
                                                                                                                                   

 

 

 

Department of ENT 

OSCE 

 

Station 1 

 

This is the exact same picture we had in the exam:- 

 A) What is (a)? 

 B) What is (b)?  

C) What is the treatment of (b)? 
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Station 2 

 

A) What is this instrument?  

B) What is the name of the diagnostic procedure that is made using this instrument? 

 

 

 

 

 

 

 

 

 

 

 

 



 

Station 3 

 

This is the exact same picture we had in the exam:- 

 A) What is this condition?  

B) What is your management? 

 

 

 

 

 

 

 

 

 

 

 

 



 

Station 4 

 

This is the exact same picture we had in the exam:- 

 

 A) What is the name of this procedure?  

B) Name one indication.  

C) Name one complication. 

 

 

 

 

 

 

 

 

 

 



Station 5 

 

History of a young male with runny nose and nasal congestion, and frequent nasal 

infections. 

 A) What is your diagnosis? 

 B) What is your management? 

 

 

 

 

 

 

 

 

 

 

 

 

 



Station 6 

 

This is a patient with Laryngeal carcinoma complaining of hoarseness of voice  

A) What is the most common type of laryngeal cancer?  

B) Give two predisposing factors.  

C) Suggest two other complains. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Station 7 

Patient presented with hearing loss in his left ear. His Rinne’s test is negative in left ear 

and this is his audiogram.  

A) Mention 4 possible causes of deafness in this patient. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Station 8 

A young boy presented to you complaining of snoring. This picture is seen on examining 

the child’s throat. 

 A) What is your diagnosis?  

B) What is your management?  

C) Give 2 indications for your management. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Station 9 

 

A) What is (a)?  

B) What is (b)? 

C) Where does the ethmoidal sinus drain? 

 

 

 

 

 

 

 

 

 

 

 

 

 



Station 10 

 

I couldn’t find the picture we had!  

A child presented with history of choking. We did him this X-ray.  

A) What is your diagnosis?  

B) What is your management?  

C) Give two complications to this condition. 

 

 

 

 

 



 

 

 
   

Department  ofPaediatrics 

 

DEPARTMENT OF PEDIATRICS  

OSCE STATION 1 

Q1 :An 8year Old female presents with acute pain in abdomen , fever with vomiting from 

12hours. Child looks dehydrated on examination with tenderness at right iliac fossa. X-ray was : 

 

 

a) What is the clinical diagnosis ? 

b) What does Xray show? 

c)USG Criteria for disease  

d) Most Specific sign in clinical examination? 

e) Investigation of choice and gold standard? 

Dr. Vithalrao Vikhe Patil Foundation’s 

Medical College &Hospital , Ahmednagar 
Near Govt. Milk Dairy, MIDC,  Ahmednagar-414 111 

(Maharashtra) 
Tel: (0241) 2778042, 2777059  Fax: 2779757 

 
 

 

 
 



 

 

OSCE STATION 2 

 

Q2 : A 14month old male child presents with cough , fever and one episode of generalized 

seizures for 4mins. He has history of similar episode 2 months back: 

• What is the most probable diagnosis? 

• What is the risk for future epilepsy ? 

• Will you do lumbar puncture in this patient ? 

• What are indications of Neuroimaging ? 

                          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

   OSCE STATION 3 

 

Q3 : A 6year old boy presented with periorbital puffiness , red colour urine. He had history of 

URTI 12days back and now on examination he had tachycardia , tachypnea and his BP 142/80 

mm of Hg. 

 a) What is the most likely diagnosis ? 

b)What investigations you will do to confirm the diagnosis?  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

OSCE STATION 4 

 

Q4 : A girl child presented with palpitations , diarrhoea and loss of weight since three months : 

 

• What is the diagnosis ? 

• Thyroid swelling is non tender ,non nodular and exophthalmos. What is the cause ? 

• List 4 other cause  

• Investigations  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

• OSCE STATION 5 

 

Q5: A 2 year old child is brought for toe walking : 

• What is the commonest cause ? 

• What is the differential diagnosis ? 

• Upto what age is it normal ? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

OSCE STATION 6 

 

Q6: A 1year old child came with complaints of fever , cough , cold and breathlessness since 3 

days : 

• Discuss the DD’s for this condition  

• Investigation to be done for the same  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 



 



Objectively structured clinical examination (OSCE) in Community 

Medicine 

Station 

No. 
Question Domain assessed Marks 

1 

A 25 year old man is having high grade continuous 

fever associated with headache, muscle and joint 

pain, retro-orbital pain and maculopapular rash. 

Identify the clinical condition for history given. 

Cognitive  

5 

2 

A 10 year old child was brought to the OPD with 

history of fever and the rash as shown in the picture. 

Explain the management and preventive measures 

for a given condition to the patient. 

 

Cognitive and 

Affective 

5 

3 

A 2 years old child was brought to the OPD with the 

history of fast respiration, nasal flaring, use of 

accessory muscles and bluish discoloration of 

fingers. 

Diagnose the given condition. 

Cognitive, 

Affective and 

psychomotor 
5 

4 

A pregnant woman was diagnosed with breech 

presentation. Counsel the woman regarding 

institutional delivery. 

Cognitive and 

Affective 5 

5 List out various reasons for high risk pregnancy  Cognitive 5 

6 

A 2 months old baby was brought to the OPD with 

history of loose stools since 3 days, lethargic, not 

taking feed since last night. How do you examine the 

baby and make the diagnosis or provisional 

diagnosis? 

Cognitive, 

Affective and 

psychomotor 
5 

7 

A case of diphtheria was found in the family. 

Counsel the mother regarding prophylaxis treatment 

to other family members. 

Affective  

5 
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OSPE STATION 1
Investigating Police officer(IO) has sent the sealed 
weapon for your expert medicolegal opinion.
Investigating Police officer (IO) is having following 
queries about the weapon.
1) Type of weapon.                                   2 Marks
2) Injuries possible with this weapon.     2 Marks
3) Injuries impossible with weapon.        2 Marks
Reply to Investigating Police officer (IO) about his 
queries with justification in prescribed weapon 
proforma.
Also seal weapon with standard protocol.  4 
Marks
10 marks10 minutes 
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OSPE STATION 2

Investigating Police officer has sent the sealed 
Bone for your expert medicolegal opinion.
Investigating Police officer (IO) is having following 
queries about the sealed bone.
1) Age of the individual from sealed bone. 2 Marks
2) Sex of the individual from sealed bone. 2 Marks
3) Cause of death from sealed bone.        2 Marks
Prepare bone report according to standard 
protocol with   justification of above queries.      
4 Marks
10 marks10 minutes











                                                                                                                  

 

 

Department of General Surgery 

OSCE 

 

OSCE – I 

 

Q1. Identify the Drug & its Class. 

 Q2. Use of the Drug.  

Q3. Adverse Effects.  

Q4. Regime used in Management of Breast.  

• CYCLOPHOSPAMIDE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Dr. Vithalrao Vikhe Patil Foundation’s 
MEDICAL COLLEGE 

Opp. Govt. Milk Dairy, Vadgaon Gupta, M.I.D.C., 
Ahmednagar - 414 111. 

Tel: (0241) 2778042, 2777059, 2779757, 
Fax: 2779782       E-mail: vpfamch@sancharnet.in 

Website: www.vpfmch.org. 
E-mail principal_medical@vims.edu.in 

http://www.vpfmch.org/
mailto:principal_medical@vims.edu.in


 

OSCE – II 

 

Q1. Identify the Drug & Indication of use in Clinical Practice. 

 Q2. Dosage. 

 Q3. Indications of the Drug.  

Q4. Adverse Effects.  

• VITAMIN K 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

OSCE – III 

 

Q1. Identify the Drug & Indication of use in Surgical Practice - CIN, Adjuvant 

Treatment.  

Q. 2 Mode of Administration  

Q.3Dose and Regime  

Q4.Adverse Effects.  

• BCG VACCINE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

OSCE – IV 

 

 

 

 

Q1. Identify the following Instrument. 

Q2. Indication.  

Q3. Site of Insertion & Post uses Precautions.  

Q4. Which Drugs can be Administrated Throught it?  

Q5. Complications. 

 

 



 

 

OSCE – V 

 

 

 

 

 

Q1.Identify.  

Q2. Uses. 

Q3. Complications.  

Q4. Precautions - Image Guided.  

Q5. Gauzes and Length. 

 

 

 



 

 

OSCE – VI 

 

 

 

 

 

Q1. Identify.  

Q2. Uses. 

Q3. Complications.  

Q4.Advantages & Disadvantages.  

Q5. Success of the Procedure is accessed by what? 

 

 

 



OSCE – VII 

 

   

 

 



20 years old male presented with intermittent abdominal pain and melena. 

Intra-operative findings - duodenal polyp, multiple jejunal polyps and a few 

ileal polyps.  

 

Q1. Identify the Condition and the Syndrome Associated with it.  

Q2. How will you investigate this Patient?  

Q2. Enlist a few Treatment options of the same.  

Q3. What will be your follow-up Advice?  

Q4. Enlist a few D/Ds for the condition. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – VIII 

 

 

 

Q1. Diagnose the Condition.  

Q2. Management. 

 

 

 

 

 



 

OSCE – IX 

 

 

 

Q1. Diagnose the Condition.  

Q2. Another name of this condition and its Complications.  

Q3. Different Sites of Occurrence.  

Q4. Give its Clinical Features.  

Q5. Management. 

 

 

 

 

 

 

 



 

OSCE – X 

 

 

 

Q1. Identify the Condition.  

Q2. Etiology.  

Q3.Clinical Features.  

Q4. Management. 
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LONG CASES 



LONG CASE 1 - PSORIASIS 

(100 marks) (45 minutes) 

 
Scenario: A 35 year male presented with red colored scaly lesions over body more than 3 

years. So take detail history, along with general/ systemic & local examination. Write 

your diagnosis/ differential diagnosis & management of the same. 

 
INTRODUCTION: (10 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: (5 marks) 

Red scaly lesion 

HOPI: (15 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Which body parts involved 

Have taken any treatment for the same complaints (if yes details) 

Aggravating & Relieving factors 

Associated symptoms sore throat/ fever/ joint pain 

Is there history of generalised redness with scaling or pus filled lesion 

H/o any chronic medications (if yes details) or h/o any drug ingestion prior to onset 

H/o stressful events 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: (05 marks) 

Similar complaints in the family 

PERSONAL HISTORY: (05 marks) 

Bowl/ Bladder habit 



Sleep 

H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (10 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

 

 
SYSTEMIC EXAMINATION: (10 marks) 

CVS: 

RS: 

Per abdomen: 

CNS: 

LOCAL EXAMINATION: (15 marks) 

Color of the lesion: Erythematous 

Primary lesion: Papule/ Plaque/ Pustule 

Secondary lesion: Scales (Silvery/ Rupiod etc)/ Crusts/ Excoriations 

Distribution: Symmetrical/ Asymmetrical 

Sites: 

PASI/ BSA involved (1palm=1%): 

Signs to be elicited: 

Auspitz sign 

Candle wax sign 

Woronoff’s ring 

Nail Examination: 

Mucosal Examination: 

Genital Examination: 

(Thanks to patient) 



DIAGNOSIS/ DIFFERENTIAL DIAGNOSIS: (05 marks) 
 

 

MANAGEMENT: (15 marks) 



LONG CASE 2 - IMMUNOBULLOUS DISORDER 

(100 marks) (45 minutes) 

 
Scenario: A 45 year male presented with fluid filled & raw lesions over body since one 

month. So take detail history, along with general/ systemic & local examination. Write 

your diagnosis/ differential diagnosis & management of the same. 

 

 
INTRODUCTION: (10 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: (5 marks) 

Fluid filled lesions/ Raw lesions/ Oral ulcers/ Itchy red lesion 

HOPI: (15 marks) 

How symptoms/ disease get started such as bullae (flaccid or tense), or urticarial lesion 

followed by blistering 

How symptoms/ disease progressed 

Which body parts involved 

Have taken any treatment for the same complaints (if yes details) 

Aggravating & Relieving factors 

Associated symptoms sore throat/ fever/ joint pain/ diarrhea 

H/o any chronic medications (if yes details) or h/o any drug ingestion prior to onset 

H/o photosensitivity 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: (05 marks) 

Similar complaints in the family 

PERSONAL HISTORY: (05 marks) 

Bowl/ Bladder habit 



Sleep 

H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (10 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

 

 
SYSTEMIC EXAMINATION: (10 marks) 

CVS: 

RS: 

Per abdomen: 

CNS: 

LOCAL EXAMINATION: (15 marks) 

Primary lesion: Papulo-vesicle/ Bullae 

Secondary lesion: Erosions/ Crusts 

Distribution: Symmetrical/ Asymmetrical 

Sites: 

BSA involved (1palm=1%): 

Signs to be elicited: 

Nikolskys sign 

Bulla spread/ Asboe Hansen sign 

Genital Examination: 

Mucosal Examination: 

Nail Examination: 

(Thanks to patient) 

DIAGNOSIS/ DIFFERENTIAL DIAGNOSIS: (05 marks) 

MANAGEMENT:  (15 marks) 



LONG CASE 3 – SCLERODERMA 

(100 marks) (45 minutes) 

 

Scenario: A 32 year female presented with tightening of skin of extremities & difficulty 

in opening mouth since 2-3 months. So take detail history, along with general/ systemic 

& local examination. Write your diagnosis/ differential diagnosis & management of the 

same. 

 

INTRODUCTION: (10 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: (5 marks) 

Tightness of skin/ bluish discoloration of fingers/ Breathing difficulty/ Difficulty in 

opening mouth-swallowing 

HOPI: (15 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Which body parts involved 

Have taken any treatment for the same complaints (if yes details) 

H/o tightness of skin/ un-pinch able skin 

H/o discoloration of fingers during cold or while immersing hands in cold water 

H/o dry cough/ reflux/ breathing difficulty/ joint pain/ mayalgia/ difficulty in opening 

mouth-swallowing/ incomplete eye closing 

H/o any chronic medications (if yes details) 

H/o photosensitivity/ Oral ulcers/ 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: (05 marks) 

Similar complaints in the family 



PERSONAL HISTORY: (05 marks) 

Bowl/ Bladder habit 

Sleep 

H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (10 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

SYSTEMIC EXAMINATION: (10 marks) 

CVS: 

RS: 

Per abdomen: 

CNS: 

LOCAL EXAMINATION: (15 marks) 

Face: 

 Tight, taut shiny skin on face-induration (inability to pinch skin)/forehead 
with decreased wrinkling/shininess/pigmentation (salt and pepper) 

 Inability to retract lower eyelid (Ingram sign) 

 Parrot beak/pinched beak like nose with loss of nasolabial folds. 

 Difficulty in mouth opening/purse string appearance Rhagades 

 Mat like telangiectasias on cheeks/nose 

 Ridging and tightness/salt and pepper pigmentation of neck (Barnett's neck 
sign) 

Hands: 

 Tautness of skin on hands/sclerodactyly extending till what level? 

 Sausage shaped digits/Flexion deformities of hands 

 Loss of pulp of finger/stellate scars with/without active digital ulcers, 
periungual telangiectasia, Hair loss on skin 

Hair: 

 Telogen effluvium 

 Hair loss on skin 
Nails: Pterygium inversum unguis 

(Thanks to patient) 



DIAGNOSIS/ DIFFERENTIAL DIAGNOSIS: (05 marks) 
 

 

MANAGEMENT: (15 marks) 



LONG CASE 4 – ERYTHRODERMA 

(100 marks) (45 minutes) 

 
Scenario: A 55 year male presented with redness along with scaling all over body since 

15 days. So take detail history, along with general/ systemic & local examination. Write 

your diagnosis/ differential diagnosis & management of the same. 

 

 
INTRODUCTION: (10 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: (5 marks) 

Redness & scaling all over the body 

HOPI: (15 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Associated with itching & burning sensation/ diarrhea 

Have taken any treatment for the same complaints (if yes details) 

H/o weight loss 

H/o any chronic medications (if yes details) 

H/o Pre-existing skin diseases 

H/o any exposure to airborne allergens (Congress grass) 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

FAMILY HISTORY: (05 marks) 

Similar complaints in the family 

PERSONAL HISTORY: (05 marks) 

Bowl/ Bladder habit 

Sleep 



H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

High risk behaviour 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (10 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

SYSTEMIC EXAMINATION: (10 marks) 

CVS: 

RS: 

Per abdomen: 

CNS: 

LOCAL EXAMINATION: (15 marks) 

Diffuse erythema involving whole body along with scaling (small/ large) 

Sparing of body folds 

Pavithrans sign 

Deckchair sign 

Nail Examination: 

Mucosal Examination: 

Genital Examination: 

 
 

(Thanks to patient) 

 

 
DIAGNOSIS/ DIFFERENTIAL DIAGNOSIS: (05 marks) 

 

 

MANAGEMENT: (15 marks) 



LONG CASE 5 – SYSTEMIC LUPUS ERYTHEMATOSUS 

(100 marks) (45 minutes) 

 
Scenario: A 25 year female presented with red colored lesion over face & recurrent oral 

ulcers since 5 month. So take detail history, along with general/ systemic & local 

examination. Write your diagnosis/ differential diagnosis & management of the same. 

 
INTRODUCTION: (10 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: (5 marks) 

Redness over face/ Oral ulcers/ Joint pain 

HOPI: (15 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Is there any body parts involved? 

Have taken any treatment for the same complaints (if yes details) 

H/o discoloration of fingers during cold or while immersing hands in cold water 

H/o dry cough/ reflux/ breathing difficulty/ joint pain/ mayalgia 

H/o any chronic medications (if yes details) 

H/o photosensitivity/ Oral ulcers 

H/o Psychosis 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: (05 marks) 

Similar complaints in the family 

PERSONAL HISTORY: (05 marks) 

Bowl/ Bladder habit 



Sleep 

H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (10 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

SYSTEMIC EXAMINATION: (10 marks) 

CVS: 

RS: 

Per abdomen: 

CNS: 

LOCAL EXAMINATION: (15 marks) 

Malar rash 

Discoid rash 

Oral ulcers 

Telangiectasia 

Sclerodactyly 

E/o Raynauds phenomena 

Alopecia 

(Thanks to patient) 

 

 
DIAGNOSIS/ DIFFERENTIAL DIAGNOSIS: (05 marks) 

 

 

MANAGEMENT: (15 marks) 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

SHORT CASES 



SHOR CASE 1 - HANSEN DISEASE 

(50 marks) (30 minutes) 

 
Scenario: A 45 year male presented with white colored lesions over body along with loss 

of sensation since 6 month. Patient also gives h/o unnoticed burns overs fingers. So take 

detail history, along with general/ systemic & local examination. Write your diagnosis/ 

differential diagnosis & management of the same. 

 
INTRODUCTION: (05 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: 

White/ red colored lesions with sensory loss 

Deformities 

Cord like thickening with or without pain 

HOPI: (10 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Which body parts involved 

Have taken any treatment for the same complaints (if yes details) 

Associated symptoms fever/ joint pain/ malaise/ mayalgia 

H/o stressful events 

H/o sudden appearance of crops of red raised lesions 

H/o swelling of hand-feet/ Anosmia/ hoarseness of voice/ Redness of eyes/ difficulty 

in closing the eyes 

H/o loss of power 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: 



Similar complaints in the family 

PERSONAL HISTORY: 

Bowl/ Bladder habit 

Sleep 

H/o any addiction (if yes details) 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (05 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

SYSTEMIC EXAMINATION: 

LOCAL EXAMINATION: (20 marks) 

Color of the lesion: Erythematous/ Coppery/ Hypopigmented 

Primary lesion: Papule/ Plaque/ Nodule 

Secondary lesion: Ulcerations 

Distribution: Symmetrical/ Asymmetrical 

Sites: 

Signs to be elicited: 

Nerve Examination: 

Sensory & Motor Examination: 

Mucosal & Genital Examination: 

Eye Examination: 

Examination of Deformities: 

(Thanks to patient) 

DIAGNOSIS: (05 marks) 
 

 

MANAGEMENT: 



SHOR CASE 2 - SEXUALLY TRANSMITTED DISEASES 

(50 marks) (30 minutes) 

 
Scenario: A 25 year male presented with fluid filled lesions over genital since 3 days. h/o 

similar episode in the past, h/o multiple sexual contacts. So take detail history, along with 

general/ systemic & local examination. Write your diagnosis/ differential diagnosis & 

management of the same. 

 
INTRODUCTION: (05 marks) 

Introduce to yourself to patient 

Explain what you are going to do 

Take consent 

Note down patients Name/ Age/ Sex/ Religion/ Residency/ Occupation/ Martial status 

CHIEF COMPLAINTS: 

Raw area/ Growth over genitalia/ Discharge per urethra 

HOPI: (15 marks) 

How symptoms/ disease get started 

How symptoms/ disease progressed 

Is there any other body parts involved? 

Have taken any treatment for the same complaints (if yes details)/ any application 

Associated symptoms with lesiom Painful-painless/ itchy -nonitchy 

Is there any h/o fever/ joint pain/ malaise/ mayalgia/ loss of weight/ Diarrhea 

H/o Sexual exposure Hetero/ Homo, Peno-vaginal/ peno-oral/ peno-anal, single/ 

multiple, known/ unknown partner, protected/ unprotected 

H/o fluid filled lesions at genitalia (in c/o multiple ulcer)/ H/o trauma 

H/o swelling in the groin area 

(Summarize the HOPI back to the patient and ask if they feel anything has been missed) 

PAST HISTORY: (05 marks) 

H/o similar complaints earlier in the past 

H/o any other medical/ surgical illness 

H/o any other skin problem 

FAMILY HISTORY: 

Similar complaints in the partner (if applicable) 

PERSONAL HISTORY: 



Bowl/ Bladder habit 

Sleep 

H/o any addiction (if yes details)/ H/o Needle prick/ H/o Blood transfusion 

OBGY history if contributory in case of female 

(Summarize the history back to the patient and ask if they feel anything has been missed) 

GENERAL EXAMINATION: (05 marks) 

Built/ nourishment/ conscious/ cooperative/ well oriented in time/place/person 

Febrile/ Afebrile 

PR: / BP: / RR: 

Pallor/ Oedema/ Lymphadenopathy/ Icterus/ Cyanosis/ Clubbing 

SYSTEMIC EXAMINATION: 

LOCAL EXAMINATION: (15 marks) 

Primary lesion: Macule (coppery/ bluish)/ Papule (umbilicated)/ Nodule (warty/ moist 

or dry) 

Secondary lesion: Ulcer 

Number of lesions: 

Discharge: Purulent- Non-purulent (Mucoid)/ Profuse-Scanty/ site of discharge 

Distribution: Symmetrical/ Asymmetrical 

Sites: 

Signs to be elicited (as per need): 

DDT 

Lymph node Examination: 

(Thanks to patient) 

 

 
DIAGNOSIS: (05 marks) 

 

 

MANAGEMENT: 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

HISTOPATHOLOGY 

SPOTS 

(50 Marks) 



SPOT 1- LICHEN PLANUS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 
(05marks) 

 

 

 
 

Saw tooth 
appearance of 

rete ridges 
 

Band like 
infiltrate 

Wedged shaped 
hypergranulosis 

Basal cell 
degeneration 

 
 
 
 
 
 

(05marks) 
 

1. Mild hyperkeratosis 

2. Focal wedged shaped hypergranulosis 

3. Basal cell degeneration 

4. Sawtooth appearance of rete ridges 

5. Colloid bodies 

6. Dense bandlike infiltrate hugs the epidermis 

7. Pigment incontinence 

 

Diagnosis/ Differential diagnosis: 



SPOT 2- PSORIASIS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 
(05marks) 

 
1. Parakeratosis 

2. Hypogranulosis 

3. Irregular acanthosis with Suprapapillary thinning 

4. Regular & even elongation of rete ridges with bulbous thickening at their lower ends 

5. Accumulation of polymorphonuclear cells in stratum corneum within the foci of 

parakeratosis is called “Munro’s micro abscesses”. 

6. Accumulation of polymorphonuclear cells in stratum granulosum is called “Kogoj’s 

pustules”. 

7. Irregular dilated tortuous blood vessels in dermal papillae 

 

Diagnosis/ Differential diagnosis: 



SPOT 3- PEMPHIGUS VULGARIS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 
(05marks) 

 
1. Orthokeratosis 

2. Intraepidermal cleft 

3. Basal cells line the floor of the bulla as a “row of tomb stones” 

4. Acantholytic cells (Tzanck Cells) in bulla cavity 

5. Dermis shows few mononuclear cells 

 

Diagnosis/ Differential diagnosis: 



SPOT 4- TUBERCULOID LEPROSY 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 

 

 

Tuberculoid 

granuloma 
 
 
 
 
 
 
 
 
 
 

 

(05marks) 
 

1. Orthokeratosis 

2. Well formed tuberculoid granulomas, with langhans giant cells 

3. The granulomas are oval in shape located around appendages and nerves 

4. Thickened nerve twigs 

Diagnosis/ Differential diagnosis: 



SPOT 5- LEPROMATOUS LEPROSY 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 
(05marks) 

 
1. Orthokeratosis 

2. Thinned out epidermis 

3. Clear Grenz zone 

4. Diffuse infiltration with macrophages 

5. Plasma cells 

6. Many foam cells 

7. Thickened nerve twigs, which have oninon peel appearance 

8. 

 

Diagnosis/ Differential diagnosis: 



SPOT 6- BASAL CELL CARCINOMA 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 

 

 

 

 

 

 

 

Retraction 
space 

Palisading arrangement of 
tumor cells 

 
 
 
 
 

 

(05marks) 

 
1. Tumour masses are connected to epidermis, are composed of cells like basal cell 

2. The cells lie side by side called palisading arrangement. 

3. The cells lie in groups or nests and may form horn cysts. 

4. Cell masses are surrounded by dermal stroma which may be separated by retraction 

space 

5. Lymphomononuclear infiltrate and solar elastosis may be seen surrounding the tumour 

massess 

 

Diagnosis/ Differential diagnosis: 



SPOT 7- SCLERODERMA 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 
(05marks) 

 
1. Square shaped biopsy 

2. Thinned epidermis 

3. Absence of rete ridges 

4. Dense pink condensed thick collagen bundles in dermis 

5. Decreased number of hair follicles 

6. Appendages appear pushed up and appear to lie in mid dermis 

 

 

Diagnosis/ Differential diagnosis: 

 

Square biopsy 

  Thinned epidermis & 
absent rete ridges 

 

 
Condensed 

thick collagen 



SPOT 8- LICHEN NITIDUS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 
 

 

 

Basal cell 

degeneration 

Focal 
parakeratosis 

 

Mononuclear 

infiltrate 
 
 
 
 
 
 
 

 

(05marks) 

 
1. Focal parakeratosis 

2. Absent granular layer 

3. Focal basal cell degeneration 

4. Infiltrate of mononuclear cells, occasional giant cell 

5. Claw shaped elongation of rete ridges encircling the infiltrate the so called ball in 

clutch appearance 

 

Diagnosis/ Differential diagnosis: 



SPOT 9- VERRUCA VULGARIS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

 

Hyperkeratosis 
Parakeratosis 

 
 
 

 

Papillomatous 

hyperplasia 

 

 
Incurving of rete 

ridges 
 
 
 

 

(05marks) 
 

1. Hyperkeratosis 

2. Vertical parakeratosis 

3. Hypergranulosis 

4. Irregular acanthosis/ papillomatous hyperplasia 

5. Koilocytes 

6. Lesion is flower shaped with incurving of the rete at the margins 

7. Mononuclear infiltrate 

 

Diagnosis/ Differential diagnosis: 



SPOT 10- POROKERATOSIS 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 

 
(05marks) 

 

Compact 

orthokeratosis 

 
 

Hypergranulosis 

Parakeratosis 
(cornoid lamella) 

 

Absent granular 

layer 
 
 
 
 
 
 
 

(05marks) 

 
1. Compact orthokeratosis 

2. Hypergranulosis & absent granular layer beneath the cornoid lamella 

3. Epidermis shows invagination filled with a parakeratotic column called cornoid 

lamella 

4. Dyskeratotic and vacuolated cells beneath cornoid lamella 

5. Dermis shows mild lymphoid infiltrate. 

 

Diagnosis/ Differential diagnosis: 



SPOT 11- HAILEY HAILEY DISEASE 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 
(05marks) 

 

 

 

 

 

Intraepidermal 

cleft 

Acantholytic 

cells 

 
Villi 

 

Dialapidated 
brick wall 

 
 
 
 

(05marks) 
 

1. Intraepidermal cleft 

2. Acantholysis 

3. Dilapidated brick wall appearance 

4. Dyskeratotic cells rather than acantholytic cells are prominent 

5. Dermal papillae as villi 

 

Diagnosis/ Differential diagnosis: 



SPOT 12- DARIER’s DISEASE 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 
(05marks) 

 

Corps ronds 
 
 
 

 

Intraepidermal 

cleft 

Villi 
 
 
 
 
 
 
 
 

(05marks) 
 

1. Hyperkeratosis 

2. Papillomatosis 

3. Corps ronds in granular layer 

4. Grains are seen in horny layer 

5. Lacunae contain desquamated cells 

6. Dermal papilla as villi 

 

Diagnosis/ Differential diagnosis: 



SPOT 13- SYRINGOMA 

(10 marks) (05 minutes) 

 
Question: Identify/ draw labelled diagram/ write findings & diagnosis (donot change the 

focused part of slide, you are allowed to make fine/ coarse adjustment only) 

 
(05marks) 

 

 

 

 

 
 

 

 

Comma like tail 

Multiple ductal st. line 
by two layers of 

cuboidal epithelium 

 
 

Fibrous stroma 
 
 
 
 

 

(05marks) 

 
1. Numerous small ducts embedded in fibrous stroma 

2. Ducts are lined by two rows of epithelial cells 

3. Some of the duct possess small, comma like tails of epithelial cells, giving them 

appearance of tadpoles 

4. Granular eosinophilic material is seen in some ducts 

 

Diagnosis/ Differential diagnosis: 



                                                                                                                                   

 

 

 

Department of General Medicine 

OSCE 

 

 

OSCE – 1 

 

A 22 years old patient presents with dyspnea, dysphagia and hoarseness of voice. On 

examination there is bilateral dusky pink discoloration over upper cheeks and loud S1.  

 

1. The most likely diagnosis is?  

2. The most common cause is?  

3. Name any three relevant investigations.  

4. What are different management options?  

5. Mitral stenosis. 

 6. Rheumatic heart disease.  

7. ECG, CXR, Echocardiography Transthoracic echo (TTE) is the best initial test. 

 8. a) Medical (warfarin, beta blockers, calcium channel blockers, diuretics and sodium restriction).  

     b) Balloon valvuloplasty.  

     c) Valve replacement. 
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OSCE – 2 

 

A 30 years old man presents with Headache, polyuria and muscle cramps. His blood 

pressure is 160/100 mmHg. ECG shows presence of U waves.  

 

1. The most likely diagnosis is?  

2. The single best drug for this patient is?  

3. Name any two drugs which can cause hypertension.  

4. What is the effect of this condition on plasma renin?  

5. Conn syndrome.  

6. Spironolactone.  

7. Cyclosporine, erythropoietin.  

8. Plasma renin is decreased. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

OSCE – 3 

 

A 30 years old man gives history of atypical chest pain, chronic cough, heart burn, 

regurgitation and water brash.  

 

1. The most likely diagnosis is?  

2. Give any three relevant investigations.  

3. How will you manage this patient?  

4. Give any four complications.  

5. Gastro oesophageal reflux disease (GERD).  

6. Endoscopy, manometery, 24 hour pH monitoring (the most accurate). 

 7. a) Life style modification (avoid precipitants, lose weight, and avoid large and late night meals.  

    b) Pharmacological (PPI, H2 receptor blockers). 

    c) Surgery.  

8. Esophagitis, Barrett’s esophagus, Anaemia, Benign esophageal stricture. 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 4 

 

Leukemias are malignant disorders of Hematopoietic stem cell compartment, 

characteristically associated with increased number of WBC in bone marrow and/or in 

peripheral blood.  

 

1. DIC is the characteristic feature of which type of leukaemia? 

 2. Philadelphia chromosome is the characteristic feature of?  

3. The most common cause of death in CML is?  

4. What are different myeloproliferative syndromes?  

5. Acute promyelocytic (AML).  

6. Chronic myelogenous leukemia.  

7. Blast crisis.  

8. Polycythemia Vera, CML, Essential thrombocythemia, Myelofibrosis.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 5 

 

Answer following questions about the diseases of pleura. 

  

1. What is the characteristic finding of pleural effusion on clinical examination?  

2. Write any three causes of transudative and exudative pleural effusions?  

3. Write any three causes of spontaneous pneumothorax and tension pneumothorax.  

4. Can you differentiate between transudative and exudative pleural effusions clinically without any 

investigation? Explain briefly.  

5. Stony dull percussion note.  

6. Transudative; Nephrotic syndrome, liver cirrhosis, CHF, Exudative; T.B, Malignancy, Para-pneumonic 

effusion.  

7. Spontaneous pneumothorax; idiopathic, marphan syndrome, paraseptal emphysema. Tension 

pneumothorax; iatrogenic, penetrating chest wall injuries, positive pressure ventilation.  

8. Yes, the patient with exudative pleural effusion will have pain whereas the patient of transudative pleural 

effusion will be painless. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 6 

 

A 22 years old woman gives the history of irritability, weight loss, oligomenorrhea. Her 

B.P is 150/95 mm/Hg. Her hands are warm and moist. Also she complains of rash in legs.  

 

1. The most likely diagnosis is?  

2. Name any two sign’s and one ECG finding in hypocalcaemia.  

3. Name any three relevant investigation for the above condition.  

4. Name the syndrome of adrenal insufficiency cause by a microorganism.  

5. Grave’s disease.  

6. Chvostek’s sign, Trousseau’s sign, Prolonged QT interval.  

7. Thyroid profile (TSH, T3, T4), Thyroid scan (RAIU), TSH receptor antibodies (TRAB).  

8. Waterhouse-Friderichsen Syndrome. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 7 

 

A 50 years old man presents with respiratory symptoms and he is diagnosed to have mild 

unilateral pleural effusion which is exudative in type with low glucose and raised LDH. 

The doctor suspects the joint problem as the underlying cause.  

 

1. What is the most probable underlying joint pathology?  

2. Heberden’s nodes and Bouchard’s nodes are the characteristic feature of?  

3. Name any three investigations for ankylosing spondylitis.  

4. How will you treat acute gout?  

6. Rheumatoid arthritis.  

7. Osteoarthritis.  

8. ESR and CRP, X-ray of sacroiliac joint, MRI spine.  

9. It is treated through NSAIDs, colchicine and steroids. Regarding Vasculit. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 8 

 

A 30 years old patient, k/c of hypertension presents with abrupt onset of headache which 

he describes as the worst headache of his life.  

 

1. The most likely diagnosis is?  

2. Name the best initial and investigation of choice.  

3. Lucid interval is the characteristic feature of?  

4. How will you differentiate between stroke and transient ischeme attack?  

1. Subarachnoid hemorrhage.  

2. Non contrast CT scan (Best initial), Lumber puncture (IOC).  

3. Extradural hematoma.  

4. When sudden neurologic deficit last ˃ 24 hours it is called stroke and when it is ˂ 24 hours it is called 

transient ischemic attack. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – 9 

 

Regarding Urinary Tract Calculi.  

 

1. Give any four risk factors for renal stones. 

 2. Which type of renal stones are caused by microorganisms?  

3. Name any four relevant investigations for renal stones.  

4. Name the most common renal stones. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

OSCE – 10 

 

Answer following questions about the diseases. 

 

1. Low fluid intake, high protein diet, ileal disease (increased oxalate absorption), inherited conditions 

(Cystinuria, Medulllary sponge kidney).  

2. Staghorn stones (Magnesium ammonium phosphate). 

3. Abdominal x-ray, U/S, Intravenous urography, Non contrast spiral CT scan.  

4. Calcium oxalate calculi. 
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OSCE- 1 

 

Candidate’s instructions 

 
This station is a role-play station and will assess your abilities to take a concise and 

relevant history; address the patient’s anxiety and outline the treatment options 

available. You will be assessed using the following domains: 

• Patient safety 

• Communication with patients and their relatives 

• Information gathering 

• Applied clinical knowledge 

 

The patient you are about to see is Cindy Ray, a 23-year-old law student who has been 

referred because of severe period pain. Her GP found no abnormality on examination 

but she has been told that she may have something called ‘adenomyosis’ which has 

made her very anxious. 

 
Simulated role-player’s instructions 

 
You are Cindy Ray, a 23-year-old law student. You are single and have never been 

sexually active. You have no medical problems of note but smoke 20 cigarettes a day 

and drink socially. Your menstrual cycles are regular and not heavy but are very 

painful. The pain is colicky, suprapubic and starts 2days before your period and 

generally eases off around day 3 of your period. You have suffered with this pain since 

menarche aged 16 years. The pain can be so severe as to leave you bed-bound so that 
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you take time off from your studies. You take co-codamol on an ad hoc basis to combat 

the pain, but you do not like taking tablets. You do not have any other pain and minimal 

PMS symptoms. You are anxious because you have been told you have a disease called 

adenomyosis, a condition that you do not fully understand but you have read that the 

condition necessitates a hysterectomy. 

 
Marking 

 

Patient safety 

▪ Takes a comprehensive history in order to offer safe therapeutic options in the 

management plan. 

▪ Suggests appropriate and safe therapeutic options for the management of chronic 

pelvic pain. 

 
Communication with patients and their relatives 

• Demonstrates good communication skills during history taking. 

• Acknowledges the patient’s concerns and anxieties. 

• Explains the treatment options available in a logical manner. 

• Adopts a mutualistic form of consultation to produce a clear management plan to 

tackle the patient’s chronic pelvic pain. 

 

Information gathering 
• Demonstrates a clear structure when taking a gynaecological history. 

• Takes all of the details required for a comprehensive history. 

• Listens to the patient attentively and allows good flow of information. 

• Assesses the wish of the patient regarding their preferred therapeutic options. 

 

Applied clinical knowledge 

▪ Evidence that the candidate attempts to deduce the most likely diagnosis from the 

history taken and the questions asked. 

▪ Understands the medical and surgical options available in patients with chronic 

pelvic pain. 

▪ Demonstrates knowledge of the paramedical therapies available in chronic pelvic 

pain. 

 

 

 

 



OSCE -2 

 
Candidate instructions 

 
This station is a structured viva and will assess your knowledge of instruments used in 

operative vaginal delivery.  

It will assess the following domains: 

•Communication with colleagues 

•Applied clinical knowledge 

•Patient safety 

The examiner has different pairs of obstetric forceps and will ask you questions 

regarding forceps delivery. You will be assessed on your ability in answering the 

questions and the amount of prompting that you require. 

 
        Examiner instructions 
 

This is a structured viva of practical skills. The candidate has 12 minutes to answer 

questions related to operative vaginal delivery using obstetric forceps. You should ask 

the candidate the questions provided in sequence. The candidate will be provided with 

the obstetric forceps, a pelvis model and a foetal doll at the beginning of the station. If 

required, you can prompt the candidate; however, this should be reflected in their 

overall assessment. 

You should be provided the following equipment: 

•Kielland’s forceps; 

•Neville Barnes forceps; 

•Pelvic model; 

•Foetal doll 

 

Questions to be asked:- 

 
1. Give the candidate the Kielland’s forceps. Ask the candidate to identify the 

instrument and to name the key features that facilitate their use (rotational mid-

cavity forceps delivery). 

2. Give the candidate the Neville Barnes obstetric forceps. Ask the candidate to 

identify the instrument and to give the indications for its use. 

3. As a skilled trained operator or obstetric forceps, what are the clinical pre-

requisites for their safe use? 

4. Give the candidate the Neville Barnes obstetric forceps and hold the pelvic model 

with the foetal doll in a DOA position at +1 station. Ask them to demonstrate a 

forceps delivery. 



           Marking 

Communication with colleagues 

 

•Clear explanations regarding different forceps. 

•Explains concepts well. 

•Describes the procedure of forceps delivery in a stepwise sequential manner 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE-3 

 
Candidate instructions 

 
This task is a structured discussion assessing the following domains: 

•Information gathering 

•Applied clinical knowledge 

•Patient safety 

•Communication with patients 

 

You are the ST5 on call for gynaecology at St Elsewhere hospital. You have been called 

to A&E Department at 8 pm to see a 42-year-old woman who you performed a routine 

abdominal hysterectomy 2weeks ago. She is complaining of loss of urinary control and 

a constant feeling of vaginal wetness necessitating the wearing of sanitary protection. 

You have 10 minutes to answer a series of questions from the examiner regarding the 

management of this woman. 

 
Examiner instructions 

 
This is a structured viva. You should ask the candidate the questions on your mark 

sheet. You can prompt the candidate if necessary, but this requirement should be 

reflected in the global marks awarded. 

 

Questions to be asked:- 

 
1. What diagnoses do you suspect? 

2. What would your next steps be to confirm or refute the diagnosis? 

3. A small vesico-vaginal is confirmed on micturating cystogram. The IVU is 

normal. What would your next steps be in the management of this patient 

4. Now the vesico-vaginal fistula diagnosis is confirmed, you go to speak to the 

patient. What would you tell the patient? 

5. Why can a vesico-vaginal fistula occur? 

6. What would you do after care is taken over by the urologists? 

 

 

 

 

 

 



Marking 

Communication with colleagues 

 

▪ The candidate should involve the consultant immediately 

▪ The management plan should involve colleagues from other specialities, as 

appropriate 

 

Information gathering 

▪ The candidate arranges appropriate examination and investigations for a vesico-

vaginal fistula. 

 
Applied clinical knowledge 

▪ An appropriate differential diagnosis list should be formulated. 

▪ The candidate should demonstrate knowledge of causes of fistula formation  

 

Patient safety 

▪ The candidate should recognise the limitations of their clinical abilities and call 

senior colleagues appropriately. 

▪ The candidate should demonstrate an understanding of the role of clinical 

governance in relation to post-operative complications. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE-4 

 
Candidate instructions 

 
This station is a role-play station and will assess your abilities to communicate the risks 

and benefits of vaginal birth after C/S to a simulated patient.  

You will be assessed using the following domains: 

•Patient safety 

•Communication with patients and their relatives 

•Information gathering 

•Applied clinical knowledge 

You will see Jane Derbyshire, a 32-year-old woman who has previously had one child – 

a daughter who is now 3years old. Her daughter was delivered by C/S at a nearby 

hospital, and there are no details regarding the delivery. You are told that the Mrs. 

Derbyshire’s daughter was normally grown and that her ultrasound scans so far in this 

pregnancy are normal. She is now 32weeks in to her second pregnancy and wants 

clarification regarding how she will deliver this baby. You will have 10 minutes to take 

an obstetric history, discuss the benefits and risks of vaginal birth after C/S and to 

organise a plan of delivery for Mrs. Derbyshire. 

 
Simulated patient instructions 

 
You are Jane Derbyshire, a 32-year-old marketing manager who is now 32weeks into 

your second pregnancy. You have a 3-year-old daughter who was born at another 

hospital. You went through a long labour for your daughter at 39weeks gestation when 

you laboured spontaneously, which eventually ended with an abandoned forceps 

delivery and emergency caesarean section for which you had to stay in hospital for 

3days for recovery. After discharge, you had no further problems but can remember that 

you felt a lot of discomfort for the first 2weeks after your C/S. At birth, you were told 

that you could attempt another vaginal delivery and that your daughter was a normally 

grown baby for you. You are anxious about attempting another vaginal delivery. A 

friend of yours attempted a vaginal birth after having a C/S and eventually had a second 

C/S as an emergency. Your initial wish is to opt for an elective C/S. However, once 

counselled, you are open to the suggestion of attempting a normal vaginal birth if you 

should labour spontaneously but would not consider an induction of labour. Your main 

drivers are the health of yourself and your second baby and your desire to be able to 

look after your 3-year-old Daisy after your delivery. You are otherwise fit and well, do 

not take any regular medications, have no allergies. Apart from the C/S, you have never 

had any other operations. You are a non-smoker and have not drank any alcohol during 

your pregnancy. 

 



 

If not covered by the candidate, questions that you could ask include: 

▪ What is the likelihood of me achieving a normal vaginal birth? 

▪ What are the risks of trying to have a normal delivery after having a C/S 

previously? 

▪ What are the benefits of trying to have a normal delivery after having a C/S 

previously? 

▪ Where will I deliver? 

▪ What kind of monitoring will I have? 

 
Marking 

Patient safety 

▪ Knowledgeable regarding the risks and benefits of VBAC 

▪ Understands the arrangements that should be made for a woman attempting 

VBAC (e.g. continuous electronic foetal monitoring, delivery on the labour ward, 

IV access) 

▪ Arranges appropriate follow-up at around 40weeks to further discuss induction 

and to check the on-going management plan. Clearly demonstrates knowledge 

regarding additional risks with induction 

 

Communication with patients and their relatives 

▪ Demonstrates good communication skills during history taking 

▪ Acknowledges the patient’s concerns and anxieties 

▪ Explains the risks and benefits of VBAC in a measured way supplying 

information in an accurate and balanced manner 

▪ Adopts a mutualistic approach to producing a clear plan for the mode of delivery 

and how to manage the rest of the pregnancy 

▪ Avoidance of medical jargon throughout 

▪ Ensures the patient understands and is content with the plan for the rest of the 

pregnancy 

▪ Does not coerce the patient into having a VBAC. 

 
 

 

 

 

 



Information gathering 

▪ Demonstrates a clear structure when taking an obstetric history 

▪ Listens to the patient attentively and allows good flow of information 

▪ Assesses the wish of the patient regarding mode of delivery 

▪ Attempts to find out further information regarding the previous C/S at the 

neighbouring hospital 

 

Applied clinical knowledge 

▪ Understands the risks and benefits of VBAC and elective repeat C/S. 

▪ Demonstrates understanding of additional risks involved with induction of labour 

in women attempting VBAC 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

OSCE -5 

 
Candidate instructions 

 
This station is with a simulated patient and will assess the following domains: 

•Communication with patients 

•Information gathering 

•Applied clinical knowledge 

•Patient safety 

 

You are about to see Shobna Agarwal, a 29-year-old solicitor, who has attended the 

outpatient department for pre-pregnancy counselling. She was diagnosed with Type 2 

diabetes mellitus last year, which is being controlled on the oral hypoglycaemic 

Metformin. 

You have 10 minutes in which you should: 

•Take a brief directed history. 

•Give appropriate advice regarding management of pregnancy. 

•Answer any patient questions. 

 
Simulated patient instructions 

 
You are Shobna Agarwal, a 29-year-old married solicitor. You have never been 

pregnant before. You were diagnosed with Type 2 diabetes mellitus last year and this is 

being controlled with diet and oral medication (Metformin 500mg TDS). Your last 

HBA1c result was 68. At the same time, as being diagnosed with Type 2 diabetes 

mellitus, you were diagnosed with high blood pressure and were started on Lisinopril 

20mg once daily. You have no other medical or surgical history. 

    You have been having the contraceptive injection (Depo-Provera) for the last 3years 

for fertility control. Your periods are infrequent and very light. You last had a cervical 

smear 7years ago. You have a family history of high blood pressure (your mother and 

father are both on treatment for this). You drink about 4 units of alcohol per week and 

smoke socially. You are keen to start a family but are very worried about this, because 

you have heard that many babies born to diabetic mothers are abnormal. You have also 

heard that it is better to deliver the baby by a planned elective C/S.If not discussed by 

the candidate, the following questions may be helpful: 

▪ What are the risks to you and baby if you get pregnant with diabetes? 

▪ What can you do to reduce the risks? 

▪ Is it better to have a planned elective C/S? 

 



Marking 

Communication with patient 

▪ Adequate introduction, good body language and eye contact. 

▪ Able to describe the impact of diabetes on pregnancy while avoiding medical 

jargon and ensuring patient understanding. 

▪ Addresses concerns of patient in an empathetic manner. 

 
Information gathering 

▪ Takes a concise and relevant history. 

▪ Uses open questions and signposting to direct the consultation. 

 

Applied clinical knowledge 

▪ The candidate should demonstrate knowledge of the impact of diabetes on 

pregnancy and the foetus. 

▪ Gives general pre-pregnancy counselling advice for Type 2 diabetes mellitus as 

well as specific information for this patient. 
  

Safety 

▪ The candidate should show the ability to safely prescribe in pregnancy by 

advising to stop the ACE inhibitor and start high dose folic acid. 

▪ Part of the management plan should include the assessment of diabetic control 

and diabetic complications that will influence when it is safe to get pregnant. 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE-6 

 
Candidate instructions 

 
This station is a structured VIVA and will assess your abilities to answer questions 

surrounding the management of labour. You will be assessed using the following 

domains: 

•Patient safety 

•Communication with colleagues 

•Information gathering 

•Applied clinical knowledge 

 

You are the registrar on-call on labour ward. You have been asked to assess a 

multiparous woman who is failing to make progress in the first stage of labour. The 

patient is a 35-year-old woman who is in her second pregnancy. You will have 10 

minutes to answer questions that are asked by the examiner.  

You will be assessed according to your ability in answering the questions and the 

amount of prompting that you require. 

 
        Marking 

Patient safety 

▪ Interprets the partogram correctly 

▪ Understands the information required to formulate an on-going plan for labour 

▪ Formulates a safe plan of care for the rest of labour 

▪ Demonstrates understanding of the potential risks of augmentation of labour in a 

multiparous woman – uterine rupture 

▪ Reacts to sepsis in labour and implements the ‘sepsis care pathway’ 

 

Communication with colleagues 

▪ Clear explanation of why delay of labour is seen in the partogram provided 

▪ Provides list of information required in a methodical manner 

▪ Clear explanation of concerns regarding uterine rupture, prolonged rupture of 

membranes and sepsis 

▪ Methodical approach and explanation of on-going plan for the rest of labour 

 

 

 
 



Information gathering 

▪ Able to interpret data from the partogram correctly 

▪ Clear understanding of important factors to take into account when providing list 

of further information required 

▪ Provides a comprehensive list of examination findings to look for in a woman 

with suspected chorioamnionitis 

 

 

        Applied clinical knowledge:- 

 

▪ Demonstrates knowledge of the NICE intrapartum care guideline and applies this 

knowledge in the interpretation of the partogram 

▪ Demonstrates knowledge of the seriousness of intrapartum sepsis and the sepsis 

pathway. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE- 7 

 
Candidate instructions:- 

 
This station is a structured VIVA and will assess your abilities to answer questions 

surrounding pelvic organ prolapse you will be assessed using the following domains:- 

 

•Patient safety 

•Communication with colleagues 

•Information gathering 

•Applied clinical knowledge 

 

You are the gynaecology registrar in the urogynaecology clinic.  

You will see Mrs Paula Smith, a 62-year-old woman who is complaining of a dragging 

sensation vaginally. The GP has examined Mrs Smith already and found that she has 

pelvic organ prolapse. You will be provided data to interpret and then have 10 minutes 

to answer questions regarding your assessment and management of women with pelvic 

organ prolapse.  

 
You will be assessed according to your ability in answering the questions and the 

amount of prompting that you require 

 

        Marking 

Patient safety 

▪ Understands the need for a comprehensive history to ensure the patient is a safe 

surgical candidate 

▪ Understands the risks of prolapse surgery 

 
Communication with colleagues 

 

▪ Provides structured answers to the questions asked 

▪ Communicates the interpreted data in a methodical manner 

 
 

 

 

 

 



Information gathering 

▪ Gathers important information from the patient’s history to assess for the risk of 

pelvic organ prolapse 

▪ Understands the important facets of the obstetric history to gather 

▪ Gathers information regarding the examination required in the patient 

 

Applied clinical knowledge 

 

▪ Demonstrates knowledge of the risk factors for pelvic organ prolapse 

▪ Is able to interpret the POP-Q data and understands the need for POP-Q 

assessment 

▪ Demonstrates sound knowledge of the risks of pelvic organ prolapse surgery 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE-8 

 
Candidate instructions 

 
This station is a structured discussion and will assess the following domains:- 

 

•Communication with colleagues 

•Information gathering 

•Applied clinical knowledge 

•Patient safety 

 

You have been asked to plan a teaching session for 20 final year undergraduates starting 

their O&G placement on obstetric abdominal examination. You should base the 

teaching on the following clinical scenario: A 30-year-old schoolteacher attends the 

midwife antenatal clinic at 32 weeks’ gestation. There are adequate foetal movements 

but the midwife is concerned that the uterus feels small for dates. The patient is a 

smoker and admits to smoking 20 cigarettes per day. Her antenatal care to date has been 

uneventful. 

 

You have 10 minutes to discuss how you would teach obstetric abdominal examination 

including: 

1. Consideration of setting and teaching style. 

2. Details of how to measure the symphysio-fundal height and where to auscultate 

the foetal heart. 

 
Examiner instructions 

 
The candidate has been asked to plan a teaching session for around 20 undergraduates 

on abdominal examination. Consideration should be given to the logistics and getting 

for teaching the students and also the contents. They should demonstrate an 

understanding of the obstetric abdominal examination and have specifically been asked 

to give details of how to measure the symphysio-fundal height and where to auscultate 

the foetal heart. If not covered by the candidate, they can be prompted on these points. 

If not covered by the candidate, questions that you could ask include the following:- 

 

▪ Where are you going to do the teaching? 

▪ How will you incorporate the case into the teaching? 

▪ What components of the obstetric abdominal examination will you teach 

▪ Explain how a symphysio height is measured. 

 



 
Marking 

Communication with colleagues 

 

▪ There should be a clear structure to the delivery of teaching. 

▪ Chooses appropriate setting avoiding real patients for such a big group but allows 

practice on models and feedback. 

 

Applied clinical knowledge 

▪ Obstetric examination of the abdomen is a basic skill so the candidate should 

show familiarity with the steps. 

▪ Develops a learning plan at the end to reinforce teaching. 

 
Safety 

▪ The students should know to take consent before examination and have a 

chaperone present. 

▪ Is able to describe the correct technique for symphysio-fundal height 

measurement. 

▪ The candidate should be able to explain where to auscultate the foetal heart. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

OSCE-9 

 
Candidate instructions:- 

 
This station is a structured VIVA and will assess your knowledge of endoscopic 

surgery. It will assess the following domains: 

•Communication with colleagues 

•Applied clinical knowledge 

•Patient safety 

 

The examiner has different endoscopes used in gynaecological surgery and will ask you 

questions regarding their use. You will be assessed on your ability in answering the 

questions and the amount of prompting that you require. 

 
Marking 

Communication with colleagues 

 

▪ Clear explanations regarding the use of different endoscopes and the technique in 

their use 

▪ Explains concepts well. 

▪ Describes the procedure of hysteroscopy and cystoscopy well. 

 
Applied clinical knowledge 

 

▪ Understands the indications for hysteroscopy and cystoscopy. 

▪ Understands the techniques employed and features associated with the different 

endoscopes. 

▪ Demonstrates familiarity with performing hysteroscopy and cystoscopy. 

 

 

 

 

 

 

 



 
Safety 

▪ Understands when hysteroscopes and cystoscopies should be used. 

▪ Demonstrates safety when describing the performance of hysteroscopy and 

cystoscopy 

 
Examiner instructions 

 
This is a structured VIVA of practical skills. The candidate has 10 minutes to answer 

questions related to gynaecological endoscopic surgery. You should ask the candidate 

the questions provided in sequence. The candidate will be provided with a rigid 30°5 

mm diagnostic hysteroscope and a rigid cystoscope. If required, you can prompt the 

candidate; however, this should be reflected in their overall assessment. 

 

You should be provided the following equipment: 

•A rigid 5mm diagnostic hysteroscope 

•A rigid cystoscope 

 
Structured VIVA questions 

 
1. Give the candidate the diagnostic hysteroscope  

a) Ask the candidate to identify this instrument and to name the key features that 

facilitate their use. 

b) Ask the candidate to give the indications of its use. 

c) Ask the candidate to describe how a hysteroscopy should be performed. 

 

2. Give the candidate the rigid cystoscope  

a) Ask the candidate to identify the instrument and describe its key features that 

facilitate its use. 

b) Ask the candidate to give the indications of its use. 

c) Ask the candidate how they would perform a diagnostic cystoscopy. 

 

 

 

 

 

 

 



 

OSCE-10 

 
Candidate instructions 

 
This station is with a simulated patient and will assess the following domains:- 

 

•Information gathering 

•Communication with patients 

•Applied clinical knowledge 

•Patient safety 

 

You have been asked to see a 35-year-old, social worker, Ms Tracey Hardy, who 

presented with irregular and heavy menstrual bleeding with a BMI of 36. When she was 

seen previously an endometrial biopsy was taken and a pelvic ultrasound was organised.  

The results are shown as follows:- 

 
 Pathology report 

 

▪ Patient name: Tracey Hardy 

▪ DOB: 01/03/1983 (Age: 35) 

▪ Clinical details: heavy menstrual bleeding 

▪ Specimen: pipelle biopsy 

▪ Gross description: Multiple pieces of tan-red tissue mixed with haemorrhagic 

material 

▪ Microscopic diagnosis: Endometrial hyperplasia without atypia 

 
 Radiology report 

 

▪ Patient name: Tracey Hardy 

▪ DOB: 01/03/1983 (Age: 35) 

▪ Clinical details: heavy menstrual bleeding 

▪ Scan performed: trans abdominal and transvaginal 

▪ Impression: 9cm anteverted uterus, 10mm endometrial thickness, 

normal ovaries, no fluid in the pouch of Douglas. 

 



 

You have 10 minutes to do the following:- 

 
1. Take a relevant history. 

2. Explain the findings of the two investigations. 

3. Formulate and explain a management plan to the patient. 

4. Answer any questions the patient has. 

 
Simulated patient instructions 

 
You are Tracey Hardy, a 35-year-old social worker. For the past 5years, you have had 

increasingly heavy menstrual bleeding, which can last up to 9days. You need to change 

your pad 10 times a day when the bleeding is at its worst and have taken time off work 

because of the period pain and bleeding. Over the past 12months, you have also 

developed intermenstrual spotting. Your periods are regular. You have had partners in 

the past but are currently not seeing anyone. You have never tried to get pregnant but 

would like to start a family when you meet the right person.  

 

You are concerned about what hyperplasia means to your fertility. Your GP gave you 

Tranexamic acid to help with the bleeding, but there was no improvement. 

 

You did not take the offer of hormonal treatment by the GP, because you heard that you 

would put on weight. However, you will consider oral hormonal treatment if your 

concerns are discussed and the risks of the hyperplasia are given. You will not consider 

an intrauterine device under any circumstances, as you do not like the idea of something 

‘being inside you’. 

 

Your general health is good and you had your appendix out when you were 10years old. 

Your smear tests have been normal. You drink on special occasions and smoke 10 

cigarettes a day because you have a stressful job. There is no family history of note. 

 
If not covered by the candidate, the following questions may be helpful: 

1. Do I have cancer/what is my risk of cancer? 

2. How does this affect my fertility? 

3. How long will I have to take the medication? 

4. How will I be followed up? 

 

 

 

 



 
Marking 

Information gathering 

 
 The candidate should take a relevant gynaecological history  

 They should show the ability to interpret the histology and ultrasound report. 

 
Communication with patients 

 

▪ Uses appropriate warning shot(s) before telling the woman there is hyperplasia. 

▪ Gives the patient information in manageable amounts avoiding jargon. 

▪ Responds appropriately to patient concerns. 

 

 

 
Applied clinical knowledge 

 

▪ The risk of progression should be conveyed with accurate numbers. 

▪ The candidate should be able to use the history and investigations to formulate a 

management plan in line with RCOG guidelines. This should include lifestyle 

modifications. 

 
Patient safety 

 

▪ The candidate should explain that the best chance of regression is with 

the LNG-IUS, but a negotiated treatment with oral medication or 

weight loss and observation of 6months is acceptable. 

▪ There should be an understanding of the RCOG treatment pathway 

with appropriate short-term and long-term follow-ups. 
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OSCE: 1 

 

Question:- 

 

 

 

This is the corneal topography of a patient awaiting cataract surgery.  

 

a. What does the corneal topography show? = 3  

 b. What is the effect on the corneal topography if the patient had an extracapsular cataract extraction 

through the superior corneal approach and all the tension of the sutures are evenly distributed and not 

tightened? = 4  

 c. What is the effect on the corneal topography if the patient had phacoemulsification through a temporal 

corneal approach using a foldable lens? = 3 

 

 

 

 

 

 

 

 



OSCE: 2 

Question:- 

 

 

Corneal topography of a patient awaiting cataract surgery.  

 

a. What does the corneal topography show?  

 b. What is the effect on the corneal topography if the patient had an extracapsular cataract extraction 

through the superior corneal approach and all the tension of the sutures are evenly distributed and not 

tightened?  

 c. What is the effect on the corneal topography if the patient had phacoemulsification through a temporal 

corneal approach using a foldable lens? 

 

 

 

 

 

 

 

 

 

 

 



OSCE: 3 

 

Question:- 

CORNEAL TOPOGRAPHY 

 

 This is the corneal topography of a patient pre-cataract surgery.  

 a. What does the picture show? = 2  

 b. The patient's refraction can be corrected with -3.00DS to 6/6. Give a reason why he does not require 

cylindrical correction. = 4  

c. A temporal clear corneal incision was performed because the patient has deep set eye. What is the effect 

on?  

 i. the cornea tissue = 2 ii. The cornea astigmatism = 2 

 

Keratometry reading during cataract surgery should be based on the corneal topography and not on the glass 

prescription. 

A temporal clear corneal incision will flatten the cornea in the meridian of the incision.  

Because of the “coupling” the cornea will be steepened at 90 degree away.  

In this case, the with-the-rule-astigmatism will increased. 

 

 

 



OSCE: 4 

 

Question:- 

This is the corneal topography of a patient pre-cataract surgery.  

 a. What does the picture show? = 2  

 b. The patient's refraction can be corrected with -3.00DS to 6/6. Give a reason why he does not require 

cylindrical correction. = 4  

c. A temporal clear corneal incision was performed because the patient has deep set eye. What is the effect 

on?  

 i. the cornea tissue = 2 ii. The cornea astigmatism = 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE: 5 

Question:- 

Picture of the corneal topography. 

 

 

1) What does the above picture show?  

2) What is the most likely diagnosis?  

3) What is the hall mark sign of the disease?  

4) Write down the staging of the disease  

5) Write 2 physical signs may be seen on slit lamp? 

 

Fleischer's ring below the cone  

 

 

 

 

 

 

 



OSCE: 6 

 

Question:- 

 

 

Identify and name the above instrument. 

 

What are the methods of refining the cylindrical refraction? 

 How is it used to check correct axis? 

 

How is it used to check correct power? 
 

 

 

 

 

 

 

 

 

 

 

 



OSCE: 7 

Question:- 

 

 

What are the 2 positive findings in the above picture? 

 

What are the signs of this condition? 

 

What is your diagnosis? 

 

What are the risk factors? 

 

How would you treat this condition? 
 

 

 

 

 

 

 

 

 

 

 

 



OSCE: 8 

Question:- 

 

 

What are the signs of given condition? 

 

What are the D/D’s of given condition? 

 

What are the common organisms causing post of endophthalmitis? 

What investigation you will do for this condition? 

 

How would you treat this condition? 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE: 9 

 
Question:- 

 

 

 
 

 

Identify the above photograph 

 

What are the indications of it? 

 

      How is it administered? 

 

How long does it last? 

 

What are its side effects? 

 

How would you do simple transposition of it? OD:  

- 0.50/ +1.00 X 1450 

OS: +1.00/-0.50 X 350 

 

 

 

 

 



OSCE: 10 

 
Question:- 

 

1] Antibiotics of Ophthalmology  

2] Aseptic Techniques  

3] Confrontation test in Visual fields  

4] Application of bandage to eye.  
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OSCE – I 

 

1. A 66 year-old man presents with chronic low back pain. He has history of 

multiple urinary tract infections in the last year. On examination, he has 

pallor and bony tenderness. His skull x ray is shown below. 

 
 

What does X-ray show? 
 

What is the most likely diagnosis?  

Causes & treatment? 
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OSCE – II 

 

 

 

2. 
 

Name the classification? 
 

Explain the classification & its type?! 
 

Classify the type of fracture according to classification? 
 

 

 
 

 



 



 

 

 

 

 

 

 

 

 

 



OSCE – III 

 

3. Identify this named fracture of the 

pelvis. Mode and cause of injury? 

 

 

 

 

 

 



OSCE – IV 

 

 

4. A 6 year old child fell on ground while playing. X-ray of the child shows? 

 

What should be the position of forearm while applying the cast?  

 

Treatment? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – V 

5.  A patient presents with fever and acute pain over thigh. There is swelling in 

the mid-thigh region. Lamellated appearance is seen on X-ray and immune-

histochemicalstaining is positive for MIC-2. 

 
What is your diagnosis? 

 

What does X-ray show? Features?! 

 

 

 

 

 

 

 



OSCE – VI 

 

6. Which type of non-union does the given radiograph 

signify? Types of non-union? 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 



OSCE – VII 

 

7. Which of the following is seen in the x-ray given 

below? What is the clinical diagnosis? 

Causes?  

Treatment? 

 

 

 

 

 

 

 

 



OSCE – VIII 

 

 

8.  A 40-year-old man presents with a fracture of the right tibia following an RTA. 

Distal pulses could be felt well. The wound was highly contaminated and 

appeared as shown below. 

Classify the injury? 

Name the classification? 

Fracture would be classified as Type …?! 

 

 

 

 

 



OSCE – IX 

 

9. An elderly patient slipped in the bathroom and sustained injury over the left 

hip. 

 

What does radiograph is shown below? 

Name the fracture? 

Clinical features of this fracture? 

His attitude of the leg will be? 

 

 

 

 



OSCE – X 

 

10. An army recruit who is 6-months into his training starts complaining of pain 

in the foot. 

 

X-ray given below shows..? 

Type of fracture? 

Different site if fracture? 

Investigation of choice? 



 

 

 



 

 

 

 

 

 

 



OSCE – XI 

11. A 24-year old patient was brought to the emergency department after he lost 

control of his bike and hit a car while texting and driving. On examination, 

the patient had right thigh tenderness and deformity. 

 

The radiograph showed findings. ? 
 

What is the preferred method of treatment in the following scenario? 

 
 

 

 



OSCE – XII 

 

 

12. A six-year-old child presented with the given deformity of left elbow since 3 

years that is gradually progressive. There is a history of cast applied for 6 weeks 

after a fall on outstretched hand 3 years back. 

Name the deformity?  

D/d? 

What is the method to correct this deformity? Treatment and management? 
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Department of Physiology 

 

                                                                    OSPE  

                            (OBJETIVE STRUCTURAL PRAACTICAL EXAMINATION) 

 

                                                            HAEMATOLOGY  

1) Aim: To convert a known volume of blood sample into acid hematin using 

the apparatus provided.  
 

Checklist:  
1. Selects the Hb pipette and tube and checks that they are clean and dry. 

(Y/N)  
2. Takes N/10 in the Hb tube up to the mark 20% or 3 g %. (Y/N)  

3. Shakes the container of blood and draws blood into the pipette exactly to 
the mark 20 μl (Y/N)  

4. Wipes off blood from the tip of the pipette and blows out the blood into 
acid solution. (Y/N)  

     5. Rinses the pipette several times into acid solution. Notes the time. (Y/N)  

 

2) Aim: To dilute the given sample of blood 200 times using a pipette and 

diluent.  

  
Checklist:  

1. Selects the correct pipette and checks that it is clean and dry and patent. 
(Y/N)  

2. Takes enough diluents in a watch glass and sucks blood to the exact 0.5 
mark and sees that there are no air bubbles (Y/N)  

3. Wipes off blood sticking to the outside of the tip of the pipette. (Y/N)  
4. Sucks diluting fluid exactly to the mark 101.  

(Y/N)  
5. Holds the pipette horizontally between the palms and rolls it gently to mix 

the contents of the bulb.  
(Y/N)  

 



    3) Aim: To charge the Neubauer’s chamber with diluted blood provided to 

you in a RBC pipette.  
 

    Checklist:  
1. Ensures that the chamber and cover slip are clean and dry. (Y/N)  

2. Mixes the contents of the bulb between her palms. (Y/N)  

3. Places the cover slip on the central plateau of the chamber to cover both 
the ruled areas. (Y/N)  

4. Discards the first two drops from the pipette and allows a suitable-sized 
drop to form. (Y/N)  

5. Places the tip of pipette on the chamber, touching the edge of the coverslip 
and allows the fluid to spread evenly over the counting grid without over- or 

under-charging. Charges the other side also. (Y/N) 
 

      4) Aim: To dilute the given sample of blood 20 times for TLC by using 
diluent and a pipette provided.  

      Checklist:  
1. Checks that the pipette is clean, dry, and patent. (Y/N)  

2. Takes sufficient diluting fluid in a watch glass and sucks blood exactly to 
the mark 0.5 and confirms that there is no air bubble. (Y/N)  

3. wipes off blood sticking to the outside of the pipette tip. (Y/N)  

4. Sucks diluting fluid to the mark 11. (Y/N)  
    5. Holds the pipette horizontally between the palms and rolls it gently. (Y/N)  

 
 

    5) Aim: To charge the counting chamber for TLC with diluted blood provided 
in a Pipette.  

    Checklist:  
    1. Checks that the chamber and the pipette are clean and dry. (Y/N)  

    2. Places the coverslip on the floor piece and trenches. (Y/N)  
 3. Mixes the contents of the pipette by rolling it between her palms and 

discards the first two.  
(Y/N)  

 4. Charges the chamber by slow and controlled release of diluted blood at 
the edge of the coverslip. (Y/N)  

   5. Allows the diluted blood to spread under the coverslip to cover the ruled 

area. Allows the cells to settle down. (Y/N) 
 

 
     

 
 



 

6) Aim: To prepare a blood film from a sample of blood provided.  
    Checklist:  

    1. Selects 3-4, clean, grease-free, dry slides and places these on a blotting 
paper. Mixes the provided sample of blood thoroughly without frothing. (Y/N)  

   2. Using a dropper, she places a small drop of blood near the end of a slide 

about 1 cm from the end.  
(Y/N)  

   3. Supporting the left end of the slide between thumb and middle finger of left 
hand, she places the spreader in front of the blood drop at an angle of 40°, 

and draws the spreader back and allows the blood to spread along its width. 
(Y/N)  

   4. Maintaining a light and even pressure and 40° angle, she moves the 
spreader forward, with a fairly fast and gliding motion, pulling the blood 

behind it in the form of a thin smear. (Y/N)  
  5. Makes 3-4 more such smears. (Y/N)  
 

 
   7) Aim: To stain the given blood film for differential count.  

   Checklist: 
    1. Places the blood film horizontally over the parallel glass rods assembled 

over the sink. (Y/N) 

    2. Pours 8-10 drops of Leishman’s stain from a drop -bottle to cover the 
blood film. (Y/N) 

   3. After 1-2 minutes (or as advised), she adds equal amount of buffered  
water, or double-distilled water, over the stain till the mixture stands from the 

edges of the slide. (Y/N) 
4. Mixes the stain by blowing on it through a glass dropper for 8-10 minutes 

Watches that at no stage the stain is allowed to dry on the blood film. (Y/N) 
5. Then drains off the stain under a gentle stream of distilled/tap water. Then 

puts the slide against a support, stained side facing down. (Y/N) 
 

  8) Aim: To examine the provided stained blood film under oil-immersion lens 
and focus any leukocyte.  

    Checklist:  
 1. Checks the stained slide to confirm the side on which the smear was 

made. Then examines it under LP and HP lenses by making suitable 

adjustments of light to check staining and cell distribution. (Y/N)  
 2. Raises the body tube, places a drop of cedar wood oil and swings the OI 

lens into position. (Y/N)  
 3. Looking from the side, brings the OI lens down slowly till it just enters the 

oil drop. (Y/N)  



4. Raises the condenser and opens the iris diaphragm.  

(Y/N)  
   5. Looks into the microscope and scans the smear, ‘racking’ the microscope 

all the time till she 
 

 

 

HUMEN PHYSIOLOGY 

     1) Aim: To record the respiratory movements of the subject provided.  

     Checklist:  
 1. Checks out the apparatus. (Y/N)  

 2. Seats the subject on a stool with his back to the recording apparatus. Tells 
him to relax, and explains the procedure. (Y/N)  

 3. Ties the stethograph firmly around his mid chest and connects it to the 
tambour. (Y/N)  

 4. Sets the kymograph at slow speed (1.2 mm/sec) and records a few 

respiratory movements.(Y/N)  
    5. Using a signal marker, records the time tracing below the graph. (Y/N)  

 

 

2)Aim:To record the blood pressure of the subject provided by the palpatory 

method.  

   Checklist:  
  1. Checks the zero reading of the manometer. Explains the procedure. Exposes  

the arm upto the shoulder. (Y/N)  
2. Wraps the cuff firmly around the upper arm, keeping its lower edge about 

3 cm above the elbow, its middle lying over the brachial artery, and the tubes 
lying anterolaterally. (Y/N)  

3. Keeps the BP apparatus at the level of the heart. Opens the stopcock 
between the two limbs of the mercury manometer. (Y/N)  

4. Palpates the brachial artery and marks its position. Then holds the rubber 
bulb in her right hand, closes the leak-valve screw, and inflates the cuff 

slowly until the radial pulse disappears. (Y/N)  
5. Releases the pressure in the cuff slowly till the radial pulse reappears. 

Notes the reading. (Y/N)  

 

 

 



 

3) Aim: To record the blood pressure of the subject provided by the 

auscultatory method.  
 
    Checklist:  

     1. Checks the BP apparatus and stethoscope, and exposes the upper arm. 
(Y/N)  

     2. Records the blood pressure by the palpatory method. (Y/N)  
     3. Correctly locates the lower end of the brachial artery. Then applies the 

ear-pieces of the stethoscope to her ears and places its chest-piece over the 
brachial artery (Y/N)  

    4. Inflates the cuff rapidly and raises the mercury column to a high level. 
(Y/N)  

      5. Lowers the pressure slowly in steps of 2–3 mm Hg till systolic and 
diastolic pressures are recorded, Notes the readings. (Y/N) 

 

 

4) Aim: To demonstrate Rinne test on the subject provided.  

        Checklist  
 1. Explains the test procedure and gives suitable instructions. (Y/N)  
 2. Selects either 216 Hz or 250 Hz tuning fork and strikes one of the prongs 

on the heel of her hand.  
(Y/N)  

 3. Closes the external auditory meatus of the subject’s other ear with her 
finger. (Y/N)  

 4. Places the base of the tuning fork on the subject’s mastoid process; when 
he raises his finger to indicate that the sound can no longer be heard.  

(Y/N)  

    5. Quickly transfers the vibrating tuning fork close to the subject’s ear. Notes 
if he can hear the sound once again. Notes down whether air or bone 

conduction is better. (Y/N) 
 

         5)Aim: To measure your own endurance time for 60–80% of your T max 
by using the provided hand-grip dynamometer.  

 
    Checklist:  

     1. Checks the instrument and holds it in her dominant hand to get a feel of 
it. (Y/N)  

     2. Closes her eyes and then squeezes the handles with her maximum effort. 
Takes a reading. (Y/N)  



3. Waits for about a minute and then takes the second reading of maximum 

tension. (Y/N)  
4. Takes the mean of the two readings (T max ). (Y/N)  

   5 Measures her endurance time for 60–80% of her T max. (Y/N) 
 

 

                                                                 
 

                                 CLINICAL EXAMINATIONS 
                                                 (OSCE) 

                  (OBJETIVE STRUCTURAL CLINICAL EXAMINATION) 
 

       1) Aim: To assess the expansion of lower part of chest on the back.  
     Check-list:  

   1. Gives proper instructions to the subject Exposes the chest. (Y/N)  
   2. Places both hands on either side of lower chest on the back, with fingers 

stretched out on either side, or thumbs just touching in the midline. (Y/N)  
   3. Asks the subject to take two or three deep breaths.  

(Y/N)  
  4. Observes the expansion of chest by noting the movement of each thumb 

away from the midline. (Y/N)  

  5. Repeats the maneuver once again. (Y/N)  
 

     2) Aim: To test the vocal resonance in the subject provided.  
         Checklist:  

 1. Explains the procedure to the subject. (Y/N)  
 2. Applies the stethoscope to her ears and checks the diaphragm. (Y/N)  

 3. Places the diaphragm on the infrascapular region on the back. (Y/N)  
 4. Asks the subject to say 1, 2,3 or 99 in a normal clear voice and listens to 

the sound. (Y/N)  
     5. Places the stethoscope on the other side of the chest and repeats the 

process. (Y/N) 
 

 
 

   3) Aim: To locate the apex beat of the subject provided.  

   Checklist:  
   1. Stands on the right side of the subject and exposes the chest completely 

and inspects the precordium to see if there is any cardiac pulsation. (Y/N)  
   2. Places the flat of the hand over the precordium, its base on the base of 

the heart and fingers towards the apex. (Y/N)  
   3. Uses the ulnar border of her hand to locate the apex beat. (Y/N)  



   4. Uses the tip of her forefinger to confirm the apex beat and marks it. 

(Y/N)  
      5. Counts the intercostals spaces and reports the exact position of apex 

beat. (Y/N) 
 

   

       4) Aim: To examine the radial artery of the subject provided.  
   

    Checklist:  
1. Stands on the subject’s right side and explains the procedure. (Y/N)  

2. Holds the subject’s right hand in a semi pronated and slightly flexed 
position. Then places her three middle fingers on the radial artery and 

compresses it slightly against the bone. (Y/N)  
3. Notes the rhythm, volume, and character of the pulse. Counts the rate for 

one minute and notes the result. (Y/N)  
4. Compresses the artery with the proximal finger and tries to roll the artery 

against the bone with the other two finger. (Y/N)  
 

     5) Aim: To auscultate the mitral area for the heart sounds.  
      Checklist:  

1. Stands on the subject’s right side and completely exposes the chest (Y/N)  

2. Checks for the correct functioning of the stethoscope. (Y/N)  
3. Locates the apex beat and marks its position  

(Y/N)  
4. Applies the stethoscope to her ears and places its diaphragm on the mitral 

area. (Y/N)  
5. Listens to the heat sounds and checks these with carotid artery pulse. 

(Y/N)  

 

 
     6) Aim-To palpate the liver of the subject provide.  

       Check-list:  
     1. Asks the subject to lie flat on the bed, relax with knees and hips flexed, 

and to breathe through the mouth. Asks if there is any tenderness or pain. 
(Y/N)  

 2. Bends down or kneels beside the subject’s right side. Ensures that hands 

are warm. (Y/N)  
 3. Places her right hand flat on the abdomen (with wrist and forearm in the 

same horizontal plane) and moulds it to the abdomen. (Y/N)  
 4. Starting in the right iliac fossa, with fingers almost straight and slightly 

flexed at metacarpopharyngeal joints, presses inwards and upwards, works 
up towards costal margin. (Y/N)  



    5. Asks the subject to take a deep breath and at the height of inspiration, 

tries to feel the liver (does not poke fingers into the subject’s abdomen). (Y/N) 
 

 
  7) Aim: To test the 5th cranial nerve in the subject provided.  

    Checklist:  

   1. Makes the subject sit on a stool and explains the procedure. (Y/N)  
   2. Asks the subject to look at a distance, and touches his/her conjunctiva with 

a wisp of cotton, and notes the response. (Y/N)  
   3. Tests the sensations of touch and pain with a wisp of cotton and a pin on 

identical points on the two sides of the face. (Y/N)  
  4. Asks the subject to show his/her teeth and then to clench his/her teeth. 

Watches and feels the masseter and temporalis muscles contracting. (Y/N)  
  5. Asks the subject to open his/her mouth and move the mandible from side to 

side Then tests the mandibular reflex. (Y/N)  
 

 
       8) Aim: To test the 7th cranial nerve in the subject provided.  

      Checklist:  
     1. Explains the procedure to the subject. Looks for facial symmetry, furrows 

on the forehead, and the width of the palpebral fissure. (Y/N)  

     2. Asks the subject to look up and wrinkle his/her forehead, and then to shut 
his/her eyes as tightly as possible against the examiner’s resistance 

 
      

     9) Aim: To test the 11th cranial nerve of the subject provided.  
     Checklist:  

 1. Ask the subject to sit comfortably and explains the procedure. (Y/N)  
 2. Stands behind the subject and places his/her hands on his/her shoulders. 

Then asks him/her to shrug his/her shoulders against his/her resistance. 
(Y/N)  

 3. Places his/her hand on the right side of the subjects face and ask him/her 
to rotate his/ her head to the opposite side. Watch the left sternomastoid. 

(Y/N)  
 4. Repeats the procedure on the left side and asks him/her to rotate his/her 

head to the left, and watches the right sternomastoid muscle. (Y/N)  

 5. Places his/her hand on the subject’s forehead and asks him/her to bend 
his/her head forwards against resistance. (Y/N)  

 

     10) Aim: To test the 12th cranial nerve in the subject provides.  



  

       Checklist:  
    1. Explains the procedure to the subject (Y/N)  

    2. Ask the subject to push out his/her tongue as far as possible, Then 
inspects its position, evidence of wasting and fasciculation. (Y/N)  

    3. Asks the subject to move his/her tongue from side to side over the lips 

and against the walls of the cheeks. (Y/N) 
 

    4. Places his/her finger over the subject’s cheek and asks him/her to push 
against it. Repeats on the opposite side. (Y/N).  

5. Ask the subject to touch the tongue to the palate, and then to depress it into the 
floor of the mouth. (Y/N) 

      
     11) Aim: To assess the muscle tone in the upper limb of the subject 
provided.  

     Checklist:  
   1. Explain the procedure to the subject and seats him comfortably. (Y/N)  

   2. Holds the forearm of the subject and alternately flexes and extends his 
wrist with her other hand, (Y/N).  

   3. Performs similar passive movements at the fingers, elbow and shoulder. 
(Y/N)  

  4. Compares the muscle tone on the opposite side by passive movements. 
(Y/N)  

  5. Notes down the results. (Y/N)  

 
 

  12) Aim: To assess the muscle strength in the right upper limb of the subject 
provided.  

    Checklist:  
1. Explains the procedure to the subject. (Y/N)  

2. Ask the subject to shake her hand with full force and then to cause active 
movements of the fingers and wrist against resistance. (Y/N)  

3. Ask the subject to flex and extend the elbow against resistance and 
watches the prominence of biceps and triceps. (Y/N)  

4. Ask the subject to move his shoulder in different directions against 
resistance. (Y/N)  

5. Compares the strength of identical muscles on the opposite side. (Y/N)  
 

 

    13) Aim: To elicit the knee jerk in the subject provided.  
  

    Checklist:  



1. Seats the subject on a stool and asks him to cross one leg over the other. 

(Y/N)  
2. Gives instructions about the procedure and assures him that the hammer 

will not cause any pain. (Y/N)  
3. Place her hand on the subject’s quadriceps muscle. (Y/N)  

4. Locate the patellar tendon and then strikes it between the patella and the 

tibial tuberosity, holding the hammer between thumb and fingers and 
swinging it from the wrist. (Y/N)  

5. Watch/feels the contraction of quadriceps muscle, and the kicking forward 
of the leg. Compares the response with the opposite side. (Y/N)  

 
 

     
 14) Aim: To elicit the ankle jerk in the supine position in the subject provided.  

     Checklist:  
1. Gives instructions about the procedure and assure that the hammer will not 

cause pain. (Y/N)  
2. Asks him to lie supine on the examination couch, and place the right knee 

semiflexed and externally rotated. (Y/N)  
3. Slightly dorsiflexes the foot with her hand to stretch the Achilles tendon. 

Holding the patellar hammer between the thumb and fingers, strikes the 

tendon with a movement at the wrist. (Y/N)  
4. Watches the plantar flexion of the foot, toes, and ankle, with contraction of 

calf muscles. (Y/N)  
5. Elicits the ankle jerk on the other side for comparison. (Y/N)  

 
 

15) Aim; To elicit the right plantar reflex on the subject provided.  
    Checklist:  

1. Explains the procedure and asks the subject lie supine on the examination 
couch. (Y/N)  

2. Stands on the subject’s right side, asks him to relax the leg and foot, and flex 
the knee slightly. (Y/N)  

3. Supports the foot by placing her hand on the medial malleolus. (Y/N)  
4. Gives a light scratch with the blunt point of the patellar hammer along the 

outer edge of the sole of the foot, starting from the heel towards the little toe 

and then medially along the base of the toes. (Y/N)  
5. Watches the response carefully. Repeats once more if required. (Y/N)  

 
 

  



      16) Aim: To test the sensation of fine touch on the frontal aspect of the 

subject’s left forearm.  
     Checklist:  

1. Makes the subject sit on a stool and explains the procedure. (Y/N)  
2. Asks her to bare her forearms and put them on the table in front. Tells him 

to close his eyes. (Y/N)  

 3. Takes a piece of cotton and twists it into a pointed ‘wisp’. Then lightly 
touches the skin on the fingertips, palms, and forearm and asks “now? “and the 

subject responds with a “yes’, “no”, or “don’t know” (Y/N)  
 4. Checks the responses occasionally without the stimulus. (Y/N)  

 5. Compares the responses on the opposite forearm. (Y/ N)  
   
 

    17)Aim: To test two-point discrimination on the anterior forearm of the right 

side.  
     Checklist:  

1. Explains the procedure to the subject and asks him to respond “one”, “two”, 

or “don’t know” when she touches his skin with the compass points. (Y/N)  
2. Asks him to close his eyes. Opens the compass a little and lightly touches the 

fingertips, palm, back of fingers and hand, front and back of forearm, one 
after another. (Y/N)  

3. If the response is “one” at any place, she opens the compass points and tests 
again, till he responds with “two). (Y/N)  

4. In this way she notes the discrimination of two points at various places. (Y/N)  
5. Compares the responses on the opposite side.  

(Y/N)  
 

      18) Aim: To test the sensation of vibration in the left leg and arm of the 
subject provided.  

    Checklist:  
1. Explains the procedure and assures him that no pain will be caused. (Y/N)  

2. Selects a tuning fork of 128 Hz, strikes one prong against the edge of her 

hand to set it into vibration. Then places its base on his knuckle to familiarize 
him with the ‘vibrating tremor’ (Y/N)  

3. Tests the vibration on his knuckles, head of radius, elbow, patella, and 
medial. malleolus Then asks “now”? She occasionally tests with her finger tip 

or a pencil. (Y/N)  
4. Notes the response in each case with a “yes”, “no”, or “don’t know” If the 

response is “no” or “don’t know”, she tests on another bony prominence. 
(Y/N)  

    5. Compares the responses on the other side.(Y/N
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1 

 

 

• - Identify and write name of the above model. 
• -Mention the name of structure at arrow no 1? 

• -What is capacitation? 
 

2. 

 
 

• This model shows development of what structures? 

• What does white colour structures in this model indicates? 

• Which structure is present at arrow no 1? 

 

 

 

1 

1 



3. 

 
 

1. This model shows structure of what? 

2. Mention the different parts of this structure. 
3. Mention the name of structure at arrow no 1 & give its 

Functions. 

4. Name the structure at arrow no 2 

 

4. 

 
 
1. This model shows development of what structure ( red 
colour)? 

2. Name the structure present at arrow no 1. 
3.Name the structure present at arrow no 2. 
4.Mention anomalies with development of this structure. 

1 

2 

1 

2 



5. 
 

 

• 1.Identify and write name of  this model. 
• 2.Identify the structure present at arrow no 1 . 
• 3.Write any two functions of the organ present in this model. 

 

6. 

 

• Identify the slide. 

• Name the layers present at arrow no 1,2&3 

• Name the cells which are present in inner layer.  

 

 

 

1 

1 

2 

3. 



7. 

 

1. Identify the slide. 

2. Name the layers  

3. Name the epithelium present at arrow no 1 

 

8. 

 

• Identify the slide.  

• What is the structure of seminiferous tubules? 

• Name the structure present at arrow no 1. 

 

 

 

 

1 

1 



9. 

  

1. Identify the muscle present at arrow no 1. and give its nerve supply. 

2. Identify the muscle at arrow no 2 & give its action on shoulder joint. 

3. Identify the bone present at arrow no 3 

 

10.  

 

 1.Identify the green pinned structure ? give its action on TM joint. 

2. Identify the structure shown by arrow no 1 and give its nerve supply. 

 

1 

2 

3 

1 



11. 

  

1. Identify the structure arrowed at no 1. Give its Parts. What type of fibres 

it contents. 

2. Identify the Green pinned structure. Give its blood supply. 

 

12. 

 

1. Identify the organ in   photograph. 

2. Give its different parts. 

3. What is mesentery and mesocolon ? 
 

 

 

1 



13 

 

1. Identify the green pinned structure ? Give its nerve supply in detail. 

2. Identify the structure arrowed at no 1 . Give its muscles. 

 

14 

 

1. Identify the organ in above photo. 

2. Mention its various lobes .Give its blood supply. 

3. Mention the ligament present at arrow no 1 

 

 

 

 

 

1 

1 



15. 

 

1. Identify the bone in above photo and give its type. 

2. Name the joint shown by arrow no 1 

3. Mention any two muscles attached to it. 

 

16. 

 

 

1. Identify the suture marked at arrow no 1. 

2. Identify the foramen  marked by red circle. Mention the structures 

passing through it. 

3. Identify the foramen marked by arrow no 2. Mention structures passing 

through it. 

1 

1 

2 



17. 

 

1. Identify the bone in above picture. 

2. Mention the muscle attached to circled area. 

3. Mention the notch shown by arrow no 1. 

4. Mention the foramen shown by arrow no 2 

 

 

18. 

 

1. Identify the bone in photograph. 

2. Identify the foramen shown by arrow no 1 

3. Identify the process present at arrow no 2 & mention the muscle attached 

to it. 

 

1 

2 

1 

2 



19. 

 

1. Identify the syndrome in above karyotype? 

2. Mention four important features of  syndrome in above karyotype. 

3. What is mean by Deletion ? 

 

20 

 

1. In above picture all are signs of Which genetic syndrome? 

2. What is its  karyotype? 

3. What is the main cause of this syndrome 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
1. OSPE FOR ESTIMATION OF GLUCOSE BY GOD-POD METHOD 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation of Glucose. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of glucose oxidase peroxidase 

(GOD/POD) method. 

5 Min 1  

Step 4 Write the missing reagents for glucose oxidase peroxidase 

(GOD/POD) method 

 Glucose reagent: glucose oxidase, peroxidase, 4- 

amino antipyrine and phenol. 

 Glucose Standard Solution conc.= 1 mg/ml 

5 Min 1 

Step 5 Demonstrate the steps of procedure of estimation of sugar by 

GOD/POD method. 

1. label three clean and dry test tubes as Blank (B), 

Standard (S) and unknown (U)  (Yes/No): 1 Mark 

2. Take 1ml  glucose regent solution in dry test tubes 

labeled as B, S & U each.   (Yes/no): 1 Mark 

3. Take 10 ul distilled water in test tube B. (Yes/No): 1 

Mark 

4. Take 10 ul glucose standard in test tube S. (Yes/no): 1 

Mark 

5. Take 10 ul of plasma sample in the T test tube. 

(Yes/no) 1mark 

15 Min 5 

Step 6 Mix well and incubate at 37° temperature for 10 min.        

(Yes/No) 

15 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green 

filter within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of Blood Glucose 

=U-B/S-B x Conc.of std/ml x Vol.of Std x  

100/ Vol. of STD                                                                                                                           

5 Min 2 

Step 9 Enlist the causes of Hyperglycemia & Hypoglycemia 5 Min 2 

Total Marks 15 

 

 

 

 

 

 

 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
 

2. OSPE FOR ESTIMATION OF BLOOD UREA BY DAM METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for estimation 

of Urea. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of Diacetyl Monaxime (DAM) method. 5 Min 1 

Step 4 Write the missing reagents for Diacetyl Monaxime (DAM) 

method 

 Urea colour  reagent: Diacetyl monaxime 

Thiosemicarbazide & ferric chloride  

 Std Urea Solution concentration= 0.03 mg/ml urea 

nitrogen 

5 Min 1 

Step 5 Preparation of protein free filtrate. 

 Distilled water 7ml  

 Blood or plasma 1ml 

 10% sodium tungstate 1ml  

 Sulphuric acid 1ml 

7 Min 1 

Step 5 Demonstrate the steps of procedure of estimation of Urea by 

Diacetyl Monaxime method. 

1. label three clean and dry test tubes as Blank (B), Standard (S) 

and unknown (U) (Yes/No) 

2. Take 0.5 ml  DAM urea regent solution in dry test tubes 

labeled as B, S & U each. (Yes/No) 

3. Take 0.5 ml distilled water in test tube B. (Yes/No)  

4. Take 0.5 ml glucose standard in test tube S. (Yes/No) 

5. Take 0.5 ml of PPF sample in the T tube. (Yes/No) 

15 Min 5 

Step 6 Mix well and incubate at 37° temperature for 20 min.        

(Yes/No) 

20 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green 

filter within 10 minutes        (Yes/No) 

5 Min 1 

Step 8 Calculation of Blood Urea (mg/dl) 

=O.D of T/O.D of S x Conc.of std/ml x Vol.of Std x  

100/ Vol. of serum                                                                                                                          

5 Min 1 

Step 9 Enlist the cause for pre & post renal uremia  5 Min 2 

Total Marks 15 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
3. OSPE FOR THE TEST- VARIOUS CONSTITUENTS OF NORMAL URINE . 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for various 

constituents of urine  

5 Min. 1  

Step 2 Collection of urine sample. 5 Min 1  

Step 3 Write down the Physical Characteristics and Observations of 

normal urine 

5 Min 2 

Step 4  Test for various organic constituents of urine  

 Perform the test for Urea (Alkaline Hypobromite test) 

 Perform the test for (Uric acid Schiff’s test) 

5 Min 2 

Step 5 Perform the test for Creatinine (Jaffe’s Test) 5 Mins 2 

Step 6 Perform the test for Hippuric acid  5 Mins 2 

Step 7 Perform the test for Etheral sulphate 5 Min 1 

Step 8 Perform the test for Ammonia 5 Min 2 

Step 9 Write down the normal levels Blood Urea, Creatinine, Uric 

acid 

5 Min 2 

Total Marks 15 

 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
 

4. OSPE FOR THE ANALYSIS OF PHYSICAL & CHEMICAL  COMPONENTS OF 

ABNORMAL URINE . 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for various 

abnormal constituents of urine  

5 Min. 1  

Step 2 Collection of urine sample. 5 Min 1  

Step 3 Write down the Physical Characteristics and Observations of 

normal urine 

5 Min 2 

Step 4  Test for Proteins  

 Perform Sulphosalicylic Acid test 

 Perform the Heller’s test  

 Perform Heat coagulation test 

15 Min 3 

Step 5 Perform the test for Glucose 

 Benedicts test 

4 Mins 3 

Step 6 Test for Blood 

 Benzidine Test 

4 Mins 2 

Step 7 Test for Bile salts & Bile pigments 

 Hay’s Sulphur Test 

 Fouchet’sTest 

4 Mins 1 

Step 8 Test for Ketone Bodies  

 Routhera’s Test 

5 Mins 1 

 

Step 9  Discuss the result with its significance. 1 Mins 1 

Total Marks 15 

 

 

 

 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
5.OSPE FOR THE ESTIMATION OF SERUM CREATININE 

Sr. 

No. 

Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for the 

estimation of serum creatinine  

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write down the name and Principle of the method 5 Min 2 

Step 4 Enlist the reagents required. 5 Min 1 

Step 5 Preparation of protein free filtrates 

 Distilled water 7ml  

 Blood or plasma 1ml 

 10% sodium tungstate 1ml  

 2/3 N Sulphuric acid 1ml 

10 Min 3 

Step 6  Demonstrate the steps of procedure -estimation of serum 

creatinine 

1. label three clean and dry test tubes as Blank (B), - 

Disilled water 5ml, Standard (S)- 5ml, and unknown 

(U) -5ml (PPF) 

2. Take 2.5 ml  alkaline picrate (Picric acid and sodium 

hydroxide) reagent solution in dry test tubes, labeled 

as B, S & U each. 

 

4 Mins 3 

Step 7 Mix it and keep at the room temperature for 15 minutes, and 

read colorimetrically at 530 nm /green filter 

4 Mins 2 

Step 8 Calculation of serum creatinine  (mg/dl) 

=O.D of T/O.D of S x Conc.of std/ml x Vol.of Std x  

100/ Vol. of serum       

4 Min 1 

Step 9 Write down the clinical interpretation of serum creatinine. 5 Min 1 

 

Total Marks 15 
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6. OSPE FOR THE ESTIMATION OF URINE CREATININE 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for the 

estimation of urine creatinine  

5 Min. 1  

Step 2 Collection of urine sample. 5 Min 1  

Step 3 Write down the name and princple of the method 5 Min 2 

Step 4 Preparation of Dillution of urine 

 Distilled water: Dilute urine 1:100 with DW. 

10 Min 3 

Step 5  Demonstrate the steps of procedure - estimation of urine 

creatinine 

3. label three clean and dry test tubes as Blank (B), - 

Distilled water 3ml, Standard (S)- 3ml, and unknown 

(U) -3ml (Dilute urine) 

4. Take 1 ml  alkaline picrate (Picric acid and sodium 

hydroxide) reagent solution in dry test tubes ,labeled as 

B, S & U each. 

 

4 Mins 3 

Step 6 Mix it and keep at the room temprature for 15 minutes,and 

read colorimetrically at 530 nm /green filter 

4 Mins 2 

Step 7 Calculation of serum creatinine  (mg/dl) 

=O.D of U-O.D of B/O.D of S-O.D of blank x Conc.of std/ml 

x Vol.of Std x 1000/ Vol. of serumx1/1000   

4 Min 1 

Step 8 Interpret the Result. 2 min 1 

Step 9 Write down the clinical interpretation of creatinine clearance 5 Min 1 

 

Total Marks 15 
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7.OSPE FOR ESTIMATION OF SERUM PROTEINS BY BIURET METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation of serum Protein by biuret method. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of Biuret method. 5 Min 2 

Step 4 Dilution of serum: Take 0.2 ml of serum sample, add 3.8 ml 

normal saline.  

5 Min 1 

Step 5 Demonstrate the steps of procedure - estimation of serum 

Proteins 

1.label three clean and dry test tubes as Blank (B), - 

normal saline 1ml ,Standard (S)- 1ml, and unknown 

(U) -1 ml 

2. Take  5 ml  of Biuret reagent solution in dry test 

tubes, labeled as B, S & U each. 

 

 3 

Step 6 Mix well and incubate at room temperature for 10 min.        

(Yes/No) 

10 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green 

filter within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of seum total proteins (gm/dl) 

=O.D of T/O.D of S x Conc.of std/ml x Vol.of Std x  

100/ Vol. of serumx1/1000               

5 Min 1 

Step 9 Discuss the Result                                                             5 Min 2 

Step 

10 

Write down the clinical interpretation 5 Min 2 

Total Marks 15 
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8. OSPE FOR ESTIMATION OF SERUM ALBUMIN BY BCG METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation of serum albumin by BCG Method. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of BCG method. 5 Min 2 

Step 4 Dilution of serum: Take 0.2 ml of serum sample, add 1.8 ml 

normal saline.   

5 Min 1 

Step 5 Demonstrate the steps of procedure - estimation of serum 

albumin 

1.label three clean and dry test tubes as Blank (B), - 

normal saline 0.2ml ,Standard (S)- 0.2ml, and 

unknown (U) -0.2 ml 

2. Take  5 ml  of biuret reagent solution in dry test 

tubes ,labled as B, S & U each. 

 

10 Min 3 

Step 6 Mix well and incubate at room temperature for 10 min.        

(Yes/No) 

10 Min 1 

Step 7 Measure the absorbance of all the test tubes at 620 nm/ red 

filter within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of total proteins (gm/dl) 

=O.D of T/O.D of S x Conc.of std/ml x Vol.of Std x  

100/ Vol. of serumx1/1000               

5 Min 1 

Step 9 Discuss the Result.                                                             5 Min 2 

Step 

10 

Write down the clinical interpretation 5 Min 2 

Total Marks 15 

 

 

 

 

 

 



DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
         9. OSPE FOR ESTIMATION OF Serum Albumin by BCG METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for estimation 

of serum Protein by Bromocresol green method. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of Bromocresol green method. 5 Min 2 

Step 4 Dillution of serum  5 Min 1 

Step 5 Demonstrate the steps of procedure - estimation of serum albumin 

1.label three clean and dry test tubes as Blank (B), - 

normal saline 0.2ml ,Standard (S)- 0.2ml, and unknown 

(U) -0.2 ml 

2. Take  5 ml  of BCG reagent solution in dry test tubes, 

labeled as B, S & U each. 

 

 3 

Step 6 Mix well and incubate at 37° temperature for 10 min.        

(Yes/No) 

10 Min 1 

Step 7 Measure the absorbance of all the test tubes at 620 nm/ red filter 

within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of seum albumin (gm/dl) 

=O.D of T/O.D of S x Conc.of std/ml x Vol.of Std x  

100/ Vol. of serumx1/1000               

5 Min 1 

Step 9 Discuss the Result                                                             5 Min 2 

Step 

10 

Write down the clinical interpretation 5 Min 2 

Total Marks 15 
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10. OSPE FOR ESTIMATION OF SERUM TOTAL CHOLESTEROL BY (CHOD-

PAP) METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation of serum  total cholesterol by (CHOD-PAP)  

method. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of total cholesterol (CHOD-PAP) 

METHOD. 

 

5 Min 2 

Step 4 Enlist the reagents required.  5 Min 1 

Step 5 Demonstrate the steps of procedure - estimation of total 

cholesterol 

1.label three clean and dry test tubes as Blank (B), - 

working cholesterol reagent  1.0ml ,Standard (S)- 1.0 

ml, and unknown (U) -1.0 ml 

2. Take  10 ul distilled water in blank test tube 

3. Add 10 ul standard reagent solution in dry test 

tubes, labled as  S  

4. Add 10ul unknown solution in dry test tubes, 

labeled as  T.  

10 Min 3 

Step 6 Mix well and incubate at 37° temperature for 15 min.        

(Yes/No) 

15Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/ green 

filter within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of serum total cholesterol (mg/dl) 

=O.D of T/O.D of S x 200  

5 Min 1 

Step 9 Discuss the Result                                                             5 Min 2 

Step 

10 

Write down the clinical interpretation of cholesterol. 5 Min 2 

Total Marks 15 
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11.OSPE FOR ESTIMATION OF CALCIUM by OCPC METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation of serum CALCIUM by OCPC METHOD. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of OCPC method 5 Min 2 

Step 4 Enlist the reagents required for calcium estimation. 5 Min 1 

Step 5 Demonstrate the steps of procedure - estimation of serum 

calcium 

1.label three clean and dry test tubes as Blank (B), 

Standard (S) unknown (T) , 

2. Add 0.5ml buffer in B, 0.5 ml of colour reagent in 

all three tubes 

3.Add distilled water 20ul in blank, 20ul of calcium 

Standard (S), and unknown serum sample (U) -20ul  

 

10 Min 3 

Step 6 Mix well and incubate at room temperature for 5 mins.        

(Yes/No) 

10 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/ 

green filter within 60 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of serum calcium   (mg/dl) 

=O.D of T/O.D of S x 10     

5 Min 1 

Step 9 Interpret the Result                                                             5 Min 2 

Step 

10 

Enlist the causes of Hypercalcemia & Hypocalcemia 5 Min 2 

Total Marks 15 
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12. OSPE FOR ESTIMATION OF INORGANIC OF PHOSPHORUS BY FISKE 

SUBBAROW METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required inorganic 

of Phosphorus by Fiske Subbarow Method. 

 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of Fiske Subbarow Method 5 Min 2 

Step 4 Preparation of Protein free filtrate 

1. In a test tube 9 ml of 10% TCA and add 1ml of serum 

dropwise, mix and allow the contents to settle for 5 

mins, filter it. 

5 Min 1 

Step 5 Demonstrate the steps of procedure - inorganic of 

Phosphorus by Fiske Subbarow Method 

1. label three clean and dry test tubes as Blank 

(B),Standard (S) unknown (T) ,add 5ml protein free 

filterate 5ml in unkown (T) & Add 5ml of 

Phosphorus stdin (S,) 1ml of colour reagent in 

(B&S) tubes.add distilled water 8.6ml in blank, 

3.6ml in Standard (S), and3.6 ml in  unknown  

2. Add ANSA - 0.4 ml in all three test tubes 

 

 3 

Step 6 Mix well and incubate at room temperature for 5 mins.        

(Yes/No) 

10 Min 1 

Step 7 Measure the absorbance of all the test tubes at 660nm/ red 

filter after exactly 5 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of serum Phosphorus   (mg/dl) 

=O.D of T/O.D of S x 8   

5 Min 1 

Step 9 Interpret the Result                                                             5 Min 2 

Step 

10 

Write down the clinical interpretation of Inorganic 

phosphorus. 

5 Min 2 

Total Marks 15 
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12. OSPE FOR ESTIMATION OF SERUM ALKALINE PHOSPHATASE BY KIND & 

KINGS  METHOD 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required Alkaline 

Phosphatase by Kind & Kings  method 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of Kind & Kings  method 5 Min 2 

Step 4 Demonstrate the steps of procedure - ALP estimation  

1. label three clean and dry test tubes as Blank (B),Standard 

(S) unknown (T) and control (C) ,add 1.05 ml  of distilled 

water in Blank(B and 1.0 ml of water in S,C,T) and add 

one ml of buffer reagent,0.1 ml of substrate reagent in all 

test tubes. 

2. Mix well & allow to stand at 37deg c for 3 min & add 

3.  Add 50ul in unkown (T) & Add 50ul of in phenol (S,) 

4. Mix well and allow to stand at 37deg C for 15 min and add 

5. Add 1 ml of colour reagent in (B,S,C,T)  

6. Add 50ul in control 

 

15 Min 3 

Step 5 Mix well and incubate at room temperature for 5 mins.        

(Yes/No) 

5 min 3 

Step 6 Measure the absorbance of all the test tubes at 530 nm/ green filter 

within 5 minutes        (Yes/NO) 

10 Min 1 

Step 7 Calculation of ALP activity (K.A.units)    

=O.D of T- O.D of C/O.D of S - O.D of B x 10   

5 Min 1 

Step 8 Interpret the Result         5 Min 2 

Step 9 Write down the clinical interpretation of ALP.                                    5 Min 2 

Total Marks 15 
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13. OSPE FOR ESTIMATION OF ASPARTATE TRANSAMINASE BY FRANKEL’S 

METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

estimation ASPARTATE TRANSAMINASE  BY 

FRANKEL’S METHOD. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of  FRANKEL’S METHOD 5 Min 2 

Step 4 Write the missing reagents for FRANKEL’S METHOD 

 AST substrate containing L- Aspartate & Alpha 

Ketogluterate 

 2,4 Dinitrophenol 

 0.4 NAOH 

 Std pyruvate solution 

5 Min 1 

Step 5 Demonstrate the steps of procedure for the estimation of 

ASPARTATE TRANSAMINASE  BY FRANKEL’S 

METHOD. 

1. Add buffer substrate  1.2 ml in blank ,1.0ml in 

(std,cont,test) accordingly 

2. Add 0.2 ml of phenol std in (Std) 

3. Add 0.2 ml of serum in test 

4. Incubate it at 37degc for 60min   

 3 

Step 5 Add 1.0 ml of DNPH in (S,B,C,T) 

Add 0.4 NNAOH - 1.0ml in (S,B,C,T) 

15 Min 1 

Step 6 Mix well and incubate at room temperature for 10 min.        

(Yes/No) 

20 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green 

filter within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of ASPARTATE TRANSAMINASE  BY 

FRANKEL’S METHOD..    (mg/dl) 

=O.D of T-O.D of C/O.D of S-O.D of Blank x 33.33                                                                                                            

5 Min 2 

Step 9 Write down the result and clinical interpretation 5 Min 2 

Total Marks 15 

 

 

 

 

 

 

 



 

 

DEPARTMENT OF BIOCHEMISTRY 

VIKHE PATIL INSTITUTE OF MEDICAL SCIENCES, AHMEDNAGAR 

------------------------------------------------------------------------------------------------------------ 
 

14. OSPE FOR ESTIMATION OF ALANINE TRANSAMINASE  BY RIETMAN & 

FRANKEL’S METHOD. 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for estimation 

ALANINE TRANSAMINASE BY REITMAN, FRANKEL’S 

METHOD. 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of  REITMAN, FRANKEL’S METHOD 5 Min 2 

Step 4 Write the missing reagents for  REITMAN,FRANKEL’S 

METHOD 

 ALT substrate containing L- Alanine  & Alpha 

Ketogluterate 

 2,4 Dinitrophenol 

 0.4 NAOH 

 Std pyruvate solution 

5 Min 1 

Step 5 Demonstrate the steps of procedure for the estimation of 

ALANINE TRANSAMINASE   BY FRANKEL’S METHOD. 

1. Add buffer substrate  1.2 ml in blank ,1.0ml in 

(std,cont,test) accordingly 

2. Add 0.2 ml of phenol std in (Std) 

3. Add 0.2 ml of serum in test 

4. Incubate it at 37degc for 60min   

 3 

Step 5 Add 1.0 ml of DNPH in (S,B,C,T) 

Add 0.4 N NAOH - 10ml in (S,B,C,T) 

15 Min 1 

Step 6 Mix well and incubate at 37° temperature for 10 min.        

(Yes/No) 

20 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green filter 

within 10 minutes        (Yes/NO) 

5 Min 1 

Step 8 Calculation of ALANINE  TRANSAMINASE  BY FRANKEL’S 

METHOD..    (mg/dl) 

=O.D of T-O.D of C/O.D of S-O.D of Blank x 66.66                                                                                                            

5 Min 2 

Step 9 Write down the result and clinical interpretation 5 Min 2 

Total Marks 15 
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15. OSPE FOR ESTIMATION OF SERUM BILIRUBIN 

 

Sr. No. Task Time 

Alloted 

Marks 

Step 1 Collection of glassware and plastic ware required for 

ESTIMATION OF SERUM BILIRUBIN by Mallay & Evelyn 

Method 

 

5 Min. 1  

Step 2 Collection of blood sample. 5 Min 1  

Step 3 Write the principle of  Mallay & Evelyn Method 

 

5 Min 2 

Step 4 Write the missing reagents for  Mallay & Evelyn Method 

 Diazo  reagent: Sulphanilic acid in hydrochloric acid and 

sodium nitrite 

 Hydrochloric acid ,0.15N 

 Methanol 

 Working std,Methylene red solution 

5 Min 1 

Step 5 Demonstrate the steps of procedure for the estimation of SERUM 

BILIRUBIN by Mallay & Evelyn Method 

1. Take 6 test tubes , and label them Blan (B), Std 

(S),Conjugated control (CC)conjugated unknown 

(CU),Total control (TC), Total Unkown (Tu) 

2. Add distilled water 8 ml in B , 6.8 in CC, 6.8 in CU,2.8 in 

TC & TU 

3. Add serum 0.4 ml in (Cu,Cu& Tc,Tu) 

4. Add 0.8 ml of 0.15NHCL in (Cu & Tc) 

5. Add Diazo reagent 0.8 in (Cu & Tu) 

6. Add 4.0 ml of methyl alcohol in (Tc & Tu) 

15 Min 3 

Step 6 Incubate it for 30min in dark room  35 Min 1 

Step 7 Measure the absorbance of all the test tubes at 530 nm/green filter 

within 10 minutes        (Yes/NO) 

 5 Min 1 

Step 8 Calculation of   SERUM BILIRUBIN  (mg/dl) 

Dierect Bilirubin (mg/dl) = O.D of Cu- O.D of Cc/O.D of S-O.D 

of B x7 

Total Bilirubin (mg/dl) = O.D of Tu- O.D of Tc/O.D of S-O.D of 

B x7 

 

5 Min 3 

Step 9 Write down the result and clinical interpretation                           5 Min 2 

    

Total Marks 15 

 

 

 



       OSPE  Stations in Microbiology for MBBS students 

Figure No. 2 : OSPE Station’s in Micro Biology for MBBS Student.  

Task for students Checklist for the 

Examiners 

Marks : 3, 

Time 3 Min. 

Station No. 1  

1. Identify the given Medium. (1)  

2. Which indicator is added to this 

medium. (1)  

3. What is use of this medium. (1) 

1. Maconkeys 

Medium 

 

2. Neutral Red 

 

 

 

3. Use for the growth 

of Ecoli, Klebsiella 

Species.  

1 

 

1 

 

 

1 

Station No. 2 

1. Identify the instrument. (1) 

2. Mention its Use? (1) 

3. Name the chemical indicator 

used. (1)  

1. Anaerobic Jar 

  

2. Use for anaerobiosis  

 

3. Reduced Methylene 

Blue 

1 

 

1  

 

1 

Station No. 3  

1. Indentify the test. (1)  

2. Mention the indicator used ?  

(1)  

3. Name 2 organism which are 

1. M. R. Test  

  

2. Methyal Red  

 

1  

 

1   

 



positive? (1)   

 

3. Ecoli, Salmonella 

Typhi  

 

1 

Station No. 4 

1. Give the microscopic finding 

(1) 

2. Write 2 features of egg seen (1)  

3. Name on complication Caused 

by parasite. (1)  

1. Egg of Hookworm 

 

  

2. Thin shell with 

segmented ovum.  

3. Iron deficiency 

anaemia  

1 

  

 

1   

 

1 

Station No. 5  

1. Examin the slide. (1)  

2. Name the organism. (1) 

3. Name of media in which it is 

cultured (1)  

1. ZN Stain with 

AFB. 

  

2. Mycobacterium 

tuberculosis.  

3. LJ Medium 

1  

 

1  

 

1 

 

Station NO.6 



1. Identify  

 

2. Mention method of 

sterilization 

 

 

3. Name the organism 

which can grow on 

this medium 

 

1. Looefller serum slope 

 

2. Inspissations at 85 

degree for 30 min. on 3 

succesive days 

 

 

3. Corynebacterium 

diphtheria 

1 

 

 

 

1 

 

 

 

 

1 

Station no.7 

1.Identify 

 

 

 

2. Name of the pigment 

produced by the organism 

 

3.Diseases caused by this 

organism 

1. Pigment production by 

P.aeruginosa on nutrient agar 

 

2. pyocyanin 

 

 

 

3.Respiratory tract infection, 

urinary tract infection, otitis 

media, meningitis 

 

 

1 

 

 

 

1 

 

 

 

 

1 

Station no. 8 

1.Identify 

2.Name the indicator used in 

it 

3. Name two organisms 

which gives this test positive 

1. Citrate utilization test 

 

2. Bromothymol blue 

3.Klebsiellsa pneumoniae, 

pseudomonas 

1 

 

1 

 

1 

Station no. 9 

1. Identify and mention 

the type of 

serological reaction 

2. Mention diagnostic 

significant titre 

 

1. ASO test- latex 

agglutination test 

 

 

2. Significant titre is 1:200 

1 

 

 

 

 

1 

Station no.10   



1. Identify 

 

 

 

2. Mention one 

laboratory test to 

identify 

1. SDA with Cryptococcus 

neoformans 

2. Laboratory test- India 

ink staining, culture on 

bird seed agar 

1 

 

 

 

1 

Station no. 11 

1. Identify the given 

virology model 

specimen 

2. Mention one test 

which can be done in 

the window period 

for the diagnosis  

1. HIV model 

 

 

2.Test can be done in window 

period- P24 antigen detection 

assays, RT -PCR 

1 

 

 

 

 

1 

Station no. 12 

1.Identify 

2. write the uses 

1. bacteriological inoculation 

loop 

 

2For inoculation of clinical 

specimen on culture media 

plate 

1 

 

 

1 

Station no. 13 

Perform gram staining 

procedure 

1. Takes all universal 

safety precaution during 

staining procedure 

2. Perform the procedure 

in correct sequence 

3. Keep all the reagent 

bottles on shelf after its 

use 

4. Focussing of slide on oil 

immersion field 

5. Draw the labeled 

diagram and write 

interpretation 

6. Discard the slide after 

showing to the 

1 

 

 

 

1 

 

 

 

1 

 

1 

 

 

1 

 



examiner into container 

with 5% phenol 

7. Clean the microscope 

stage and lense after 

the work over. 

 

1 

 

 

 

 

1 

Station No. 14 

Perform ZN staining 

procedure. 

1.Take all universal safety 

precaution during staining 

procedure. 

2. perform zn staining 

procedure in correct sequence.  

3.Keep all the reagent bottles 

on shelf after its use 

4.Focussing of slide on oil 

immersion field 

5.Draw the labelled diagram 

and write interpretation 

6.Discard the slide after  

showing to the examiner into 

container with 5% phenol 

7.Clean the microscope stage 

and lense after the work over. 

 

1 

 

 

1 

 

 

1 

 

 

1 

 

1 

 

 

1 

 

 

 

1 

 

Station no. 15 

Stool examination  1. Prepare saline wet 

mount and iodine 

mount  

2. Focussing of slide on 

low power field 

3. Draw labelled diagram 

and write interpretation 

4. Discard slide into 

1 

 

 

1 

 

 

1 

 



container with 5% 

phenol 

5. Cleam the microscope 

stage and lens after the 

work is over 

 

1 

 

 

1 

 

 



  OSPE Station - 16 

4. The procedure/steps of Gram Stain: 

Gram Stain Reagents 

Primary stain: 2 g Crystal violet, 20 mL 95% ethyl alcohol, 0.8 g 

ammonium oxalate, and 100 mL distilled water. 

Gram’s iodine: 2 g potassium iodide, 1 g iodine crystals, and 100 mL 

distilled water. 

Decolorizer: 50 mL acetone and 50 mL ethanol. 

Counterstain: 4.0 g Safranin, 200 mL 95% ethanol, and 800 mL 

distilled water 

 

4. Prepare and fix the specimen to the microscope slide before staining. 

5. Cover the smear with crystal violet, the primary stain, for 20 seconds. 

6. Gently rinse off the stain with water. 

7. Cover the smear with Gram’s iodine, the mordant, for 1 minute. 

8. Pour off the excess Gram’s iodine. 

9. Run the acid-alcohol decolorizer over the smear until the solution appears 

clear. 

10. Gently rinse with water. 

11. Cover the smear with safranin, the secondary or counterstain, for 20 

seconds. 

12. Gently rinse the stain with water. 

13. Blot dry  

 

 

 

 

Station - 17 
The procedure/steps of ZN Stain 

 

5.  Reagents used in the Ziehl-Neelsen Stain 

Carbol-Fuschin (Primary dye) 



   20% sulphuric acid or acid-alcohol (Decolorizer) 

Methylene Blue dye (counterstain) or malachite green 

 

4. On a clean sterile microscopic slide, make the smear of the sample culture and 

heat fix the smear over blue heat. 

5. Over the smear, pour and flood the smear with carbol fuschin and heat gently 

until it produces fumes. 

6. Allow it to stand for 5 minutes and wash it off with gently flowing tap water. 

7. Add 20% sulphuric acid and leave it for 1-2 minutes. Repeat this step until the 

smear appears pink in color. 

8. Wash off the acid with water. 

9. Flood the smear with methylene blue dye and leave it for 2-3 minutes and 

wash with water. 

10. Air dry and examine the stain under the oil immersion lens. 
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