn to
accept this and you will be able to give every station your best shot. Your medical school
may offer sample questions from past papers and you should look at all the available
examples. This will give you an insight into how the OSCE is marked in your institution,
what sort of stations are included, what sort of instructions are given, and how long you
have for each type of task. Although there may be a few stations that are brand new
each year, many are re-workings of old stations, and being sure you can do well on all
past stations you have seen is probably the most important step you can take (other than
buying this book of course!).

To aid reliability in an OSCE further, the mark-sheets used must be relatively structured
and contain details of how to score or grade students fairly and objectively. There is a
variety of mark-sheets used in OSCEs at finals. These fall into two broad groups: mark-
sheets with a large series of items which limit markers by only allowing them to indicate
if a student has or has not performed a certain activity, and those with broader marking
areas and score ranges that allow examiners to use their own judgement with the help of
anchor statements. An example of each type of mark-sheet is included at the end of this
section. Although these mark-sheets look rather different, well-trained assessors seem to
be able to use both relatively objectively. Even in the less itemized type of mark-sheet,
anchor statements are often detailed and so assessors are limited to scoring on what they
actually observed and heard. Although it is difficult to get consensus on what constitutes
an excellent or good performance, most practising clinicians are clear about what
constitutes a poor performance. So if your assessment uses anchor statements, look
carefully at the descriptions of what constitutes a sub-standard performance on each
station and use this as a guide to work out what is the very least expected of you for an
assessor to pass you.

Finally, if you are aiming for excellent marks, it is worth remembering that ensuring
reliability also means that OSCEs often take more than 2 hours per circuit. This means
any one examiner may have seen countless students before you. This is a repetitive task,
and so it might be a good idea to think about how your performance might stand out
from the crowd – just be sure your performance stands out in a good way!

To be objective, the cases used in an OSCE need to be reproducible. This is because
most institutions will be running the assessment over a considerable number of hours,
even days, and often on a number of sites. This need for reproducibility means that any
real patients used will have to have relatively common stable conditions and be well
enough to sit through hours of examinations. Where role-players (actors or members 
of the public who have special training to simulate clinical scenarios) are used, the
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potential for conditions they may be asked to simulate is wider, but even an Oscar winner
would have some difficulty simulating a distended tense abdomen! For preparation
purposes, it might therefore be sensible to concentrate on common stable conditions for the
examination stations and to expect common credible scenarios for the talking stations.

To be valid, an assessment has to reflect the breadth of the school’s course. This is
usually done by ‘blueprinting’ the assessment. This process ensures that the stations sample
across every area of the curriculum to provide an assessment that tests a wide variety of
different skills and abilities. Also, a valid assessment will not test outside the defined 
course objectives, therefore taking time to look at these is worthwhile.

At finals, assessment often goes beyond simply checking whether a student has
mastered a clinical skill. Often the station will attempt to assess clinical reasoning by
requiring the students to attempt a differential diagnosis. This means that now is a good
time to start brushing up on your clinical reasoning skills. The best way to do this is to
list common presentations such as chest pain, numbness in the legs etc. Next write down
the most common causes for each condition (you may need to check with one of you
teachers or in a textbook that you have got these diagnoses correct). Then list the
questions and responses that would lead you to choose one diagnosis over another. For
example, if the symptom is chest pain and the three most likely diagnoses you have
written down are (i) ischaemic, (ii) oesophageal and (iii) muscular pain, positive
responses to questions about relation to eating or lying down make it more likely to be
oesophageal, whereas positive responses to questions about exertional pain and radiation
to the arm make it more likely to be ischaemic. When you are practising histories and
examination with each other, stop and reflect regularly: What have I discovered so far?
What does it mean with regard to what is going on? What questions or further
examination will prove or disprove this theory? With enough practice, these reflective
thoughts and hypothesis testing will become a natural part of your clinical acumen.

To be feasible, an assessment has to be relatively easy to run. OSCEs are expensive and
time consuming, requiring big halls, lots of equipment and plenty of markers. Patients
need stable common problems to allow assessment organizers to get enough cases for
every candidate to have a similar experience. Very sick patients and examination halls
do not go together; there are not the resuscitation facilities available and patient well-
being is paramount. This means that rare conditions are unlikely to be tested and the
serious conditions represented will be those that are relatively straightforward to
simulate (refer back to the paragraph on objectivity in this introductory section). Most
OSCEs will use models to assess practical skills for reasons of feasibility. Make sure you
are familiar with the skills models held in your clinical skills centre and practise on 
them – these are likely to be the same models that will be used in the OSCE.

Testing personal and professional development in OSCEs

The General Medical Council (GMC) document Tomorrow’s Doctors (GMC, 1993, 2003)
has had a significant effect on how and what medical schools teach and assess. All
schools are required to meet the recommendations in this document. The response of
most schools is to have a more integrated curriculum with closer links between the basic
and clinical sciences and a greater focus on acquiring professional skills and attitudes.
These curriculum changes are matched by changes in what is assessed at finals. 
For example, some aspects of basic medical science relevant to professional practice,
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such as using statistical and epidemiological skills to evaluate evidence, are now being
tested in finals. Professional skills such as using ethical and legal principles in decision
making or making the most of health promotion opportunities are also being tested. 
Do not leave these areas out of your exam preparation. Also remember that professional
attitudes may be tested by observing your behaviour in more complex or demanding
stations. Being polite, respectful and non-judgemental with all patients and role-players
is essential, as are displaying respect for other members of a team and insight into your
own limitations.

How to fail an OSCE

It is possible to be a competent final-year student and fail an OSCE by not knowing what
is required of you in the exam, by working hard and not smart. You must, as outlined
above, find out exactly what your OSCE entails and prepare for it in an exam-focused way.

You need to convey to your examiners that you are ready to be a doctor, and the way
to do this is to act like one! There are therefore some behaviours and tactics that can
predictably put you into a ‘fail’ category. These include lying, being rough with patients
or oblivious to their feelings, failing to get consent, being dangerous with equipment,
especially sharps, and being cocky or argumentative with the examiner. Conversely, to
give yourself the best chance of passing, you should dress professionally and
appropriately, appear confident yet not over-confident, be safe, and interact with
patients in a caring and pleasant manner. In stressful situations it is sometimes all too
easy to pay less attention to these areas in an attempt to get the station completed. 
To avoid this when you are practising with your colleagues, don’t just say ‘I would gain
the patients consent and ensure comfort’ or ‘I would dispose of the sharps carefully’ –
actually do the thing. If you practise a behaviour often enough, it will become like
second nature. Also remember that the examiner is trying to help you; showing
disrespect is guaranteed to loose you valuable marks.

Due to the scale of a finals OSCE, you may be examined at a centre with which 
you are unfamiliar. Make sure you arrive unflustered by leaving home with lots of 
extra time and clear instructions of where to report. It is difficult to cope with students
who are absent, late arrivals, or those who turn up at the wrong place. Don’t start out
with the disadvantage of being flustered and looking unprofessional. If you are a
borderline candidate, this may be the deciding factor that means you are a fail and 
not a pass.

OSCEs are daunting and often stations do go disastrously. The last thing you need is
for one poor performance to adversely affect the rest of your exam. Difficult though it is,
you have to try to collect your thoughts together and be calm for the next station, not
allowing yourself to dwell on the disaster of the last.

Finally, those who are experienced in assessment would agree that failing is usually a
multi-factorial situation – rarely is the candidate simply not knowledgeable or skilled
enough. If you are unwell, emotionally overwrought about the thought of finals, or 
if something significant is going on in your life that is distracting you from your
preparations, speak to your personal tutor or academic advisor as soon as possible and
definitely before the assessment. Sharing this information with the right people can only
help you in the long run.



Long-case OSCEs

More and more schools are replacing traditional long cases with long-case OSCEs. These
are similar in format to other OSCEs but the stations are longer and usually require 
more complex professional skills. These OSCEs may also include structured orals or
vivas, or a variation on the OSCE known as the OSLER (Objective Structured Long Case
Examination Record). If your school uses an OSCE format for long cases, it is essential
that you get some practice in these sorts of stations with clinicians who are familiar with
the format. Be clear with anyone who is helping you to prepare in those final months
about exactly how you are being assessed. Many clinicians may not be up to date with
more recent assessment changes, so if you can give your teacher an example mark-sheet,
it will help to focus his/her feedback to you about your performance.

The usefulness of vivas at finals causes fierce debate among medical educators.
Structured vivas maintain the strengths of vivas, being useful in assessing all-round
knowledge and attitudes, whilst attempting to be more objective and fair. They can 
still be terrifying assessments, especially as there is likely to be more than one 
examiner at the station. Get some practice to steady your nerves, and remember that
they are designed to test across an area, so don’t panic if you cannot answer every
question perfectly. Remember, one of their strengths is testing attitudes, so being 
honest and saying ‘I don’t know’ is important. Also, saying ‘I would ask the patient 
what they wanted’ or ‘I would consult a senior colleague or the member of the team 
with the appropriate knowledge or experience’ is not a bad answer if you really haven’t
got a clue.
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EXAMPLE MARK-SHEET

VITAL SIGNS

Examiner: Please confirm the vital signs in this patient before the first candidate.
The BP measurement should be within 6 mmHg of your measurement.

Please mark one response for each item like this [ _____ ]

Instructions for candidate

In this station you will be asked to assess and record this patient’s vital signs. Please
measure the blood pressure, radial pulse rate and rhythm, and respiratory rate of this
patient and state your findings to the examiner.
You have 7 minutes

Items Y N
1. General approach to patient (courteous, good rapport, [   ] [   ]

ensures comfort etc.)
Blood Pressure
2. Chooses correct cuff [   ] [   ]
3. Puts cuff on correctly [   ] [   ]
4. Feels a pulse and places stethoscope correctly [   ] [   ]
5. Inflates cuff, within reason, above pulse pressure [   ] [   ]
6. Lowers mercury at appropriate speed [   ] [   ]
7. Reports correct blood pressure [   ] [   ]

Pulse
8. Measures rate and rhythm at radial pulse [   ] [   ]
9. Reports correct rate [   ] [   ]

10. Reports correct rhythm [   ] [   ]
Respiratory Rate
11. Measures rate by observing chest for at least 30 seconds [   ] [   ]
12. Reports correct rate [   ] [   ]

Global score Clear pass [   ]
Borderline pass [   ]
Borderline fail [   ]
Clear fail [   ]
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EXAMPLE MARK-SHEET

EXAMINATION SKILLS – RHEUMATOID HANDS

Instructions for candidate: Mrs Smith is a 50-year-old lady with rheumatoid arthritis
(RA). She complains of painful hands. Please examine her hands. Towards the end 
of the station I will ask you to present your findings.

Item Good pass Pass Borderline Fail
1. Appropriate
start to the [        ] [        ] [        ] [        ]
examination

States full name Introduction of Some attempt at No attempt at
and role, checks self, gives introduction, introductions, no
preferred form of overview of vague description explanation of
address, explains purpose of of purpose of purpose of
nature of examination examination, examination,
examination, makes statement does not gain
gains consent for assuming consent consent
examination

2. Conducts
appropriate [        ] [        ] [        ] [        ]
examination

Systematic and Generally Unsystematic Unsystematic,
thorough appropriate examination, misses areas of
examination of examination cursory examination,
hands including examination of does not watch
elbows, watches some areas patient’s face
patients face

3. Presents findings
of examination

[        ] [        ] [        ] [        ]

Systematic and Generally accurate Unsystematic Chaotic 
accurate summary summary of description of description,
of findings findings findings. Some significant

omissions or omissions or
incorrect findings inaccuracies

4. Suggests correct
diagnosis (RA) [        ] [        ] [        ] [        ]

Correct diagnosis Correct diagnosis Diagnosis of Diagnosis
with appropriate inflammatory incorrect or no
weighting of arthritis but not attempt at
findings in specifically RA diagnosis
examination to
support this

Global Score [        ] [        ] [        ] [        ]



This page intentionally left blank 



Blood cultures 4

Basic life support (BLS) 6

Male catheterization 8

Intravenous injection 10

Oxygen therapy 12

Nasogastric tube insertion 14

Confirming a death 16

Recording an electrocardiogram 18

Doppler measurement of 20

ankle–brachial pressure index

Setting up a syringe driver 22

Blood transfusion 24

SECTION 1:

PRACTICAL SKILLS


