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Introduction
We believe:
...that

fresh graduates have a unique perspective on what
works for students. We have captured the insight of medical students

and recent graduates in the language that they used to make complex material
more easily digestible for students. This textbook has been written by junior
doctors and medical students, but also with the reassurance of review by
senior clinicians

...that medical texts are in constant need of being updated.
Every medical student has the potential to contribute to the education of others
by innovative ways of thinking and learning. This book is an open collaboration
with you: the readers of the Unofficial Guide to Passing OSCEs have become the
writers of this book. You have the power to contribute something valuable to
medicine. We welcome your suggestions and collaboration on developing this
textbook in the future, and our other titles from adding new stations to simply
making what we have already even better

...that medical knowledge should be acquired in a fun and
memorable way, which is why we have made this book practical, so

that
you can use it in groups to practise with friends when you revise for your OSCEs

...that medical knowledge should be spread and shared at a
minimal cost to the student. We will also continue to support medical
education projects, through developing the writing skills of our readers.

…as well, we will continue to support charities of your
choosing. So far money has been donated to Heart Research UK,
Dreamflights UK, Alzheimer’s UK, Teenage Cancer Trust, Mencap,
The Magic Wand Appeal, Bluebells Hospice, Reviseforfinals, and
The Shello Orphanage Fund.

We appreciate that OSCEs are often the most stressful exams
you will take at medical school.................
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The Unoff icial Guide to Passing OSCEs:
Histories

Now in its Third Edition, The Unofficial
Guide to Passing OSCEs has been received
with wide acclaim. Candidate Briefings, Patient
Briefings, and Mark Schemes is designed to
help you practically go through a mock OSCE
and structure your OSCE revision. Get into
groups, or read through it on your own,
and start practising!

10 Stations
Examinations

25 Stations

Orthopaedics

7
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Communication
Skills

10 Stations

Practical Skills

10 Stations
Radiology

Email: zeshanqureshi@doctors.org.uk
Facebook: http://www.facebook.com/
groups/213464185413737/
Twitter: @DrZeshanQureshi
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Obstetrics and
Gynaecology
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Psychiatry
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Paediatrics

10 Stations
...This book aims to empower your

examination preparation and help you
on your way to excelling in the OSCE.

We wish you all the best in your upcoming
examinations and your future medical career.
Please get in touch.
We look forward to
working with you,
Zeshan
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Foreword
OSCEs are a unique style of examination sat by medical

students where structured preparation is the key to success.

Nothing can substitute time spent on the wards but an additional revision tool,
to help you reach the highest grades, is practising and acting out scenarios (no
matter how ridiculous you feel) with another student.
This book presents a wide range of example scenarios that will ensure that you
think in a logical manner and allow you to practise the stations, therefore
reducing the anxiety when you perform under assessment. Each station contains
instructions for the student, an extensive mark scheme and realistic directions
for the patient so that your revision is as similar to the real exam as possible.
Using this resource will guide your OSCE revision, enabling you to progress in
skill and gain formative feedback. Questions at the end of each station test your
knowledge or force you to think logically when giving a sensible suggestion if
you’re not quite sure!
This book has been written and reviewed by doctors and students who know
what medical schools like to examine on, therefore it is a focused, up-to-date
and universally applicable resource for the clinical years of training.
Good luck in your upcoming OSCEs and may you make the very best of your
preparation time!

Katherine Lattey
Medical Student
Brighton and Sussex Medical School

7

Introduction

The Unofficial Guide to Passing OSCEs: Candidate Briefings, Patient Briefings and Mark Schemes

Introduction

OSCE Strategy
Success in exams is due to 5 key things:
1
2
3
4
5

//
//
//
//
//

Preparation
Practice
Practice
Practice
Practice

You’ll notice that “luck” is not listed. With this in mind,
may I recommend some of the following strategy points:

1 // Know the format of your OSCE: how long do you get per station?
How long do you get to read the brief? Ask the doctors who sat the
exam last year!

2 // Read the instructions and do exactly what is asked. For example
one year, the cardiac examination candidate briefing stated
‘you may assume there is no hepatomegaly’. Therefore, in
this case, don’t examine for hepatomegaly!

3 // The actor is a real patient. Good actors do not act. They inhabit
the role (this is why movies are believable). Treat them as
a real patient.

4 // Look and act like a doctor. Dress and present yourself
professionally, speak purposefully and confidently, maintain
good posture, and genuinely show interest in the ‘patient’ and
their problem. Do a practise run in the clothes you are going to
wear!

5 // Always present your histories and your examinations back to an
examiner – a colleague or qualified doctor.

Introduction
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6 // Your technique is more important than “getting” the actual
Introduction

diagnosis. This is because correct technique will lead you
to the diagnosis. For example, there is a mark for correct
percussion technique. Most students (and many doctors) fail
by not lifting their percussing finger off on their last ‘tap’. This
error gives a different note and will lead you to misinterpret.

7 // Do not throw away “easy” marks - things you should be doing
automatically. You will see featured on almost every mark-sheet:
introducing yourself, explaining your role, maintaining good
eye contact, washing hands. Do not assume you are doing
all of these, or doing them correctly. Get a colleague to critique
you as harshly as possible – much preferable to an examiner
doing so.

8 // Don’t get scared or intimidated by the examiner. You get a new
one at the end of each station! It is possible to score really high
marks overall in your OSCE even if you fail a station: people that
design the OSCEs understand that for a whole host of reasons,
one or two stations might not go as well as you deserve
them to go.

9 // Practice 2 minutes of silence after your first question,
(or one minute if your OSCE station is short). Time yourself or
be timed and no matter how strong the urge, do not interrupt
the patient until 2 minutes are up. Nothing more than an
encouragement to continue (if required). You will get far more
information this way and your consultation will actually be
quicker as a result.

10 // The marks that seem harder to obtain will come with practice.
When you no longer need to remember which part of the
examination comes next, you can focus on the patient, the
non-verbal cues such as fear in their voice, or the fact they look
exhausted or stressed etc. This will also mean you can focus on
interpreting clinical signs, rather than remembering how to
elicit them.
9
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led: don’t have a predefined list of questions to go through in a
specific order. Instead cover topics and patient anxieties in
the order they naturally come up in the consultation.

Introduction

11 // After a little more practise, try and become more and more patient

12 // A differential diagnosis is as important as the diagnosis,
if not more so.

13 // Finally, make sure you always thank the patient and ensure they
are covered up appropriately, maintaining their dignity before you
turn to speak to the examiner.
Use this book! Go in pairs to examine your patients. One of you should play the
role of examiner using these marksheets: you learn from observing others too.
Explain to the patient what you would like to do, and with their permission
simulate your exam conditions, especially timing. They may find it entertaining!
Before you leave, please check that you have not used any terms that the patient
doesn’t understand, and ask if they have overheard any unfamiliar words that
they would like you to explain to them.

Patrick Byrne
GP and Physician in General Medicine
Belford Hospital, Fort William
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How to Use this Book
This book is designed for convenience to you the student. Each ‘station’ is divided into
several sections, either for you to study by yourself, or to be divided into three roles: ‘the
candidate’ ‘the examiner’ and ‘the patient’. If there are two people in your group, then
dont worry, the patient can ‘double up’ as the examiner as well.
Candidate Briefing
These are real life instructions that would be read by the candidate
before going into the OSCE Station. You will not be able to ask any
questions. Take your time to read it, or have it read to you, and then
walk into the ‘station’ and start performing the task.
Patient Briefing
These are real life instructions that would be read by the actor
playing the patient before going into the OSCE Station. As
the patient, pay particular attention to questions and
concerns you might have going into the consultation.
Examiner Briefing
This is divided into three parts (as follows):
Mark Scheme
This a check list of things that it is important to cover in the station.
This is not based on any specific university mark scheme, but covers
the general principles we think are important to cover in the station.
The examiner can tick off points as they are covered in the boxes
provided, and there is room for the mark scheme to be used
five times to gauge progress.
Questions and Answers for Candidate
These questions can be asked to the candidate.
The answers are provided.
Additional Questions to Consider
These are other questions surrounding the general theme of
the station. They are ones to consider and think through as
alternatives to those provided.

&
QA

STATION 7
FUNDOSCOPY
Candidate Briefing: Mr Wilson is a 55-year-old man with diabetes. Please examine
his fundi. His pupils have already been dilated. Sketch your findings on
the sheet provided.

Practical

IMAGE 1: (Fig 5.3 Chapter 5, Station 7: Unofficial Guide to Passing OSCEs)

Additional Images to Practice:
(follow on the next page)

271
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IMAGE 2: (Fig 5.5 Chapter 5, Station 7: Unofficial Guide to Passing OSCEs)

Practical

IMAGE 3 (Fig 6 Chapter 5, Station 7: Unofficial Guide to Passing OSCEs)

Station 7 // Fundoscopy
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Mark Scheme for Examiner
Introduction and General Preparation
Introduce self (wash hands before touching patient)
Seek permission
Explain procedure: warn will be close to face

Positioning and Technique
Darken room
Ensure pupil dilated (e.g. using tropicamide)
Correct set up and adjustment of ophthalmoscope

Practical

Examine the right eye with your right eye (scope in right hand)
and visa versa

Examination Sequence
Elicit red reflex (At 30cm and 45 degree angle to nose)
Examine optic disc
Look for abnormalities in the macula
Examine the four major vessels arcs out to the periphery, and
look for retinal/vessel abnormalities in each quadrant
Report your findings (see below)

Findings on Image 1:
‘Multiple dot and blot haemorrhages are scattered throughout the retina. There
are hard exudates in the superior field, and a cotton wool spot in the inferior
field. The disc looks healthy, with no new vessels visible. These changes would
be consistent with severe non-proliferative diabetic retinopathy. There are also
hard exudates superior to the macula indicating diabetic maculopathy’

273
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Findings on Image 2:
‘The optic disc is pale with blurred margin, indicating a swollen disc.
If that patient has raised intracranial pressure this would be consistent
with papilloedema. I would also consider other causes such as optic neuritis’

Findings on Image 3:
‘There is a pale area around the macula, with some hyperpigmented areas. There
are some soft drusen. I cannot see any areas of haemorrhage. This would be
consistent with dry age-related macular degeneration’

What finding would you expect in non-proliferative diabetic
retinopathy?
•
•
•
•

Practical

&
QA

Questions And Answers for Candidate

Microaneurysms
‘Dot and blot’ haemorrhages
Hard exudates
Cotton wool spots

What is laser photocoagulation and how does it treat
diabetic retinopathy?
• The aim is to reduce the oxygen demand of the retina and thereby control, reduce or
reverse neovascularisation
• Typically about 2000 low intensity burns are created in the periphery

Station 7 // Fundoscopy

274

What are the stages seen in hypertensive retinopathy?
•
•
•
•

Grade
Grade
Grade
Grade

1
2
3
4

=
=
=
=

Silver wiring
Grade 1 plus AV nipping
Grade 2 plus cotton wool spots & flame haemorrhages
Grade 3 plus papilloedema

Additional Questions to Consider

Practical

1 // Name some causes of a “cherry red spot”.

275

2 //

What is a cataract, and name some risk factors for its
development?

3 //

What is the red reflex? Why do we look for it in child
surveillance?

4 //

What does uveitis look like, and name a cause?

5 //

Define the terms: strabismus, amblyopia, arcus,
and pterygium.

5 // Practical Skills
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STATION 8
DEATH CERTIFICATION
Candidate Briefing: You are working on the stroke unit (at Hope Hospital,
Whitby Road, London OG1 P02), and are called by the nursing staff to see an
81 year old patient (Jonathon Benjamin Morgue) that has just passed away.
You are asked to pronounce them dead and to write a death certificate.
The cause of death is a cerebrovascular accident which happened 2 days ago.
It was felt to be secondary to atrial fibrillation, which was diagnosed 1 year
5 months ago. The patient also suffered a myocardial infarction 11 years ago,
and was diagnosed with COPD 16 years ago. There is a clear cause of death,
and there are no other concerns with regard to informing the coroner. You
clerked the patient on admission.
The patient was found dead by the nursing staff at 01am on 28/1/13,
and you verify the death at 01:43. You’re consultant is Dr. Raj Patel.

Practical

A blank death certificate is provided for you. (on the following page)

Station 8 // Death Certification
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Mark Scheme for Examiner
Verification of Death
If family present explain what you are going to do
Check for response to painful stimuli (sternal rub)
Feel for carotid pulse – 1 minute

Positioning and Technique
Auscultate for breath sounds – 1 minute
Auscultate for heart sounds – 1 minute
Check pupils for dilation and responsiveness to light
Leave body in dignified state (cover up to neck in sheet)

Practical

Document examination together with time and date of
verification in the patients medical notes

Writing a Death Certificate
Block capitals and black ink used , no abbreviations used
Patients full name, date of death and time of death as
pronounced by doctor, place of death
Select appropriate option regarding post-mortem
Select appropriate option with regard to whether the doctor
attended / another medical profession attended the deceased
during their last illness
Appropriate cause of death part one, including duration
of disease(s)
Appropriate significant co-morbidites in part two,
including duration of disease(s)
Your details (name, signature, medical qualification)
Name of consultant in charge

Station 8 // Death Certification
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Questions And Answers for Candidate

&
QA

• Any uncertified death
• Any death that is sudden and unexpected, or that is violent, suspicious or
unexplained
• Any death that results from an accident at work, involving a vehicle, or burns,
scalds, fire, explosives or similar
• Due to poisioning, including overdose
• Due to industrial disease
• Where circumstances suggest suicide
• Indications of a medical mishap
• Following abortion
• Any death due to a fault or neglect on the behalf of another person or organisation
• Death occurring whilst in custody
• Death as a result of food poisoning or notifiable infectious disease
• Any death of a foster child

Practical

Give three examples of when a death might be reported
to a coroner.

Who can issue a death certificate?
• A registered medical practitioner or a coroner (or Procurator Fiscal in Scotland)

Before cremation, what must be removed?
• Pacemakers or any kind of radioactive implant

Station 8 // Death Certification
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Additional Questions to Consider
1 // Why is it important to check a patient’s employment
history in some cases?

What criteria must the doctor who completes the 2nd part
of the cremation form meet in order to be allowed to
fill it in?

3 //

When is the time of death, that which the patient is found
dead by the nursing staff, or that which the patient
is pronounced dead by the doctor?

4 //

What would you do if you were asked to pronounce a
death in the middle of the night, but were not sure what
the cause of death was?

5 //

The nurse calls you in the middle of the night as the
on-call doctor to come and certify a death. What does
the phrase ‘certify a death’ mean?

Practical

2 //

281
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Station 3
ORTHOPAEDIC X-RAY
Candidate Briefing: Mrs Jones is a 68-year-old lady who has recently fallen.
Her leg is shortened and externally rotated. Tell the radiologist what films
you would like to request, and then describe the findings of the film that
is shown.

Radiology

ORTHOPAEDIC X-RAY 1: (Taken from Unofficial Guide to Passing OSCEs 3rd Edition:
Chapter 6, Station 3)

307
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Additional Images to practice with:

Candidate Briefing: Miss Walker caught her little finger in a door and has
presented with an obvious deformity. Please describe the X-ray findings.
Are there any other views you would like to review?

Radiology

ORTHOPAEDIC X-RAY 2: (Taken from Unofficial Guide to Passing OSCEs 3rd Edition:
Chapter 6, Station 3)

Station 3 // Orthopaedic X-Ray
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Candidate Briefing: Mr. Allison is a 82 year man who has presented with
increasing left sided hip pain. There is no history of recent trauma.
Please present the findings of the X-ray.

Radiology

ORTHOPAEDIC X-RAY 3: (Taken from Unofficial Guide to Passing OSCEs 3rd Edition:
Chapter 6, Station 3)
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Mark Scheme for Examiner
Technical Aspects
Checks patient details (name, date of birth, hospital number)
Checks the date of the X-ray
Identifies the projection of the X-ray
Assesses technical quality of X-ray (entire bone/joint included,
adequate views)

Obvious Abnormalities
Describes any obvious abnormality
Systematic review of the film
Assesses the bones for fractures (cortical step, buckle, gap,
disruption of the trabeculae, disruption of Shenton’s Line)
Comments on the joints (dislocation / subluxation)
Assesses for joint effusions if appropriate
(e.g. knee or elbow)
Radiology

Comments on degenerative joint changes
Comment on abnormal bone texture (e.g. radiolucency
consistent with osteopenia)

Describing fractures

(if relevant)

Which bone
Which part of the bone (proximal, middle, distal third,
intra-articular)
Fracture pattern (simple / open, comminuted, impacted)
Fracture type (transverse, oblique, spiral, greenstick)
Displacement
Angulation

Station 3 // Orthopaedic X-Ray
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Rotation
Shortening

Summary
Presents findings
Reviews relevant previous imaging if appropriate
Provides a differential diagnosis where appropriate
Suggests appropriate further imaging / investigations
if relevant

Findings of Orthopaedic X-Ray 1:
This is an AP Pelvis radiograph. There are no identifying markings. I would like to ensure
that this is the correct patient and check the date that it was taken. The film is not
rotated and there are no important areas cut off at the edges of the film.

Radiology

There is an oblique intracapsular fracture involving the left femoral neck. It is a simple
fracture with minimal displacement. There is no angulation, rotation or shortening. There
is no intra-articular involvement. Bone lucency is normal.
There are no other abnormalities on the radiograph. A lateral X-ray is needed to
complete the radiological assessment of the fracture.

Findings of Orthopaedic X-Ray 2:
This is a lateral view of the 5th finger. The patient details and timing of the
examination are not available. The proximal aspect of the digit is obscured by the
other fingers.
There is posterior dislocation of the distal phalanx of the 5th digit. No fracture is visible
on this single view. To complete my assessment I would like to review an AP view of
the digit.
Repeat AP and lateral views should be performed following manipulation of the digit.
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Findings of Orthopaedic X-Ray 3:
This is an anonymised AP X-ray of the pelvis. It is a technically adequate X-ray of
the hips.
There is marked degenerative change at the left hip joint, with complete loss of
joint space, subchondral sclerosis, osetophytes and bone cysts. No fracture is visible.
There is a right total hip replacement. No periprosthetic fracture is visible. No obvious
loosening of the prosthesis, although I would like to compare with previous films
to thoroughly assess the position of the prosthesis.
In summary this single AP view of the pelvis shows marked degenerative changes at
the left hip joint and a right total hip replacement. No fracture is visible. I would like to
review a lateral film of the symptomatic hip, as well as previous pelvic X-rays to
complete my assessment.

Questions And Answers for Candidate

&
QA

•
•
•
•

Radiology

What four signs on an X-ray might suggest osteoarthritis?
Reduced joint space
Osteophyte formation
Subchondral sclerosis
Subchondral cyst formation

What does a fat fluid level on a horizontal beam lateral
knee X-ray signify?
• Lipohaemarthrosis from a possible intracapsular fracture

Station 3 // Orthopaedic X-Ray
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In the context of trauma, which views are required for a
technically adequate X-ray assessment of the cervical spine?
• Lateral view showing C1 to the C7/T1 disc space
• AP view
• Open mouth PEG view showing C1/C2 articulation

Additional Questions to Consider
1 // What further views / imaging could be used to assess

Radiology

the cervical spine if the standard 3-view assessment
is inadequate?

313

2 //

What is the difference between subluxation and
dislocation?

3 //

Discuss the blood supply to the femoral head and its
relevance to the treatment of neck of femur fractures.

4 //

How would you manage an open fracture of the
midshaft of the radius?

5 //

Which bones are particularly at risk of avascular necrosis
following a fracture?

6 // Radiology
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