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Station 7 "Pediatrics"
Discipline Title: Pediatrics with Pediatric Infectious Diseases
Educational Objective: To demonstrate the performance of specific practical skills as defined by the list of competencies for this station.
List of Competencies Assessed at the Station:
1. Communication skills.
2. Ability to collect complaints and medical history data.
3. Ability to perform a physical examination.
4. Ability to perform technical skills (procedures).
5. Ability to diagnose emergency conditions, establish preliminary and clinical diagnoses.
6. Ability to determine patient management and treatment tactics.
7. Ability to identify principles of disease prevention and promote a healthy lifestyle.
List of Learning Outcomes (LOs) Assessed at the Station:
LO 1. Possess thorough knowledge of the structure of professional activity. Be able to perform professional tasks requiring updated and integrated knowledge. Take responsibility for professional development and demonstrate a high level of autonomy in continuous professional learning.
LO 2. Understand and demonstrate knowledge of fundamental and clinical biomedical sciences at a level sufficient to solve professional healthcare tasks.
LO 3. Possess specialized conceptual knowledge, including scientific achievements in healthcare, as a basis for research and critical analysis of medical and interdisciplinary problems.
LO 4. Identify and differentiate leading clinical symptoms and syndromes (List 1); based on standard methods, using previous medical history, physical examination findings, and knowledge of human anatomy and physiology, establish a preliminary clinical diagnosis (List 2).
LO 5. Collect complaints, medical and disease history, assess psychomotor and physical development, evaluate the state of organs and systems, and interpret laboratory and instrumental data for diagnosis (List 4), considering the patient's age.
LO 6. Establish a final clinical diagnosis through reasoned decision-making and analysis of subjective and objective clinical and diagnostic data, perform differential diagnosis, and adhere to ethical and legal standards under the supervision of a medical mentor in a healthcare facility (List 2).
LO 7. Prescribe and interpret additional (mandatory and optional) diagnostic methods (laboratory, functional, and/or instrumental) (List 4) for patients with diseases of organs and systems to conduct differential diagnosis (List 2).
LO 8. Determine the main clinical syndrome or the factor causing the severity of a victim's condition (List 3) through informed decision-making and assessment in any setting (in or outside healthcare facilities, during emergencies or combat, in the field, or under time/resource constraints).
LO 9. Define the nature and principles of treatment (conservative or surgical) for patients (List 2), considering age, diagnosis, and context (including evacuation or field settings), in accordance with ethical/legal standards, using standard protocols or justifying personalized recommendations under medical supervision.
LO 10. Determine appropriate work/rest/nutrition regimens based on final clinical diagnosis through informed decision-making in accordance with ethical and legal norms and established guidelines.
LO 12. Assess the general condition of a newborn based on existing algorithms and standards, respecting ethical and legal norms.
LO 13. Monitor and evaluate child development, provide feeding and nutrition recommendations according to age, and organize preventive vaccinations in line with the immunization schedule.
LO 14. Define the tactics and provide emergency medical care in urgent conditions (List 3) within limited time frames following existing clinical protocols and treatment standards.
LO 17. Perform medical procedures (List 5) in medical institutions, at home, or at workplaces based on preliminary clinical diagnosis and/or patient condition, through informed decisions and in line with ethical/legal standards.
LO 21. Search for necessary information in professional literature and databases, analyze, evaluate, and apply it.
LO 25. Clearly and unambiguously communicate knowledge, conclusions, and reasoning on healthcare issues to professionals and non-professionals.
LO 28. Make effective decisions on healthcare issues, assess required resources, and consider social, economic, and ethical consequences.
LO 29. Plan, organize, and implement specific infectious disease prevention measures, including mandatory and recommended vaccinations in accordance with the National Immunization Schedule. Manage vaccine stock, organize additional immunization campaigns, and conduct immunoprophylaxis activities.
Duration at the station: 10 minutes
Maximum possible score: 7.5 points










SITUATIONAL TASK 1
Topic: Bronchial asthma 
OSKI station: 7. Pediatrics 
Duration: 10 minutes 
Information for the student
         Situation: a 13-year-old boy was admitted to the emergency department with an attack of severe shortness of breath, which is not relieved by inhalation of salbutamol. He has been sick with an acute respiratory infection (ARVI) for two days. History of this disease: 2 days ago he fell ill with ARVI: body temperature 38.3ºС, runny nose, sneezing, cough. On the 2nd day, frequent attacks of dyspnea occurred, approximately every 3-4 hours, for which he took euphyllin - 0.5 tab. 3 times a day, inhalations with salbutamol - up to 10 times a day. History of the disease: he has suffered from bronchial asthma since the age of 5, exacerbations 2-3 times a year.
Family history: the child's mother has bronchial asthma, the father has hay fever. On examination: the condition is severe, the child is in forced sitting position, severe expiratory dyspnea, dry, unproductive cough. The chest is barrel-shaped. The skin is grayish, cold, acrocyanosis. There is retraction of the intercostal spaces, jugular fossa, epigastrium. Dyspnea up to 60 per minute. Box sound is heard over the lungs on percussion, weakened breath sounds on auscultation, exhalation is sharply prolonged, small amount of dry wheezing rales. The heart borders are not determined, heart tones are muffled, tachycardia, heart rate 140 beats / min. Blood pressure 120/80 mm Hg. SpO2 ≤ 90%. The abdomen is soft, the spleen and liver are not enlarged; oliguria.
Instruction for the student
1. When solving the situational task, demonstrate communication skills - introduce yourself,   calmly and confidently provide the mother with information about the child's condition, the reasons for hospitalization, show empathy during communication. 
2. Collect the complaints and anamnesis from the parents (the teacher plays the role of the mother). 
3. Assess the presence of respiratory failure. 
4. Formulate and justify the diagnosis, possible complications of the disease. 
5. Demonstrate pulse oximetry, name the criteria for hospitalization of the child. 
6. Determine the tactics of management and treatment of the patient. 
7. Provide the mother with basic recommendations with a prognosis for the child's further stay in the hospital.
Algorithm of the scenario solution
1. Communication skills. The student who acts as an admissions doctor must demonstrate the following communication skills: introduce himself/herself, clearly and understandably provide the mother (the role of the mother is played by the teacher) with information about the child's condition, while showing empathy and confidence. 
2. The student must begin to clarify the main complaints and collect anamnesis from the parents (the role is played by the teacher).
                  Student. When and how did your child get sick? 
                  Teacher. The child got sick 2 days ago, when fever, cough and runny nose appeared.
                  Student. When did the child develop shortness of breath and difficulty breathing?
                  Teacher. On the second day of illness, shortness of breath difficulty breathing appeared.
                  Student. Has your child had such attacks of dyspnea before? 
                  Teacher. Yes, our child has bronchial asthma.
                  Anamnesis of life 
                  Student. Is this your first child? 
                  Teacher. Yes. 
                  Student. Does any of the parents suffer from allergic diseases? 
                  Teacher. Yes, the mother has bronchial asthma, the father has hay fever. 
                  Student. For how long has the child has asthma? 
                  Teacher. Our child has had bronchial asthma since the age of 5.

3. Name the criteria for the severity of respiratory failure in a child. 
The student must know the criteria for the severity of respiratory failure: stage I – RR/HR = 1:3,5-2,5, stage II – RR/HR = 1:2-1,5, stage III – no clear relationship, the ratio of RR/HR is different. 
4. Formulate the preliminary diagnosis and determine the threatening complications of the disease. 
Diagnosis: Bronchial asthma, mixed, period of exacerbation. II stage respiratory failure. Rhinopharyngitis. 
Justification of the diagnosis 
Bronchial asthma, mixed, period of exacerbation. Based on (the child’s history), severly expressed obstructive syndrome, the use of beta-agonists. 
II stage respiratory failure. The ratio of RR/HR = 1:2,2. 
Rhinopharyngitis. Runny nose, sneezing, body temperature 38,3ºС. 
5. Demonstrate pulse oximetry, name the pulse oximetry criteria for hospitalization.
     Pulse oximetry procedure. Press the clip release button and open the clip. Place the patient's finger in the rubber pads of the clip and make sure that the finger is in the correct position, and then clamp the finger / close the clip. Press the function button on the front panel to turn on the device. When measuring, use the first finger, middle finger or ring finger. Do not support the finger during measurement. Heart rate and saturation readings will be displayed on the screen after a few seconds.
     A pulse oximeter is a sensitive device and its operation is affected by many factors that may cause the result to be incorrect. Pulse oximetry is not accurate in the presence of severe cardiac arrhythmia. Pulse oximetry readings are not taken instantly. The reading is displayed on the monitor for an average of several seconds. Repeated measurements help reduce the likelihood of false positive results.
     The criteria for the severity of the condition according to pulse oximetry data are the following: blood saturation indicators SpO2 more than 94% - normal, SpO2 ≤ 94% - conditional indication for hospitalization, SpO2 ≤ 92% - absolute indication for hospitalization.
6. Determine the tactics of patient management and treatment. 
       Pharmacotherapy of exacerbation includes: short-acting beta 2-agonists (salbutamol; anticholinergics (ipratropium bromide); combined bronchodilators, which include short-acting beta 2-agonists and anticholinergics; systemic corticosteroids and ICS; methylxanthine drugs (theophylline) intravenously; magnesium sulfate intravenously. 
        Basic therapy involves step-by-step tactics. The initial choice of treatment should be based on the assessment of the severity of asthma. The clinical response to treatment is assessed within 3 months. In children receiving basic treatment the level of control according to its criteria should be determined. In the absence of complete control of the disease, it is necessary to review the volume of drug therapy in the direction of its strengthening - a step up. Before taking such a step, it is necessary to check compliance with the treatment plan, the correctness of the inhalation technique and assess the possible influence of new provocative factors and concomitant pathology. In children who require treatment with high doses of ICS and do not have an adequate level of disease control, it is necessary to review the diagnosis. In case of achieving disease control for at least 3 months, the volume of therapy is reduced - step down. Inhaled corticosteroids (ICS) are drugs of first choice for the initial basic therapy of asthma. Leukotriene Inhibitors (montelukast) may be an alternative in the treatment of mild asthma in children, which are used for patients who cannot or do not want to take ICS, who cannot tolerate ICS due to side effects or have concomitant allergic rhinitis. 
7. The student provides basic recommendations to the mother with the prognosis that the child needs complex anti-inflammatory and bronchodilator therapy for a certain period of time, therefore requires hospitalization with subsequent discharge to the district, dispensary supervision by an allergologist and the appointment of basic control therapy.
Instructions for the examiner
        A student, acting as a doctor in the pediatric department, examines a sick child with relevant complaints and objective status: a 13-year-old boy, admitted to the emergency department with an attack of severe dyspnea, which is not relieved by inhalation of salbutamol. On examination: the condition is serious, the position is forced - sitting, pronounced expiratory dyspnea, dry and unproductive cough. The chest is barrel-shaped. The skin is grayish, cold, acrocyanosis. There is retraction of the intercostal spaces, jugular fossa, epigastrium. Dyspnea up to 60 per minute. Box sound is heard over the lungs on percussion, weakened breath sounds on auscultation, exhalation is sharply prolonged, small amount of dry wheezing rales. The heart borders are not determined, heart tones are muffled, tachycardia, heart rate 140 beats / min. Blood pressure 120/80 mm Hg. SpO2 ≤ 90%. The abdomen is soft, the spleen and liver are not enlarged; oliguria.
      The student was assigned to collect complaints and anamnesis from the parents (the teacher plays the role of the mother), assess the presence of respiratory failure. Using the data obtained, to establish a diagnosis and offer appropriate treatment according to the requirements of modern protocols, demonstrate pulse oximetry. According to the received task, the student must provide the child's parents with appropriate recommendations regarding the course of the child's disease, mention complications (presence of respiratory failure) in the child and further treatment in the department and observation at the district pediatrician and allergologist. 
      Key points for assessment: 
      - consistency and systematicity of the examination; 
      - correctness of the examination technique; 
      - ability to assess the condition of the sick child; 
      - ability to identify pathological changes.


Check-list
	№
	Competencies
	Scores

	1.
	Demonstrated communication skills.
	0,5

	2.
	Collected complaints and anamnesis from the mother.
	1,5

	3.
	Analyzed and reported the presence of respiratory failure in the child.
	1,5

	4.
	Formulated and justified the diagnosis, identified life-threatening syndromes.
	1

	5.
	Demonstrated pulse oximetry and explained pulse oximetry criteria for hospitalization of a child.
	1

	6.
	Determined the tactics of patient management and treatment.
	1,5

	7.
	Provided basic recommendations to parents regarding complex anti-inflammatory and bronchodilator therapy under the supervision of a pediatric allergologist.
	0,5

	Total score
	7,5



Equipment

        - Stethoscope. 
        - Pulse oximeter. 
        - Oxygen supply device. 
       - Syringes. 
       - Nebulizer. 
       - Oxygen mask. 
       - Nasal cannulas.

Links to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario was determined
1. European Respiratory Society clinical practice guidelines for the diagnosis of asthma in children aged 5–16 years. European Respiratory Journal 2021 58(5): 2004173; DOI: https://doi.org/10.1183/13993003.04173-2020 
2. Global strategy for asthma management and prevention. GINA executive summary 2024. https://cdn.medblog.estrategiaeducacional.com.br/wp-content/uploads/2024/05/GINA-Main-Report-2024-Front-Cover.pdf





















SITUATIONAL TASK 2
Topic: Acute bronchiolitis 
OSKI Station: 7. Pediatrics 
Duration: 10 minutes
Information for the student
Situation: A 6-month-old girl was brought to the pediatric department on the 2nd day of illness with complaints of dry, insistent cough, severe difficulty breathing, and elevation of body temperature up to 37.4°C. She fell ill after contact with her brother who had an acute respiratory viral infection (RS virus). Berodual inhalation was performed at home, without any pronounced effect. Family and personal allergy history was not burdened. On examination: the condition is severe. Frequent, unproductive cough. The skin is pale, clean, cyanosis of the nasolabial triangle. Nasal breathing is moderately difficult, the wings of the nose are involved in the act of breathing, and there is slight nasal discharge. The pharynx is clean. Percussion sound with a boxy tinge. Lung auscultation shows exaggerated breath sounds, dry wheezes and small bubbling rales over all lung fields, exhalation is prolonged. Intercostal retractions. RR - 60 per minute. Heart sounds are muffled, rhythmic. Heart rate - up to 140 beats/min., SpO2 ≤92%. The abdomen is soft, painless on palpation. The liver and spleen are not enlarged. Physiological parameters are normal. Complete blood count: Hb - 133 g / l; erythrocytes – 4,4x1012 / l; platelets - 238x103 / l; leukocytes – 4,6x109 / l, neutrophils segmented - 27%, eosinophils - 3%, lymphocytes - 60%, monocytes - 10%; ESR -19 mm / h. Chest radiograph: no focal and infiltrative opacities in the lungs. Pulmonary fields of increased transparency. Vascular pattern is enhanced on both sides. Sinuses are differentiated. The heart is not enlarged.
	
Instruction for the student
1. When solving the situational task, demonstrate communication skills - introduce yourself, calmly and confidently provide the mother with information about the child's condition, the reasons for hospitalization, show empathy during communication. 
2. Collect the complaints and anamnesis from the parents (the teacher plays the role of the mother). 
3. Assess the presence of respiratory failure. 
4. Formulate and justify the diagnosis, possible complications of the disease. 
5. Demonstrate pulse oximetry, name the criteria for hospitalization of the child. 
6. Determine the tactics of management and treatment of the patient. 
7. Provide the mother with basic recommendations with a prognosis for the child's further stay in the hospital.
Algorithm of the scenario solution
1. Communication skills. The student who acts as an admissions doctor must demonstrate the following communication skills: introduce himself/herself, clearly and understandably provide the mother (the role of the mother is played by the teacher) with information about the child's condition, while showing empathy and confidence. 
2. The student must begin to clarify the main complaints and collect anamnesis from the parents (the role is played by the teacher).
Student. When did you notice that the child’s nasolabial triangle had turned blue and breathing problems had appeared? 
Teacher. I noticed the blue nasolabial triangle during the first hours of the child's illness, especially when the cough intensified. 
Student. When did the fever appear? 
Teacher. I started measuring the temperature in the evening on the first day of the child's illness Student. Was your child in contact with the sick brother? 
Teacher. Yes, constantly, the older brother looked after her.
Anamnesis of life
Student. Is this your second child? 
Teacher. Yes. 
Student. Is this the first time the child has been sick like this? 
Teacher. Yes, my child has never been sick before.
Student. Has the child had any allergic reactions?
Teacher. No, never.
3. Conduct the examination of the child on the mannequin. 
The student must: 
Prepare the place and equipment 
- Provide a warm and well-lit place. 
- Prepare the necessary equipment: stethoscope, spatula, chest X-ray, complete blood count. Assess the child's general condition 
- Position in bed, reaction to examination and irritation of the child. 
Conduct an examination by systems 
- Skin 
- Skin color (normal, pale, presence of acrocyanosis, cyanosis, marbling). 
- Turgor, presence of edema. 
- Nose 
- Check the patency of the nasal passages. 
- Oral cavity 
- Examine the mucous membrane of the oral cavity, color, presence of hyperemia of the posterior wall of the pharynx, presence or absence of stratification on the tonsils. 
- Chest 
- Assess the shape, symmetry of the chest, presence of deformations and their localization. 
- Perform chest palpation. 
- Perform chest percussion. 
- Perform chest auscultation. 
- Abdomen 
- Assess the shape of the abdomen. 
- Perform abdominal palpation.
Briefly and clearly describe the results obtained
Key moments for evaluation:
- consistency and systematicity of the examination; 
- correctness of the examination technique; 
- ability to assess the condition of the child; 
- ability to identify pathological changes.
4. Determine the severity of the disease, taking into account respiratory and cardiovascular failure.   The student must explain the meaning of the auscultatory and percussion phenomena obtained during the physical examination of the child, comment on the data of the general blood count and chest radiography. 
Percussion phenomenon - box sound over the lungs indicates an increased amount of air in this space.
Auscultatory phenomenon- bronchovesicular breathing signals the presence of an inflammatory process in the bronchial tree, prolonged exhalation with the presence of a large number of dry and wet wheezing rales indicates the presence of a complication in the form of obstructive syndrome. The student must know the criteria for the severity of respiratory failure: stage I – RR/HR = 1:3,5-2,5, stage II – RR/HR = 1:2-1,5, stage III – no clear relationship, the ratio of RR/HR is different.  Criteria for the severity of cardiovascular failure: stage I +20 beats/min, stage II +40 beats/min, stage III - different heart rate.

5. Establish the preliminary diagnosis and determine the threatening complications of the disease. 
Diagnosis: Acute bronchiolitis. II stage respiratory failure, I stage cardiovascular failure. 
Justification of the diagnosis
Acute bronchiolitis - etiological factor (RS virus in a contact sick brother), early age of the child (6 months), sharply expressed obstructive syndrome, 
II stage respiratory failure - RR/HR ratio =1:2.2; 
I stage cardiovascular failure +20 beats/min. 
6. Determine the tactics of treating the patient 
The child needs to be hospitalized. 
Rules of rational feeding and drinking regimen should be followed. 
Heated and humidified high-flow oxygen (1.5-2 l/min/kg) or air through nasal cannulas (HFNC) should be administered to ensure SpO2 ≥92%. 7. Prognosis. The child needs oxygen support for a certain period of time, therefore, requires hospitalization with subsequent discharge to the hospital.
7. Prognosis. The child requires oxygen support for a certain period of time, therefore, requires hospitalization with subsequent discharge to the district.
Instruction for the examiner
A student, acting as a doctor of the pediatric department, examines a sick child with relevant complaints and objective status: a girl, 6 months old, was brought to the pediatric department on the 2nd day of illness with complaints of dry intrusive cough, severe difficulty breathing, elevated body temperature up to 37.4ºС. On examination: the condition is severe. Frequent, unproductive cough. The skin is pale, clean, there is cyanosis of the nasolabial triangle. Nasal breathing is moderately difficult, the participation of the wings of the nose in the act of breathing is observed, minor discharge from the nose. The pharynx is clean. Percussion sound with a boxy tinge. On auscultation of the lungs - breathing is exaggerated, dry wheezing and small bubbling rales are heard over all lung fields, exhalation is prolonged. During breathing, retraction of the intercostal spaces is noted. RR - 60 per minute. Heart sounds are muffled, rhythmic. Heart rate - 140 beats / min., SpO2 ≤92%. The abdomen is soft, painless on palpation. The liver, spleen are not enlarged. Physiological discharges are normal. 
The student was assigned to collect complaints and anamnesis from the parents (the role of the mother is played by the teacher), conduct a mannequin examination of the child's cardiorespiratory system and assess the presence of cardiac and respiratory failure; using the obtained data, establish a diagnosis and offer appropriate treatment according to the requirements of modern protocols. According to the received assignment, the student must provide the child's parents with appropriate recommendations regarding the course of the child's disease, name the complications (presence of cardiac and respiratory failure) and further treatment in the department and observation at the district pediatrician.
Check-list
	№
	Competencies
	Scores

	1
	Demonstrated communication skills.
	0,5

	2
	Collected complaints and anamnesis from the mother.
	1,5

	3
	Demonstrated cardiovascular examination on the mannequin.
	1,5

	4
	Analysed the presence of cardiovascular and respiratory failure. 
	1

	5
	Formulated and justified the diagnosis, identified life-threatening syndromes.
	1

	6
	Determined the tactics of patient management and treatment.
	1,5

	7
	Provided basic recommendations to parents regarding prognosis and further stay in the hospital. 
	0,5

	Total scores
	7,5



Equipment
· mannequin.
· stethoscope.
· Spatula. 
· Pulse oximeter. 
· Complete blood count.
· Chest X-ray. 
· Oxygen concentrator. 
· Oxygen mask. 
· Nasal cannulas.

Links to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario was determined
1. Bronchiolitis in children: diagnosis and management. National Institute for Health and Care Excellence (NICE); 2021 Aug 9. ISBN-13: 978-1-4731-1162-2
            https://www.ncbi.nlm.nih.gov/books/NBK573086/
2. Kundan Mittal, Teena Bansal, Anupama Mittal. Acute bronchiolitis in children. Journal Of Pediatric Critical Care. 2020.7(5):293
              https://www.researchgate.net/publication/344599624_Acute_bronchiolitis_in_children















SITUATIONAL TASK 3

Topic: Neonatal Respiratory Distress Syndrome (NRDS) 
OSKI Station: 7. Pediatrics 
Duration: 10 minutes Student Information

Information for the student 
Situation: A child (30 weeks of gestation, weight 1500 g, length 40 cm) was delivered to the NICU with respiratory failure. Examination: cyanosis, tachypnea (80/min), pronounced retraction of the intercostal spaces and xiphoid process, lagging of the chest from the abdomen, pronounced inflation of the wings of the nose, grunting on exhalation, audible with a stethophonendoscope, weak muscle tone. 
From the anamnesis: first pregnancy in a 25-year-old mother, complicated by the threat of premature birth at 28 weeks of gestation. X-ray: signs of hyaline membrane disease. 
Instructions for the student
1. When solving the situational task, demonstrate communication skills (according to the scenario) - calmly and confidently provide the mother with information about the child's condition and your actions, using simple words, showing empathy and confidence. 
2. Collect the complaints and anamnesis from the mother (the teacher plays the role of the mother).  
3. Demonstrate the initial examination of the newborn on a mannequin.
 4. Assess respiratory failure (according to the scenario) using the Silverman scale. 
5. Formulate a preliminary diagnosis with justification and name the threatening conditions. 
6. Determine treatment tactics. 
7. Provide recommendations to parents regarding home care (temperature, nutrition, hygiene).

Algorithm of the scenario solution
1. Communication skills. The student must demonstrate communication skills: calmly and clearly explain the child's condition and his/her actions to the mother (the role of the teacher), using simple words, showing empathy and confidence. 
2. Collection of complaints and anamnesis:  
- Complaints (teacher in the role of the mother): "The child had difficulty breathing and grunting immediately after birth, the chest was retracted. The skin is cyanotic, the child is lethargic, does not eat." 
- Anamnesis: "Pregnancy with the threat of labor at 28 weeks of gestation, anemia, medications - iron preparations, glucocorticoids were not administered. Labor without complications." 

3. Primary examination: 
The student must: 
Prepare the place and equipment for examination: 
     - Provide a warm and well-lit place. 
     - Prepare the necessary equipment: stethoscope, thermometer, scales, measuring tape. 
Assess the general condition: 
     - Determine activity and reaction to stimuli. 
     - Assess breathing (frequency, rhythm, presence of chest retractions, grunting). 
     - Assess heartbeat (frequency, rhythm). 
Perform a systemic examination: 
     - Assess the skin (cyanosis), breathing (tachypnea, retraction), heart rate (HR), heart tones (decreased). 
     - Auscultate the lungs (rales) and the heart. 
     - Examine the abdomen: assess the shape of abdomen and palpate abdominal organs. Examine the umbilical cord remnant. 
     - Assess the newborn reflexes: check basic reflexes: sucking, searching, grasping, Moro. 
     - Document the results: briefly and clearly describe the results of the examination.

Key moments for evaluation:
• Consistency and systematicity of the examination. 
• Correctness of the examination technique. 
• Ability to assess the condition of the newborn. 
• Ability to identify pathological changes.

3. Silverman scale 

The student must know the assessment criteria by the scale: 
· Chest and abdominal movements (synchronized, lagging, paradoxical). 
· Retraction of the intercostal spaces (absent, moderate, significant). 
· Retraction of the xiphoid process (absent, minimal, significant). 
· Position of the lower jaw (closed mouth, lower jaw sinks, mouth open and lower jaw sinks), nasal flaring (absent, minimal, significant). 
· Grunting on exhalation (absent, expiratory noises on auscultation, audible at a distance) Expected score: 8 points (severe respiratory disorders): 
- Chest lag — 2. 
- Retraction of intercostal spaces — 2. 
- Retraction of the xiphoid process — 2. 
- Nasal flaring — 1. 
- Moaning on exhalation — 1.

5. Diagnosis:  
Full diagnosis: Respiratory distress syndrome of the newborn, severe course. Hyaline membrane disease. Prematurity 30 weeks of gestation. Low birth weight (1500 g). 
- Justification: respiratory failure: tachypnea, cyanosis, 8 points according to Silverman; X-ray (HMD), prematurity (prematurity is a risk factor for the development of RDSN and HMD due to insufficient maturation of lung tissue and surfactant deficiency). 
- Threatening conditions: Hypoxia, acidosis, pneumothorax.

6. Treatment tactics:  
Justification of tactics:
• Severe RDSN requires intensive respiratory support, including mechanical ventilation, oxygen therapy, and surfactant therapy. 
• Prematurity and low birth weight increase the risk of complications, so careful supportive therapy and monitoring are necessary. 
• Timely administration of antibiotic therapy reduces the risk of infectious complications. 
The student must demonstrate knowledge of modern treatment protocols of RDSN and the ability to apply them in practice. 
     - CPAP or mechanical ventilation (SpO₂ 90–95%). 
     - Surfactant (200 mg/kg endotracheally). 
     - Antibiotics (ampicillin 50 mg/kg, gentamicin 4 mg/kg IV). 
     - Glucose 10% (60–80 ml/kg/day IV). 
     - Temperature 36.5–37.5°C (incubator). 
     - Nutrition (depends on condition and capabilities). 
     - Monitoring (HR, SpO₂, blood gases).

7. Recommendations for the parents:  
- Temperature: 22–24°C, humidity 50–60%. 
- Nutrition: breast milk or formula (if necessary) on schedule. 
- Hygiene: wash hands, clean underwear, avoid unnecessary contact (with sick people). 
- Observation: monthly pediatrician examinations, respiratory monitoring, neurologist at 3 months. - Immediately consult a doctor if any alarming symptoms appear (difficulty breathing, cyanosis, fever, refusal to eat, convulsions, vomiting, stool disorders).

Check-list
	№
	Competencies
	Scores

	1
	Demonstrated communication skills.
	0,5

	2
	Collected complaints and anamnesis from the mother.
	1,5

	3
	Demonstrated initial examination of the newborn on the mannequin.
	1,5

	4
	Assessed the severity of respiratory failure (according to the scenario) using the Silverman Scale.
	1

	5
	Formulated and justified the preliminary diagnosis, identified life-threatening syndromes of the newborn.
	1

	6
	Determined the tactics of patient management and treatment.
	1,5

	7
	Provided basic recommendations to parents on creating optimal conditions for the child at home after discharge (nutrition, temperature, humidity, hygiene).
	0,5

	Total score
	7,5




Equipment
      - Newborn manneqiun. 
      - Stethoscope. 
      - Pulse oximeter. 
      - Laryngoscope. 
      - Endotracheal tube. 
      - Oxygen mask. 
      - Syringes.


Links to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario was determined

1. David G. Sweet, Virgilio P. Carnielli, Gorm Greisen et al. European Consensus Guidelines on the Management of Respiratory Distress Syndrome: 2022 Update. Neonatology (2023) 120 (1): 3–23.
             https://doi.org/10.1159/000528914
2. Bhandari V, Black R, Gandhi B, et al. RDS-NExT workshop: consensus statements for the use of surfactant in preterm neonates with RDS. J Perinatol. 2023 Aug. 43 (8):982-90. 
 https://www.nature.com/articles/s41372-023-01690-9






SITUATIONAL TASK 4
Topic: Primary neonatal resuscitation 
OSKI station: 7. Pediatrics. 
Duration: 10 minutes.
Information for the student
Situation: You are a neonatologist in the delivery room. A newborn baby born at 32 weeks of gestation due to premature birth is admitted. Birth weight is 1800 g. Apgar score: 2 scores at 1 minute, 4 scores at 5 minutes. There is no spontaneous breathing, severe bradycardia is observed, heart rate is 50 per minute. Primary resuscitation measures are initiated by the delivery room team. The child’s condition does not stabilize after ventilation and compressions. 
Instructions for the student 
1. Demonstrate communication skills with the newborn’s mother by explaining the child’s condition in simple words with empathy. 
2. Collect complaints and anamnesis (mention the main points on which you will focus, the teacher plays the role of the mother). 
3. Conduct the initial examination on a specialized mannequin, simulating the examination of a newborn according to the standard algorithm. 
4. Perform the necessary actions on the manneuin (imitation) to try to restore cardiac activity after the ineffectiveness of the ABC steps. 
5. Formulate and justify the preliminary diagnosis, identifying life-threatening syndromes for the newborn. 
6. Determine the tactics of further treatment of the newborn (immediate, medicamentous, instrumental) to stabilize the newborn's condition, taking into account his clinical status. 
7. Provide recommendations to parents (the role of one of the parents is performed by the teacher-examiner) for the purpose of prevention in the short and long term.
Algorithm of the scenario solution
1. Demonstrate communication skills with the mother of the newborn by explaining the child's condition in simple words with empathy. 
The student in the role of a neonatologist demonstrates communication skills to reassure the mother of the newborn and coordinate the actions of colleagues. 
The student should: 
Address the mother in a calm, confident tone, demonstrating empathy (for example: “I understand your concerns, we are doing everything we can for your child”). 
Explain the child's condition in accessible language (for example: “Your child was born prematurely, her breathing and heart are weak now, so we are helping her breathe and stabilizing her condition”). 
Give a brief overview of the actions (for example: “We are now providing oxygen and supporting her heart so that she can recover”). 
Reassure and inspire hope (for example: “We are controlling the situation, and after stabilization we will transfer her to special care”). 
Offer to ask questions or say that you will return to the conversation after first aid. 
Practical implementation:
The role of the mother is played by the teacher-examiner, who asks questions in real time. Situation: The student works with a newborn mannequin, performing resuscitation (e.g., ventilation with an Ambu bag), and simultaneously responds to the mother. 
Complications: The examiner can add emotion (the mother shouts or interrupts) to test stress tolerance and communication under pressure.
2. Collect complaints and history (state the main points you will focus on, the teacher imitates the role of the mother). 
       The student should ask the mother specific, targeted questions to collect data on: 
1. Pregnancy history:  
· Were there any complications (preeclampsia, gestational diabetes, infections)? 
· Did the mother take medications (e.g., steroids to mature the baby's lungs)? 
2. Cause of preterm birth: 
· What preceded the birth (water broke, bleeding, contractions)? 
· Was it a natural event or induction/cesarean section? 
3. Infectious history: 
· Did the mother have fever, rash, discharge? 
4. Family history: 
· Are there any birth defects or premature births in the family? 
5. Bad habits: 
· Did she smoke, drink alcohol, or use drugs during pregnancy? 
Example of dialogue (expected student behavior): 
• "Good afternoon, I am a doctor who helps your child. In order to do everything as best as possible, I need to quickly clarify something. How was your pregnancy? Were there any problems?" 
• "What happened before childbirth? Did your water break or did you have contractions?" 
• "Have you been sick recently, have you had a fever?" 
The following are assessed: the purposefulness of the questions (clear, relevant, covering key aspects); time efficiency (collects the history quickly without being distracted from resuscitation); logical sequence (questions are logically structured - from general to specific); adaptation to the mother's condition (takes into account the mother's stress, asks questions simply and calmly); completeness of data (covers all key aspects - pregnancy, childbirth, possible infections). 
Practical implementation: • The role of the mother is performed by the teacher-examiner. 
· "The pregnancy was normal, but a week ago I started having pains, and yesterday my water broke." 
· "I wasn't sick, but I smoked before I got pregnant." 
· "The doctor said I might go early, but I don't know why." 
· Complications: The mother may be confused or give vague answers to check how the student is clarifying information.

1. Conduct the initial examination on a specialized mannequin simulating newborn examination according to the standard algorithm. 
The student should conduct the initial examination on a specialized mannequin simulating anewborn examination according to the standard algorithm, paying attention to: 
1. General appearance: 
- Skin color (cyanosis, pallor, marbling). 
- Muscle tone (hypotonicity or hypertonicity). 
2. Respiratory system: 
- Presence/absence of respiratory movements. 
- Characteristics of breathing (shallow, apnea). 
- Lung auscultation (presence of wheezing, weakened breathing). 
3. Cardiovascular system: 
- Heart rate (HR) by palpation of the pulse or auscultation. 
- Heart murmurs (presence/absence). 
4. Neurological status: 
- Assessment of reflexes (sucking, searching, Moro) — if possible in this condition. 
- Pupillary reaction to light (if equipment is available). 
5. Other signs: 
- Body temperature (cold extremities). 
- Presence of visible abnormalities or injuries. 
Expected student description (example): 
"The child is pale with a cyanotic tint, muscle tone is reduced. Respiratory movements are not visible, breathing in the lungs is almost absent on auscultation. Heart rate — 50 beats per minute, regular rhythm, no noises are heard. Reflexes are not evoked. Extremities are cold to the touch." 
The assessment is carried out according to the following points: completeness of the examination (all key systems are assessed - skin, respiration, heart, neurology); correctness of the technique (the correct sequence and methods are followed - auscultation before palpation, etc.); speed of execution (the examination is performed quickly (up to 1 minute), without delaying resuscitation); accuracy of description (the description is clear, corresponds to the clinical picture (e.g., cyanosis, bradycardia, etc.); integration with resuscitation (the examination is performed in parallel with actions (e.g., assessment of heart rate during ventilation).

2. Perform the necessary actions on a specialized mannequin to attempt to restore cardiac activity after the ineffectiveness of the ABC steps. 
The student should perform the actions on the mannequin simulating an attempt to restore cardiac activity after the unsuccessful previous steps (ABC): 
1. Recognize that a heart rate <60 beats/min after adequate ventilation and cardiac massage is an indication for drug support. 
2. Administer adrenaline: 
- Dose: 0.1–0.3 ml/kg of a 1:10,000 solution (for 1800 g - approximately 0.2 (0.18)–0.5 (0.54) ml). 
- Route of administration: via umbilical vein catheter (alternatively - endotracheally, if venous access is not available, at a dose of 0.5–1 ml/kg). 
3. Continue ventilation and cardiac massage during preparation and administration of the drug. 
4. Assess the heart rate 60 seconds after the administration of adrenaline and adjust the actions (repeat the dose every 3–5 minutes if there is no effect). 
Expected student behavior (example): “The heart rate remains 50 beats/min after ventilation and massage, let’s move on to medications. I prepare a catheter in the umbilical vein, inject 0,2 ml of adrenaline 1:10,000. I continue ventilation and compressions. After 60 seconds, I check the heart rate.” 
Assessment criteria for step “D”: recognition of indications (clearly determines that medications are needed due to the ineffectiveness of A, B, C.); correctness of dose and drug (chooses adrenaline, correctly calculates the dose (0.1–0.3 ml/kg)); administration technique (correctly selects the umbilical vein (or endotracheal route) and describes and demonstrates the administration on the mannequin); multitasking (continues ventilation and massage during preparation/administration); effect assessment (checks heart rate 60 seconds after administration.

3. Formulate and justify the preliminary diagnosis, having identified life-threatening syndromes for the newborn. 
The student must: 
Analyze clinical data (Apgar, heart rate, breathing, objective condition). 
Take into account gestational age (32 weeks) and history. 
Formulate the preliminary diagnosis and indicate probable causes. 
Justify conclusions based on symptoms and course of resuscitation. 
Preliminary diagnosis: Severe asphyxia of the newborn in combination with respiratory distress syndrome (RDS) of premature infants (GW 32 weeks). 
Justification: 
Severe asphyxia: Apgar score 2/4 indicates a critical condition at birth. Absence of spontaneous breathing and initial bradycardia (heart rate less than 60 beats/min) indicate hypoxia and impaired adaptation. 
Respiratory distress syndrome: Prematurity (32 weeks) increases the risk of insufficient surfactant synthesis, leading to alveolar collapse and lack of spontaneous breathing. Cyanosis, the need for constant ventilation, and the absence of spontaneous breathing even after stabilization of the heart rate indicate a primary pulmonary problem. 
Additional considerations: “To clarify the diagnosis, a chest x-ray is required (possible signs of RDS - “ground glass”) and blood gas analysis (assessment of hypoxia and acidosis).” Criteria for assessing diagnostic skills: correctness of the diagnosis (asphyxia and RDS are named (or one of them with strong justification); justification (full justification with reference to Apgar, heart rate, breathing, prematurity); reasons are named (two relevant reasons are indicated (hypoxia, RDS, etc.)); additional suggestions (additional examinations (x-ray, blood gases) are suggested).

4. Determine the tactics of further treatment of the newborn (medicamentous, instrumental) to stabilize the newborn's condition, taking into account his clinical status. 
Expected student answer: 
Tactics of management and treatment: 
1. Immediate measures: 
- Continue artificial ventilation of the lungs through an Ambu bag with SpO₂ control (target - 90–95%). Prepare for intubation to ensure stable ventilation. 
- Normalize body temperature: place the child in an incubator or under a radiant heat source (target - 36.5–37°C). 
- Establish monitoring: heart rate, SpO₂, blood pressure (non-invasive). 
2. Medicamentous and instrumental treatment: 
- Surfactant: Administer endotracheally (after intubation) a surfactant preparation (for example, Kurosurf, 200 mg/kg) to correct RDS. 
- Oxygen support: Switch to CPAP (continuous positive airway pressure) or mechanical ventilation (MVL) if SpO₂ does not reach target levels. 
- Correction of acidosis: Perform blood gas analysis; in case of metabolic acidosis (pH <7,2), administer sodium bicarbonate (dose: 1–2 mEq/kg slowly i.v.). 
- Prevention of infedction: Initiate empirical antibiotic therapy (ampicillin + gentamicin) due to the risk of sepsis in preterm infants. 
3. Transfer and follow-up plan: 
- Transfer the child to the NICU in a transport incubator with ventilation support. 
- In the NICU: connect to monitors, perform chest x-ray (confirmation of RDS), start parenteral nutrition (glucose 10%, 60–80 ml/kg/day). 
- Monitoring of neurological status due to the risk of hypoxic-ischemic encephalopathy (HIE). Example of formulation: “I continue ventilation, intubate the child and administer surfactant 360 mg endotracheally. I place in an incubator, connect monitors. I prescribe antibiotics - ampicillin 50 mg/kg every 12 hours and gentamicin 4 mg/kg once. I transfer to the intensive care unit with mechanical ventilation, plan X-ray and parenteral nutrition.” 
Criteria for assessing the ability to provide treatment: adequacy of immediate measures (ventilation, thermoregulation, monitoring, etc. are indicated); correctness of medicamentous treatment (surfactant, antibiotics, correction of acidosis (if necessary) are prescribed); transfer plan (transfer to the intensive care unit with support and further actions (X-ray, nutrition) is described); justification (tactics are related to the diagnosis (asphyxia, RDS).

5. Provide recommendations to parents (the role of one of the parents is performed by the teacher-examiner) for the purpose of prevention in the short and long term. 
The student should provide basic recommendations to parents on creating optimal conditions for the child at home to ensure his safety, healthy development and prevention of complications in the short term (first months) and long term. 
The student should: 
1. Provide clear, simple recommendations on caring for a premature baby. 
2. Cover key aspects of: temperature regime, feeding, sleep, infection prevention, health monitoring. 
3. Take into account characteristics of premature newborns (risk of developmental delay, retinopathy, respiratory problems). 
Expected student response: 
Recommendations to parents (when providing recommendations, the student turns to the teacher who plays the role of one of the parents): 
1. Temperature regime: 
- Maintain the temperature in the room at 22–24°C, avoid drafts. 
- Dress your baby in several layers of light clothing, check that his hands and feet are not cold (aim for body temperature of 36.5–37°C). 
2. Feeding: 
- Feed breast milk or special formula for premature babies on a schedule (every 2–3 hours, 8–10 times a day). 
- Monitor weight gain (15–30 g/day), consult a pediatrician if the baby is not feeding well or is vomiting. 
3. Sleep and safety: 
- Put your baby to sleep on his back on a firm mattress without pillows or blankets in the crib to reduce the risk of sudden infant death syndrome (SIDS). 
- Ensure 16–20 hours of sleep per day, but monitor breathing during sleep due to the risk of apnea in premature babies. 
4. Prevention of infection: 
- Wash your hands before contact with the child, limit visits from guests in the first months. - Avoid crowded places, especially during the SARS season. 
5. Health monitoring: 
- Visit the pediatrician regularly (monthly in the first year) to assess development. 
- Consult a doctor immediately if there are signs of problems: difficulty breathing, pallor, refusal to feed, temperature >37.5°C or <36°C. 
6. Long-term recommendations: 
- Get examined by an ophthalmologist (risk of retinopathy of prematurity) and a neurologist (risk of developmental delay due to asphyxia). 
- Stimulate development: massage, gymnastics on the recommendation of a specialist after 2–3 months. 
Example of formulation: “Keep the house warm, 22–24°C, dress the child comfortably. Feed every 2–3 hours with breast milk, monitor weight. Put to sleep on the back in a safe crib. Wash hands, limit visitors to avoid infections. See your pediatrician regularly, and have your eyes and development checked by a specialist.” 
Criteria for assessing the skills of providing recommendations: completeness of recommendations (all aspects are covered - temperature, feeding, sleep, infections, observation); simplicity and accessibility (explanations are understandable to parents, without complex terms); consideration of prematurity (specificities are indicated - apnea, retinopathy, development; emphasis on prevention (there are clear measures for the short and long term).

Check-list
	№
	Competencies
	Scores

	1
	Demonstrated communication skills with the mother of the newborn by explaining the child's condition in simple words with empathy.
	0,5

	2
	Collected complaints and anamnesis from the mother.
	1,5

	3
	Conducted initial examination on a specialized mannequin, simulating the examination of the newborn according to the standard algorithm.
	1,5

	4
	Performed the necessary actions on a mannequin (simulation) to try to restore cardiac activity after the ABC steps were ineffective.
	1

	5
	Formulated and justified the preliminary diagnosis, identified life-threatening syndromes of the newborn
	1

	6
	Determined the tactics of further treatment to stabilize the newborn's condition, taking into account his clinical condition.
	1,5

	7
	Provided recommendations to parents (the role of the mother is played by the teacher) for the purpose of prevention in the short and long term.
	0,5

	Total score
	7,5



Material and technical equipment 
- Newborn resuscitation mannequin. 
- Laryngoscope, intubation tubes. 
- Ambu mask and bag. 
- Oxygen bottle. 
- Suction pump. 
- Syringes, catheters. 
- Medications (simulated): adrenaline, saline solution. 
- Heart monitor (simulated computer generated). 
- Pulse oximeter. 
- Two diapers. 
- Shoulder roll.

Links to regulatory documents, protocols, guidelines on the basis of which the algorithm for solving the scenario was determined
1. John Madar, Charles C. Roehr, Sean Ainsworth et al. European Resuscitation Council Guidelines 2021: Newborn resuscitation and support of transition of infants at birth. RESUSCITATION. 161 (2021): 291 -326. https://cprguidelines.eu/assets/guidelines/European-Resuscitation-Council-Guidelines-2021-Ne.pdf
2. E Kariuki, C Sutton , TA Leone. Neonatal resuscitation: current evidence and guidelines. BJA Educ. 2021 Sep 15;21(12):479–485. https://pmc.ncbi.nlm.nih.gov/articles/PMC8606598/
3. David G. Sweet, Virgilio P. Carnielli, Gorm Greisen et al. European Consensus Guidelines on the Management of Respiratory Distress Syndrome: 2022 Update. Neonatology (2023) 120 (1): 3–23.
             https://doi.org/10.1159/000528914


SITUATIONAL TASK 5
Topic: Congenital Heart Defect
OSCE Station: 7. Pediatrics
Duration: 10 minutes
Information for the Student
Situation: An 11-month-old boy was admitted to the department with complaints from his mother regarding delayed physical development (body weight 7.0 kg; birth weight 3.1 kg), postnatal onset of dyspnea, and perioral cyanosis during physical or emotional stress. According to the history, insufficient weight gain has been noted since 2 months of age. During feeding, the child exhibited rapid fatigability and refusal of breastfeeding. Objective status: Pale skin color, moderately pronounced cyanosis of the nasolabial triangle. The chest is of normal shape, with no visible cardiac abnormalities. Percussion findings: relative cardiac dullness borders—right: along the right parasternal line; left: along the left midclavicular line. Auscultation: loud heart tones, HR – 146 bpm, RR – 40 breaths/min. An intense systolic murmur is heard along the left sternal border, radiating to the back, with a weakened second heart sound in the 2nd left intercostal space. Pulmonary examination: puerile breathing, no rales. SpO2 ≥ 95%. The abdomen is soft, with no hepatosplenomegaly. No peripheral edema.
Student Instructions
1. Demonstrate communication skills: introduce yourself, calmly and confidently provide the mother with information about the child’s condition and reasons for hospitalization, and show empathy.
2. Collect complaints and medical history from the mother (the examiner plays the mother’s role).
3. Perform a general examination of the child using a mannequin.
4. Conduct a physical examination of the child’s cardiovascular system (percussion, auscultation).
5. Formulate and justify a preliminary diagnosis and identify possible complications.
6. Determine the management and treatment strategy.
7. Provide the mother with key recommendations and prognosis for home care.
Scenario Resolution Algorithm
1. Communication skills. The student acting as the pediatric ward physician must introduce themselves, provide clear and understandable information to the mother (examiner), and exhibit empathy and confidence.
2. The student should begin to collect complaints and to take a history from the mother.
· Student: When did you first notice the cyanosis of the nasolabial triangle and breathing problems?
· Examiner: I noticed it within the first few days of life, especially during feeding.
· Student: When did you start noticing the child’s weight lag?
· Examiner: After 2 months of age during weigh-ins.
· Student: Do you observe persistent fatigue and refusal of breastfeeding?
· Examiner: Yes, since the first days of life.
Child’s Medical History:
· Student: Is this your first child?
· Examiner: Yes.
· Student: How did your pregnancy progress?
· Examiner: I felt unwell during the first months.
· Student: Are there cases of congenital heart defects in your family?
· Examiner: Yes, there was a case in our family.
3. Perform a general examination on a mannequin.
The student must:
Prepare the space and equipment
- Ensure a warm, well-lit place.
- Prepare a stethoscope, and scales.
Assess the child's general condition
· Observe child's position in bed, reaction to examination and irritability.
Conduct a systemic review 
· Examine skin: 
· Assess color (normal, pale, presence of acrocyanosis, cyanosis, marbling), 
· Тurgor, and edema.
· Examine the chest: 
· Evaluate shape, symmetry, deformities and their localization
· Perform palpation chest organs
· Perform percussion chest organs
· Perform auscultation chest organs
· Examine the abdomen: 
- Assess abdomen shape 
- Perform palpation of abdominal organs.
· Perform anthropometry
·  Measure weight, length, chest circumference
Document the results obtained. Briefly and clearly describe the results obtained 
Key assessment criteria:
· Consistency and systematic approach.
· Accuracy of examination techniques.
· Ability to assess the child’s condition.
·  Identify pathological changes.
4. Identify and demonstrate the percussion boundaries of the heart and auscultate heart sounds and murmurs.
The student must articulate the significance of the heart’s percussion borders and auscultatory findings.
Percussion is used to determine the size, configuration, and position of the heart. Two types of cardiac dullness are distinguished: relative and absolute cardiac dullness. Absolute cardiac dullness refers to the small area of the anterior surface of the heart that directly contacts the chest wall. Percussion over this area reveals a completely dull sound.Relative cardiac dullness represents the portion of the heart covered by the margins of the lungs; its borders correspond to the true anatomical borders of the heart. Percussion over this zone produces a dullness with a shortened or diminished resonance.
The sequence of cardiac percussion includes determining: right, upper, and left borders of relative and absolute cardiac dullness.
Borders of Relative Cardiac Dullness
· Right Cardiac Border

To determine the lower border of the right lung (or the upper edge of the liver), percussion begins from the 2nd-3rd intercostal spaces along the right midclavicular line, parallel to the ribs, down to the lower border of the right lung (normally at the level of the 6th rib).
The pleximeter finger is placed on the 1st rib and 1st intercostal space, positioned parallel to the required heart boundary (perpendicular to the ribs), and percussion is performed with moderate force (soft percussion) in the direction towards the heart until there is a change in the percussion sound to dullness.
The assessment of the boundary of relative cardiac dullness is based on the outer edge of the pleximeter finger.

· Upper Cardiac Border

The upper border of relative cardiac dullness is determined along the parasternal line (in young children, along the left midclavicular line). Percussion starts from the 1st intercostal space, parallel to the ribs, moving the pleximeter finger downward sequentially along the rib and intercostal space (soft percussion). The boundary is assessed based on the upper edge of the finger, which is oriented towards the clear percussion sound.

· Left Cardiac Border

First, the apex beat is located.
Percussion begins from the anterior axillary line. Percussion is performed along the intercostal space where the apex beat is detected, parallel to the sternum and the expected left border, until a dull percussion sound is heard.

	Normally, the boundaries of relative cardiac dullness depend on the child’s age.
	Age of Child
	Right Border
	Upper Border
	Left Border

	Up to 2 years
	2 cm outside the right sternal line
	2nd rib
	2 cm outside the left midclavicular line

	2-7 years
	1 cm outside the right sternal line
	2nd intercostal space
	1 cm outside the left midclavicular line

	7-12 years
	0.5 cm outside the right sternal line
	Upper border of the 3rd rib
	0.5 cm outside the left midclavicular line

	12-15 years
	Right sternal line
	3rd rib
	Left midclavicular line or 0.5 cm towards the middle from it


Auscultation. Sequence, Sites of Auscultation, and Valve Projection on the Chest Wall
	Sequence of Auscultation Points
	Site of Auscultation
	Area of the Heart from Which the Sound Phenomena Are Heard at This Point

	First
	Apex area
	Mitral valve

	Second
	Second intercostal space, right of the sternum
	Aortic valve

	Third
	Second intercostal space, left of the sternum
	Pulmonary valve

	Fourth
	At the attachment of the xiphoid process to the sternum, slightly to the right
	Tricuspid valve

	Fifth (Botkin-Erb point)
	At the attachment of the 3rd-4th left ribs to the edge of the sternum
	Mitral valve and aortic valve



5. Formulate the preliminary diagnosis and identify complications.
Congenital heart defect. Pulmonary artery stenosis. Chronic heart failure stage I. Circulatory insufficiency grade 0. Chronic digestive disorder – hypotrophy grade II.
Justification.
Congenital heart defect. Pulmonary artery stenosis.  Presence of clinical signs from birth (pale skin, perioral cyanosis, growth retardation, intense systolic murmur on the left sternal border, weakened second heart sound in the 2nd left intercostal space).
Chronic heart failure, stage I: Worsening of dyspnea and perioral cyanosis during feeding and physical exertion.
Circulatory insufficiency, stage 0: Absence of peripheral edema.
Chronic digestive disorder: Hypostature (29% body weight deficit).

6. Determine patient management and treatment.
Surgical treatment. Postoperative outpatient follow-up for 6 months, then annual cardiology consultations.
7. Provide recommendations to the mother.
· Explain the need for surgical correction and long-term cardiology follow-up.
Examiner Instructions
A student, acting as a pediatrician, examines a sick child with the following complaints and objective status:
A 11-month-old boy was admitted to the department with the mother's complaints of delayed physical development (body weight 7.0 kg). The birth weight was 3.1 kg. The mother reports the appearance of dyspnea and perioral cyanosis after birth during physical or emotional exertion.
Objective status:Skin color: pale, with moderately expressed cyanosis of the nasolabial triangle. Chest: of normal shape, no visual changes in the heart area. Percussion: relative cardiac dullness borders are as follows: right – along the right parasternal line, left – along the left midclavicular line. Auscultation: heart sounds are loud, heart rate (HR) 146 bpm, respiratory rate (RR) 40 breaths per minute. An intense systolic murmur is heard along the left sternal border, radiating to the back. The second heart sound is weakened in the second intercostal space on the left. Lungs: puerile breathing, no wheezing. SpO2: ≥ 95%. Abdomen: soft, liver and spleen not enlarged.Peripheral edema: absent.
The student has been assigned to gather the complaints and medical history from the parents (the role of the mother is played by the instructor), perform a general examination of the child, and conduct a physical examination of the cardiovascular system. Using the obtained data, the student must establish a diagnosis and propose appropriate treatment in accordance with modern protocols. Based on the task, the student is required to provide the child's parents with recommendations regarding the course of the disease, outline the complications (the presence of a congenital heart defect), and discuss further treatment in the department as well as follow-up care with the pediatrician and cardiologist in the outpatient clinic.


Checklist
	№
	Competency
	Points

	1
	Demonstrated communication skills
	0.5

	2
	Collected complaints and history
	1.5

	3
	Performed a general examination on a mannequin
	1.5

	4
	Conducted a physical cardiovascular examination
	1

	5
	Formulated and justified the preliminary diagnosis, identified complications
	1

	6
	Determined management and treatment strategy
	1.5

	7
	Provided key recommendations to the mother
	0.5

	Total Score
	7,5


Materials and Equipment
· Infant mannequin
· Stethoscope
· Pulse oximeter
· Blood pressure monitor
· Infant scales
· Horizontal stadiometer
· Measuring tape
References
1. Clinical Guideline 00584. Heart Murmurs in Children: http://guidelines.moz.gov.ua/documents/
2. Richard Van Praagh, Congenital Heart Disease, E-Book: A Clinical, Pathological, Embryological, and Segmental Analysis, Elsevier Health Sciences, 2022.







SITUATIONAL TASK 6
Topic: Hemolytic Disease of the Newborn (HDN)
OSCE Station: 7. Pediatrics
Duration: 10 minutes
Information for the Student
Scenario: A newborn boy (weight 3200 g, length 51 cm, Apgar score 7/8) was admitted to the neonatal unit with severe jaundice that appeared 12 hours after birth, lethargy, and weak sucking reflex. Examination: Jaundiced skin and sclera, hepatomegaly (+4 cm), limb tremors. Laboratory findings: Hb 90 g/L, reticulocytes 12%, indirect bilirubin 280 µmol/L, direct Coombs test positive (+++).
Instructions for the Student
1. Demonstrate communication skills (according to the scenario): calmly and clearly explain the baby's condition and your actions, using simple language, showing empathy and confidence.
2. Collect complaints and medical history from the mother (played by the examiner).
3. Perform a primary examination on a mannequin (skin, heart, breathing, neurological status).
4. Interpret laboratory results of the complete blood count and biochemical tests (view simulated samples).
5. Formulate a diagnosis with justification and identify key syndromes.
6. Determine the treatment approach (phototherapy or exchange transfusion).
7. Provide recommendations to the mother regarding care and feeding.
Scenario Resolution Algorithm
1. Communication Skills The student should demonstrate effective communication by clearly and calmly explaining the baby’s condition and treatment plan to the mother (examiner), using simple terms, while showing empathy and confidence.
2. Collecting Complaints and Medical History (voiced by the teacher)
· Complaints: “The baby's skin turned yellow 12 hours after birth, became more jaundiced, is lethargic, sucks weakly, gets tired quickly, has some regurgitation but no vomiting, and sometimes has hand tremors.”
For the instructor's note: If the student does not ask about important points (for example, the color of urine/stool or the child’s behavior), you can say: "I’m not sure if this is important, but I also noticed that..." to guide them in the right direction. If the student is collecting the history well, you can shorten the responses a bit or let them summarize the information themselves.
Medical history: "Third pregnancy, gestosis, mother - blood group O (negative Rh factor), father - blood group A (positive Rh factor), antibodies detected during the second pregnancy, anti-Rh immunoglobulin was not administered after the second delivery, 7/8 points on the Apgar scale, no hereditary hemolytic diseases."
For the instructor's note: If the student does not ask about important points (for example, antibodies, administration of immunoglobulin), you can say: "Is this important? Why are you asking?" to guide their thinking in the right direction. If the student is well-oriented, you can shorten the responses or allow them to summarize the information themselves.
Expected preliminary conclusion: Based on the collected data, the student should suspect hemolytic disease of the newborn (HDN) due to Rh incompatibility, supported by:
· Rh-negative mother and Rh-positive baby.
· No administration of anti-Rh immunoglobulin.
· Early onset jaundice (<24 hours).
· Progressing lethargy, decreased reflexes.
· Anemia, hepatosplenomegaly.
3. Primary Examination
The student must:
Prepare the space and equipment
· Ensure a warm, well-lit area.
· Have a stethoscope, thermometer, scale, and measuring tape.
Assess general condition:
· Determine the level of activity and response to stimuli.
· Evaluate respiration (rate – normal 40–60 breaths/min, rhythm, presence of chest retraction, grunting).
· Evaluate heart rate (rate – normal 120–160 bpm, rhythm).
· Evaluate skin (jaundice), neurology (lethargy, tremor).
· Palpate the liver (+4 cm).
Conclusion: After the examination, the student should formulate the main clinical findings that indicate hemolytic disease of the newborn.
4. Laboratory Findings Interpretation (according to the mock analysis forms: CBC, biochemical)
· CBC: Hb 90 g/L (↓), reticulocytes 12% (↑).
· Biochemistry: Indirect bilirubin 280 µmol/L (↑).
· Coombs test: Direct positive (+++).
Final conclusion of the student
Based on the analysis, the student should say:
1. Anemia and active hemolysis (↓ Hb, ↑ reticulocytes).
2. Hyperbilirubinemia (↑ indirect bilirubin → risk of brain damage).
3. Coombs test positive → confirms the immune mechanism of hemolytic disease of the newborn (HDN).
Additional studies
• Coombs test → positive (direct Coombs test confirms the presence of anti-Rh antibodies).
• Blood group of the mother and child → confirms Rh incompatibility (mother Rh⁻, child Rh⁺).

5.Formulate a preliminary diagnosis and identify the main clinical syndromes. 
Based on the clinical data and laboratory results, the student should formulate a preliminary diagnosis, following the classification:
Primary diagnosis: Hemolytic disease of the newborn (HDN) caused by Rh incompatibility, anemic-icteric form, severe degree.
The student should highlight the key syndromes characteristic of HDN:
	Syndrome
	Clinical Features

	Hemolytic syndrome
	Anemia, ↑ reticulocytes, jaundice, hepatosplenomegaly

	Jaundice syndrome
	High indirect bilirubin, yellow skin and sclera, dark urine

	Cerebral syndrome (risk of kernicterus)
	Lethargy, decreased reflexes, possible seizures

	Hepatosplenomegaly syndrome
	Liver +4 cm, spleen +2 cm

	Feeding disorder syndrome
	Poor breastfeeding, lethargy, regurgitation


· Justification for Diagnosis:
· Rh incompatibility (mother Rh⁻, baby Rh⁺).
· Signs of hemolysis: anemia (↓ Hb, ↑ reticulocytes), positive Coombs test.
· Severe jaundice with high indirect bilirubin (risk of kernicterus).
· Hepatosplenomegaly (reticuloendothelial system response to hemolysis).
· Possible complications: bilirubin encephalopathy, DIC syndrome.
5. Treatment Plan
Phototherapy:
Indications: Indirect bilirubin >250 µmol/L in a term newborn on day 2 (here, 280 µmol/L at 12 hours), early progressive jaundice.
Measures: Continuous phototherapy (450–460 nm), eye protection, temperature and hydration monitoring.
Exchange Transfusion (ET):
Indications: Indirect bilirubin 280 µmol/L with neurological signs (tremor, lethargy) → risk of kernicterus; Hb 90 g/L (severe anemia) if phototherapy fails.
Measures: Transfusion of Rh⁻ packed RBCs (10–20 mL/kg) via umbilical catheter, monitor HR and SpO₂.
Additional Therapy: Glucose 10% IV (60 mL/kg/day) for energy support and hypoglycemia prevention.
6. Parental Recommendations
· Care: Maintain a temperature of 22–24°C, ensure hygiene, avoid sick contacts.
· Feeding: Breast milk on schedule; if weak, express and feed with a spoon.
· Follow-up: Monthly check-ups, neurologist consultation at 3 months.
Checklist
	№
	Component
	Points

	1
	Demonstrated communication skills.
	0.5

	2
	Collected complaints and medical history from the mother.
	1.5

	3
	Demonstrated on a mannequin the primary examination of the newborn, including the assessment of skin, neurological status, cardiovascular, and respiratory systems.
	1.5

	4
	Interpreted the results of laboratory tests (CBC, biochemical blood test).
	1

	5
	Formulated a preliminary diagnosis and identified the main clinical syndromes.
	1

	6
	Determined the treatment strategy according to clinical guidelines: necessary measures at this stage; indications for phototherapy and exchange blood transfusion.
	1.5

	7
	Explained to the mother the principles of care, possible complications, and recommendations for breastfeeding.
	0.5

	Total points
	7,5



Material and Technical Equipment
· Neonatal mannequin (model).
· Stethoscope.
· Laboratory results (printed): Complete blood count (CBC); Biochemical blood test; Results of the Coombs test (with characteristic changes).
· Phototherapy lamp (for mannequin use).
· Clear algorithm for responses from the mother to the student's questions (including complaints, pregnancy history, delivery, and feeding).
· A scale for assessing jaundice level according to the Kramer scale.
References to Regulatory Documents, Protocols, Guidelines Used to Determine the Scenario Solution Algorithm
1. Evidence-based Clinical Guideline "Neonatal Jaundice." Ministry of Health of Ukraine. State Enterprise "State Expert Center of the Ministry of Health of Ukraine" – 2023. – 168 pages. Available at: 783_27042023_kn.pdf
2. Unified Clinical Protocol for Specialized Medical Care "Neonatal Jaundice." 2023. – 60 pages. Available at: ukpmd_783_27042023_zhovt.pdf

	





















SITUATIONAL TASK 7

Topic: Infant Feeding. Physical Development.
OSCE Station: 7. Pediatrics.
Duration: 10 minutes.
Information for the student
Situation: You are a pediatrician at a general practice outpatient clinic. A mother with her 3-month-old child has come for a scheduled examination. However, due to the mother’s illness and her use of medications that are incompatible with breastfeeding, it is necessary to switch the child to artificial feeding. The girl was born at 39 weeks of gestation, weighing 3100 g, with a length of 51 cm and a head circumference of 34 cm.
Task:
1. Take the complaints and medical history (the role of the mother is simulated by the examiner).
2. Demonstrate the child’s examination on a mannequin.
3. Demonstrate the technique for measuring the child’s anthropometric parameters (weight, height, head and chest circumference).
4. Assess the child’s physical development.
5. Calculate the daily and single feeding volume using the volume method. Recommend breast milk substitutes suitable for feeding a child of this age.
6. Provide recommendations to the parents (the role of one of the parents is performed by the examiner) for prevention in the short and long term.
Algorithm for solving the scenario
1. The student should greet, introduce themselves, and start clarifying the main complaints and collect the history from the examiner, who is acting as the mother.
Student: Do you have any complaints?
Mother: No, but I have health issues that require treatment that is incompatible with breastfeeding. Please advise on a suitable formula for feeding the child.
Student: I’m very sorry to hear that, and I wish you a speedy recovery (showing empathy). Regarding the formula, it should be a highly adapted basic formula that is recommended for feeding infants up to 6 months of age and is marked with the number 1. I will recommend the single feeding volume and feeding frequency after examining the child.
Mother: Thank you, doctor.
Student: How often do you feed the child? Is there a night break?
Mother: About 6 times a day with a night break of 6-6.5 hours.
Student: How did your pregnancy and delivery go?
Mother: I had early pregnancy toxicosis. The delivery was vaginal and without complications.
Student: Was the baby with you after birth?
Mother: Yes.
Student: What are the baby’s bowel movements like? How many times a day?
Mother: 3-4 times a day, yellow and pasty.
Student: Does the baby make any sounds? Does she smile?
Mother: Yes, she started cooing and smiles when spoken to.
Student: Have you vaccinated your baby according to the vaccination schedule (BCG in the maternity hospital, DTP, IPV, Hib, Hepatitis B at 2 months)?
Mother: Yes, doctor. We vaccinated her.
2. Demonstrate the examination of the child on a mannequin.
Prepare the space and equipment:
· Ensure a warm and well-lit area;
· Prepare necessary equipment: stethoscope, weighing scales, height measurement device, measuring tape;
· Perform hand hygiene.
Assess and comment on the child’s general condition:
· Evaluate the child’s activity, degree of nutrition, body proportions;
· Assess breathing (frequency, rhythm, any retraction of flexible areas of the chest, grunting).
Perform and comment on the examination:
· Assess skin color, subcutaneous fat development, skin turgor, and elasticity;
· Assess muscle tone;
· Assess head shape, size, and condition of the large and small fontanels, and condition of cranial sutures;
· Assess the shape of the chest and abdomen;
· Assess hip joint abduction (should normally be more than 75º);
· Assess the baby’s psychomotor development (holding head upright, turning to the side – should be noted at this age), activity and symmetry of reflexes (Moro reflex, grasp reflex, rooting reflex, Kerning’s, Babinski’s);
· Perform auscultation of the lungs and heart;
· Examine the oral cavity with a spatula.
3. Technical skills. Measuring anthropometric parameters.
a. Weighing the child
Prepare equipment: electronic scales, disinfectant solution, changing pad.
· Place the scales on a flat horizontal surface;
· Disinfect the scale surface;
· Place the changing pad on the scale tray;
· Turn on the scale, wait for the zero mark;
· Place the child (mannequin) on the scale (it is important to comment that the child should be weighed without clothes or a diaper).
b. Measuring the child’s length in the horizontal position.
Prepare equipment: horizontal height measurement device, disinfectant solution, changing pad.
· Disinfect the horizontal height measurement device;
· Place the changing pad on the device;
· Place the child (without a cap) on the changing pad so that the head touches the fixed end of the height measurement device;
· Align the child’s legs at the knee joint and move the free end of the device.
c. Measuring head circumference.
Prepare equipment: measuring tape, disinfectant solution, changing pad, changing table.
· Disinfect the measuring tape with disinfectant;
· Lay the child on the changing table and remove the cap;
· Place the measuring tape around the child’s head, touching the occipital prominence;
· Pass the tape in front over the eyebrow line.
d. Measuring chest circumference.
Prepare equipment: measuring tape, disinfectant solution, changing pad, changing table.
· Disinfect the measuring tape with disinfectant;
· Lay the child on the changing table and undress them;
· Place the measuring tape around the chest so that the tape touches the lower angles of the scapula at the back, and in the front, it runs along the lower edge of the nipples.
4. Assess the child’s physical development (clarify anthropometric parameters at the time of the examination with the examiner).
Prepare WHO growth charts.
Expected student answer (example):
· The weight-for-age indicator is between the standard deviation lines "0" and "-2," which corresponds to the age norm;
· The length-for-age indicator is between the standard deviation lines "0" and "-2," which corresponds to the age norm;
· The weight-for-length indicator is between the standard deviation lines "0" and "+1," which corresponds to the age norm;
· The body mass index is at the "0" standard deviation line, which corresponds to the age norm;
· The head circumference-for-age indicator is between the standard deviation lines "0" and "+1," which corresponds to the age norm.
5. Calculate the daily and single feeding volume using the volume method. Recommend breast milk substitutes suitable for feeding a child of this age.
Expected student answer (example):
· The required daily food volume using the volume method is 1/6 of the body weight, i.e., 
V-daily = 5400/6 = 900 ml.
· To feed this child, it is necessary to recommend starting (basic) formulas – highly adapted formulas used for feeding infants in the first six months of life, marked with the number "1" (e.g., Nan 1, Nutrilon 1, Humana 1, Hipp 1, Milupa 1, Nestogen 1).
· The feeding frequency for artificial feeding at 3 months is 6 times per day, so the volume per feeding is V-single = 900/6 = 150 ml.
6. Recommendations for parents for prevention.
Nutrition:
· Follow medical recommendations regarding infant feeding;
· Breastfeeding is the best option for feeding a child. Therefore, during the mother’s treatment, regular pumping is recommended to preserve lactation if possible, and after treatment ends, continue breastfeeding.
Daily routine:
· Follow a sleep and feeding schedule;
· Ensure the child has enough time for rest.
Regular check-ups:
· Visit the pediatrician for regular check-ups and child development monitoring;
· Follow the vaccination schedule, the next vaccination at 4 months (DTP, IPV, Hib).
Infection prevention:
· Avoid places with large crowds, especially during epidemics;
· Limit the child’s contact with sick people.
Prevention of sudden infant death syndrome:
· Place the child to sleep on their back on a firm mattress without pillows or blankets in the crib.
Information for the examiner
The student plays the role of a pediatrician at a general practice outpatient clinic. The mother with her 3-month-old child has come for a scheduled examination. Due to the mother’s illness and her use of medications incompatible with breastfeeding, it is necessary to switch the child to artificial feeding. The baby was born at 39 weeks of gestation, weighing 3100 g, with a length of 51 cm and a head circumference of 34 cm.
The student has the following tasks:
1. Collect complaints and medical history (the role of the mother is simulated by the examiner).
2. Demonstrate the examination of the child on a mannequin.
3. Demonstrate the technique for measuring anthropometric parameters (weight, height, head and chest circumference).
4. Assess the child’s physical development (clarify the anthropometric parameters at the time of the examination with the examiner).
5. Calculate the daily and single feeding volume using the volume method. Recommend breast milk substitutes suitable for feeding a child of this age.
6. Provide recommendations for prevention in the short and long term.
You should prepare the task and equipment for the student.
Information for the student (if they ask): The anthropometric parameters of the child at the time of the examination are: weight 5400 g, length 60 cm, head circumference 36 cm.
Assess the student’s actions, making notes on the control checklist, observing for proper technique during the examination and calculation of feeding volumes.
The student should provide prevention recommendations according to the described guidelines.
Key Points for Evaluation:
1. Communication Skills:
Assesses the student’s ability to effectively communicate with parents/patients, ask relevant questions to gather medical history, and demonstrate empathy and professionalism.
2. Collection of Complaints and Medical History:
Assesses the accuracy and systematic approach in gathering information about the mother’s and child’s health, including pregnancy, delivery, and developmental history.
3. Sequence and Systematic Approach of the Examination:
Evaluates how clearly and correctly the student conducts the examination on the mannequin, following the proper sequence.
4. Ability to Assess the Child's Condition:
Assesses the student’s ability to analyze and evaluate the child’s condition based on the examination.
5. Adherence to Techniques for Measuring Anthropometric Parameters:
Evaluates the accuracy of measurements of weight, height, head circumference, and chest circumference according to accepted standards.
6. Ability to Determine Daily and Single Feeding Volume and Recommend Appropriate Breast Milk Substitutes:
Assesses the student's ability to correctly calculate the food volume using the volumetric method and recommend suitable breast milk substitutes according to age and modern guidelines.
7. Ability to Provide Recommendations for Childcare and Prevention of Critical Conditions:
Assesses the student’s ability to provide concrete and effective recommendations for parents regarding childcare and the prevention of potential health threats
                      Checklist:
	No
	Competency
	Points

	1
	The student demonstrated communication skills.
	0.5

	2
	Collected complaints and medical history from the mother.
	1.5

	3
	Demonstrated examination of the child on a mannequin.
	1.5

	4
	Demonstrated technique for measuring anthropometric parameters of the child (weight, height, head and chest circumference).
	1

	5
	Assessed the child's physical development.
	1

	6
	Calculated the daily and single feeding volume using the volumetric method. Recommended breast milk substitutes suitable for the child’s age.
	1.5

	7
	Provided recommendations to parents (role played by the instructor) for short-term and long-term prevention.
	0.5

	Total Points:
	7.5



Material and Technical Equipment:
· Mannequin.
· Baby scale.
· Horizontal stadiometer.
· Measuring tape.
· Three changing pad.
· Growth charts.
· Disinfectant.
· Sheet of paper.
· Calculator.
· Pen.

References to Regulatory Documents, Protocols, and Guidelines:
1. Order of the Ministry of Health of Ukraine No. 2003 dated December 3, 2024 “On Approval of Procedures and Frequency of Preventive Medical Examinations for Certain Categories of Children.”

2. Order of the Ministry of Health of Ukraine No. 1590 dated October 13, 2024 “On Approval of Criteria for Assessing the Physical Development of Children Aged Under 18 Years.”










SITUATIONAL TASK 8
Topic: Acute Glomerulonephritis
OSCE Station: 7. Pediatrics
Duration: 10 minutes
Information for the student
The patient is a 7-year-old child, admitted to the clinic on the 3rd day of illness with complaints of headache, facial swelling, swelling of the lower legs, and the appearance of urine resembling "meat slops". The child is from the first pregnancy, with early toxicosis, and premature labor. Birth weight was 3150 g, length 50 cm. Apgar score: 8/8 points. Early development is unremarkable. Breastfed until 7 months, vaccinated according to the schedule. Since the age of 5, the child has been under dispensary observation due to chronic tonsillitis and frequent ARVI.
An ultrasound protocol of abdominal organs and kidneys is attached.
Task
1. Collect complaints and medical history from the mother (role of the mother will be played by the examiner).
2. Demonstrate the objective examination of the child on a mannequin.
3. Interpret the general urine analysis, biochemical blood analysis, and ultrasound of abdominal organs and kidneys.
4. Formulate and justify the preliminary diagnosis and clinical syndromes.
5. Determine the management and treatment tactics for the patient.
6. Provide key preventive recommendations.
Algorithm for solving the scenario
1. The student should greet the examiner, introduce themselves, and begin gathering the main complaints and medical history from the examiner, who plays the role of the mother.
Complaints:
Student: How did you notice that your child became ill? When did it start?
Examiner: "Three days ago, the boy started complaining of a headache. Then swelling of the face and lower legs appeared."
Student: When did the swelling appear, in the morning or evening?
Examiner: "In the morning."
Student: Did the urine color change? Was it cloudy or looked like 'meat slops'?
Examiner: "Yes, the urine looked like meat slops."
Student: Does the boy often get ARVI? Does he complain of a sore throat?
Examiner: "Yes, he often gets sick and complains of a sore throat."
Child's medical history:
Student: Does the boy have any chronic diseases?
Examiner: "Chronic tonsillitis since the age of 5. He has been on dispensary observation since then."
Student: Do you or your husband have any chronic diseases?
Examiner: "No, neither of us."
Student: Does the child have any allergies to food or medications?
Examiner: "No, none."
2. Conduct the objective examination of the child on a mannequin.
The student should:
Prepare the area and equipment:
· Ensure the area is warm and well-lit.
· Prepare the necessary equipment: spatula, stethoscope.
Evaluate the general condition:
· General condition
· Consciousness
· Position of the patient (active, passive, forced)
· Evaluate breathing (rate, rhythm)
· Evaluate heart rate (rate, rhythm).
· Oral cavity: examine the throat (hyperemia, presence of plaque on the tonsils).
· Skin: skin color (paleness, cyanosis, erythema), turgor, presence of edema.
· Chest: Evaluate the symmetry of the chest. Perform auscultation of the heart and lungs.
· Abdomen: Evaluate the shape of the abdomen. Perform palpation of abdominal organs. Check for Pasternatsky's sign.
· Limbs: Perform joint examination.
3. Interpret the general urine analysis, biochemical blood test, and ultrasound of the abdominal organs and kidneys.
The student should identify pathological changes in the tests (General Urine Analysis - color, high specific gravity, high protein level in the urine, discolored erythrocytes in the urine, and cylinders. Biochemical blood analysis - high levels of C-reactive protein and antistreptolysin, hypoalbuminemia with elevated levels of alpha-2 and beta fractions, high levels of urea and creatinine) and ultrasound results of the abdominal organs and kidneys (the noted changes correspond to glomerulonephritis) and comment on them.
4. Formulate and justify the preliminary diagnosis and clinical syndromes.
Preliminary diagnosis: Acute glomerulonephritis with nephrotic syndrome. Chronic tonsillitis.
Main syndromes: Nephrotic, toxic, edematous, and urinary (hematuria).
Justification of the diagnosis:
1. Acute glomerulonephritis with nephrotic syndrome:
· Presence of facial and shin edema;
· Laboratory changes (General Urine Analysis - color, high specific gravity, high protein level in the urine, discolored erythrocytes in the urine, cylinders. Biochemical blood analysis - high levels of C-reactive protein and antistreptolysin, hypoalbuminemia with elevated levels of alpha-2 and beta fractions, high levels of urea and creatinine);
· Ultrasound results (Echo changes in the kidneys typical for glomerulonephritis).
2. Chronic tonsillitis: The child has been on dispensary observation for chronic tonsillitis.
3. Toxic syndrome: Headache.
4. Edematous syndrome: Edema of the face and legs.
5. Urinary syndrome: Change in urine color ("meat wash").
5. Determine the management and treatment strategy for the patient.
The student should outline the following treatment strategy (following clinical guidelines):
· Salt-free diet;
· Antibiotic therapy;
· Diuretics;
· Nonsteroidal anti-inflammatory drugs (NSAIDs).
6. Provide main preventive recommendations.
· Nutrition: Follow medical recommendations regarding the diet.
· Further sanitation of chronic infection foci.
Additional Materials Necessary for Solving the Scenario

Results of the general urine analysis, biochemical blood analysis, and protocol of the ultrasound examination of the abdominal organs and kidneys (attached).
Information for the Examiner
The student acts as a pediatrician in a hospital setting. The patient is 7 years old and was admitted to the clinic on the 3rd day of illness with complaints of headache, swelling of the face and legs, and urine appearing like "meat wash." The child is from the first pregnancy, with toxicosis in the first trimester and early emergency delivery. Birth weight: 3150 g, length: 50 cm. Apgar score: 8/8. Early development was normal. Breastfeeding until 7 months, vaccinated according to age. Since 5 years old, the child has been under dispensary supervision due to chronic tonsillitis and frequent ARVI (acute respiratory viral infections).
Results of the general urine analysis, biochemical blood analysis, and protocol of the ultrasound examination of the abdominal organs and kidneys are attached.
The student is assigned the task of:
1. Gathering complaints and history from the mother (role of the mother is performed by the examiner).
2. Demonstrating objective examination of the child on a mannequin.
3. Interpreting the general urine analysis, biochemical blood analysis, and ultrasound examination results of the abdominal organs and kidneys.
4. Formulating and justifying the preliminary diagnosis and clinical syndromes.
5. Determining the treatment and management strategy for the patient.
6. Providing main preventive recommendations.
You should prepare the task and equipment for the student.
Evaluate the student's actions and make notes in the control checklist.

Key Points for Evaluation:
· Communication skills
· Collection of complaints and history
· Sequence and systematic examination
· Correctness of examination technique
· Ability to assess the patient's condition, identify pathological changes in the analysis and instrumental examination results
· Ability to determine the management and treatment strategy for the patient
· Ability to provide recommendations to parents on child care and prevention
Checklist
	№
	Competency
	Points

	1
	Demonstrated communication skills
	0.5

	2
	Collected complaints and history from the mother
	1.5

	3
	Demonstrated objective examination on a mannequin
	1.5

	4
	Interpreted general urine analysis, biochemical blood analysis, and ultrasound of abdominal organs and kidneys
	1

	5
	Formulated and justified the preliminary diagnosis and clinical syndromes
	1

	6
	Determined the treatment and management strategy for the patient
	1.5

	7
	Provided main preventive recommendations to the parents
	0.5

	Total
	7.5


Material and Technical Equipment
· Mannequin
· Spatula
· Stethoscope
· General urine analysis
· Biochemical blood analysis
· Protocol of ultrasound of the abdominal organs and kidneys
References to Regulatory Documents, Protocols, Guidelines based on which the algorithm for solving the scenario is defined:
1. DUODECIM Medical Publications, Ltd. Guidelines 00229. Glomerulonephritis. Access mode: https://guidelines.moz.gov.ua/documents/3117
2. Guidelines 01112. Kidney diseases in children (nephrotic and nephritic syndrome). https://guidelines.moz.gov.ua/documents/3828





































SITUATIONAL TASK 9
Topic:  Acute laryngotracheobronchitis 
OSCE Station: 7. Pediatrics
Duration: 10 minutes

Information for the Student
Situation: A 1-year-old girl became ill following contact with her older brother, who had an acute respiratory infection. The illness had an acute onset, beginning with a fever up to 38.3°C and the appearance of a runny nose. By the end of the first day of illness, she developed a frequent dry "barking" cough and hoarseness of voice. During the night, the child suddenly developed shortness of breath, and the cough worsened, prompting the parents to call the emergency service.
The child is from the second pregnancy, which was complicated by anemia in the second half. She was born full-term via cesarean section. She was breastfed with timely introduction of complementary feeding. Her growth and development were appropriate for age. She is vaccinated according to schedule. The mother has a history of atopic dermatitis. Prior to the current illness, the child had twice experienced ARVI (acute respiratory viral infection) with rhinopharyngitis syndrome.
Physical examination: The child is conscious and appears frightened. Inspiratory dyspnea is noted, with retraction of the jugular fossa and involvement of accessory muscles in breathing. She has a harsh dry “barking” cough; her crying is nearly silent due to severe hoarseness. Body temperature is 38.1°C. Skin is clean but slightly pale. Hyperemia of the oropharyngeal mucosa is observed; the tonsils are slightly enlarged and hyperemic, without any coatings. Nasal breathing is not obstructed, with a small amount of nasal mucus discharge. Respiratory rate is 46 breaths per minute. Lung auscultation reveals harsh breath sounds without wheezing; percussion sound is normal. Heart rate is 128 bpm. Heart sounds are loud and rhythmic. SpO₂ ≤92%. The abdomen is soft and accessible to deep palpation. The liver and spleen are not enlarged. Bowel movements and urination are normal.
Complete blood count:
· Hemoglobin: 124 g/L
· Erythrocytes: 3.6 ×10¹²/L
· Leukocytes: 4.9 ×10⁹/L
· Segmented neutrophils: 35%
· Eosinophils: 2%
· Lymphocytes: 54%
· Monocytes: 6%
· ESR: 17 mm/hr

Student Instructions
1. Demonstrate communication skills during the situational task: introduce yourself; calmly and confidently provide the mother with information about the child’s condition and the reasons for hospitalization; show empathy during the conversation.
2. Take a detailed history and gather complaints from the mother (the role of the mother is performed by the instructor).
3. Demonstrate knowledge of the respiratory system examination in a child.
4. Assess for signs of respiratory failure using standard clinical criteria.
5. Formulate and justify the diagnosis as well as identify possible complications of the disease.
6. Determine the management and treatment plan for the patient.
7. Provide the mother with key recommendations and a prognosis regarding the child’s further stay in the hospital.
Scenario Resolution Algorithm
1. Communication skills. The student, acting as the physician in the emergency department, must demonstrate the following communication skills: introduce themselves and clearly and concisely provide the mother (the role of the mother is played by the examiner) with information about the child's condition, while showing both empathy and confidence throughout the conversation.
2. The student should begin to collect complaints and to take a history from the mother.
(the role of the mother is played by the examiner).
Student: When did you first notice that your child developed a dry cough and hoarseness of voice?
Examiner: The dry cough and hoarseness started yesterday morning.
Student: When did your child’s fever begin?
Examiner: I started checking her temperature in the evening of the first day of illness.
Student: When did you notice a sudden deterioration in your child’s condition?
Examiner: During the night, my child’s condition suddenly worsened. I got scared and called the emergency services.
Student: Was your child in contact with her sick brother?
Examiner: Yes, all the time — her older brother was taking care of her.

Child’s Medical History:
Student: Is this your second child?
Examiner: Yes.
Student: Is this the first time your child has become ill like this?
Examiner: No, she has had colds twice before, but this is the first time she has been this sick.
Student: Has your child ever had any allergic reactions?
Examiner: No, never.
3. To demonstrate knowledge of the respiratory system examination in a child.
The student must:
Prepare the space and equipment. Ensure a warm and well-lit environment.
Prepare the necessary equipment: stethoscope, tongue depressor, complete blood count results.
General assessment of the child’s condition
Observe the position in bed, the child’s reaction to examination and stimulation.
Systematic physical examination
Skin
· Assess skin color: normal, pale, presence of acrocyanosis, central cyanosis, or mottling.
· Evaluate turgor and check for the presence of edema.
Nose
· Check the patency of nasal passages.
Oral cavity
· Examine the oral mucosa: color, hydration, presence of hyperemia of the posterior pharyngeal wall.
· Check the tonsils for enlargement or presence/absence of exudates or coatings.
Chest (Thorax)
· Assess the shape and symmetry of the chest; note any deformities and their location.
· Palpate the chest wall.
· Percuss the lungs.
· Auscultate the lungs for breath sounds, presence or absence of wheezing, crackles, or diminished breath sounds.
Abdomen
· Evaluate the shape of the abdomen.
· Palpate abdominal organs and note any tenderness, organomegaly, or abnormal findings.
Describe the findings concisely and clearly.
Key assessment criteria:
Consistency and systematic approach;
Correct execution of the inspection technique;
Ability to assess the condition of a sick child;
Ability to identify pathological changes.
4. To determine the severity of the disease taking into account respiratory failure.
The student must articulate the significance of relevant auscultatory and percussion findings typical during the physical examination of a sick child and comment on the complete blood count results.
During the examination, the student should identify key symptoms: hyperemia of the oropharyngeal mucosa, enlarged and hyperemic tonsils without exudate, the involvement of accessory muscles in the act of breathing, and suprasternal retractions with labored inspiration — all indicating the development of respiratory failure in the child.
The student should describe auscultation findings — harsh breath sounds, which signal the presence of an inflammatory process in the child’s respiratory system.
The student must know the criteria for determining the severity of respiratory failure:
· Grade I – RR/HR = 1:3.5–2.5
· Grade II – RR/HR = 1:2–1.5
· Grade III – no clear ratio, RR/HR relationship is variable.
5. Formulate the preliminary diagnosis and identify complications.
Diagnosis: Acute stenosing laryngotracheobronchitis. Respiratory failure, Grade I.
Justification of the diagnosis:
Acute stenosing laryngotracheobronchitis – etiological factor (viral infection from the sick sibling in contact), early age of the child (1.5 years), pronounced inspiratory dyspnea.
Respiratory failure, Grade I – respiratory rate to heart rate ratio (RR/HR) = 1:2.8.
6. To determine the treatment strategy for the patient.
The child should be hospitalized. It is important to follow the principles of rational feeding and proper hydration.
Glucocorticoids provide symptomatic relief in laryngitis. Dexamethasone, betamethasone, or inhaled budesonide may be prescribed.
Dexamethasone: 0.15–0.6 mg/kg orally or intramuscularly (maximum dose: 16 mg). The onset of action is slow.
Betamethasone: 0.25–0.4 mg/kg orally (maximum dose: 7 mg). A 0.5 mg tablet dissolved in liquid tastes better than dexamethasone.
Prednisolone can also be prescribed at a dose of 2 mg/kg orally, but children may vomit it. If necessary, inhaled budesonide may be used as adjunct therapy, with a maximum dose of 2 mg. In cases of severe inspiratory difficulty, racemic epinephrine (0.5–1.0 mg/kg) may be administered via nebulizer over 5–10 minutes.
7. Key recommendations and prognosis regarding the child's further hospital stay.

The child requires comprehensive anti-inflammatory and bronchodilator therapy over a certain period of time, thus hospitalization is necessary.
Following stabilization, the child may be discharged for further outpatient follow-up and care at the primary healthcare level.
Examiner Instructions
The student, acting as a pediatric ward physician, describes a sick child presenting with relevant complaints and objective findings: a 1-year-old girl developed acute symptoms after contact with her older brother who had an acute respiratory infection. The illness began suddenly with a fever of up to 38.3ºC and nasal discharge. The child is conscious but frightened. She presents with inspiratory dyspnea accompanied by suprasternal retractions and the use of accessory respiratory muscles. There is a harsh, dry "barking" cough, and the child cries almost silently due to severe hoarseness. Current body temperature is 38.1ºC. The skin is clean, slightly pale. Examination reveals hyperemia of the oropharyngeal mucosa; the tonsils are mildly enlarged and hyperemic, with no exudate. Nasal breathing is not obstructed; a small amount of nasal mucus is present.
Respiratory rate – 46 breaths per minute. Auscultation reveals harsh breath sounds without wheezing; percussion note is normal.
Heart rate – 128 beats per minute. Heart sounds are loud and rhythmic.
SpO₂ ≤92%.
The abdomen is soft and available for deep palpation. The liver and spleen are not enlarged. Bowel movements and urination are normal.
The student is assigned to:
· collect complaints and medical history from the parents (with the instructor acting as the mother);
· describe the respiratory system examination in the child;
· assess the severity of respiratory failure.
Based on the obtained data, the student is to establish a diagnosis and propose appropriate treatment in accordance with current clinical guidelines. Additionally, the student must provide the child’s parents with recommendations regarding the course of the illness, explain possible complications (laryngeal stenosis), and outline the further treatment plan in the hospital and subsequent outpatient follow-up.
Checklist
	№
	Competency
	Score

	1
	Demonstrated communication skills.
	0,5

	2
	Collected complaints and medical history from the mother.
	1,5

	3
	Demonstrated knowledge of child examination.
	1,5

	4
	Analyzed data on respiratory failure.
	1

	5
	Formulated and justified the diagnosis; identified life-threatening syndromes in the child.
	1

	6
	Determined the management strategy and treatment plan for the patient.
	1,5

	7
	Provided key recommendations to the parents with a prognosis regarding the child’s further hospital stay.
	0,5

	Total score
	7,5


Material and technical equipment
· Pediatric manikin
· Stethoscope
· Tongue depressor
· Pulse oximeter
· Complete blood count (CBC)

References to regulatory documents, protocols, and guidelines on the basis of which the scenario management algorithm is defined
1. Guideline 00615. Laryngitis in children: http://guidelines.moz.gov.ua/documents/ 2918?id=ebm00615&    Date of last update: 2018-12-05
2. Pocket book of primary health care for children and adolescents: guidelines for health promotion, disease prevention and management from the newborn period to adolescence. Copenhagen: WHO Regional Office for Europe; 2022. Licence: CC BY-NCSA 3.0 IGO.
https://www.who.int/europe/publications/i/item/9789289057622




























[bookmark: _Hlk199499794]SITUATIONAL TASK 10
Topic:  Dysentery. HUS (Hemolytic Uremic Syndrome).
OSCE Station: 7. Pediatrics
Duration: 10 minutes

Information for the Student
Situation: a 2-year-old girl was admitted to the emergency department with complaints of vomiting, loose stools with blood streaks, and fever up to 39°C. History of present illness:
the disease began the day before admission with two episodes of vomiting and frequent (5 times) loose stools with blood streaks. Past medical history: the girl is from the first pregnancy, which was complicated by a threatened miscarriage (maternal arterial hypertension), and delivered via cesarean section. Birth weight was 4550 g, length 53 cm. She was breastfed until 4 months of age. Vaccinations are up to date with no complications. Allergic history: not burdened.
Family history: the mother has a congenital urinary tract anomaly — duplication of the right kidney with chronic pyelonephritis. Physical examination (at admission):
The child’s condition is severe due to endotoxicosis and dehydration. She is conscious but lethargic. No signs of meningeal irritation. Skin is clean, pale with an icteric hue, warm to the touch. Skin turgor is significantly reduced. Lips are pale pink and dry. Tongue is coated and dry.
Breathing is vesicular, no wheezing. RR: 28/min, HR: 136 bpm. The abdomen is sunken, soft, accessible to deep palpation, painless, with audible bowel sounds. Sigmoid colon is not spasmodic. Stool is watery with streaks of blood and mucus. Urine output is reduced; the urine is dark yellow.
Complete blood count (CBC):
· RBC – 3.48×10¹²/L
· Hemoglobin – 91 g/L
· WBC – 19.4×10⁹/L
· Platelets – 89×10⁹/L
Biochemistry:
· Creatinine – 249 µmol/L
· Urea – 11.09 mmol/L
· Potassium – 4.6 mmol/L
· Sodium – 133.6 mmol/L
· Prothrombin index – 93.4%
Urinalysis (UA):
· Color – yellow
· Specific gravity – 1026
· Reaction – slightly acidic
· Protein – 6.6 g/L
· Leukocytes – 6–8 per hpf
· Erythrocytes – 1–2 per hpf
· Hyaline casts – 2–3 per hpf
· Granular casts – up to 10 per hpf
· Acetone – +++
Urine output is reduced to oliguria.
Coprogram:
Stool is liquid, with fatty acids covering the entire field of view, leukocytes up to 10 per hpf, erythrocytes in clusters up to 10–12 per hpf.
   
Student Instructions
1. Demonstrate communication skills – introduce yourself, provide the mother (played by the instructor) with clear, calm, and confident information about the child’s condition and the reasons for hospitalization; show empathy during the conversation.
2. Collect the complaints and medical history from the parent (the instructor plays the role of the mother).
3. Present the obtained objective findings.
4. Analyze the laboratory test results.
5. Formulate and justify the diagnosis, including complications of the disease.
6. Prescribe an appropriate treatment plan for the child.
7. Provide the mother with key recommendations and a prognosis regarding the child’s further treatment and hospital stay.
Scenario Resolution Algorithm
1. Communication skills. The student, acting as an emergency department physician, must demonstrate the following communication skills: introduce themselves, and provide the mother (played by the instructor) with clear and understandable information about the child’s condition, while showing empathy and confidence.
2. The student should begin by identifying the main complaints and collecting the medical history from the parents (the role is played by the examiner).
Student: When and how did your child become ill?
Examiner: The child became ill two days ago. She developed a fever, vomiting, and diarrhea.
Student: When did the blood streaks in the stool appear?
Examiner: On the first day of illness.
Student: When did your child’s urination decrease?
Examiner:Today during the day.

Child’s medical history
Student: Is this your first child?
Examiner: Yes.
Student: How did the pregnancy go?
Examiner:There was a threat of miscarriage (arterial hypertension).
Student: Is there any family history of medical conditions?
Examiner:The mother has a urinary system anomaly — duplication of the right kidney with chronic pyelonephritis. 

3. State the criteria for assessing the severity of the child’s condition.
The student should report the obtained data indicating that the child’s condition is severe due to endotoxicosis and dehydration. The child is lethargic; the skin is clean, pale with an icteric hue, and warm. Skin turgor is significantly reduced. The lips are pale pink and dry; the tongue is coated and dry. Breathing is vesicular, without wheezing. Respiratory rate (RR) – 28 breaths per minute, heart rate (HR) – 136 beats per minute. The abdomen is sunken, soft, accessible to deep palpation, painless, with audible bowel sounds. The sigmoid colon is not spasmodic.
4.Analyze the laboratory test results.
The complete blood count (CBC) shows leukocytosis, thrombocytopenia, and anemia.
The urinalysis (UA) reveals high urine concentration ability, proteinuria, leukocyturia, erythrocyturia, cylindruria, and oliguria. The blood biochemistry indicates pathological changes such as elevated creatinine (creatininemia) and urea (azotemia). The coprogram shows a large number of leukocytes and erythrocytes.
5. Formulate the diagnosis and identify life-threatening complications of the disease.
Diagnosis: Dysentery. Hemolytic Uremic Syndrome (HUS). Grade I Anemia.
Justification of the diagnosis:
Dysentery – based on vomiting, bloody diarrhea, high fever, leukocytosis, and changes in the coprogram.
Hemolytic Uremic Syndrome (HUS) – indicated by thrombocytopenia, elevated creatinine (creatininemia), and elevated urea (azotemia).
Grade I Anemia – hemoglobin level of 91 g/L.
6. The student must determine the treatment strategy for the child.
- Ceftriaxone at a dose of 50 mg/kg body weight (not exceeding 1500 mg per day),
administered intravenously once daily for 5 days.
- Infusion therapy with glucose-saline solutions (5% glucose and 0.9% sodium chloride solution in a 1:1 ratio)
at a rate of 5–10 mL/kg/hour, followed by the administration of furosemide (Lasix)
at a dose of 3–5 mg/kg intravenously.
- Oxygen therapy with 100% oxygen delivered at a flow rate of 10–12 L/min.
7. The student must provide key recommendations regarding the child’s stay in the hospital and at home.
Dysentery and its complication – hemolytic uremic syndrome (HUS) – is a severe condition that may lead to serious long-term multi-organ complications, potentially requiring renal replacement therapy. Patients who have experienced HUS must remain under close medical supervision for several decades, especially if dialysis was required during the acute phase. Regular and frequent follow-up examinations are essential in children who have recovered from HUS to detect early signs of renal dysfunction and to initiate appropriate therapeutic interventions in a timely manner.
    
Examiner Instructions
The student, acting as a physician in the emergency department, is examining a sick child with relevant complaints and objective clinical findings.
A 2-year-old girl is admitted to the emergency department with complaints of vomiting, loose stools with blood streaks, and fever up to 39°C. On physical examination, the child’s condition is severe due to endotoxicosis and dehydration. She is conscious but lethargic. No meningeal signs. The skin is clean, pale with an icteric hue, and warm. Skin turgor is significantly decreased. The lips are pale pink and dry, the tongue is coated and dry.
Respiratory findings: vesicular breath sounds, no wheezing.
Respiratory rate (RR) – 28/min.
Heart rate (HR) – 136/min.
Abdominal findings: sunken abdomen, soft, accessible to deep palpation, painless, with active bowel sounds. The sigmoid colon is not spasmodic. Stool: liquid with blood and mucus.
Urine output is decreased, and urine is dark yellow.
The student must:
· Collect complaints and medical history from the parent (the instructor plays the role of the mother).
· Present the obtained clinical data.
· Analyze additional examination results:
· Complete Blood Count (CBC)
· Urinalysis (UA)
· Stool analysis (coprogram)
· Establish the clinical diagnosis based on the findings.
· Propose an appropriate treatment plan in accordance with current clinical guidelines.
· Provide clear recommendations to the child’s parent, including:
· Features of the disease course
· Existing complications
· Further treatment in the hospital
· Follow-up and outpatient observation after discharge
Checklist
	№
	Competency
	Score

	1
	Demonstrated communication skills.
	0,5

	2
	Collected complaints and medical history from the mother.
	1,5

	3
	Demonstrated knowledge of child examination.
	1,5

	4
	Analyzed data on respiratory failure.
	1

	5
	Formulated and justified the diagnosis; identified life-threatening syndromes in the child.
	1

	6
	Determined the management strategy and treatment plan for the patient.
	1,5

	7
	Provided key recommendations to the parents with a prognosis regarding the child’s further hospital stay.
	0,5

	Total score
	7,5




Material and technical equipment
· Stethoscope
· Complete blood count (CBC)
· Urinalysis (UA)
· Blood biochemistry analysis
· Stool examination (coprogram)
· Oxygen delivery device
· Syringes
· Oxygen mask
· Nasal cannulas
References to regulatory documents, protocols, and guidelines on the basis of which the scenario resolution algorithm is defined
1. Guideline 00175. Diarrhea caused by microorganisms http://guidelines.moz.gov.ua/documents/ 2918?id=ebm00175&format=pdf  Date of last update: 2018-02-01
2. American Academy of Pediatrics. Shigella infections. In: Kimberlin DW, Brady MT, Jackson MA, Long SS, editors. Red Book: 2018 report of the Committee on Infectious Diseases, 31st edition. Itasca (IL): American Academy of Pediatrics; 2018. pp. 723–7.
3. Pocket book of primary health care for children and adolescents: guidelines for health promotion, disease prevention and management from the newborn period to adolescence. Copenhagen: WHO Regional Office for Europe; 2022. Licence: CC BY-NCSA 3.0 IGO.
https://www.who.int/europe/publications/i/item/9789289057622


























List 1 (Syndromes and Symptoms)
3. Anemic syndrome
4. Anuria and oliguria
5. Arterial hypertension
6. Abdominal pain
7. Pain in limbs and back
8. Vomiting
9. Broncho-obstructive syndrome
10. Fever
11. Hemorrhagic syndrome
12. Hypoglycemia
13. Hyperglycemia
14. Exanthema, enanthema
15. Hepatomegaly and hepatosplenomegaly syndrome
16. Headache
17. Dysuria
18. Dyspepsia
19. Diarrhea
20. Jaundice
21. Dyspnea
22. Asphyxia
23. Growth retardation in the child
24. Cardiomegaly
25. Cough
26. Meningeal syndrome
27. Paresis, paralysis
28. Cardiac rhythm and conduction disorders
29. Dehydration syndrome
30. Digestive insufficiency syndrome
31. Stridor
32. Seizures
33. Cyanosis

List 2 (Diseases)
I) Diseases of the blood and hematopoietic organs, disorders involving immune mechanisms
2. Hemolytic disease of the newborn
IV) Diseases of the cardiovascular system:
43. Congenital heart defects
52. Acquired heart defects
55. Cardiac rhythm and conduction disorders
56. Heart failure
V) Diseases of the respiratory system and mediastinum:
60. Asphyxia
61. Bronchial asthma
62. Bronchitis
66. Acute respiratory distress syndrome
67. Respiratory failure
69. Pulmonary failure
75. Pneumonias
77. Respiratory distress syndrome and pneumonias in newborns
VI) Diseases of the digestive system:
102. Functional gastrointestinal disorders
VII) Diseases of the genitourinary system:
110. Glomerulonephritis
IX) Diseases of the musculoskeletal system and connective tissue:
133. Acute rheumatic fever
XI) Infectious and parasitic diseases:
208. Scarlet fever
215. Dysentery

List 3 (Emergency Conditions)
1. Asphyxia (including neonatal)
2. Hypoglycemia (coma)
3. Acute respiratory failure
4. Acute cerebral insufficiency
5. Sudden cardiac arrest
6. Collapse
7. Impaired consciousness and comatose states
8. Acute anaphylactic reactions
9. Acute cardiac rhythm disorders
10. Normal delivery
11. Shock

List 4 (Laboratory and Instrumental Investigations)
7. Blood proteins and fractions, C-reactive protein
8. Blood glucose, glycated hemoglobin
9. Blood lipids and lipoproteins and their fractions
10. Creatinine, blood and urine urea, glomerular filtration rate
11. Blood electrolytes
12. Blood aminotransferases
13. Total blood bilirubin and its fractions
14. Coagulogram
15. Blood alkaline phosphatase
16. Pulmonary function tests
17. Standard ECG (12 leads)
18. Complete blood count
19. Urinalysis
20. Urine sugar and acetone
21. Cerebrospinal fluid analysis
22. Amplification methods for infectious diseases (PCR, LAMP)
23. Instrumental imaging of abdominal organs
24. Instrumental imaging of thoracic organs
25. Instrumental imaging of the genitourinary system

List 5 (Medical Procedures)
1. Perform indirect cardiac massage
2. Perform artificial respiration
3. Record standard 12-lead ECG
4. Insert nasogastric and orogastric tubes
5. Perform transport immobilization
6. Administer medications (intravenous bolus and infusion, intraosseous), including in field conditions
7. Establish peripheral venous access
8. Measure blood pressure
9. Restore airway patency
10. Perform skin-to-skin contact and early breastfeeding in newborns
11. Perform fetal auscultation
12. Calculate food volume for infants
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