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Important information
This document is intended to provide candidates with additional information to help them to
prepare for the test of competence (Part 2). This document should be read in conjunction with
the candidate information booklet, recommended/core reading, the mock OSCE and the
‘Revised OSCE Top Tips Midwifery’ document.
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OSCE assessment
Assessment process
Each station is marked against unique criteria matched to the skill being assessed. Within each
station’s marking grid, there are essential criteria that a candidate must meet in order to pass.
These reflect the minimum acceptable standards of a pre-registration midwife entering the
register.
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APIE stations
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Assessment marking criteria: all APIEs
Assessment criteria
1

Assesses the safety of the scene and the privacy and dignity of the woman.

2

Cleans hands with alcohol hand rub, or washes with soap and water and dries with paper
towels following World Health Organisation (WHO) guidelines, before, during and after
scenario when clinically indicated.

3

Introduces self to person.

4

Checks identity (ID) with person (person's name is essential and either their date of birth
or hospital number) verbally, against wristband (where appropriate) and documentation.

5

Checks for allergies verbally and on wrist band (where appropriate).

6

Reviews history.

7

Gains consent and explains reason for assessment.

8

Uses a calm voice, speech is clear, body language is open, and personal
space is appropriate.

9

Conducts a structured assessment, which allows for the potential to identify a
differential diagnosis.

10

Confirms situation – presenting symptoms, parity, gestation, presenting pain.

11

Confirms background – medical history, obstetric history, allergies, medication.

12

Completes a full antenatal assessment – blood pressure, temperature, pulse, respiration,
O2 saturation, per vagina (PV) loss, urinalysis, abdominal palpation, auscultates fetal
heart (Pinard/doppler).

13

Makes recommendation.

14

Accurately performs maternal observations.

15

Accurately performs observations to assess fetal wellbeing.

16

Accurately documents maternal observations.

17

Accurately documents findings and makes recommendations for further care.

18

Accurately completes document: signs, dates and adds time on assessment charts.

19

Undertakes a holistic assessment relevant to the scenario.
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20

Where required, provides a clear verbal handover to the multidisciplinary team on the
next shift (the examiner).

21

Acts professionally throughout the procedure in accordance with NMC (2018) ‘The Code:
Professional standards of practice and behaviour for nurses, midwives and nursing
associates’.

22

Disposes of equipment appropriately – verbalisation accepted.
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Planning marking criteria: all APIEs
Assessment criteria
1

Clearly and legibly handwrites answers where relevant.
Assesses relevant history including medical and obstetric history, medication and
allergies

2

Assesses current situation, identifying main issues including presenting symptoms,
parity, gestation, pain.

3

Identifies plan of care for issues/needs, including for any differential diagnoses.

4

Identifies complete antenatal assessment – blood pressure, temperature, pulse,
respiration, per vaginam (PV) loss, urinalysis, abdominal palpation, auscultates fetal
heart (Pinard/doppler).

5

Sets appropriate review time for identified issue/need.

6

Ensures midwifery interventions are current/evidence-based/best practice.

7

Uses professional terminology in care planning.

8

Does not use abbreviations or acronyms.

9

Ensures strike-through errors retain legibility where relevant.

10

Acts professionally throughout the procedure in accordance with NMC (2018) ‘The Code:
Professional standards of practice and behaviour for nurses, midwives and nursing
associates’.
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Implementation marking criteria: all APIEs
Assessment criteria
1

Cleans hands with alcohol hand rub, or washes with soap and water and dries with
paper towels, following WHO guidelines.

2

Introduces self to the woman.

3

Seeks consent from the woman prior to administering medication.

4

Checks allergies on chart and confirms with the woman in their care; also notes red ID
wristband (where appropriate).

5

Before administering any prescribed drug, looks at the woman's prescription chart and
checks that the following are correct:
• person (checks ID with woman verbally, against wristband (where appropriate) and
paperwork)
• drug
• dose
• date and time of administration
• route and method of administration
• validity of prescription
• signature of prescriber
• prescription is legible.

6
7
8
9
10
11

Considers contraindications where relevant and medical information prior to
administration (prompt permitted). (This may not be relevant in all scenarios.)
Provides a correct explanation of what each drug being administered is for to the
person in their care (prompt permitted).
Administers drugs due for administration correctly and safely.
Omits drugs not to be administered and provides verbal rationale (if not verbalised, ask
candidate reason for non-administration).
Accurately records drug administration and non-administration.
Acts professionally throughout the procedure in accordance with NMC (2018) ‘The
Code: Professional standards of practice and behaviour for nurses, midwives and
nursing associates’.
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Evaluation marking criteria: all APIEs
Assessment criteria
Situation
1a
1b
1c

Introduces self and the clinical setting.
Documents the woman’s name, hospital number and/or date of birth,
and location.
Documents the reason for the handover (where relevant).

Background
2a
2b
2c

Documents date of admission/visit/reason for initial admission/referral to
specialist team and diagnosis.
Notes previous medical history and relevant medication/social history.
Documents details of current events and details the findings from
assessment.

Assessment
3a
3b
3c
3d

Documents most recent observations, any results from assessments
undertaken and what changes have occurred.
Identifies main midwifery needs.
States midwifery and medical interventions completed.
States areas of concern.

Recommendation
4

Documents what is required of the person taking the handover and
proposes a realistic plan of action.

Overall
5
6

Systematic and structured approach taken to handover.
Acts professionally throughout the procedure in accordance with NMC
(2018) ‘The Code: Professional standards of practice and behaviour for
nurses, midwives and nursing associates’.
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Clinical skills stations
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Linked skills stations marking criteria
Postnatal check
Assessment criteria
1

Cleans own hands with alcohol hand rub, or washes with soap and water and dries with
paper towels following WHO guidelines.

2

Explains the procedure to the woman. Obtains consent.

3

Accurately assesses, interprets and records the health and wellbeing of the woman
postnatally.

4

Considers and discusses the woman's mental health and wellbeing, including: appetite,
energy levels, sleeping pattern, ability to cope with daily living, mood, anxiety and
depression, family relationships.

5

Undertakes vital signs and physical assessment to exclude signs of infection, including:
temperature, pulse, blood pressure, respirations, palpating involution of the uterus,
considering lochia and perineal health and wellbeing.

6

Discusses individual mobility needs, risk factors from venous thromboembolic disorders,
and includes any adaptations needed to carry/care for her newborn infant.

7

Accurately assesses all relevant aspects of infant feeding, for both the woman and the
newborn infant, which must include: support and advice with
feeding/position/attachment/responsive feeding/bottle-feeding advice; infant weight,
growth/development/urine and stool output; observing feeding and considering breast
tenderness/engorgement and pain management.

8

Effectively implements, reviews, and adapts an individualised, evidence-informed care
plan for the woman and her newborn infant across the continuum, involving her partner
and family as appropriate.
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Systematic examination of the newborn
(NB: Select 1 of 4: eyes, heart, testes, hips.)
Assessment criteria
1

Cleans hands with alcohol hand rub, or washes with soap and water and dries with
paper towels following WHO guidelines.

2

Conducts ongoing assessments of the health and wellbeing of the newborn infant,
involving the mother and partner as appropriate, and providing a full explanation, which
must include: parental confidence in handling and caring for the newborn infant,
including response to crying and comfort measures.

3

Holistic assessment of the full systematic physical examination of the newborn infant in
line with local and national evidence-based protocols, and ensuring that screening and
diagnostic tests are carried out appropriately and as required, in line with local and
national evidence-based protocols.

4

Identifies risk factors, screens maternal records, and carries out record-keeping of
newborn child health record.

5

Explains the systematic examination of the screening programme's 4 areas, and gains
informed consent.

6

Ensures the correct environment (warm, light, flat, firm surface, alongside mother),
reviews the case history and identifies any risk factors.

7

Has a logical process for the examination.

8

Acts professionally throughout both procedures in accordance with NMC (2018) 'The
Code: Professional standards of practice and behaviour for nurses, midwives and
nursing associates'.
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Postpartum haemorrhage marking criteria
Assessment criteria
1

Recognises the emergency and calls for help, recognising the need to use the
emergency buzzer. Declares the emergency clearly, stating 'Postpartum haemorrhage',
and recognises the need to request assistance from the appropriate members of the
multidisciplinary team. Ensures that the baby is in a place of safety, such as the cot.
Verbally considers the cause of the haemorrhage: tone, tissue, trauma or thrombin.

2

Supports the woman to lie back and commences high-flow oxygen using a nonrebreather mask – verbalisation accepted.

3

Rubs up a uterine contraction – this must be demonstrated. Ensures that the uterus is
well contracted and clots are expelled – verbalisation accepted.

4

Verbalises the need to site 2 large-bore canulae, one in each arm, and take blood for
urgent samples. This should include a full blood count, clotting studies, renal and liver
function and cross-match of 4-6 units of blood. Verbalises the need to commence fluid
resuscitation using a crystalloid infusion e.g. Hartmann's solution or 0.9% sodium
chloride.

5

Verbalises the need to catheterise the urinary bladder using an indwelling Foley catheter
with a urometer.

6

Carries out an assessment of the woman. This should include pulse, respiratory rate,
blood pressure and oxygen saturations. Signs of shock should be considered. These
include tachycardia >100 bpm, respiratory rate >30 bpm, systolic blood pressure <100
mmHg and capillary refill greater than 2 seconds. Maternal condition and blood loss
should be reassessed continually during management of the emergency. This
assessment should be verbalised.

7

Verbally considers appropriate medication to stop the bleeding. This should include a
second dose of syntometrine or syntocinon or ergometrine, an oxytocin infusion,
misoprostol and carboprost. Tranexamic acid should be considered if bleeding
continues. Consideration of blood transfusion.

8

Performs bimanual compression of the uterus. One hand is inserted into the vagina, a
fist is formed and used to apply pressure to the anterior uterine wall. The other hand
applies pressure externally on the uterine fundus, trapping the placental site between
the two and stemming the blood loss. This should be demonstrated using the manikin or
verbalised very clearly.

9

Verbally considers other options if bleeding not settled – examination under anaesthetic
and manual removal of retained products, repair of undiagnosed vaginal or cervical
tears, uterine balloon tamponade, B-Lynch suture technique or hysterectomy.

10

Verbalises the need for the midwife to ensure that the woman understands what has
happened and has the chance to bond with her baby. Verbalises the importance of
maternal observations to establish condition and the importance of completing all
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relevant documentation, including an estimated or weighed blood loss and modified
early obstetric warning score (MEOWS) chart.
11

Acts professionally throughout the procedure in accordance with NMC (2018) 'The Code:
Professional standards of practice and behaviour for nurses, midwives and nursing
associates'.

12

Cleans hands with alcohol hand rub, or washes with soap and water and dries with
paper towels following WHO guidelines – verbalisation accepted.

Page 15 of 21

Shoulder dystocia marking criteria
Assessment criteria
1

Recognises the emergency and calls for help, recognising the need to use the
emergency buzzer. Declares the emergency clearly, stating 'Shoulder dystocia' and
recognises the need to request assistance from the appropriate members of the
multidisciplinary team – verbalisation accepted.

2

Asks the woman to stop pushing, reclines the back of the bed/couch and removes any
pillows from behind the mother's head.

3

Carries out McRobert's manoeuvre – hyperflexes the mother's legs towards her
abdomen. Once this position has been achieved, applies routine axial traction to try to
deliver the fetal head. Supporting the woman to roll over into the all-fours position
instead will likely have the same effect and is the decision of the midwife.

4

Applies suprapubic pressure from the side of the fetal back. This should be applied just
above the maternal symphysis pubis in a downward and lateral direction. This should be
conducted for no more than 30 seconds.

5

Evaluates for episiotomy – verbalisation accepted.

6

Attempts to deliver the posterior arm. Vaginal access should be gained posteriorly with
fingers scrunched together while straight. Once the posterior arm is located and the wrist
reached, the arm can be delivered in a straight line. Once the arm is delivered, routine
axial traction should be applied to deliver the baby.

7

Attempts internal rotational manoeuvres. This is most successful when pressure
is applied to either the anterior aspect or the posterior aspect of the posterior
shoulder. If one of these is unsuccessful, the other should be attempted.

8

Supports the woman to roll over onto an all-fours position or verbalises the possible
benefit of this change in position.

9

Demonstrates an awareness of additional manoeuvres of last resort – cephalic
replacement and symphysiotomy – verbalisation accepted.

10

Verbalises the need for the midwife to ensure that the woman understands what has
happened and has the chance to bond with her baby. Verbalises the importance of
maternal observations to establish condition and the importance of completing all
relevant documentation.

11

Acts professionally throughout the procedure in accordance with NMC (2018) 'The Code:
Professional standards of practice and behaviour for nurses, midwives and nursing
associates'.

12

Cleans hands with alcohol hand rub, or washes with soap and water and dries with
paper towels following WHO guidelines – verbalisation accepted.
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Professional values station
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Safeguarding marking criteria
Assessment criteria
1

Recognises the importance of building a respectful and trusting relationship, acting in
the mother and child’s best interests at all times (relationship building).

2

Provides clear, balanced information about the outcomes of the postnatal check and
follows up in a timely manner (communication, partnership).

3

Provides individualised care and reviews mother and child regularly as part of a holistic
assessment of wellbeing and care requirements (holistic assessment).

4

Recognises the importance of providing respectful care and promoting continuity of care
and carer (continuity of care(r)).

5

Recognises the importance of advocating for the mother and the child and works in
partnership with the mother and the multi-disciplinary team, as required, to support
mother and child (advocacy, partnership).

6

Recognises individual circumstances relating to the transition to parenthood, positive
family attachment and bonding (bonding).
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Evidence-based practice station
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Place of birth marking criteria
Assessment criteria
1

Summarises the main findings from the article summary and draws conclusion, making
recommendations for practice.

1a

Recognises the importance of building a respectful and trusting relationship, acting in
the woman’s best interests at all times.

1b

Provides clear, balanced information regarding all birth place options in order to facilitate
an informed choice of place of birth and reviews this choice regularly as part of a holistic
assessment of wellbeing and care requirements.

1c

Recognises individual circumstances relating to the transition to parenthood, positive
family attachment and bonding.

1d

Recognises the importance of advocating choice of birth place and work in
partnership with the woman and the multi-disciplinary team, as required, to support
the woman’s choice.

1e

Recognises that the woman should receive individualised care that promotes and
optimises normal physiological processes.

Page 20 of 21

Unit 109 Albert Mill
10 Hulme Hall Road
Castlefield
Manchester
M15 4LY
www.alphaplus.co.uk
+44 (0) 161 249 9249

