
























































































































DEPARTMENT OF OBSTETRICS & GYNAECOLOGY
OSCE Checklist Phase III part II

Name:
Roll no: Date:

History Marks Competency Remarks
Greet, introduce yourself, explain, take consent 2
Name, age, address, occupation, SES, parity 2
Presenting complaints 1
LMP, age of menarche 2
Prev.cycles

a. Regularity
b. Amt. of bleeding. No. of pads
c. Duration of bleeding
d. Post coital bleeding
e. Intermenstrual bleeding
f. Preceding amenorrhoea

1
1
1
1
1
1

Dysmenorrhoea / type 2
Dyspareunia 1
White discharge

a. Amount
b. Consistency
c. Colour
d. Odour
e. Itching
f. H/O worm infestations

1
1
1
1
1

Micturition
a. Frequency
b. Burning
c. Difficulty
d. SUI
e. H/O retention

1
1
1
1
1

Defecation
a. Constipation
b. Pain
c. Bleeding

1
1
1

Mass descending p.v
Pain abdomen
Mass abdomen
Marital history
Past obstetric history

a. Parity
b. Delivery details
c. LCB

1
1
1

Contraception (type/sterilised) 1
Past medical, surgical history 1
Personal history 1
Family history 1
Thank the patient and conclude 2
Total  /38



DEPARTMENT OF OBSTETRICS & GYNAECOLOGY

Name:
Rollno: Date:

Problem Answer
A 35 year old p2, comes to the OPD with profuse, foulsmelling, greenish,
frothy discharge with itching. Your diagnosis?

How will you confirm diagnosis?

How will you treat?

Enumerate at least 2 Predisposing factors for candidiasis

Diagnosis of candidiasis

Amsels criteria

Enumerate at least 2 Causative organisms for bacterial vaginosis
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Name:

Rollno: Date:

MARKING SCHEME Marks Comments
WINDEC (wash hands, introduce self, name, DOB, explain
exam, consent)

2

Ask about/say would: (not usually asked to do time but
need to mention )

a. Weight, Ht
b. Pallor,pedal edema
c. pulse, BP

2
2
2

Ask patient to empty bladder 1

Discreetly expose from below the breasts to the symphysis
pubis
Flex the legs

1

1
Stand on the right of patient facing her 1

Inspection-
a. Shape and asymmetry
b. Linea nigra
c. Striae gravidarum
d. Striae albicans
e. Excoriations
f. Superficial dilated veins
g. Umbilicus
h. Hernia
i. Scar (describe)

1
1
1
1
1
1
1
1
1

Palpation
a. Correct dextrorotation
b. Symphyseal-fundal height in cms- tape measure

upside down from fundus to pubic symphysis)
c. Fundal ht in weeks
d. Fundal grip
e. Umbilical grip
f. First pelvic grip
g. Second pelvic grip

1
1

1
1
1
1
1

Ask to
explain
while doing
a to f

Auscultation- spino umbilical line 1

Cover patient up and thank them 1
Total             /30
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Name:
Rollno: Date:
Interaction with the patient Marks Comments
WINDEC (wash hands, introduce self, name,
DOB, explain exam, consent)

2

LMP
a. Regular cycles in 3 months
b. No intake of OC pills in last 3 months
c. Calculate EDD & GA

1
1
1

Name, age,Address 3
Occupation
education
SE status

1
1
1

Husband details 1
Nearest health facility 1
Blood group 1
Obstetric score(No. of children/abortions) 1 Give one mark if

primi
Chief complaints 1
I trimester history
a. hyperemesis
b. drug intake
c. fever with eruptions
d. exposure to radiation
e. dating scan

1
1
1
1
1

II trimester history
a. H/S/O PIH
b. H/O GDM
c. GCT/GTT
d. Bleeding
e. leaking
f. Quickening
g. UTI
h. II trimester scan

1
1
1
1
1
1
1
1

Menstrual history
Marital history
Consanguinity

1
1
1

Past obstetric history including condition of
newborn

1 If primi, add one
mark anyway

Past medical history/ surgical history 2

Personal history 1
Diet 1
Family history 1
Blood transfusion in the past 1
Gives advice about anomaly scan 1
Thank the patient 1
Total score /35
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Name: Date:
Roll no:

IUCD insertion Yes NO Remarks
Asks the client to empty her bladder and wash her perineal area
Washes hands thoroughly as per protocols and dries them
Pre insertion and Insertion Steps (Using aseptic, “no touch” technique throughout)
Provides an overview of the insertion procedure. Reminds her to let the provider know

if she feels any pain
Gently inserts speculum, and cleanses the cervical os and vaginal wall with antiseptic
Gently grasps the anterior lip of cervix with an vulsellum/tenaculum and applies gentle
traction (If tenaculum is used, the prongs of tenaculum should hold the anterior lip of
cervix at 11 o’clock and 1 o’clock positions to avoid cervical injury)
Inserts the uterine sound using the “no touch” technique
Loads the IUCD in its sterile package using ‘No touch technique’
Sets the blue length-gauge to the measurement of the uterus
Carefully inserts the loaded IUCD, and releases it into the uterus using the ‘withdrawal
technique’
Withdraws the plunger rod. Gently pushes the insertion tube upward again until slight
resistance is felt
Partially withdraws insertion tube until the string can be seen extending from the cervical
os
Uses sterile sharp curved scissors to cut the IUCD strings to 3– 4 cm length.
Gently removes the vulsellum/ tenaculum and place them in kidney tray
Examines the cervix for any bleeding, removes the speculum, and places it in the kidney
tray
Asks how the client is feeling and begin performing the post-insertion steps
Disposes of waste materials appropriately
Performs hand hygiene
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Name: Date:
Roll no:

1. Definition of Preeclampsia

New onset hypertension (>140/90mmhg) that develops after 20wks gestation with proteinuria
with or without multiorgan involvement.

2.  Investigation done in gestational HT/PE

1. CBC

2. Spot urinary protein: creatinine ratio

3. LFT – Liver enzymes

4.  Blood Urea, Sr. creatinine, Uric acid

5. Fundus Examination

3. Complication of exercise

1. Eclampsia

2. Acute Renal Failure

3. DIC

4. HELLP Syndrome

5. Placental abruption

6. FGR

4. Antihypertensive used in GHT/PE

Mode of action Contraindication
1. Labetalol Α – Β Adrenergic Asthma
2. Nifedipine Calcium Channel Blocker

Hot Emergency
3. Hydralazine Peripheral Vasodilator
4. I.V Labetalol
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40 year old female complaints of White discharge pv.  She has not undergone pap
smear so far.

Tasks Not done Done
Greet and explain
Don non sterile gloves
Visual inspection external genitalia, cervix, vaginal
walls,
Advances speculum correctly
Insert Ayres spatula and rotate 360 twice
Takes out and smear it on glass slide
Put it on Koplicks jar
Follow up
Document on pap form,
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Tasks Not done Done
Ensure privacy and confidentiality

Identify the reason for termination of pregnancy

Discuss regarding available options

Benefits of medical termination

Risks of medical termination

Return of fertility 10 days after MTP

Post abortion contraception

Follow up



DEPARTMENT OF OBSTETRICS & GYNAECOLOGY

OSCE checklist Phase III Part I

Name: Roll no: Date Yes NO
Introduction give 1 mark if all done otherwise 0.5
Wash hands, Introduce self, Ask Patient’s name, age, parity, address,
Explain procedure, ask patient to void and obtain consent
Asks about her LMP (0.5)
Asks about her last day of  intercourse or any Pv done in the last 24
hours (1)
Wear glovesTo avoid douching with any antiseptic solution(0.5)
Inspected external genitalia and checked urethral opening for
discharge.(1)
Inserted speculum and adjust it so that the entire cervix can be
seen.(1)
Scraped the whole transformation zone and the ectocervix  by the
Ayres spatula(1)
Spread the specimen on a glass slide (0.5)
Place the smear inside Koplik’s jar(0.5)
Took off the gloves, dispose in the proper container, Washed
hands(0.5)
Told the client when to return for results(0.5)
Documented the results(2)
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Name Roll no:                           Date: Marks
Introduces self and role, Gains consent for history, Correctly
identifies patient using at least 2 patient identifiablevariables

2

Bleeding: Onset, Volume, Colour and Progression 2
Presence of clots, dysuria, dyspareunia or discharge 2
Pain – with SOCRATES as appropriate – include screening for
shoulder tip pain

2

Menstrual history – age at time of menarche, LMP, regularity of
periods and characteristics

2

Gynaecological history – contraception, menopause, STIs, cervical
screening, history of PID
Obstetric history – Gravity, Parity, outcome of pregnancies and
bleeding in pregnancy

2

Enquire about risk factors: Ask about PID, IVF, FHx miscarriages,
previous miscarriage

2

Past medical (surgical) history; drug history, family history , social
history

2

Summary and interpretation of clinical findings accurately 2
Differentials diagnoses explained to the patient 2
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Name Roll no: Date: Marks
Introduces self and role, Correctly identifies patient using at least 2 patient identifiable
variables

0.5

Ask the patient about her knowledge of molar pregnancy 0.5

What is a molar pregnancy?A molar pregnancy is a pregnancy in which the trophoblast
develops into a mass of fluid-filled sacs that resemble clusters of grapes. It grows in an
uncontrolled fashion to fill the womb. It occurs in about one in 1200 pregnancies. There are
two types of molar pregnancy: a complete and a partial molar pregnancy

1

If this is such an abnormal pregnancy, why do I feel so pregnant?The overgrown placenta
tends to produce massive amounts of the pregnancy hormone hCG (human Chorionic
Gonadotrophin). Most of the symptoms of a molar pregnancy are caused by these high
hormone levels. A molar pregnancy will probably bleed and the womb will seem bigger than
it should be. Sometimes it can cause high blood pressure and thyroid problems. There may
be increased symptoms of morning sickness.

2

How is a molar pregnancy treated?You will be admitted to hospital to have a small operation
to empty your uterus (called a Dilatation and Curettage).This procedure is carried out under a
general anaesthetic in the operating theatre. Instruments are used to ensure the inside of your
uterus is empty. The operation usually takes about 5 to 10 minutes, and is done vaginally so
you will have no cut/stitches.The tissue will be sent to the laboratory for examination and you
will be told the result

2

What follow up is required?Blood levels of the pregnancy hormone hCG are measured
weekly following a molar pregnancy until the pregnancy hormone level is so low that it can
no longer be detected. In most women the levels of hCG drop fairly rapidly. Once your
hormone level reaches zero for three weeks, follow-up will cease for those with a partial
mole. For women with a complete mole, you will progress to monthly blood tests for a further
six months.

2

Why are molar pregnancies followed up?Occasionally the molar tissue may persist and grow
deeper into the wall of the uterus and spread; this is an invasive mole. Very rarely a molar
pregnancy can develop into a choriocarcinoma which is a form of cancer. Thankfully the cure
rate is almost 100%. This is the reason why molar pregnancies are followed up..

1

When can I fall pregnant again?We would advise that you do not fall pregnant while you are
being followed up. It will become difficult to know if your pregnancy hormone levels are
rising due to pregnancy or re-growth of the molar tissue. We advise you to wait until after
your follow-up period before trying for another pregnancy. It is very important to tell us if
you become pregnant.

1



Name Roll no: Date: Marks
Introduction
Wash hands, Introduce self, Ask Patient’s name, address, Explain examination, ask patient
to void and obtain consent

0.5

Position the patient lying at 15˚  with a small rolled towel placed under the right hip and
knees should be semiflexed and feet together and expose the abdomen from xiphisternum
to pubic symphysis . Stand on right side of the patient

1

Abdominal inspectionDistension,Fetal movements, Scars
Skin changesLinea nigra: Striae gravidarum: Striae albicans: Excoriations Distended
superficial veins Umbilicus eversion
Palpation Tell if there is a dextrorotation, It will be corrected 1
Fundal height-Use the ulnar edge of left hand to press down in a stepwise fashion from
xiphisternum downwards to find the fundus (first bit of resistance)

1

SFH- measure from pubic symphysis to fundal resistance with measuring tape
To eliminate bias, measure with the inches side upwards, then turn over for centimetres
reading.

1

Fundal grip:The uterine contour is outlined by the examiner, placing both of his or her
hands on each upper quadrant of the patient's abdomen facing the maternal xiphoid
cartilage. The ulnar border of each hand is in contact with the abdominal wall, and the
opposite fingers are touching each other. Using the fingertips, the fundus is gently
palpated to identify which fetal part is present in the upper pole (fundus) of the uterus.

1

Umbilical grip:Still facing the maternal xiphoid cartilage, both hands slide down from the
uterine fundus towards the lateral uterine walls. The clinician's hands are placed flat and
parallel to each other along the abdominal wall at the level of the umbilicus. The operator
places the two flat hands sideways to the uterus and tries to bring them closer to the
midline. Gently palpate each side of the uterus

1

First pelvic grip: the ulnar border of right hand is placed over pubic symphysis and place
the thumb and fingers of the right hand close above the pubic symphysis and draws the
thumb and finger near to clasp the lower uterine segment including its contents.

1

Second pelvic grip: the examiner faces toward the maternal pelvis. places the palms of
both hands on either side of the lower abdomen, with the tips of the fingers facing
downward toward the pelvic inlet. The fingertips of each hand are used to apply deep
pressure from the outside to the inside and in a craniocaudal direction along the lower
contour of the uterus towards the birth canal.

1

fifth maneuver" of Leopold, or maneuver of Zagenmeister, In the cephalic presentation,
the hand is placed flat on the pubic symphysis, and the palpation could delineate the fetal
head portion that can be reached above the pelvic inlet. If the fetal head accommodates
two fingerbreadths above the pelvic brim, it is said to be engaged.
Fetal heart auscultation
Find the back of the fetus and place the Pinard Horn or Doppler fetal monitor (Sonicaid)
just behind the anterior shoulder, i.e. halfway between mother’s umbilicus and ASIS on
the side of the fetus’ back (try both sides if unsure)
Feel the mother’s pulse at the same time
Calculate the fetal heart rate (should be 120-160 bpm). Listen for 1 minute.

1

Thank patient and restore clothing 0.5
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Name Roll no:                           Date: Marks
List at least 3 tests for fetal well being
Fetal movement count, Cardiotocography (CTG) or electronic fetalmonitoring (EFM),
BPP, Doppler

2

Biophysical profile (BPP features– Fetal breathing, – Fetal movement, – Fetal tone, –
Amniotic fluid index (AFI),– NST

2

Maternal indicationsany 4:
Postterm pregnancy, Hypertensive disorders of pregnancy, Diabetes, Antiphospholipid
antibody syndrome, Advanced maternal age (elderly gravida), Vaginal bleeding,
Prelabor rupture of membranes, Pregnancy after assisted reproductive technologies

2

Fetalindications any 4:
Decreased fetal movement, Fetal growth restriction, Oligohydramnios/polyhydramnios,
multiple pregnancy with significant growth discrepancy, • Preterm labor

2

A reactive NST shows two or more fetal heart rateaccelerations reaching a peak of at
least 15 bpmabove the baseline rate and lasting for at least 15 secondsfrom onset to
return in a 20-minute period.

2
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