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Abstract - Emphasis is being given to early contact by medical students with patients, and cur-
ricula are being designed to address this trend. Although teaching of clinical skills mostly de-
pends on the traditional “apprenticeship” model, there is insufficient supervision of students 
while they examine the patients. This  leads to the lack of acquisition of good clinical skills and 
some patient-student frustrations during examination by inexperienced students. The problem is 
greater in pediatric departments. One way to overcome this is to observe the students while they 
take a history and do a physical examination and to give them feedback. On the other hand, ob-
jective structured clinical examinations (OSCEs) should be used more in pediatric examinations 
to make use of the steering effect such examinations have on student achievement. However, 
OSCEs should not be the only student assessment tool, but should be complemented by other 
examination methods. 
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 More and more medical schools around the 
world are changing to problem-based or integrated 
curricula in which clinical and basic sciences are 
taught in an integrated way in the first years of medi-
cal school. In addition, many medical schools have 
adopted courses such as “introduction to clinical sci-
ences,” “practice of medicine,”  “doctor-patient” and 
“introduction to clinical medicine” that expose the 
medical students to patients and the community in the 
early years of their training. Students usually have 
their first experience with histories and doing physi-
cal examinations during this period. The bulk of 
clinical training is, however, still left to clinical 
clerkships, where clinical training and evaluation 
continue to rely mostly on traditional methods. There 
are problems in three areas of clinical teaching: (1) 
lack of observation and opportunity to give feedback 
to students when they make their first encounters 
with patients; (2) the site of clinical training; and (3) 
assessment. This article addresses these aspects of 
clinical training and evaluation in clinical clerkships, 
particularly in pediatrics. 
 
Lack of Observation in Clinical Training 
 
 Clinical teaching has a long tradition in almost 
every country and every medical school, with an em-
phasis on “bedside teaching’ as well as lectures. Dur-
ing a typical bedside teaching encounter the faculty 

member asks the students about their findings and 
also comments about the patient. Sometimes one stu-
dent is asked to perform a focused physical examina-
tion related to the patient’s condition. In the mean-
time a history is taken by the whole group to clarify 
the uncertainties. The rounds are primarily an oppor-
tunity for the faculty to ask questions of the students 
to see how they are progressing with regard to their 
knowledge in that particular subject, but not necessar-
ily their clinical competencies. 
 
 There is nothing much wrong with this mode of 
teaching, which is a form of “apprenticeship train-
ing,” other than the students usually are not observed 
while taking a history and performing a complete 
physical exam. This means there is no opportunity for 
giving feedback to them. There is only time left for 
students to take a detailed history and do a physical 
exam and present it to the faculty. Another problem 
is that in medical schools  with large number of stu-
dents, the patients or the parents become bored with 
giving their histories many times every day to differ-
ent groups of students and faculty. The situation is 
even worse in pediatric wards. Parents are often upset 
when the students  examine their children in an inex-
perienced way. As faculty we anticipate this, know-
ing that students are present in wards to “learn and 
practice.” 
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 In addition to the more classical physical exami-
nation skills, students should also practice procedures 
unique to pediatrics, such as fontanel examination, 
looking for craniotabes, reflexes, meningeal irritation 
signs and measurement of head circumference and 
height in a newborn. These and similar procedures 
should be supervised by a senior staff member (resi-
dent, chief resident or faculty).  This is not only for 
the sake of the patient but also for the students’ 
proper training. We know that not all our students are 
able to take a reliable history or perform a competent 
physical exam. This issue has been addressed in a 
study conducted by Ahmed and Hughes .1 They iden-
tified 42 core conditions and 20 core skills to be per-
formed by students during their pediatric clerkship, 
and assessed students’ clinical experience and end-
of-attachment performances. Five of the clinical 
skills designated to be compulsory were performed 
by over 90% of students. However, 23 of the 42 core 
conditions had practice rates less than 85%, and 13 of 
the conditions had rates less than 70%. Some condi-
tions had practice rates as low as 30-50%. Five per-
cent of the students did not perform any newborn 
checks, while only 40% performed more than five 
checks.1  
 
 A solution to these problems is to use standard-
ized patients and models for some examination skills 
and for history taking. However in many countries 
this is not yet possible, the reason being the lack of 
standardized patient programs and the high cost of  
models. The only other alternative is to use real pa-
tients. Using checklists to teach students these skills 
and supervising them according to these checklists is 
also a possibility. Checklists can and should be used 
in this context to teach students clinical skills and to 
supervise them. Checklists have been developed for 
many skills including physical examination.  
 
 The feedback provided to the student would be 
an invaluable motivation for better performance. 
Lane and Gottlieb2 proposed such a “structured clini-
cal observations” scheme in pediatric clerkship. They 
provided short observation opportunities and feed-
back for the students during the 3rd year pediatric 
clerkship. The innovation was welcomed by the stu-
dents and by the faculty as well. They concluded that 
this strategy is a feasible, inexpensive and qualita-
tively effective method of teaching clinical skills. 
This can be a good model for other medical schools 
in the teaching of clinical skills . 
Thus, observing students when practicing physical 
examination and giving them feedback is of utmost 
importance. 
 
 

The Site of Clinical Training 
 
 The setting where the students practice clinical 
skills is another important issue. One of the most 
striking findings in the previously mentioned study 
by Ahmed and Hughes 1 addresses this issue. Students 
were exposed to more core conditions and performed 
more core skills at the hospitals with fewer students. 
The authors suggest that the best setting for the train-
ing of students can be a district hospital with a large 
workload of general patients, rather than tertiary care 
hospitals, where the students have the least exposure 
to neonates .1  Similar views are expressed by Da-
vies3, who also suggests that, in addition to Univer-
sity hospital and the community, teaching should also 
take place in district general hospitals in order for the 
students to do more “clerking.” All three sites have 
distinct advantages  for the students. The distribution 
of students to these sites and the time allocated for 
each site should be balanced to ensure that students 
are exposed to a good variety of core clinical condi-
tions and practice core skills. Additionally, each type 
of site has its own unique patient population to which 
students should be exposed. 
 
Assessment and Evaluation 
 
 The steering effect of examinations is well 
known. “Steering effect” means that students learn 
best those subjects on which they expect to be exa m-
ined.4-7 This effect should be taken into account when 
designing a clinical clerkship. 
 
 It has been widely accepted that both assessment 
of student performance and clinical competence, 
along with the measurement of knowledge, should 
contribute to the students’ overall evaluation. The 
traditional methods of examinations such as multiple 
choice questions, written essay and bedside oral ex-
ams do not adequately measure the clinical comp e-
tency of examinees. In these methods the examinee is 
“presumed” to have performed the necessary history 
and physical examination and the examiner sees only 
the results of that history and physical examinations 
on paper. It is not uncommon that a student cannot 
perform a properly focused physical examination of 
the patient, even if he or she claims to have done a 
complete physical examination. For this reason it is 
necessary to directly measure competencies through 
performance examinations.   
 
 Since students are not examined systematically 
on core procedures in bedside oral or case presenta-
tion-type examinations, objective structured clinical 
examinations (OSCE) should be the standard for 
clinical skills assessment. The objective structured 
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clinical examination (OSCE), first introduced by 
Harden et al8, has been in use in many medical 
schools throughout the world.4-6,9-15  In addition to 
assessing the competency and performance of the 
examinee, the OSCE has many advantages over more 
traditional methods of evaluation such as the conven-
tional bedside examination. As an evaluation tool it 
eliminates the luck of the draw, reduces variation in 
marking standards from examiner to exa miner, and 
can accurately reflect the real-life tasks of the doc-
tor.13  
 
 Apparently traditional written examinations test 
a different kind of knowledge from that acquired dur-
ing clinical attachments. Clinical experience may be 
better judged by the clinical supervisor than by as-
sessment of theoretical knowledge.1   A good assess-
ment of students should include both clinical skills 
and factual knowledge, therefore an OSCE should be 
complemented by other methods of evaluation.1,16  
 
 The use of OSCEs in pediatrics is not as com-
mon as in adult medicine. This is mostly due to the 
difficulty in having standardized patients in the pedi-
atric age group. Using real patients in some instances 
could be a solution, and has been utilized in least four 
studies.9-12  In pediatric OSCEs or pediatric cases 
within OSCEs both children and parents have been 
used as standardized patients. In some OSCEs only 
parents are used for history taking stations.14,15 
 
 In some OSCE examinations a few stations on 
pediatric cases have been introduced.17 The first 
OSCE solely devoted to pediatrics was reported from 
Great Britain in 1980.4  It was an 18-station OSCE 
with one station for history taking, three for physical 
examinations (general and focused), four for labora-
tory examinations (urine, x-ray and 2 slides), five for 
lab reports, one for problem solving and four for 
questions related to the tasks performed on various 
stations. This OSCE was performed in a pediatric 
ward and took 80 minutes to assess 20 students.In 
this report and two others from Great Britain real 
patients were used on the three physical examination 
stations.9,10    
 
 Since then a few pediatric OSCEs designed for 
students or residents have been reported with 10 to 34 
stations.5,13,18 In a study from Ontario, Canada, a 10-
station OSCE was used to assess four domains of 
competence; clinical skills, problem-solving, knowl-
edge and patient management.13 This OSCE was 
found to be an accurate measure of pediatric knowl-
edge and patient management skills. Significant cor-
relations were found between OSCE clinical skills, 

problem-solving and knowledge, and the teachers’ 
evaluation of performance on the in-patient wards.  
 
 In almost all of the OSCEs positive correlations 
have been observed between OSCE scores and other 
examination methods, such as in-training examina-
tions and resident-performance-rating. Recently it has 
been reported that adding a separate written test to an 
OSCE increases the OSCE’s reliability.18  Verma and 
Singh suggest that a comprehensive evaluation pack-
age containing both OSCE and clinical case presenta-
tion should be employed for clinical subjects like 
pediatrics. On the other hand they state that it  is pos-
sible to design OSCE stations which will test not only 
psychomotor skills but other domains of learn ing as 
well.6  That has been shown to be possible by design-
ing written stations for clinical reasoning or differen-
tial diagnosis .5  
 
 The more important point of introducing the 
OSCE as an assessment tool in pediatric clerkship is 
to make use of its “steering effect” on student learn-
ing. Thus, bearing in mind that they will be expected 
to perform well on an OSCE, the students will really 
have to learn the necessary skills. 
 
Conclusion  
 
The current clinical training of students has some 
problems, especially with regard to the teaching of 
clinical skills. Although a lot of time is devoted to the 
teaching of these skills, most students learn and prac-
tice by themselves.  
 
1. A well-designed program to observe and give 

feedback to students for clinical skills is neces-
sary.  

2. Students should also have the opportunity to 
practice in a variety of clin ical and community 
settings to learn as much as possible about the 
common disorders.  

3. Another way to ensure that students acquire ap-
propriate behavior and skills is using the steering 
effect of examinations. Thus, objective struc-
tured clinical examinations, which are used ex-
tensively in most U.S. and Canadian medical 
schools, should be one of our evaluation meth-
ods. 

 
An OSCE is not intended to be the single method for 
clinical evaluation. More traditional methods such as 
written (essay-type or multiple choice questions) and 
oral exams should be used as complementary modes 
of assessment. 
 
 



Kemahli S. Clinical teaching and OSCE  in pediatrics.  Med Educ Online [serial online] 2001;6:10. Available from URL  
 http://www.med-ed-online.org  

 4 

References  
 
 1. Ahmed SF, Hughes IA: Clinical experience 

during the paediatric undergraduate course. 
Journal of the Royal Society of Medicine, 
1999; 92:293-298. 

 
 2. Lane JL, Gottlieb RP: Structured clinical ob-

servations: a method to teach clinical skills 
with limited time and financial sources. Pedi-
atrics, 2000; 105:973-977. 

 
 3. Davies H:Teaching undergraduates child 

health: what, how, where and when? Archives 
of  Disease in Childhood, 1995; 73:266-268. 

 
 4. Waterston T, Cater JI, Mitchell RG: An ob-

jective undergraduate clinical examination in 
child health. Archives of Disease in Child-
hood, 1980; 55:917-922. 

 
 5. Joorabchi B: Objective structured clinical 

examination in a pediatric residency program. 
American Journal of Diseases in Children, 
1991; 145:757-762. 

 
 6. Verma M, Singh T: Experiences with objec-

tive structure clinical examination (OSCE) as 
a tool for formative evaluation in pediatrics. 
Indian Pediatrics, 1993; 30:699-702. 

 
 7. Jackson ADM. Examinations in paediatrics. 

Archives of Disease in Childhood, 1981; 
56:820-821.  

 
 8. Harden RM, Stevenson M, Downie WW, 

Wilson GM: Assessment of clinical comp e-
tence using objective structured examination. 
British Medical Journal, 1975; 1:447-451. 

 
 9. Watson AR, Houston IB, Close GC: Evalua-

tion of an objective structured clinical exami-
nation. Archives of Disease in Childhood, 
1982; 57:390-398. 

 
 10. Smith LJ, Price DA, Houston IB: Objective 

structured clinical examination compared 
with other forms of student assessment. Ar-
chives of Disease in Childhood , 1984; 
59:1173-1176. 

 
 11. Frost GJ, Cater JI, Forsyth: The use of objec-

tive structured clinical examination (OSCE) 
in paediatrics. Medical Teacher, 1986; 8:261-
269.  

 

 12. Lane JL, Boulet JR: A pediatric clinical skills 
assessment using children as standardized pa-
tients. Archives of Pediatric and Adolescent 
Medicine, 1999; 153:637-644. 

 
 13. Matsell DG, Wolfish NM, Hsu E: Reliability 

and validity of the objective structured clini-
cal examinations in pediatrics. Medical Edu-
cation , 1991; 25:293-299. 

 
 14. Hilliard RL, Tallett SE: The use of an objec-

tive structured clinical examination with 
postgraduate residents in pediatrics. Archives 
of Pediatrics and Adolescent Medicine, 1998; 
152:74-78. 

 
 15. Lane LJ, Ziv A, Boulet JR: A pediatric clin i-

cal skills assessment using children as stan-
dardized patients. Archives of Pediatrics and 
Adolescent Medicine , 1999; 153:637-644. 

 
 16. Kearney PJ, Barry D: A comparison of sub-

jective, objective and traditional methods of 
assessing students in paediatrics. Irish Medi-
cal Journal, 1986; 79:143-144. 

 
 17. Malloy MH, Perkowski L, Callaway M, 

Speer A: The relationship between preceptor 
expectations and student performance on 2 
pediatric objective structured clinical exami-
nation stations. Archives of Pediatric and 
Adolescent Medicine , 1998; 152:806-811. 

 
 18. Verhoeven BH, Hamers JGHC, Scherpbier 

AJJA, Hoogenboom RJI, van der Vleuten 
CPM: The effect on reliability of adding a 
separate written assessment component to an 
objective structured clinical examination. 
Medical Education, 2000;  34:525-529. 

 
Acknowledgement  
 
I would like to thank to Professor Gwendie Camp for 
critically reviewing the text and her scientific advice.  
 
Correspondence  
 
Sabri Kemahli, MD 
Karanfil Sokak 29/2,  
Kizilay, 06650 Ankara, Turkey 
 
e-mail: kemahli@medicine.ankara.edu.tr. 
 


