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INTRODUCTION & LEARNING 
OUTCOMES:
1. Introduction

2. 5 Exam style case based questions and explanations I have seen
 (with some OSCE style questions included)

3. Conclusion and questions

4. What to expect from the exams!

NB I will not be covering the whole syllabus,

this session is aimed for testing knowledge you have (not 

teaching it for the first time)!



1. A 68-YEAR-OLD PATIENT IS ADMITTED WITH 
SOB. SHE IS ALERT (GCS 15/15).
HER CLERKING INVESTIGATIONS AND CXR ARE 
BELOW:
FBC: slightly raised WCC

U+Es: Na 139, Urea 8.5, K+ 4.2, Cr 63

LFTS: NAD

CRP: 78 

Observations:

Sats: 95% on 2L NC, RR: 27, BP: 145/78, HR: 88, 
Temp: 38.0 C, 
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2. A 36-YEAR-OLD PATIENT IS ADMITTED TO 
A+E.
?ACUTE EXACERBATION OF ASTHMA 
(CHILDHOOD DIAGNOSIS).
What should you observe when you are considering 
this treatment for acute asthma?

U+Es – salbutamol can cause hypokalaemia!
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?ACUTE EXACERBATION OF ASTHMA 
(CHILDHOOD DIAGNOSIS).
You go back the following day shift to review this 
patient and are happy to see he is now stable with 
improvements in his condition. 

He wants to know what may have caused this 
hospital admission?

-Exacerbating factors e.g. environment, infections, 
lifestyle choices such as smoking etc

-Poor asthma control/self medication/education

-Poor inhaler technique

**OSCE TIP**

Make sure you know how to:
- Advise on inhaler technique

- Advise a patient on how to perform peak 
flow

- Etc etc
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- Spirometry (inc with bronchodilator)

-CXR > hyperinflation

-High resolution CT scan > signs of emphysema/chronic airway disease

(bloods, ECG, sputum culture, alpha1AT, echo etc)
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SYMPTOMS OF COPD. 
If a patient then develops an exacerbation of COPD, how would they be managed 
pharmacologically?

-nebulisers/hand held inhalers

-30mg oral prednisolone daily for 5 days

-abx: first line is amoxicillin for 5 days (PO) (depends on sputum culture C+S)

-consider theophylline’s

-consider O2/NIVs (NB target sats 88-92%)

(+chest physio + lifestyle advice)

= rescue pack!
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INTERPRETATION!
❖THEY WILL GIVE YOU THE REFERENCE RANGES!

❖Look at/read about the patient’s clinical condition! For example, a patient with a 
‘normal’ O2 level but on high amounts of oxygen therapy is not ‘normal’ or well.

❖Know that oxygen devices give different percentage rates > look them up if you do not 
know yourself.

•pH: 7.35 – 7.45
•PaCO2: 4.7 – 6.0 kPa || 35.2 – 45 mmHg
•PaO2: 11 – 13 kPa || 82.5 – 97.5 mmHg
•HCO3–: 22 – 26 mEq/L
•Base excess (BE): -2 to +2 mmol/L
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❖Look at/read about the patient’s clinical condition! For example, a patient with a 
‘normal’ O2 level but on high amounts of oxygen therapy is not ‘normal’ or well.

❖Know that oxygen devices give different percentage rates > look them up if you do not 
know yourself.

❖Consider T1RF and T2RF
❖T1 – low oxygen- V/Q mismatch- low ventilation: bronchiolar constriction, low perfusion: PE

❖T2- low oxygen and cannot get rid of CO2- low ventilation: MND, COPD i.e. obstruction, drugs reducing 
resp effort etc.

❖Acidosis? Normal? Alkalosis? Resp or metabolic cause? Compensation?

❖Top tip: practice these in your own time with a friend!

•pH: 7.35 – 7.45
•PaCO2: 4.7 – 6.0 kPa || 35.2 – 45 mmHg
•PaO2: 11 – 13 kPa || 82.5 – 97.5 mmHg
•HCO3–: 22 – 26 mEq/L
•Base excess (BE): -2 to +2 mmol/L
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❖ Used in type 1 respiratory failure (hypoxia)
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CONCLUSION AND QUESTIONS!

Today’s questions and answers

> any questions?

Topics not discussed today for you to go over:

❖Lung cancers

❖PE

❖TB

❖Management of non-acute asthma i.e. BTS step ladder

❖ILDs

❖Occupational lung diseases



2021 OSCE AND EXAM- WHAT TO 
EXPECT!




