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Figure 1. continued

V: Oral examination
THE main advantages of oral examinations is their

flexibility and the fact that examiners can explore
the range and depth of the candidate's thinking and, in
the medical context, his decision-making in clinical and
practice management situations. The main disadvan-
tages of oral examinations are their logistics. Orals
should therefore be restricted to assessment in those
areas which cannot effectively be examined by other
more economical means.

In the MRCGP examination, candidates who achieve
a minimum level in the written papers are called for two
30-minute oral examinations, each of which is conduct-
ed jointly by two examiners. The basis of the first oral is
the candidate's log diary in which he provides details of
his practice, his workload and 50 patients. During this
oral some of the time is spent in exploring the candi-
date's knowledge and attitudes in the areas of colleague
and staff relationships, practice management, reading
and research; and the remainder in his decision-making
in the management of his own patients. A list of topics
covered in the first oral is passed by the candidate to the
examiners conducting the second. During this examin-
ation any subject relevant to general practice may be
explored and, as in the first of the orals, a considerable
proportion of the time will be spent in assessing the
candidate's reaction to clinical problems in the setting
of general practice.
Throughout each oral examination the examiners

independently record marks for each topic covered and
at the end of the examination make independent overall
assessments of the candidate. They discuss any differ-
ences and produce a consensus mark. When the marks
for each oral are available, the candidate's final mark in
the entire examination is calculated. Candidates whose
marks are near the borderline are discussed by the four
examiners, who will have then been provided with the
candidate's marks in the written papers. At this point
they may modify the oral marks if necessary, justifying
their decision in the examiners' meeting which takes
place at the end of the day.

Validity and reliability

Set in the context of the experience of the examiners, all
of whom are in active clinical general practice, the oral
is seen as a particularly valid technique. Because of the
large number of examiners, a number of methods have
had to be developed and adopted in an attempt to
ensure reliability. For every three, three-hour examining
sessions, each examiner must spend one session observ-
ing orals conducted by his colleagues, during which he
must award marks as though he were an examiner. At
approximately every third examination each examiner is
videotaped and later in the day he views the tape,
appraises his examination technique, re-marks the can-
didate and explores any discrepancy with his colleagues.

All examiners are expected to attend the annual
examiners' workshops at which calibration exercises of
this type are carried out. At the beginning of their first
day at-each examination, all examiners are required to
view and mark a standard 15-minute videotape of an
oral examination thus calibrating their own marking
standards before they begin. All these exercises aim to
encourage self-criticism rather than peer-criticism. They
provide the opportunity for examiners to increase the
reliability of their technique and to monitor the validity
of the topics they choose to cover.

Satisfactory construct validity of the oral examin-
ation is dependent upon its assessing those candidate
attributes which are not assessed by other techniques
and avoiding those which are. One particular problem is
that of assessing factual knowledge. While this is most
reliably assessed by the MCQ paper, it is not possible to
examine clinical decision-making without reference to
the candidate's knowledge base. For example, the can-
didate who describes with excellent sensitivity his
method of handling the parents of a baby with Down's
syndrome should have been able to recognize the con-
dition in the 'first place. The examiners would find it
difficult to award high marks to a candidate who could
not make the initial diagnosis. While the assessment of
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knowledge is therefore inevitable, a good oral of a good
candidate should not involve more than 25-40 per cent
of questions which require a factual answer.

Assessment of decision-making abilities

.The candidate's decision-making abilities can be reliably
assessed during oral examination by skilled examiners.
Because of the flexibility of the method the candidate
can be offered a wide range of clinical and management
dilemmas in rapid succession and his reaction to the
salient points of each explored. The reliability of the
method, however, is dependent upon the examiners'
definition of the purpose of each question. In clinical,
behavioural and social areas the examiners are able to
mark reliably if they explore the candidate's range of
options rather than seek for a single 'correct' solution to
the problem. While there are situations in which a single
answer may be correct, problem solving in general
practice is so complex that the examiners have been
encouraged to explore and mark the candidate's range
rather than his single choice. Questions may explore
three main areas:

1. Have all the appropriate options been considered?
For example, 'What various diagnoses or actions are

you considering at this point?' not 'What is your
diagnosis or what would you do?'.
2. Are the advantages and disadvantages of each option
fully understood? For example, 'You mention termina¬
tion as one solution. What are its advantages and
disadvantages for this patient?'
3. Can the candidate justify a reasonable final choice in
the light of his answers to questions 1 and 2?

Clinical skills

Many clinical skills are capable of being assessed during
oral examination. Interpersonal communication with
the examiners; information gathering and interpreta¬
tion; selection of examination methods and investiga¬
tions; communications with patients, relations and
colleagues are some examples. The use of photographs,
slides, laboratory reports, and ECG tracings can intro-
duce highly relevant and valid aspects of clinical work.
Only frank physical examination and direct communi¬
cation with the patient are missing. The extent to which
the absence of a patient detracts from the validity of the
examination or the total assessment of the candidate has
been repeatedly debated without conclusion. Experience
of some other examinations suggests that the reality
introduced by the presence of a patient is counter-
balanced by the difficulty of ensuring reliable patient
performance and by the logistic difficulties which
are inevitable when a large number of patients, candi¬
dates and examiners are involved. For the time being,
clinical skills in the MRCGP examination are assesed by
proxy.

Attitudes

The reliable assessment of attitudes presents many
problems. Even if they were capable of reliable assess¬

ment, there is no guarantee that the attitudes demon¬
strated during an oral examination will be subesquently
translated into practice. During the oral examinations
therefore, the examiners limit their assessments and
inferences about attitudes to areas where they feel they
are capable of marking reliably. In practice this means

exploring the candidate's awareness and understanding
of the implications of many of the decision-making
options that apply in clinical or management situations.
The candidate may be asked, for example, 'What are

the reasons why patients change their doctors?' and
subsequently 'Why may we, as doctors, find this threat-
ening?' or 'A patient asks for a sick note because his
wife is in hospital. What are the various problems this
situation presents and what are the advantages and
disadvantages of the possible solutions?'

Present position of the oral examination

Analysis suggests that the validity of the orals is appro¬
priate and that reliability is being maintained at a level
which is both constant and fair. Methods of monitoring
the orals, however, will continue to be used and devel¬
oped and the relationship between the orals and the
other methods of assessment kept under constant re¬

view.

Marking, administration and results

Each component of the examination contributes equally
to the assessment process and candidates who have low
marks in one particular paper may compensate by
higher marks in another. While initially all candidates
were called for oral examination experience showed that
those whose marks in the written papers were one

standard deviation below the mean were unlikely to be
able to compensate by a superior performance in the
oral examination and that the expense and inconve-
nience of attending were not justified. Not all candi¬
dates who attend the oral examination may therefore be
regarded as having 'passed' the written papers, but all
are in a position where they are capable of achieving a

successful outcome in the examination.
Following the oral examination, each candidate's

total mark is calculated. Those whose mark places them
within 3 per cent of the pass mark are discussed by their
oral examiners and their recommendations made to the
examiners' meeting which concludes each day and at
which the performance of all candidates seen that day is
reviewed. The examiners' meeting on the final day of
each series has the pleasant responsibility of determin-
ing the level and number of distinctions. After this
meeting, the final pass list is prepared and letters
informing candidates of their result posted, whenever
possible by the following Monday evening. The pass list
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is published in the College 24 hours later and is posted
to examiners, faculties, regional advisers, postgraduate
deans and the press. It also now appears on Meditel.

Unsuccessful candidates are invited to write to the
Chairman of the Membership Division if they wish for
details of their performance. The majority do so, and
whenever possible are given more specific advice if they
intend to resit the examination. Finally, candidate and
examination data are analysed to provide regional stat-
istics which allow the College, the faculties and regional
advisers an overview of the role of the examination in
the assessment of vocational and continuing education
in general practice.

The future

Each of the components of the present examination is
the responsibility of a working group of the Panel of
Examiners who continually analyse and develop their
methods. The reduction in the number of multiple
choice questions from 90 to 60 is the result of an
appraisal of the efficiency of this particular method in
the assessment of factual recall. The use of videotape
techniques in peer appraisal and self appraisal of oral
examination methods is increasing the effectiveness of
these particular procedures, and TEQ and MEQ papers
are being similarly reviewed.

The Membership Division and the Panel of Examin-
ers have been conscious for some time of the disadvan-
tages of an assessment procedure which takes place at
the end of vocational training and which is, therefore,
of limited educational value to the individual candidate.
A working party is therefore exploring methods of
assessment of relevance to the midpoint of vocational
training which will primarily be of educational value to
the candidate and his trainer and which might be seen as
an appropriate preliminary assessment, guiding the can-
didate in his preparation for a later membership exam-
ination.

Equally the assumption that success in the member-
ship examination predicts subsequent satisfactory per-
formance in general practice requires exploration.
Studies of the predictive validity of the examination are
therefore being organized and it is the intention of the
Membership Division and the Panel of Examiners that
their activities will continue to be central to the major
purpose of the College, which is to raise the standard of
patient care in general practice.
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