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The Function and Structure of the Report 
 
 
A new set of assessment procedures for all those undertaking specialist training for General Practice is 
currently being developed – the “nMRCGP”. This Report is on the current (“old”) MRCGP examination. It 
comprises : 
 

a. Summary data on the two examination diets held in 2006 
 
b. A review, annually-updated, of the examination’s current approaches and status, entitled   

“MRCGP: State of Play, 2007”  
 
c. An up-to-date list of published papers on the MRCGP Examination 

 
d. Cross-tabulations of the performance of candidates by key background variables 

 
e. An analysis of pass-rates of candidates sitting all four components of the examination together, 

over the three years Winter 2003 to Summer 2006; these rates are presented by deanery of 
training and medical school of qualification, and are contrasted with results of some 15 years 
earlier 

 
 
 
The Report is intended to have a number of functions: 
 

a. As an internal annual report to the Examination Board which summarises the state of the 
examination, and presents summary data about the two diets in the preceding year, acting as a 
global quality assurance (QA) report, in order to inform the Board’s discussions generally 

 
b. As an external report to stakeholders and other bodies (eg PMETB, AoMRC), regarding the 

current state of play of the examination  
 
c. As a definitive source of information about the examination for those needing this (eg 

candidates, trainers and VTS course organisers, other medical royal colleges’ examination 
departments) 
 

d. To provide some global feedback to medical schools and deaneries concerning the relative 
performance of their products 

 
 
 
It is anticipated that in due course, if and when approved by the Examination Board, the Report will be 
published on the College’s website. 
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Summary Data on the Examination Diets 2006 
(Source:           College Database accessed July and December 2006) 

 
A: Candidature 2006 

Sex

2822 53.0 53.0 53.0

2505 47.0 47.0 100.0

5327 100.0 100.0

Female

Male

Total

Valid

Frequency Percent Valid Percent

Cumulative

Percent

 

World Region of Undergraduate  Training

2855 53.6 54.4 54.4

306 5.7 5.8 60.2

34 .6 .6 60.8

1460 27.4 27.8 88.6

315 5.9 6.0 94.6

186 3.5 3.5 98.2

49 .9 .9 99.1

46 .9 .9 100.0

5251 98.6 100.0

76 1.4

5327 100.0

UK

Europe

Australasia /SEA

South Asia /ISC

Africa

Middle East

Americas

Other

Total

Valid

SystemMissing

Total

Frequency Percent Valid Percent

Cumulative

Percent

 

Ethnicity (class ified)

2356 44.2 44.6 44.6

2206 41.4 41.7 86.3

357 6.7 6.8 93.1

367 6.9 6.9 100.0

5286 99.2 100.0

41 .8

5327 100.0

White

Asian

Black

Other /Mixed

Total

Valid

SystemMissing

Total

Frequency Percent Valid Percent

Cumulative

Percent

 

First Language

5164 96.9 96.9 96.9

163 3.1 3.1 100.0

5327 100.0 100.0

English

Other language

Total

Valid

Frequency Percent Valid Percent

Cumulative

Percent

 

Whether GP Registrar/Trainee Candidate (finished 2005 on) or Other Candidate

624 11.7 12.0 12.0

4564 85.7 88.0 100.0

5188 97.4 100.0

139 2.6

5327 100.0

Other Candidate (not

GP trainee)

GP Registrar/Trainee

Total

Valid

SystemMissing

Total

Frequency Percent Valid Percent

Cumulative

Percent
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Medical School/ Country of Qualification 

Medical School/ Country of Primary Qualification

1075 20.2 20.4 20.4

289 5.4 5.5 25.9

243 4.6 4.6 30.5

210 3.9 4.0 34.5

208 3.9 4.0 38.5

194 3.6 3.7 42.2

173 3.2 3.3 45.5

170 3.2 3.2 48.7

159 3.0 3.0 51.7

156 2.9 3.0 54.7

142 2.7 2.7 57.4

141 2.6 2.7 60.1

139 2.6 2.6 62.7

133 2.5 2.5 65.2

131 2.5 2.5 67.7

112 2.1 2.1 69.9

105 2.0 2.0 71.8

101 1.9 1.9 73.8

97 1.8 1.8 75.6

93 1.7 1.8 77.4

91 1.7 1.7 79.1

90 1.7 1.7 80.8

81 1.5 1.5 82.4

80 1.5 1.5 83.9

76 1.4 1.4 85.3

73 1.4 1.4 86.7

68 1.3 1.3 88.0

49 .9 .9 88.9

46 .9 .9 89.8

45 .8 .9 90.7

43 .8 .8 91.5

32 .6 .6 92.1

30 .6 .6 92.7

29 .5 .6 93.2

26 .5 .5 93.7

26 .5 .5 94.2

25 .5 .5 94.7

23 .4 .4 95.1

22 .4 .4 95.5

19 .4 .4 95.9

18 .3 .3 96.2

16 .3 .3 96.5

12 .2 .2 96.8

11 .2 .2 97.0

10 .2 .2 97.2

10 .2 .2 97.4

10 .2 .2 97.5

10 .2 .2 97.7

8 .2 .2 97.9

8 .2 .2 98.0

7 .1 .1 98.2

7 .1 .1 98.3

6 .1 .1 98.4

6 .1 .1 98.5

6 .1 .1 98.7

5 .1 .1 98.7

5 .1 .1 98.8

5 .1 .1 98.9

4 .1 .1 99.0

4 .1 .1 99.1

3 .1 .1 99.1

3 .1 .1 99.2

3 .1 .1 99.3

3 .1 .1 99.3

3 .1 .1 99.4

3 .1 .1 99.4

3 .1 .1 99.5

3 .1 .1 99.5

2 .0 .0 99.6

2 .0 .0 99.6

2 .0 .0 99.7

2 .0 .0 99.7

2 .0 .0 99.7

2 .0 .0 99.8

2 .0 .0 99.8

2 .0 .0 99.8

2 .0 .0 99.9

1 .0 .0 99.9

1 .0 .0 99.9

1 .0 .0 99.9

1 .0 .0 100.0

1 .0 .0 100.0

1 .0 .0 100.0

5261 98.8 100.0

66 1.2

5327 100.0

India

Pakistan

London - UCL

London - King's

Nigeria

Manchester

London - Imperial

Shef field

Leeds

London - St George's

New castle

Birmingham

Liverpool

Wales/ Cardif f

Leicester

Glasgow

London - Queen Mary

Iraq

Ireland (Republic)

Southampton

Dundee

Nottingham

Edinburgh

Germany

Aberdeen

Belfast, Queen's Uni

Bristol

South Africa

Sri Lanka

Former USSR

Cambridge

Oxford

Egypt

West Indes

Iran

Spain

Bangladesh

Ghana

Burma

Czechoslovakia

Netherlands

Australia

Italy

Syria

Poland

USA

Zimbabw e

Sudan

Hong Kong

Romania

Belgium

Libya

New  Zealand

Tanzania

Saudi Arabia

Kenya

Austria

Zambia

Peru

Bulgaria

Denmark

France

Greece

Singapore

Uganda

Nepal

Cuba

Turkey

Iceland

Israel

Hungary

Yugoslavia

Sw itzerland

Aden

Malaysia

China

Guyana

Malta

Philippines

Paraguay

Sw eden

Norway

Afghanistan

Total

Valid

SystemMissing

Total

Frequency Percent Valid Percent

Cumulative

Percent
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B: Results Summary 2006 
 
i) All Candidates             (NB: Candidates may take from one to four modules at each diet, and data 

thus include retakes by the same candidates)  

Exam Diet * Written Paper Result Crosstabulation

5 344 917 419 1685

.3% 20.4% 54.4% 24.9% 100.0%

6 292 646 309 1253

.5% 23.3% 51.6% 24.7% 100.0%

11 636 1563 728 2938

.4% 21.6% 53.2% 24.8% 100.0%

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Summer 2006

Winter 2006

Exam

Diet

Total

DNA Fail Pass Merit

Written Paper Result

Total

 

Exam Diet * MCP Result Crosstabulation

5 368 959 408 1740

.3% 21.1% 55.1% 23.4% 100.0%

5 353 760 358 1476

.3% 23.9% 51.5% 24.3% 100.0%

10 721 1719 766 3216

.3% 22.4% 53.5% 23.8% 100.0%

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Summer 2006

Winter 2006

Exam

Diet

Total

DNA Fail Pass Merit

MCP Result

Total

 

Exam Diet * Oral Result Crosstabulation

412 947 306 1665

24.7% 56.9% 18.4% 100.0%

330 706 251 1287

25.6% 54.9% 19.5% 100.0%

742 1653 557 2952

25.1% 56.0% 18.9% 100.0%

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Summer 2006

Winter 2006

Exam

Diet

Total

Fail Pass Merit

Oral Result

Total

 

Exam Diet * Consulting Skills Result Crosstabulation

412 972 301 1685

24.5% 57.7% 17.9% 100.0%

264 733 188 1185

22.3% 61.9% 15.9% 100.0%

676 1705 489 2870

23.6% 59.4% 17.0% 100.0%

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Summer 2006

Winter 2006

Exam

Diet

Total

Fail Pass Merit

Consulting Skills Result

Total

 
 
ii) Candidates taking all four components at same diet 

Exam Diet * All four components passed together (or not)  Crosstabulation

356 587 943

37.8% 62.2% 100.0%

164 278 442

37.1% 62.9% 100.0%

520 865 1385

37.5% 62.5% 100.0%

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Count

% w ithin Exam Diet

Summer 2006

Winter 2006

Exam

Diet

Total

Not passed

together

Passed

together

All four components

passed together (or not)

Total
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MRCGP: State of Play 2007 
An annually-updated statement 
 
 
1. The Function  of the MRCGP Examination 
 
The Royal College of General Practitioners’ Membership examination (MRCGP) is an “exit examination”. 
It aims to test the wide-ranging knowledge, competencies, clinical and communication skills and 
professional attributes in UK general practice (GP) at a standard considered appropriate by the College 
for a GP practising unsupervised in the UK National Health Service (NHS). Mindful of its obligations to 
raise standards of care in the discipline and the fact that the examination is currently taken optionally, 
the College sets this standard above “minimum competence” at “high quality care”. The examination is 
set in the expectation of its graduates participating thereafter in continuing professional development 
and re-validation, as appropriate, including in College programmes leading to, for instance, Fellowship of 
the College by assessment. 
 
The MRCGP currently comprises four modules, each of which must be separately passed: 
 

a. Written paper 
b. Multiple choice paper 
c. Assessment of consulting skills using video recordings of consultations, άǘƘŜ ±ƛŘŜƻέ (normally) 

or a formal structured assessment, ǘƘŜ ά{ƛƳǳƭŀǘŜŘ {ǳǊƎŜǊȅέ (exceptionally, for those unable to 
present videos) 

d. Structured oral examination 
 
External candidates who meet the entry requirements are permitted to take the examination for 
reasons of history and diplomacy. The examination is however directed at UK practitioners in the NHS 
and is not compromised in level or content for foreign candidates.  
 
 

 

The MRCGP Examination is to hold its final diets proper in 2007/8. An entirely new set of assessments, 
known as the nMRCGP, is to be introduced at the same time. This is based upon the expectations of 
the Postgraduate Medical Education and Training Board (PMETB) and is compliant with the career 
proposals of Modernising Medical Careers (MMC). Competency-based, it is constructed from a new 
curriculum for specialist training in general practice. The set of assessments comprises two formal 
examinations and workplace based procedures. Details of the new assessments and the curriculum 
can be found on the RCGP website, together with information about transition arrangements. 
 

 
 
2. Organisation of the Examination and its Quality Assurance 
 
The MRCGP is an official award of the College – admitting the successful candidate to membership of it. 
Formal responsibility for the examination thus rests with the College Council, who devolve all practical 
responsibilities to its Examination Board. Full membership of the Board is according to the College’s 
formal arrangements, and includes the Convenor of the Panel of Examiners, elected Representatives of 
the Panel, and lay representation. In attendance are the Convenors of the component modules. 
 
Potential examiners are invited to apply to the College, against a formal role profile. (The selection 
procedures are described later in this document.) If selected, examiners are currently reimbursed with a 
payment based on notional daily locum costs. 
 
Each of the five component modules and options (written paper, multiple choice paper, video, simulated 
surgery, oral) is organised and developed by a Core Group under the leadership of a Module Convenor. 
Membership of these groups is open to all members of the Panel of Examiners; a job description is 
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published for each module, and applications are invited and appointments made by the relevant group. 
Similarly, Module Convenors’ posts have job descriptions, and members of the relevant Core Group will 
apply for any vacant post. 
 
The College’s Examination Department organises and runs the examination. The Examination Board, 
whilst taking overall responsibility for the quality assurance of the Examination and its development, 
devolves the practical responsibilities for the development of the modules and their quality assurance to 
the Core Groups. 
 
The formal involvement of non-medical people in the examination is long-standing and developing. 
Psychometric and other assessment consultants have been advising the Board since 1984. But more 
recently, the College has sought to involve non-expert lay people, including members of its Patient 
Partnership Group, in test and question development, in standard-setting, and in the Examination 
Board itself. In addition to there now being a representative of the PPG invited to attend all Board 
meetings, together with the Examination’s psychometric and assessment advisors for the time being, 
lay involvement in the examination components is as follows: 
 

 Multiple Choice Paper: The lay representative has attended item writing meetings and has 
observed the paper construction stage. There is lay representation at the standard setting 
meetings. 

 

 Simulated Surgery: A lay member of the Core Group (appointed following advertisement) 
participates in all aspects of the Group’s activities, including blueprinting, case and test 
development, experimental lay-marking of candidates, and standard-setting 

 

 Structured Oral Examination: No formal involvement in question development or standard-
setting has taken place, although an assessment consultant has participated in videoing/training 
of examiners for over 20 years, and PPG members have visited and sat in the orals on occasion. 
The Oral Core Group has however recently recruited a lay member experimentally to monitor 
standards (via quartets) and to provide general feedback on validity and standards to the Group 
and the examiners. 

 

 Video:  A lay member has been appointed to the Core Group.  Her role includes scrutiny of the 
marking schedules and standards, and providing a lay perspective on the overall assessment 
format. 

 

 Written Paper:  The Core Group has for some years had a lay member, who attended the annual 
meeting and contributed to the setting of questions and standards. During 2006, David Russell 
was appointed to this role and has become a valued member of the team.  

 
 
3. Validity of the MRCGP 
 
The College has recently published a set of “Curriculum Statements” regarding the desired objectives 
and learning outcomes of specialist vocational training in general practice (eg1). Intended to guide the 
nMRCGP (qv), these will doubtless impact upon the content of the MRCGP in its final diets.  
 
Previously the College did not publish a detailed syllabus for the examination, but recently a syllabus has 
been prepared and is accessible on the College website2: this has been used in the refining of the 
content of the various examination modules. Guided in the past as to its content by a succession of 
academic publications (originally, “The Future General Practitioner” 3; more latterly, the GMC’s guidance 

                                                 
1  RCGP (2005). Being a Family Doctor: Curriculum Statement #1.  
2  http://www.rcgp.org.uk/exam/syllabus.asp  
3  RCGP (1972). The Future General Practitioner. London: British Medical Journal 

http://www.rcgp.org.uk/exam/syllabus.asp
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on Good Medical Practice), the examination as a whole aims to make assessments in the following 
areas: 
 

 Good medical practice and care 

 Generalist skills 

 Communication and consulting skills, the patient–doctor relationship 

 Professional, ethical and legal obligations 

 Continuing professional development, learning and teaching. 

 Organisational, administrative and regulatory framework 

 Appraisal, monitoring the quality of performance, clinical governance and audit 

 Risk and resource management 

 Population, preventive and societal issues 

 Working with colleagues 

 Information management and technology 

 Finance, business management and probity 
 
With an eye on possible future developments, the Written Paper Core Group has begun to develop a 
new matrix based on the syllabus (and originally therefore from Good Medical Practice). The Group tries 
to ensure that questions test in the desired domains by writing them into domains in the matrix, then 
using factor analysis to see if they have grouped into those domains. Initial results are promising.  
 
Further details of the approaches used for determining content of the individual modules may be seen in 
its historical context in a College publication 

4, and current arrangements are described in attached 
documentation. General details of the examination as a whole are provided in the current examination 
Handbook 5. 
 
The predictive validity of the examination is not amenable to statistical evaluation, due to the absence of 
a “gold standard” against which to correlate its results. An aspect of its consequential validity has been 
addressed 6 in a published study.  
 
 
4. Assessment Methods 
 
The combination of testing methods currently used reflects the demands of the material to be tested, 
mediated by the history of the assessment (and UK postgraduate medical assessment generally) and 
continuing work to enhance the reliability, fairness and appropriateness of the examination as a whole 
and its modules. Thus, for example, extended essay questions are no longer used in the examination and 
have been superseded by other modules which test relevant domains more accurately; orals are 
required to assess certain domains, and their accuracy has been studied and enhanced 7. 
 
The historically-entitled “multiple choice” paper tests both basic and applied knowledge using various 
machine marked formats; the written paper aims to examine the candidates’ ability to comprehend, 
analyse, critically appraise, evaluate, integrate and apply current and evolving knowledge and 
professional values within the setting of primary health care in the United Kingdom. The consultation 
skills module uses a video submitted by the candidate to assess communication skills -- but for the 
minority of candidates unable to submit a video, an alternative simulated surgery option is offered. The 
oral examination focuses on decision making skills and affective aspects of professional behaviour 
(especially the underpinning values and attitudes) not tested elsewhere in the examination. 
 
The written paper aims to examine the candidates’ ability to comprehend, analyse, critically 
appraise, evaluate, integrate and apply current and evolving knowledge and professional values. It 

                                                 
4  Occasional Paper No. 46, RCGP 
5  Examination for Membership (MRCGP): (Current) Regulations 
6  See published paper no. 5 on page 16 of this Annual Report 
7  See published papers nos. 1, 8 and 14 on page 16 of this Annual Report 
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looks at higher order skills as described by Bloom in his taxonomy of educational objectives8. It is a 
three-hour paper with additional time, typically half an hour, to read any presented materials. It 
typically comprises 12 free response short answer format questions, each of which makes an equal 
contribution to the result. A small group of examiners takes responsibility for devising, trialling, pre-
marking and marking a single question. A patient representative attends this group’s meetings and 
contributes to the setting of the paper. The answers are single-marked, with individual examiners’ 
mark distributions being standardised before being summated into a total paper mark. 
 
The multiple choice paper is the machine-marked “written” module which is designed to test both 
core and emerging knowledge about general practice and, more importantly, the deeper 
understanding and application of that knowledge.  The paper lasts three hours with a maximum of 
250 responses being required. Four question types are used: extended matching questions, single 
best answer items, multiple best answer questions, and completion of tables or algorithms. The 
paper includes images such as retinal photographs. A test specification is used to determine the 
proportion of items in the categories of medicine (65%, spread roughly equally between 11 specialty 
areas), research (20%), and general practice management including statutory and legal requirements 
(15%), the paper for each diet of the examination being constructed using a spreadsheet to ensure 
adequate content coverage, avoiding duplication and gaps. Irrespective of the question format, 
candidates are awarded one mark for each item answered correctly.  Marks are not deducted for 
incorrect answers nor for failure to answer. The answers are recorded on machine-marked sheets 
and marked using an optical mark reader (OMR). 
 
The consultation skills module taken by candidates is normally the video, but candidates whose 
circumstances prevent them from providing a video tape of their consultations are permitted to take a 
simulated surgery test. These modules are deemed equivalent.  
 
Video-recorded consultations with real patients are regarded as providing the highest fidelity evidence 
of what a candidate actually does in clinical practice. The candidate is invited to submit the videotape of 
their consulting with real patients, when they feel that they can understand and demonstrate 
competence in the consulting skills. These consulting skills, which are derived from widely accepted 
models of the consultation, are declared to them in advance. The candidate is requested to select seven 
consultations, according to a specification. The assessment is based on the concept of competency, the 
competencies being complex skills, the possession of which is demonstrated by achieving the relevant 
performance criteria. The performance criteria are: discovering the reason for the patient’s attendance; 
defining the clinical problem(s); explaining the problem(s) to the patient; addressing the patient’s 
problem(s); and making effective use of the consultation. Each of these has several elements, which are 
broken down into fifteen performance criteria (PCs), explicitly detailed in the candidates’ manual. 
Candidates have to achieve a predetermined satisfactory level of competence for each criterion. Seven 
examiners assess each candidate, each examiner watching one consultation, and assessing it 
independently of the other six consultations. 
 
The simulated surgery examination uses simulated patients and scripted scenarios to assess the 
candidates’ ability to: use their knowledge and basic clinical skills to gather information in situations 
common or important in general practice; synthesise and integrate this with the ideas, concerns and 
expectations of the person who is presenting; and develop a mutually acceptable management plan 
in keeping with current good practice. The cases are developed to facilitate the testing of specific 
attributes, and are each written with a role player briefing, a set of mock patient notes and a marking 
schedule, having been mapped on to two blueprints. The SS examination consists of 12 
consultations, each of 10 minutes duration, the candidates remaining stationary in a mock consulting 
room and the standardised patients and examiners rotating round them. The marking schedule is of 
four distinct areas within the consultation: information gathering, doctor patient interaction, 
communication skills, and management (including anticipatory care). 
 

                                                 
8  See: Bloom, BS, ed, et al. Taxonomy of Educational Objectives: Handbook 1, Cognitive Domain.  New York: D. Mckay, 1956. 
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The structured oral examination is designed to assess candidates’ decision-making skills, and the 
professional values underpinning them. The examiners look for evidence that decision-making is 
coherent, rational, ethical and sensitive. Candidates are presented with a problem, issue or dilemma, 
and are invited to generate a variety of options or strategies, evaluate the implications, advantages and 
disadvantages of each, and reach a defensible decision on which examiners will then challenge them. 
The aim is to test the process of decision-making rather than the specific final decision arrived at in any 
topic. To ensure a good conceptual and topic spread of items within the general specified domains, the 
blueprint specification is on two dimensions, which direct the area of questioning and the context: areas 
of competence (communication, professional values, personal and professional growth); and contexts in 
which the topics are to be discussed (the care of patients specifically, working with colleagues in the 
primary care team and beyond, society as a whole - its expectations and the GP’s role, and taking 
personal responsibility for their decisions taken and actions performed in everyday practice). There are 
two consecutive oral examinations, each lasting twenty minutes and conducted by two different pairs of 
examiners (who meet afterwards to discuss the outcome in a “quartet” – vide infra). Five topics are 
covered in each oral to take account of the high case specificity of performance. All questions are pre-
written and classified according to the specification and shared with co-examiners. Examiners will pre-
determine a pass/fail threshold for all of their questions.  
 
Established examiners spend time in small groups both developing their questions and working through 
a training tape which has been prepared by the Oral Development Group and which is available during 
the oral examination diet. Oral examiners are fed back their overall annual grade distributions (plus that 
for the panel as a whole), and invited to discuss these with colleagues (and Management, in cases when 
the distribution gives cause for concern). On-going quality assurance for established examiners is further 
enhanced by timetabling all examiners as observers on a regular basis when they watch and feedback to 
their colleagues after live orals. Reliability in marking decisions is further assured by examiners using the 
same oral questions throughout the examining day, enabling the examiner effectively to calibrate each 
of the questions asked. As a result of this range of training and quality assurance measures, whilst 
candidates are asked different questions by different groups of examiners, the marking judgements 
made by examiners are consistent as between different examiner groups. 
 
 
5: Test Accuracy 
 
Measures of internal consistency are, as is customary, used as indicators for the modules of the 
reliability of the MRCGP examination, as appropriate. Cronbach’s “coefficient alpha” is calculated for 
the multiple choice paper, the written paper and the Simulated Surgery. This is normally above 0.80, and 
is consistently in the range of 0.87 - 0.92 for the written and multiple choice papers. Classical test theory 
cannot be used to make exactly similar estimates of the reliability of the oral and video modules as 
technical requirements are not met. Recent studies of the oral module suggest that its generalisability (a 
similar notion) is acceptable 9. 
 
Addressing the overall reliability of the examination is challenging in an examination with modules 
which must be separately passed though not necessarily at the same sitting and for not all of which can 
similar reliability coefficients be calculated. However it is clear that the overall reliability of the 
examination as a whole, especially when all four components are taken at the same diet, is at the very 
high level expected for a multi-component high stakes assessment. 
 
For all modules, careful consideration is given to candidates whose results lie close to the pass/fail line. 
In the written and MCQ paper these take into account the standard error of measurement (vide infra). In 
the oral and video modules where it is not possible to calculate the standard error of measurement, 
candidates in the area of uncertainty are individually reviewed by the examiners. In the oral the quartet 
of examiners who have seen the candidate meet to review all candidates with borderline scores and 
review the candidates’ scores before agreeing a final decision. In the video there is a provision for review 
by each marking group of all borderline candidates. 

                                                 
9  See published paper no. 14 on page 16 of this Annual Report 
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6. Standard-Setting and Feedback 
 
Each module of the examination stands alone and is independently marked. At no time will 
examiners be aware of candidates’ results in any other module(s) of the examination. Standards are 
thus set independently for each module. 
 
Questions for the written paper are carefully planned from the outset to test at an appropriate level. A 
lay member of the College’s Patient Partnership Group contributes to this process. The draft papers are 
then answered by a group of examiners under exam conditions to check the marking schedules The 
pass/fail standard is then limen referenced.  Every examiner who marks an individual question also 
submits a recommendation for the pass mark on that question, using a systematic limen referencing 
technique, which is coalesced into an overall passing score for the paper. Limen referencing is one 
method used extensively to set standards in national written examinations in the UK10. This posthoc 
method of standard setting is necessary as in written papers performance has been shown to be 
context specific, so it is not possible to write anchor items for re-use in different contexts. Each 
candidate’s raw scores are scaled to compensate for minor variations in her/his markers’ performance 
and to ensure that all questions make equal contributions to the outcome. The operational pass mark is 
set at one standard error of measurement below the level set.  
 
The standard for the multiple choice paper is set using a modification of the Angoff procedure, 
where a group of judges estimates the performance of a notional ‘just good enough to pass’ 
candidate.  The standard takes account of the ‘guessing factor’ always present in multiple choice 
tests. In order to ensure that standards are set at appropriate and realistic levels, a patient 
representative and representatives of outside bodies with a stake in the outcome of the examination 
are invited to act either as judges or observers, as appropriate, in the standard-setting process. 
Candidates who have corrected scores which fall not more than one standard error of measurement 
below the notional pass score are deemed to have passed. The Angoff procedure is repeated 
periodically, and whenever there have been significant changes to the paper. Between the formal 
standard setting exercises, consistency is ensured by using anchor items, typically at a rate of 15-
20%. 
 
The documentation supplied to candidates for the video sets out the performance criteria (PC) required 
to be demonstrated in order to pass or to pass with merit. The criteria are set after protracted discussion 
by the Core Group. Each tape submitted is assessed by a team of examiners who will judge which 
performance criteria have been demonstrated in each consultation.  Up to four demonstrations of each 
criterion may be required to pass. Within the marking protocol there is a provision for review by each 
marking group of all borderline candidates. Any candidate whose performance falls short in only one PC, 
and by only one consultation, is considered by the whole group. The global ratings are noted, and used 
to inform the judgement. The context in which the particular PC was not satisfied is noted: it may be that 
the opportunity to demonstrate one is constrained by the nature of the cases presented. The group has 
the power to alter the result from fail to pass, on the basis of an overall assessment of the candidate in 
this way.  
  
Standards in the oral examination are set by the panel of examiners as a whole. Over many years, a 
set of anchor statements (known locally as “word pictures”) has been developed to assist examiners 
in establishing grades and the pass/fail boundary 11. These are used to enable examiners to devise 
the grades and boundaries in their own questions. Examiners then share their questions, including 
their marking suggestions, with the others within their oral examiner quartet at the beginning of the 
oral examining day, and discuss them at some length. Following the second oral, all four examiners 
meet and review the grades that have been awarded, and discuss borderline candidates in detail before 

                                                 
10 The methodology was reviewed in a paper presented at the British Educational Research Association Conference in 
September 2003 -- What happened to Limen referencing? An exploration of how the awarding of public examinations has been 
and might be conceptualised, available at http://www.ucles-red.cam.ac.uk/conferencepapers/BERA2003JG.pdf 
11  See the Oral Examinersô Guide and published paper no. 8 on page 16 of this Annual Report 

http://www.ucles-red.cam.ac.uk/conferencepapers/BERA2003JG.pdf
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determining the outcome. A system of observing orals by both other examiners and visitors to the 
examination opens the standards set in this module of the examination to external scrutiny. 
 
The standard that is set for the simulated surgery module currently uses a method similar to that used 
in the oral examination. The examiners are trained to make judgements based on word pictures (or 
descriptors) that describe consulting abilities. There are nine possible grades that can be given and these 
are transcribed into numerical values on a linear scale. A total of 48 judgements are made (12 x 4 
domain scores). To secure a pass in this module a candidate must achieve an aggregate score which is 
half way between the “S” (satisfactory) and “B” (borderline) grades. In addition to the domain scores, 
examiners are asked to record any “seriously deficient” performance and a global judgement for each 
candidate. These results are all scrutinised by a Quality Assurance sub-Group at the end of the 
examination. This group is also given feedback on the overall reliability of the diet and an estimate of the 
standard error of measurement. 
 
Monitoring standards over time is undertaken statistically through the re-use of questions in the 
multiple choice paper. Oral examiners calibrate and re-use their questions over time to ensure standards 
are consistent, and the simulated surgery re-uses stations similarly. 
 
The level of marks required to achieve merit is set statistically, so as to award it to approximately the 
most successful quartile of candidates in each module, except that in the video module where merit is 
achieved on the basis of a pre-specified performance in certain specific PCs. When completing the 
examination, any candidates with two or more merit scores on modules are awarded an overall pass 
with merit, three or more conferring distinction. 
  
As much feedback on candidate performance is provided as is both practicable and consistent with 
the security of marking schedules. For the written and multiple choice papers and for the simulated 
surgery, candidates are given their marks and the pass mark; the written paper also provides detailed 
general comments via the College’s website; for the video module, candidates are given their PC 
profiles; and for the oral, they are told the final grades awarded by each examiner. In addition, a 
system of computer-coded comments on oral performance enables failing oral candidates readily to 
be provided with detailed constructive feedback. Specific feedback about each diet of the MCP is 
given on the College website, to inform candidates about questions that had proved difficult, or 
subjects that are particularly topical. 
 
 
7. Quality Assurance and Fairness (Equality and Diversity) 
 
Arising from the construction of a policy for the structured oral component, and mindful of the 
College’s commitment to Equality and Diversity (E+D) demonstrated by its plans to appoint an 
“Equality Champion”, an overarching policy document on E+D has been agreed for the MRCGP 
examination. 
 
The initial selection and training of examiners is fully described for potential applicants in College 
documentation 12. Selection involves an assessment of marking (= rank-ordering) skills, knowledge of 
and approach to general practice, team working skills, ability to recognise competencies, and capacity to 
accept and act on constructive feedback. This involves sitting the multiple choice paper, marking sample 
written paper scripts, marking prepared video consultations, and undertaking a variety of observed role-
play exercises over a period of a day. All modules of the examination then have arrangements for the 
initial and ongoing training of their examiners.  An annual two-day ŜȄŀƳƛƴŜǊǎΩ ǿƻǊƪǎƘƻǇ affords the 
major opportunity for continuing collective training and development. In addition to providing a 
forum for a collective review of the examination and for extended group work on its modules, this 
retreat permits significant training activities to be undertaken. Fairly recently, this involved a training 
activity on equal opportunities aspects of examining. 
 

                                                 
12  ñBecoming an Examiner for the MRCGPò:  RCGP 2003 
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Shortly after the new examiner selection day, new oral examiners are given a day’s practical training 
with volunteer candidates; they then observe an afternoon’s orals, and are then video-recorded on 
the next morning, spending that afternoon in a feedback and review session. All oral examiners are 
then subject to video-recording and feedback approximately every 18 months. They are also 
provided, annually, with a profile of the grades they have given. 
 
New written paper examiners having shown their ability to rank order at the selection day, 
undertake a distance learning training pack supervised by their group leader. They then undertake 
'shadow' marking of real papers, again supervised by their group leader. When they have reached an 
acceptable standard (usually a correlation of 0.7 or above with their group leader) they are permitted 
to mark live papers. All examiners receive a sample of same live papers to mark before receiving the 
main batch. Everyone in the group marks the same papers, and the group leader ensures that 
everyone is marking to the same standards before the group are allowed to start marking the full 
batch. Any statistical anomalies in marks are searched for, and any examiners with sub-optimal rank 
ordering identified. Every written examiner receives training within their group at the annual 
examiners’ conference. Prospectively, to ensure that each examination is sampling appropriately, 
questions are set using the content matrix described earlier; and a retrospective check is made by 
conducting a factor analysis of the results of each examination to explore its factor structure and 
thereby to ensure it has tested appropriately the areas required. 
 
Item writing workshops at the annual examiners’ conference are used to identify and train people in 
the specific skills of multiple choice item construction: recruits then join the MCP core group which 
composes the items used in the test. The facility and discriminatory performance of every item used 
is checked, and the original author makes any necessary amendments to improve it for its next use. 
 
Video examiners undergo ongoing training and review in order to ensure consistency of judgement. 
In the past, randomly sampled tapes have been remarked ‘blind’ in order to monitor inter-rater 
reliability, but current pressure on the component prevents this. New video examiners have a half 
day in a facilitated group marking and benchmarking  prepared and acted video consultations, 
followed by a half day shadow marking with established markers. Established markers have a quality 
assurance mechanism whereby a group leader will sit and joint mark two “live” consultations. There 
is discussion on interpretation and marking of the performance criteria: documentation of the 
exercise is retained by the College and by the examiner. The exercise is repeated at least once every 
eighteen months. At the start of each three-day session of marking, the group members meet to 
mark a consultation together as a benchmarking session. 
 
Examiners for the simulated surgery are trained in several ways. New examiners attend for an 
intensive one-day session prior to the examination taking place during which they have the 
opportunity to become familiarised with the assessment methods and the marking domains and to 
develop their skills in working with role players. Before the examination, all examiners are sent the 
role player briefing, the marking schedule and the candidate notes of the case they are about to 
examine. The examiners and the role players all meet together prior to examining to calibrate the 
decision making skills for each domain and to help the role players to deliver a standardised 
challenge. General examiner training sessions involve examiners in discussions of challenges raised 
by a video recording of a contemporaneous case. 
 
Affording equal opportunities to candidates is regarded as of fundamental importance by the 
Examination Board and, indeed, by the examiners. A ground-breaking major analysis of the 
examination was undertaken some fifteen years ago 13 to assure the College that no unfair 
discrimination was taking place; subsequently, the matter has been addressed by regular training, 
further investigations 14, and in-house analyses. Issues of potentially unfair discrimination by test 
questions and test delivery methods (eg oral) are regularly considered by the groups responsible for 
each examination component. For example, in the written paper, the possibility of some candidates 

                                                 
13  See published paper no. 4 on page 16 of this Annual Report 
14  See published paper no. 11 on page 16 of this Annual Report 
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having difficulty with key English words in the questions has been addressed by providing a glossary 
of terms to each of them. 
 
 
8. Appeals 
 
In determining its appeals policy, the Examination Board has given consideration to a number of 
points of principle: 
 
a. The marking and standard-setting procedures are such that in all modules the reliability of the 

marking decision is greatest at the time of the initial examiners’ judgment, i.e. when written 
paper markers are in close contact with their coordinating examiner, when the candidate’s oral 
or simulated surgery performance is fresh in the examiners’ memory, or when the video markers 
are working residentially in the company of their peers and senior examiners 

 
b. Any review of performance or remarking of scripts should be no less reliable than the original 

decision.  Subsequent review by different or senior examiners or by independent assessors 
would not guarantee greater accuracy or reliability, as the conditions that foster marking 
reliability cannot be recreated at a later date.  Moreover, in the case of the oral or simulated 
surgery, there is no residual physical evidence of the candidate’s performance which could be 
revisited 

 
c. Given the examination’s indices of reliability, it is presently considered reasonable to define a 

margin of fail beyond which a failing decision may not be challenged 
 
d. The Examination Board considers that the maximum possible fairness should be built into the 

examination’s procedures, and that all narrowly failing candidates should, as of right, have their 
performance reviewed without the need to lodge a formal appeal 

 
Accordingly, no appeal will be entertained solely on the grounds that the candidate wishes to 
challenge the judgment of the examiners.  The Examination Board takes the view that all possible 
and necessary precautions to ensure the maximum reliability of the result and to compensate for 
errors of measurement are built into the marking process, and that the performance of borderline 
candidates has, as of right, been reviewed before results are notified.  Unless there is good reason to 
suspect a procedural error, the College does not consider it appropriate for any written papers to be 
remarked, or any examination performance to be reassessed in the consulting skills module, or for 
any reassignment to be made of grades obtained in the oral examination, or any variation to be 
made to the standard required to pass any module.  The response to any such request will be 
confined to checking that no administrative, procedural, numerical, data transcription or computing 
errors have occurred, and that the declared result accurately reflects the judgment of the examiners.   
 
If a candidate feels that they have grounds for requesting a review of their result, which is not 
covered by this section of the Regulations, then they are entitled to follow the procedure set out in 
the examination regulations. To date, the MRCGP Examination has not been subject to a legal 
challenge.  
 
 
9. Developments  
 
Most of the current developmental effort is naturally concerned with the new assessments. 
However, significant developments in the delivery and quality assurance of the old examination have 
taken place in 2005 and continue, and these include: 
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Written paper 
 
The testing matrix has been improved to show clearly the skills to be tested, with domains based on 
the GMC‘s Good Medical Practice and the MRCGP examination syllabus. Question setting has been 
formalised to give each group the brief to specialise in writing questions from a set area of the 
testing matrix. The new testing matrix was fully utilized throughout 2005. Confirmatory factor 
analysis has shown a very good concordance between the domains that questions were designed to 
test and those that appeared to have been tested by post hoc analysis.  
 
Following the pilot questionnaire sent to 330 candidates in 2005, the questionnaire was refined and 
sent to 600 randomly selected candidates within a few days of the summer diet of the written paper. 
The resulting responses totalled 21% of the candidature. The results of the feedback were similar to 
that in the pilot, were presented to the examiners and have been submitted for publication.  
 
During 2006 candidates received feedback on their performance in the written paper in order to 
allow them to use the website feedback to target their weaker areas. 
 
Video module 
 
Data on candidate's performance in the video component have been explored with a factor analysis, 
and a paper is in preparation on the results. This has led to a greater understanding of the structure 
and relative importance of groupings of performance criteria. It has also indicated a satisfactory 
measure of the reliability of the assessment. Subsequently the performance criteria from the video 
module have been used with minor adaptations to provide a marking schedule for the Consultation 
Observation Tool of the proposed workplace based assessments of nMRCGP. 
 
Simulated Surgery 
 
Two further papers have recently been published by members of the Core Group on aspects of the 
Simulated Surgery15. It is planned to evaluate lay assessor marking with a specially devised marking 
scheme which will concentrate on the less clinical domains (doctor patient interaction, and 
communication) 
 
 
10. Conclusion 
 
Although being replaced by a set of new assessments which will be used to accredit all new GPs, the 
examination has reflected emerging agendas in postgraduate medical education, training and 
certification. It has been designed and administered in accordance with internationally accepted best 
practice, as are its marking, standard-setting and quality control procedures. 
 
An independent systematic review in 2002 of original papers on reliability and validity of assessments 
used internationally in medical postgraduate certification across all medical specialities, it was concluded 
that “the UK RCGP has demonstrated that it is prepared to be thorough in assessment instrument 
development and pilot testing, providing other institutions with an example to follow” 16. The College 
regards this assessment not as a summative evaluation of its test development, but as a formative one, 
and – in the new frameworks of PMETB and its own new assessments – it is committed to the 
continuous monitoring, review, evaluation and development of all its examination and assessment 
procedures. 

                                                 
15   See published papers nos. 21 and 22 on page 17 of this Annual Report 
16  Hutchinson L, Aitken P, Hayes T (2002). Are medical postgraduate certification processes valid? A systematic review of the 
published evidence. Medical Education 36, 73-91. 
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Annex 1: Cross-tabulations of results by background variables (both diets)  
(Notes at end) 

Sex * Written Paper Result Crosstabulation

4 184 817 532 1537

.3% 12.0% 53.2% 34.6% 100.0%

7 452 746 196 1401

.5% 32.3% 53.2% 14.0% 100.0%

11 636 1563 728 2938

.4% 21.6% 53.2% 24.8% 100.0%

Count

% w ithin Sex

Count

% w ithin Sex

Count

% w ithin Sex

Female

Male

Sex

Total

DNA Fail Pass Merit

Written Paper Result

Total

 

Sex * MCP Result Crosstabulation

4 271 927 515 1717

.2% 15.8% 54.0% 30.0% 100.0%

6 450 792 251 1499

.4% 30.0% 52.8% 16.7% 100.0%

10 721 1719 766 3216

.3% 22.4% 53.5% 23.8% 100.0%

Count

% w ithin Sex

Count

% w ithin Sex

Count

% w ithin Sex

Female

Male

Sex

Total

DNA Fail Pass Merit

MCP Result

Total

 

Sex * Oral Result Crosstabulation

259 950 364 1573

16.5% 60.4% 23.1% 100.0%

483 703 193 1379

35.0% 51.0% 14.0% 100.0%

742 1653 557 2952

25.1% 56.0% 18.9% 100.0%

Count

% w ithin Sex

Count

% w ithin Sex

Count

% w ithin Sex

Female

Male

Sex

Total

Fail Pass Merit

Oral Result

Total
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Sex * Consulting Skills Result Crosstabulation

324 983 279 1586

20.4% 62.0% 17.6% 100.0%

352 722 210 1284

27.4% 56.2% 16.4% 100.0%

676 1705 489 2870

23.6% 59.4% 17.0% 100.0%

Count

% w ithin Sex

Count

% w ithin Sex

Count

% w ithin Sex

Female

Male

Sex

Total

Fail Pass Merit

Consulting Skills Result

Total

 
 

 

 

 

First Language * Written Paper Result Crosstabulation

9 582 1524 725 2840

.3% 20.5% 53.7% 25.5% 100.0%

2 54 39 3 98

2.0% 55.1% 39.8% 3.1% 100.0%

11 636 1563 728 2938

.4% 21.6% 53.2% 24.8% 100.0%

Count

% w ithin First Language

Count

% w ithin First Language

Count

% w ithin First Language

English

Other language

First Language

Total

DNA Fail Pass Merit

Written Paper Result

Total

 

First Language * MCP Result Crosstabulation

7 690 1691 761 3149

.2% 21.9% 53.7% 24.2% 100.0%

3 31 28 5 67

4.5% 46.3% 41.8% 7.5% 100.0%

10 721 1719 766 3216

.3% 22.4% 53.5% 23.8% 100.0%

Count

% w ithin First Language

Count

% w ithin First Language

Count

% w ithin First Language

English

Other language

First Language

Total

DNA Fail Pass Merit

MCP Result

Total
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First Language * Oral Result Crosstabulation

716 1615 549 2880

24.9% 56.1% 19.1% 100.0%

26 38 8 72

36.1% 52.8% 11.1% 100.0%

742 1653 557 2952

25.1% 56.0% 18.9% 100.0%

Count

% w ithin First Language

Count

% w ithin First Language

Count

% w ithin First Language

English

Other language

First Language

Total

Fail Pass Merit

Oral Result

Total

 

First Language * Consulting Skills Result Crosstabulation

649 1664 484 2797

23.2% 59.5% 17.3% 100.0%

27 41 5 73

37.0% 56.2% 6.8% 100.0%

676 1705 489 2870

23.6% 59.4% 17.0% 100.0%

Count

% w ithin First Language

Count

% w ithin First Language

Count

% w ithin First Language

English

Other language

First Language

Total

Fail Pass Merit

Consulting Skills Result

Total
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Ethnicity (class ified) * Written Paper Result Crosstabulation

3 136 737 522 1398

.2% 9.7% 52.7% 37.3% 100.0%

6 352 613 164 1135

.5% 31.0% 54.0% 14.4% 100.0%

1 90 103 5 199

.5% 45.2% 51.8% 2.5% 100.0%

1 56 98 33 188

.5% 29.8% 52.1% 17.6% 100.0%

11 634 1551 724 2920

.4% 21.7% 53.1% 24.8% 100.0%

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

White

Asian

Black

Other /Mixed

Ethnicity

(classif ied)

Total

DNA Fail Pass Merit

Written Paper Result

Total

 
 

Ethnicity (class ified) * MCP Result Crosstabulation

4 123 778 563 1468

.3% 8.4% 53.0% 38.4% 100.0%

1 411 721 152 1285

.1% 32.0% 56.1% 11.8% 100.0%

2 102 103 8 215

.9% 47.4% 47.9% 3.7% 100.0%

2 78 99 34 213

.9% 36.6% 46.5% 16.0% 100.0%

9 714 1701 757 3181

.3% 22.4% 53.5% 23.8% 100.0%

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

White

Asian

Black

Other /Mixed

Ethnicity

(classif ied)

Total

DNA Fail Pass Merit

MCP Result

Total
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Ethnicity (class ified) * Oral Result Crosstabulation

124 826 428 1378

9.0% 59.9% 31.1% 100.0%

469 614 100 1183

39.6% 51.9% 8.5% 100.0%

74 94 10 178

41.6% 52.8% 5.6% 100.0%

71 108 14 193

36.8% 56.0% 7.3% 100.0%

738 1642 552 2932

25.2% 56.0% 18.8% 100.0%

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

White

Asian

Black

Other /Mixed

Ethnicity

(classif ied)

Total

Fail Pass Merit

Oral Result

Total

 
 

 

Ethnicity (class ified) * Consulting Skills  Result Crosstabulation

262 913 300 1475

17.8% 61.9% 20.3% 100.0%

286 596 154 1036

27.6% 57.5% 14.9% 100.0%

60 76 15 151

39.7% 50.3% 9.9% 100.0%

62 112 18 192

32.3% 58.3% 9.4% 100.0%

670 1697 487 2854

23.5% 59.5% 17.1% 100.0%

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

Count

% w ithin Ethnicity

(classif ied)

White

Asian

Black

Other /Mixed

Ethnicity

(classif ied)

Total

Fail Pass Merit

Consulting Skills Result

Total
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World Region of Undergraduate Training * Written Paper Result Crosstabulation

2 138 932 629 1701

.1% 8.1% 54.8% 37.0% 100.0%

2 60 82 17 161

1.2% 37.3% 50.9% 10.6% 100.0%

0 1 10 5 16

.0% 6.3% 62.5% 31.3% 100.0%

5 281 376 52 714

.7% 39.4% 52.7% 7.3% 100.0%

1 68 89 12 170

.6% 40.0% 52.4% 7.1% 100.0%

1 51 28 2 82

1.2% 62.2% 34.1% 2.4% 100.0%

0 7 18 1 26

.0% 26.9% 69.2% 3.8% 100.0%

0 15 12 1 28

.0% 53.6% 42.9% 3.6% 100.0%

11 621 1547 719 2898

.4% 21.4% 53.4% 24.8% 100.0%

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

UK

Europe

Australasia /SEA

South Asia /ISC

Africa

Middle East

Americas

Other

World Region of

Undergraduate

Training

Total

DNA Fail Pass Merit

Written Paper Result

Total
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World Region of Undergraduate Training * MCP Result Cross tabulation

4 178 990 647 1819

.2% 9.8% 54.4% 35.6% 100.0%

3 49 101 26 179

1.7% 27.4% 56.4% 14.5% 100.0%

0 1 12 6 19

.0% 5.3% 63.2% 31.6% 100.0%

2 303 429 60 794

.3% 38.2% 54.0% 7.6% 100.0%

1 80 91 11 183

.5% 43.7% 49.7% 6.0% 100.0%

0 69 40 3 112

.0% 61.6% 35.7% 2.7% 100.0%

0 9 18 1 28

.0% 32.1% 64.3% 3.6% 100.0%

0 17 13 3 33

.0% 51.5% 39.4% 9.1% 100.0%

10 706 1694 757 3167

.3% 22.3% 53.5% 23.9% 100.0%

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

UK

Europe

Australasia /SEA

South Asia /ISC

Africa

Middle East

Americas

Other

World Region of

Undergraduate

Training

Total

DNA Fail Pass Merit

MCP Result

Total
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World Region of Undergraduate Training * Oral Result Crosstabulation

148 1038 497 1683

8.8% 61.7% 29.5% 100.0%

34 98 20 152

22.4% 64.5% 13.2% 100.0%

6 9 2 17

35.3% 52.9% 11.8% 100.0%

398 339 17 754

52.8% 45.0% 2.3% 100.0%

71 87 11 169

42.0% 51.5% 6.5% 100.0%

52 36 1 89

58.4% 40.4% 1.1% 100.0%

7 15 1 23

30.4% 65.2% 4.3% 100.0%

7 15 0 22

31.8% 68.2% .0% 100.0%

723 1637 549 2909

24.9% 56.3% 18.9% 100.0%

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

UK

Europe

Australasia /SEA

South Asia /ISC

Africa

Middle East

Americas

Other

World Region of

Undergraduate

Training

Total

Fail Pass Merit

Oral Result

Total
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World Region of Undergraduate Training * Consulting Skills Result Crosstabulation

297 1076 395 1768

16.8% 60.9% 22.3% 100.0%

51 85 19 155

32.9% 54.8% 12.3% 100.0%

11 10 7 28

39.3% 35.7% 25.0% 100.0%

211 364 45 620

34.0% 58.7% 7.3% 100.0%

57 80 12 149

38.3% 53.7% 8.1% 100.0%

28 49 3 80

35.0% 61.3% 3.8% 100.0%

7 9 4 20

35.0% 45.0% 20.0% 100.0%

8 16 1 25

32.0% 64.0% 4.0% 100.0%

670 1689 486 2845

23.6% 59.4% 17.1% 100.0%

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

Count

% w ithin World Region of

Undergraduate Training

UK

Europe

Australasia /SEA

South Asia /ISC

Africa

Middle East

Americas

Other

World Region of

Undergraduate

Training

Total

Fail Pass Merit

Consulting Skills Result

Total

 
 
Notes on Tables:  
 

1. Candidates registering for the consulting skills component in 2006 did so as follows:  
 video ï 91.5% of candidates (2626);  

 simulated surgery ï 8.5% of candidates (244). 
 

2. Small differences between totals are due to small amounts of missing data on individuals: lines showing these have been eliminated for the sake of clarity.
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Annex 2:  Pass rates in the MRCGP 2003-2006 by candidates’ medical school 
and deanery 

 

This annex reports aggregated pass/fail data, by medical school and deanery, over six diets of the 

examination. Such an exercise has not been undertaken by the College since it reported similar data in 
1993 (Wakeford R, Foulkes J, McManus C, Southgate L: MRCGP pass rate by medical school and region 
of postgraduate training. British Medical Journal 1993 307 542-543) to considerable interest. These 
reported the performance of MRCGP candidates in the examinations between 1988 and 1991. Showing 

that there were significant independent effects due to medical school and postgraduate region, this 
paper presented pass rates by each. We reproduce these data for reference in Table 1, but please note 

that changes have taken place since that time in the structure of both medical schools and deaneries, 

so straight comparisons between then and now are not always possible. 
 

 

Table 1:                 Data relating to the MRCGP Examination in 1988 -1991  
                                                  (Medical Schools and Regions ordered by pass rate; BMJ 1993 307  543)  

Medical School  

No. 

taking 

exam  

% pass  Region  

No. 

taking 

exam  

% pass  

Oxford 70 94.3 Devon and Cornwall 109 94.5 

Bristol 125 92.8 Overseas 18 94.4 

Nottingham 124 91.1 Northern Ireland 141 92.2 

Southampton 98 90.8 East Anglia 108 90.7 

Cambridge 74 90.5 North West Thames 118 89.8 

Royal Free 63 90.5 Trent 206 88.8 

Newcastle 138 89.9 Oxford 152 88.8 

Kingôs 48 89.6 Northern 225 88.4 

St Maryôs 77 89.6 Avon and Somerset 138 88.4 

Birmingham 120 89.2 North East Scotland 51 88.2 

Leicester 72 88.9 Wessex 181 87.3 

University 

College/Middlesex 
115 87.8 Yorkshire 139 87.1 

Guyôs/St Thomasôs 151 87.4 South East Thames 112 85.7 

Manchester 225 84.9 Wales 129 84.5 

Leeds 92 84.8 South East Scotland 126 84.1 

Queenôs, Belfast 241 84.6 Northern Scotland 42 83.3 

Edinburgh 155 83.9 South West Thames 127 82.7 

Charing Cross-Westminster 153 83.7 West Midlands 178 82.0 

The London 101 82.2 North East Thames 115 81.7 

St Georgeôs 39 82.1 Armed Forces 20 80.0 

St Bartholomewôs 104 81.7 North West 238 79.4 

Sheffield 119 80.7 Mersey 84 72.6 

Aberdeen 102 79.4 West of Scotland 271 70.5 

Dundee 86 79.1 Scotland (Tayside) 50 68.0 

Wales 95 76.8 Not known 13 84.6 

Liverpool 86 72.1 
 

Glasgow 218 69.3 

  
 

3787 candidates sat all four components of the MRCGP examination together at one of the six diets in 
the three year period between Autumn/Winter 2003 and Spring/Summer 2006. Almost all were recent 

trainees emerging from vocational training schemes (97.3%). 2777 were graduates of UK medical 
schools.  

 
Tables 2 to 4 which follow show failure rates to emphasise differences between institutions. Table 2 

shows candidatesô failure rates overall by Medical School (the table is presented in that order), and also 

by examination component. Two key demographic variables are also summarised (gender, ethnicity). 
Gender is known to have a bearing on examination performance, and there is some recent indication 

that ethnicity may be key, too. Table 3 shows the failure rates of candidates by Deanery of 
postgraduate training. These are separated into UK and foreign medical graduates (the latter form 

about a quarter of the cohort). For completeness, and complementing the data from Table 2, Table 4 

summarises the position of foreign (vs UK) medical graduates as a whole, by component and overall.  
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Table 2:      Medical Schoolsô fail rates overall (order of table) and by 
examination component  

 

                           UK Medical School Graduates taking all four components together  
Winter 2003 to Summer 2006 (6 diets)  

 

Med ical  
School  

All 4  
not 

passed  

Written  
P failed  

MCP 
failed  

Oral  
failed  

Cons Sk  
failed  

Background  

Ǵn Women 
as %  

Whites 
as %  

Nottingham 14.6 % 4.9 % .0 % 1.2 % 9.8 % 78.0 % 86.3 % 82 

Newcastle 15.0 % 2.0 % 2.0 % 6.0 % 8.0 % 73.0 % 82.0 % 100 

Oxford 15.4 % 2.6 % 2.6 % .0 % 10.3 % 66.7 % 94.7 % 
39 

Edinburgh 16.2 % 3.8 % 1.5 % 4.6 % 10.0 % 72.3 % 93.0 % 130 

Bristol 20.2 % 2.1 % 2.1 % 4.3 % 12.8 % 80.9 % 88.3 % 
94 

Southampton 20.4 % 3.9 % 5.8 % 9.7 % 7.8 % 68.0 % 82.5 % 103 

Birmingham 21.7 % 3.6 % 5.1 % 4.3 % 15.2 % 66.7 % 73.7 % 138 

Cambridge 22.7 % 2.3 % .0 % 4.5 % 15.9 % 56.8 % 77.3 % 44 

Belfast, Queen's U 23.7 % 7.6 % 4.2 % 5.1 % 13.6 % 59.3 % 94.0 % 118 

Sheffield 25.0 % 8.6 % 6.9 % 6.9 % 10.3 % 69.0 % 80.7 % 
116 

Wales/Cardiff 25.2 % 6.5 % 1.6 % 7.3 % 13.8 % 63.4 % 82.0 % 123 

Glasgow 25.3 % 7.2 % 6.0 % 7.8 % 9.6 % 63.9 % 88.4 % 
166 

Leeds 26.1 % 3.3 % 3.3 % 8.7 % 13.0 % 73.9 % 84.8 % 92 

London ï UCL 27.3 % 8.2 % 8.2 % 8.6 % 14.5 % 55.9 % 62.1 % 220 

Aberdeen 28.6 % 8.4 % 9.2 % 5.9 % 16.0 % 60.5 % 86.4 % 
119 

London - Imperial 29.0 % 11.7 % 9.0 % 9.0 % 11.7 % 62.8 % 66.2 % 145 

Leicester 29.3 % 3.3 % 8.7 % 6.5 % 15.2 % 55.4 % 72.5 % 
92 

Dundee 31.9 % 10.3 % 12.1 % 9.5 % 9.5 % 65.5 % 84.1 % 116 

London ï Q Mary 32.6 % 6.3 % 10.5 % 12.6 % 11.6 % 49.5 % 68.5 % 95 

London - St Geo 32.8 % 11.7 % 10.9 % 12.4 % 11.7 % 50.4 % 51.8 % 137 

Manchester 33.2 % 10.8 % 9.9 % 11.2 % 13.5 % 49.3 % 70.9 % 223 

Liverpool 33.3 % 8.8 % 7.9 % 7.9 % 18.4 % 59.6 % 81.4 % 
114 

London ï King's 33.3 % 5.8 % 9.4 % 8.2 % 17.5 % 56.7 % 57.4 % 171 

Total 26.4 % 6.9 % 6.6 % 7.6 % 12.8 % 62.2 % 76.7 % 2777 
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Table 3:    Deaneriesô fail rates overall for UK and non-UK graduates  
      (order of table: UK graduates)  

 

                       All Graduates taking all four components together: Winter 2003 to Summer 2006  
         (6 diets)   

 

Region  

% NOT passing all four comp onents  Non -UK 

graduates 
as % of all 

takers  

Ǵ n 

All graduates  
UK 

graduates*  

Non -UK 

graduates*  

North Scotland 28.9 % 13.8 % 87.5 % 21.6 % 38 

Wessex 21.7 % 14.0 % 50.0 % 20.7 % 272 

Southeast Scotland 22.4 % 15.4 % 47.2 % 22.6 % 161 

Oxford 31.0 % 19.7 % 63.9 % 23.5 % 158 

Northern 38.8 % 22.0 % 70.2 % 34.1 % 139 

Wales 40.4 % 22.5 % 73.3 % 35.1 % 171 

Northern Ireland 24.2 % 23.0 % 50.0 % 6.6 % 124 

West Midlands 39.8 % 24.4 % 66.7 % 36.5 % 332 

South Western 30.2 % 25.0 % 50.0 % 21.3 % 192 

North East Scotland 40.3 % 26.1 % 81.3 % 25.8 % 62 

West Scotland 36.1 % 27.4 % 78.0 % 16.5 % 252 

London 37.0 % 28.2 % 67.2 % 22.4 % 548 

KSS 43.4 % 28.3 % 73.3 % 32.8 % 279 

Yorkshire 31.1 % 30.3 % 38.1 % 17.5 % 122 

Trent (inc LNR, SYSH) 42.8 % 30.6 % 81.0 % 22.2 % 194 

East Scotland 35.5 % 32.7 % 57.1 % 11.3 % 62 

North Western 43.1 % 34.2 % 63.2 % 30.4 % 290 

Mersey 47.9 % 35.4 % 76.7 % 30.9 % 142 

Eastern 48.6 % 35.7 % 72.1 % 34.7 % 179 

Armed Forces 42.9 % 40.7 % 100 % 3.6 % 28 

Unknown 57.1 % 51.7 % 88.9 % 23.7 % 42 

Total 
36.9 % 
(3787) 

26.5% 
(2782) 

66.9% 
(951) 

25.5 % 3787 
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Conclusion  
 

This annex has presented an update of data originally published in 1993 of MRCGP pass rate by 
medical school and region of postgraduate medical training.  

 

The overall failure rate amongst candidates who take the whole examination at one sitting (3787 over 
the six diets/three years, 2003-2006) varies amongst medical schools from under 15% to over 33%.  

 
Fail rates overall amongst postgraduate regions (ñdeaneriesò) vary substantially, too ï from under 22% 

to over 48%, though this is mediated by varying numbers of overseas medical graduates who overall 

perform worse than UK graduates. Indeed, the failure rate of overseas graduates is more than double 
that of UK graduates.  

 
There has been much change in the composition of the regions and the London medical schools, such 

that simple comparisons between 1988-91 and 2003-6 may be difficult or possibly unfair. Although 
major changes have taken place to the examination in the interim, there is no huge change apparent in 

the ñleague tableò listing of medical schools, albeit some have moved ï though no 

unchanged/unmerged medical school has moved between the top and bottom thirds of the table. 
However, two regions have dropped from the top third to the bottom third of their table ï Eastern and 

Trent (though each have had some boundary changes).  
 

Without more detailed information than is available about the differences in medical schoolsô and 

training regionsô selection and training practices over the period in question, it is difficult to offer 
specific explanations for the differences in performance, let alone the major changes in the tables. 

What is clear is that there are major differences. UK graduates from the top three regions collectively 
fail at well under half the rate to those from the bottom five. And the overall fail rate at the top three 

medical schools is under half that of the bottom six. 
 

 

* * * 

 

Table 4:          Fail Rates for UK Graduates vs Foreign Graduates  
                                                                                    (97.3 % = GPRs) 
 

                                    MRCGP Fail Rate for Candidates taking all four components at the  
                                    same sitting (both genders, all ethnicities): Winter 2003 ï Summer  
                                    2006 (6 diets)  
 

Exam Comp onent  UK Graduates  Foreign Graduates  
All Graduates  
(incl 54 unknown) 

MCP 6.6 % 28.0 % 12.2 % 

Written Paper 7.0 % 39.1 % 15.3 % 

Oral 7.7 % 35.9 % 15.0 % 

Clinical Skills 12.8 % 26.8 % 16.5 % 

Any/all of the four 26.5% 66.9 % 36.9 % 

N 2782 951 3787 


