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Abstract 
Written examinations have long dominated assessment in medical and health sciences education, yet they measure what students 
know rather than what they can do. The author argues for wider institutional adoption of Objective Structured Practical 
Examinations (OSPE) and Objective Structured Clinical Examinations (OSCE) as core components of competency assessment in 
health professions training. Both formats employ a station-based structure in which students rotate through multiple short tasks, 
each evaluated against a predetermined checklist of observable behaviors. OSCE focuses on clinical competencies such as history 
taking, physical examination, communication, and clinical reasoning, while OSPE targets practical laboratory and procedural skills. 
The perspective highlights four principal strengths. First, standardized checklists reduce examiner subjectivity and anchor 
evaluation to verifiable performance, offering fairer assessment than traditional viva voce or long-case formats. Second, the 
modular design samples a broad spectrum of competencies within a single examination, producing a more representative picture 
of clinical readiness. Third, these formats encourage deliberate practice of practical and communication skills, aligning preparation 
with the demands of clinical work. Fourth, the checklist structure enables precise, actionable feedback supporting both formative 
and summative purposes. Implementation challenges are acknowledged, including station design, recruitment and training of 
standardized patients, examiner calibration, logistical coordination, and demands on faculty time. These represent matters of 
institutional commitment rather than weaknesses in the model. The central question is not whether these methods are worth 
adopting, but whether institutions are prepared to make the organizational commitment that rigorous practical assessment 
requires. 
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1. Introduction 

For decades, medical and health sciences education leaned heavily on 
written examinations as the primary yardstick for student performance. 
Theory papers, multiple-choice questions (MCQs), and long-answer 
formats have dominated assessment systems and while these tools 
certainly have their place, they share one fundamental blind spot i.e., 
they tell us very little about what a student can actually do. 

Think about it. A candidate might write a perfectly detailed textbook 
answer on how to examine an abdomen and still be completely lost 
when standing in front of a real patient. They might describe the steps 
of taking a history with flawless accuracy on paper, yet struggle to have 
a natural, structured conversation with someone who is anxious and in 
pain. Knowing and doing are two very different things, and written 
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examinations no matter how well designed, can only ever test one of 
them. This conceptual distinction is captured well in Miller’s classic 
pyramid of clinical competence, which separates “knows” and “knows 
how” from the higher-order “shows how” and “does”1. 

It is precisely this gap that Objective Structured Practical Examinations 
(OSPE)2 and Objective Structured Clinical Examinations (OSCE)3 are 
designed to close. These two assessment formats have steadily gained 
ground across medical schools and health sciences institutions 
worldwide over the past few decades, and for good reason. They 
represent a genuine shift in how we think about competence moving 
the conversation from passive recall to active demonstration. The case 
for adopting them more widely is strong; and institutions that have not 
yet made them a core part of their assessment framework would do well 
to think carefully about why. 
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2. What is OSPE and OSCE and How do 
they Work? 

At their core, both OSPE and OSCE follow the same structural logic. 
Students rotate through a series of stations, usually between 10 and 
20, each designed to test a specific skill or competency within a 
defined, usually short, time limit. In OSCE, the focus is clinical. These 
include history taking, physical examination, patient communication, 
interpretation of investigations, and clinical decision-making4. In 
OSPE, the emphasis shifts toward practical laboratory or procedural 
skills. These include microscopy, specimen handling, instrument 
identification, technique demonstration, and the like5.  

What makes both formats distinctively different from traditional 
examinations is the use of standardized checklists at every station6,7. 
Each examiner or a faculty member assesses the student’s 
performance against the same predetermined criteria. There is no 
ambiguity about what constitutes a satisfactory performance. The 
checklist defines it. The examiner observes it. The student either 
demonstrates it or doesn’t.  

This structure might sound straightforward, but the implications for 
fairness and consistency are significant. Two students sitting the same 
examination are assessed on identical tasks, using identical criteria, by 
examiners working from the same marking sheet. That level of 
standardization is almost impossible to achieve in conventional oral or 
viva voce examinations, where the direction of the conversation, the 
personality of the examiner, and even the time of day can subtly shape 
the outcome8.  

3. The Objectivity Argument - And Why it 
Matters More than We Admit 

One of the most compelling arguments in favor of OSPE and OSCE is 
the issue of examiner bias. In traditional clinical assessments, the 
bedside viva, the long case and the practical examination, the 
subjectivity element was unavoidable. The same student performance 
can be interpreted very differently by different examiners9. A student 
who presents with confidence might be scored higher than one who 
has all the right answers but delivers them hesitantly. A student who is 
known to the examiner may be assessed consciously or through a 
slightly different lens than an unfamiliar face10. 

Checklists largely neutralize this. They do not eliminate human 
judgment entirely, but they anchor it firmly to observable behavior. 
The examiner is not asked to form a general impression of the student; 
they are asked to record whether specific, pre-listed actions were 
carried out correctly11. Did the student introduce themselves to the 
patient? Did they wash their hands before beginning the examination? 
Did they identify the correct anatomical landmark before proceeding? 
These are observable, verifiable behaviors, and their presence or 
absence can be recorded consistently across every student who passes 
through that station. This matters enormously. Students invest years of 
hard work into their training. They deserve to be assessed against a 
clear, consistent standard, not against the varying expectations of 
different examiners on different days. OSPE and OSCE, when well 
implemented, provide exactly that12. 

4. Testing what Actually Matters - Across 
the Full Range 

Another major advantage of these formats is the sheer breadth of 
competencies they can cover within a single examination sitting. A 
well-designed OSCE might include 15 or 20 stations, each targeting 
something completely different13. One station might assess how a 
student takes a focused history. Another might test their ability to 
interpret an ECG. A third might evaluate how they communicate a 
difficult diagnosis to a distressed patient. A fourth might assess 

their practical skill in wound closure. A fifth might present an emergency 
scenario and observe how they prioritize and respond under pressure. 

No conventional examination format can cover this kind of range in one 
sitting. A written paper can test knowledge but not skill. A viva can 
probe reasoning but is inherently limited in scope14. Structured station-
based examinations allow institutions to sample across the full spectrum 
of practical and clinical competence systematically, making the overall 
picture of a student’s ability far more representative and complete15. 

This breadth is not just logistically convenient; it reflects a more mature 
and accurate understanding of what clinical competence actually looks 
like16. A student who can diagnose brilliantly but cannot communicate 
with patients is not fully competent. A student with excellent technical 
skills but poor clinical reasoning is not ready for independent practice. 
OSPE and OSCE, thoughtfully designed, can assess all of these 
dimensions within a single examination. 

5. Changing How Students Learn, Not Just 
How they are Tested 

There is an often-overlooked pedagogical dimension to OSPE and 
OSCE that goes beyond their value as assessment tools. When students 
know they will be assessed on practical skills under observed conditions, 
they change how they prepare. They seek out opportunities to take 
histories from real patients. They rehearse clinical examinations until 
their technique is smooth and systematic. They work consciously on their 
communication, their procedural accuracy, their ability to remain 
composed under time pressure17. 

The assessment, in other words, drives learning in exactly the direction 
that clinical education should be going18. This is what educators refer to 
as assessment-learning alignment; when and what is assessed mirrors 
what the profession actually demands19. OSPE and OSCE are powerful 
instruments for achieving this alignment. They send a clear 
message to students that practical competence is not a secondary 
concern to be addressed after the theory examinations are done. It is 
central. It will be assessed rigorously. It matters. 

Institutions that continue to rely primarily on written papers are, whether 
intentionally or not, sending the opposite message. They are suggesting 
that what matters most is what a student can recall and reproduce under 
examination conditions. The gap between that signal and the realities of 
clinical practice is one that graduates will eventually have to bridge on 
their own, often under circumstances that are far less forgiving than an 
examination hall20. 

6. An Honest Word on the Challenges 
To tell the truth, if you ask any faculty member who has organized one 
of these examinations will admit honestly that OSPE and OSCE are not 
simple to run. The preparation involved is real, and it would be 
misleading to gloss over it. 

Designing and implementing a good OSCE requires significant 
groundwork, often stretching over several months. Stations need to be 
carefully written, piloted, and reviewed for clarity and relevance. 
Standardized patients need to be recruited and trained to portray their 
role consistently across every student’s attempt, which takes time and 
ongoing effort. Examiners need to be briefed and calibrated so that their 
interpretation of the checklist is aligned. Equipment needs to be 
sourced, set up, and checked before the examination begins. Physical 
space needs to be allocated and carefully arranged. For institutions with 
large student cohorts, running every student through twenty stations in 
a single day requires logistical coordination that can genuinely stretch 
departmental capacity21. 

There are also the matter of time demands on faculty. Writing good 
station material is a skill in itself, one that takes practice and genuine 
engagement with the clinical realities being tested22. Busy academics are 
not always able to give it the attention it deserves, and poorly written 
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stations, with ambiguous instructions or unrealistic time allocations, 
can undermine the quality of the entire examination. A badly run 
OSCE can be almost as inconsistent as the formats it was designed to 
replace. 

None of this is a reason to avoid OSPE and OSCE. But it is a reason to 
invest in them properly rather than treating them as a box to be ticked. 
These examinations reward good planning and punish shortcuts. The 
institutional commitment has to be genuine, and it has to come from 
leadership as much as from individual faculty members23. 

7. The Feedback Advantage 
One dimension of OSPE and OSCE that deserves more attention is 
their potential for delivering structured, meaningful feedback. Because 
every station has a checklist with specific observable criteria, the 
feedback that can be generated is far more precise and actionable 
than the general comments students often receive after conventional 
examinations. Rather than being told they need to ‘improve their 
clinical skills’ a phrase that means almost nothing in practice, a student 
can be told exactly which steps they missed, which aspects of their 
technique were unsatisfactory, and where their communication fell 
short24. 

When this feedback is delivered promptly and constructively, it 
becomes a genuine educational intervention, not merely a verdict25. 
Students can identify specific gaps in their practice and address them 
before the next assessment. The examination begins to serve a 
formative purpose alongside its summative one, a shift that most 
educators would agree is well worth pursuing26. 

8. The Bigger Picture 
The adoption of OSPE and OSCE is, at a deeper level, a statement 
about what a medical or health sciences institution believes its core 
obligation to be. It reflects a conviction that producing competent 
practitioners not merely knowledgeable ones is the primary 
responsibility of professional education27. It signals to students, to 
faculty, and to the wider clinical community that practical skills are 
taken seriously and assessed rigorously. 

The logistical demands are real but manageable. Many institutions 
across a wide range of settings and resource levels have demonstrated 
that OSPE and OSCE can be implemented successfully with thoughtful 
planning, institutional support, and a willingness to treat the 
preparation as worthwhile rather than burdensome28,29. The initial 
investment pays dividends in the form of graduates who are better 
prepared, more consistently assessed, and more confident in their 
practical abilities from the day they enter clinical practice. 

OSPE and OSCE are not perfect examinations. Nothing is! They are 
demanding to organize, can be stressful for students, and depend on 
the quality of their design to deliver reliable results30. But these are 
implementation challenges, not fundamental flaws in the model. The 
core logic is sound i.e., assessment of students on what they can do, 
using standardized criteria, across a meaningful range of 
competencies. That logic is far more aligned with the demands of real 
clinical work than any written paper can hope to be31. 

9. Conclusion 
The question for institutions that have not yet fully committed to these 
methods is not really whether OSPE and OSCE are worth the effort. 
The evidence, and the experience of institutions that have adopted 
them, suggests clearly that they are. The more honest question is 
whether we are willing to make the organizational commitment that 
serious practical assessment requires. Given what is at stake – the real-
world competence of the practitioners we train and send out – the 
answer should not take long to arrive at. 
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