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INTRODUCTION
One of the most common reasons for failing the
consulting skills assessment of the Membership of
the Royal College of General Practitioners (MRCGP)
examination is an inability to fulfil or demonstrate the
shared decision-making component. It is therefore
important to investigate how this area is being
assessed in the examination and to examine the
characteristics of candidates who fail, pass or do
exceptionally well.
Involving the patient in the management plan to

the appropriate extent, operationalised as ‘the
doctor shares management options with the patient’
is one of a number of competencies tested in the
consulting skills module of the MRCGP examination.1

This is a summative assessment taken by the
majority of GP registrars in the UK towards the end
of their training and also by registered GPs from this
country and abroad. Communication skills training in
UK general practice is geared to improving patient
centredness although this is often not achieved by
examination candidates.2

‘Shared decision making’ has been regarded as an
element of ‘patient centredness’ in the general
practice consultation.3,4 It is promoted because it
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enhances patient autonomy, is associated with more
positive consultations from a patient perspective,5

and when used appropriately is welcomed by
patients6,7 without associated increase in anxiety.8

Patients vary in the extent to which they wish to be
involved in decision making and although they value
this less than other attributes of the consultation
such as being listened to, and being given
understandable information they place greater value
on it once they have experienced it.9 It is closely
related to concordance10 but has yet to show an
impact on health outcomes.11

Professional medical examinations, such as the
MRCGP consulting skills module, assess
consultation skills competences and have included
criteria that claim to assess ‘shared decision
making.’ However, there has been little research

done to independently validate this aspect of such
assessments.12,13 This study arose from a recognised
need to evaluate the assessment of shared decision
making in this postgraduate exam.
The study obtained access to a sample of

examination candidates’ videotape assessments and
provided an opportunity to compare the results
obtained by candidates in the MRCGP against
scores obtained by the use of the ‘observing patient
involvement’ (OPTION) scale. The scale is a validated
instrument that has been developed for measuring
the extent to which clinicians share decision making
with patients in primary care consultations.14,15

Did OPTION scores predict success or failure in
the MRCGP examination? What can be learnt about
the examination process by using such a tool and are
there any patient or practitioner variables that
influence the results? This study aimed to determine
whether concurrent validity of assessment of patient
involvement in the MRCGP consulting skills exam
could be established using the OPTION scale, a
validated instrument.16

METHOD
This was a cross-sectional study comparing candidate
performance in MRCGP (under the assessment
conditions at the time) with scores generated using the
OPTION scale for the same set of consultations.

How this fits in
Shared decision making is a key aspect of patient-centred consulting behaviour.
There has been little previous research to validate this aspect of consulting
skills assessment within a professional examination. This study demonstrated
the concurrent validity of the MRCGP consulting skills assessment of ‘sharing
management options’ against an independent validated instrument for shared
decision making, the OPTION scale.

Performance Number ofNumber of times
criterion C1a C2 C3 C4 C5 C6 C7 times present required to pass

Encouraging contribution �b � � � � � 6 4

Cues � � � 3 2

Psychological and social � � � 3 4

Health understandingc � � (2) NA

Excludes serious condition � � � � � � 6 4

Examination � � � � 4 4

Appropriate working diagnosis � � � � � 5 4

Explains � � � � � � 6 4

Appropriate language � � � � � � 6 4

Takes account of beliefsc � � � (3) NA

Seeks to confirm understandingc � � (2) NA

Management plan appropriate � � � 7 4

Shares management options � � 2 2

Appropriate prescribing � � � � � � � 7 4

Establishes rapport � � � � � � 6 4

aConsultation 1. bIndicates performance criterion present in consultation 1. cMerit criterion (merit scores in brackets from criterion 4,
10 and 11 are added together to determine whether a candidate gains merit).

Table 1. MRCGP assessment scorecard for one candidate with seven raters, one
for each consultation: example showing a past candidate.
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For the consultation skills component, candidates
submit a videotape consisting of seven
consultations. These seven consultations are those
interactions that they consider best represent their
ability to demonstrate 15 performance criteria, one of
which is ‘sharing management options,’ that is
considered to be an important part of the construct
of shared decision making. The consultations include
at least one mental health and one paediatric
consultation and are not assessed on the level of
challenge. There are also three merit areas, namely
when the candidate ‘explores the patient’s health
understanding’, ‘takes account of some or all of the
patient’s elicited beliefs’ and seeks to confirm the
patient’s understanding’ (Supplementary Box 1).
In the examination, the ‘sharing management

options’ criterion is marked as present or absent in
each of the seven consultations by seven
independent clinical raters who are all GPs
specifically trained to undertake this assessment.
The other criteria are similarly marked as present or
absent. The overall score is based on the
assessments of the seven raters for the 15
performance criteria in seven consultations for each
candidate. Each candidate needs to demonstrate
each criterion in a specified number of consultations
(a threshold level). The threshold is usually presence
of the attribute in four out of seven consultations but
may be less. For example, presence in two or three
out of seven consultations may be judged as a pass
in more ‘difficult’ criteria such as the candidate
‘detects cues’, assesses ‘psychological and social’
context and ‘shares management options’. If
candidates demonstrate the three separate ‘merit’
criteria on a minimum number of instances (usually
nine) they are awarded a pass with merit. Candidates

are therefore awarded pass, fail and pass with merit
on the basis of this assessment (Table 1).
The sample consisted of selected candidates from

the MRCGP examination in October 2003: all 780
candidates were categorised by their result, 473
(60.6%) pass, 154 (19.7%) fail and 153 (19.6%)
merit. From these three categories, we hoped to
recruit at least seven candidates from each category
and therefore 63 candidates (three times as many)
were randomly selected (using the random sampling
tool in Excel) and were approached to consent.
Two non-clinical raters, blind to the MRCGP

assessment, assessed each of the seven
consultations per candidate using the OPTION scale.
The raters had undergone specific training and were
experienced in this assessment. This is a 12-item
instrument, with items derived from qualitative
studies of GPs in training17 and medical educators.18

It has been shown to have good inter-rater
agreement, high internal consistency and construct
validity14 and was therefore considered valid for use
as an independent measure of shared decision
making. For OPTION ratings, 12 items are given
scores for the magnitude of a skill exhibited (between
0 to 4) by two raters. The mean score of the two

British Journal of General Practice, November 2006 859

Participants Non-participants
(n = 36) (n = 27) Significance (P-value)

Age 33.6 32.4 0.39 (t-test)

Sex (Female:Male) 23:13 18:8a 0.66 (χ2)

MRCGP performance
(Fail:Merit:Pass) 10:11:15 8:10:8a 0.67 (χ2)

aMissing values = 1

Table 2. Characteristics of participants versus
non-participants.

� The clinician identifies a problem(s) needing a decision-making process.

� The clinician states that there is more than one way to deal with an identified problem (‘equipoise’).

� The clinician lists ‘options’, including the choice of ‘no action’ if feasible.

� The clinician explains the pros and cons of options to the patient (taking ‘no action’ is an option).

� The clinician checks the patient’s preferred information format (words/numbers/visual display).

� The clinician explores the patient’s expectations (or ideas) about how the problem(s) are to be managed.

� The clinician explores the patient’s concerns (fears) about how problem(s) are to be managed.

� The clinician checks that the patient has understood the information.

� The clinician provides opportunities for the patient to ask questions.

� The clinician asks for the patient’s preferred level of involvement in decision making.

� An opportunity for deferring a decision is provided.

� Arrangements are made to review the decision (or the deferment).

Box 1. OPTION INSTRUMENT items.14
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raters is converted to an overall percentage and is
taken to be the overall OPTION score for the
consultation (Box 1). All seven consultations per
candidate were assessed using both methods
independently (Figure 1).
The following variables were derived from the

MRCGP data: the average score for the ‘shares
management options’ criterion, the number of
consultations out of seven in which this criterion was
present, and the candidate’s result (pass with merit,
pass, or fail). Data were analysed using ANOVA for

association between fail, pass and merit categories
with mean OPTION scores.
To examine whether the total OPTION score of

clinicians was influenced by patient age or sex and
clinician age or sex, a multilevel model approach with
patients nested within clinicians was carried out
using MLwiN (from the Centre for Multilevel
Modelling, Institute of Education, University of
London). A regression model for predicting total
score was fitted with explanatory variables including
patient age, patient sex, GP sex, and GP age, using
patient data for level 1 and clinician data for level 2.
Logistic regression analysis was undertaken to
predict the probability of passing MRCGP on the
basis of OPTION scores achieved.

RESULTS
Thirty-six of the 63 (57%) MRCGP candidates
approached consented for their videotape to be used
for this study, giving a total of 252 consultations for
analysis. These were 15 candidates from the ‘pass’
category, 10 who failed and 11 who achieved merit in
the examination (see Figure 1 for details). These
participants were similar to those who did not
consent in terms of their age, sex and performance
in the MRCGP consulting skills examination (Table 2).

Primary outcome
Candidates who passed the ‘shares management
options’ performance criterion (that is; demonstrated
this criterion in at least two out of seven
consultations) had significantly higher OPTION
scores than those who did not (OPTION scores 35.4
(n = 30) versus 27.3 (n = 6); mean difference 8.1, P =
0.044).

Further analyses
There was a strong positive correlation between the
numbers of consultations (out of seven) in which
candidates demonstrated ‘shares management
options’ (MRCGP criteria met) with the OPTION
score (rank correlation [Spearman’s ρ] = 0.67, P [two-
tailed] <0.001) (Supplementary Figure 1).
There was a significant difference between ‘fail’

and ‘pass including pass with merit’ OPTION scores,
28.6 vs. 36.1; 95% confidence interval (CI) 1.13 to
13.87, P = 0.022. The mean OPTION scores for each
of the three result categories of MRCGP (namely, fail,
pass and merit) were 28.6, 32.8 and 40.6,
respectively. This indicated statistically significant
differences between ‘fail’ and ‘merit’ (95%
confidence interval = 3.39 to 20.7; P = 0.004) but only
a borderline difference between ‘pass’ and ‘merit’
score (95% CI = -4.0 to 15.6; P = 0.05) (Table 3).
There was also a correlation between candidates

who achieved higher numbers of merit performance

MRCGP consulting skill examination
• 7 consultations assessed by
• 7 independent examiners for

• 15 performance criteria

Sampling
• 63 approached from 780 candidates
• 21 each selected at random from fail

pass and merit categories

Analysis
• OPTION rating compared with

 MRCGP and multilevel analysis of
potential confounders

Recruitment
• 36 candidates consented to

 participate overall including each
category: fail (10/154), pass (15/473)

 and pass with merit (11/153)

OPTION rating
• 2 independent raters for each 

consultation
• 12 criteria rated 0–4 on Likert scale

• Percentage score for each 
candidate/consultation (see Box 1)

Figure 1. Flow chart
summarising method.

Candidate Mean OPTION Mean difference
performance score (95% CI) Significance

Fail (n = 10) 28.6
Pass including pass
with merit (n = 26) 36.1 7.5 (1.13 to 13.87) 0.022a

Fail (n = 10) 28.6 Fail versus pass
without merit: 0.60b

4.19 (-3.88 to 12.3)
Pass (n = 15) 32.8 Pass versus merit:

7.84 (-4.01 to 15.7) 0.05b

Merit (n = 11) 40.6 Merit versus fail:
12.0 (3.39 to 20.70) 0.004b

at-test. bBonferroni.

Table 3. Comparison of OPTION scores in candidates who
failed, passed or passed with merit.
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criteria (out of 21) and their OPTION score (Pearson
correlation = 0.49, P [two-tailed] = 0.002). Merit
criteria are considered to be indicators of patient
centredness and a correlation between other such
indicators was to be expected.
Multilevel analysis, using variables patient age,

patient sex, clinician age, clinician sex and duration
of consultation, revealed that the age of the clinician
was the only significant variable; as the age of the
clinician increased, the OPTION score decreased
(coefficient estimate = -0.65, standard error = 0.2, P-
value = 0.0049) (Table 4). The probability of passing
the MRGCP increased as OPTION scores increased.
For an OPTION score of 36, the probability of
passing MRGCP was estimated to be 0.9 increasing
to 0.95 if the score was 42 (Supplementary Figure 2).

DISCUSSION
Summary of main findings
This study of MRCGP candidates, randomly
approached, showed that doctors who passed
‘sharing of management options’ in the MRCGP
consulting skills assessment also exhibited more
evidence of sharing decisions with their patients, as
assessed by the OPTION scale. Global performance
in the MRCGP consulting skills examination was also
associated with better performance in the OPTION
scale, suggesting that shared decision making may
indicate the existence of a more generalised level of
global competence.
Candidates with higher OPTION scores were more

likely to pass the MRCGP and candidates scoring
MRCGP merit had the highest scores on OPTION,
whereas increasing age of MRCGP candidates was
associated with lower OPTION scores. It appears
that achieving a high OPTION score could predict a
pass in the MRCGP.

Strengths and limitations of the study
The strengths of this study included the development
of a clearly stated research aim, the use of data taken
from a professional validated examination process, a
careful sampling process and the use of an
instrument that has been previously used to
investigate shared decision making (the OPTION
scale). The limited size of the sample in each of the
examination result categories is a potential
weakness.

Comparison with existing literature
There are few published evaluations of professional
examinations using other measures in parallel.
McKinstry and co-workers demonstrated a lack of
correlation between MRCGP assessment and
patient satisfaction using a patient enablement index
and consultation satisfaction questionnaire.19 A post-

trial evaluation revealed that GPs perceived that
there is limited patient demand and scope for this
behaviour in practice,20 but it is known from surveys
that patients have increasing expectations that they
will be involved in decision making.21

Some patients are more likely to want an
opportunity to share decision making. In an interview
study, younger patient age, social class and smoking
status were related to an expressed preference for
sharing.22 OPTION does specifically address the
issue of patient preference. Focused skills training
enhances doctors’ confidence and ability23 to involve
patients but it is not known whether this is sustained
in routine practice and the impact on long-term
patient outcomes requires further work.24

Some authors consider that patient ‘activation’ as
well as ‘involvement’ may be necessary to produce
improved outcomes25 and other factors, such as
trust, may play an important part in patients’
willingness to share decision making.26 It is also
possible training that has the wider aim of improving
patient centredness in a more global sense may be a
more effective strategy to improve patient-based
outcomes 27

Implications for assessment, practice and
future research
In terms of policy, the results provide reassurance
that the examination process is testing candidates in
the area of shared decision making. Other areas of
the consulting skills assessment may require similar
validation.
Educationally, the use of the OPTION rating scale

might be useful for those preparing for the
examination to self assess and improve their skill at
involving patients. The OPTION tool provides a
reductionist approach to assessment of patient
involvement compared to the MRCGP but by
defining in more detail what is meant by
‘involvement’ it also covers a broader notion of this
concept.28 OPTION could also be used in education
and training of examiners, trainers and candidates
for assessing and improving patient involvement.
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Variablea Estimate Standard Error Lower 95% CI Upper 95% CI

Constant 58.12 8.96 40.53 75.65

Patient age 0.016 0.023 -0.029 0.061

Patient sex -0.59 0.95 -2.45 1.28

GP age -0.65 0.23 -1.11 -0.199

GP sex -3.40 3.02 -9.33 2.53

aDependent variable is average percentage OPTION score.

Table 4. Mutlilevel analysis of patient characteristics (age
and sex) nested within doctor characteristics (age and sex):
dependent variable is average percentage OPTION score.
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These results support further research into
whether training in patient involvement will improve
examination results.
This study demonstrated concurrent validity of the

MRCGP consulting skills assessment of shared
decision making against an independent validated
instrument, the OPTION scale. A focus on shared
decision making as an element of patient
centredness may help candidates to prepare for this
professional assessment. This study provides the
basis for further work to demonstrate evidence for
the potential of training for professional examinations
to improve consulting competence.
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