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The Royal College of Physicians held a symposium on "The
Modern Membership" on 27 October in place of the usual
quarterly clinicopathological conference. The Senior Censor,
Dr J D N Nabarro (1), took the chair and opened by explaining
that the MRCP examination had changed in the past nine years.
Those who had taken it some time ago sometimes had to advise
younger doctors why they had failed and how they could do
better, so this symposium had been designed to give an idea of
what the candidates were faced with today.

Historically the Part I had been introduced nine years ago
to filter off some of the very large numbers who were coming for
the examination which included the clinical. The MRCP(UK)
was introduced in 1970 and the common MRCP Part II
examination in its present form in 1972. Dr Nabarro then
introduced the chairman of the Part I Examining Board (which
is drawn from all three of the colleges of physicians), Professor
G P McNicol (2), to speak about the philosophy of the Part I.

Part I

Aims

PROFESSOR MCNICOL: The Part I Board includes three Edin-
burgh representatives, three Glasgow representatives, and six
London representatives. Much of its smooth running results
from the efforts of the medical secretary, initially Dr P H
Sanderson (3) and now Dr P R Fleming (4). Members with
special skills in, for example, psychiatry, neurology, and
paediatrics are also co-opted.
The Board meets six times a year-three meetings to set a

multiple-choice question paper and three to review the per-
formance of the last paper. Meetings of the Board last half a
day and call for a lot of homework but are enjoyable and
instructive. Papers have 60 questions, selected from a bank of
about 4000 questions. The multiple true-false format is used,
with five items in each question.

PHILOSOPHY

Now for the philosophy. I believe that this is, and ought to be,
elitist. We are trying to identify the best medical graduates in
Britain who wish to go on to a hospital career, the high fliers
with the intellectual capacity and motivation to make a successful
career in the British Health Service as consultants.
We have, of course, educational objectives which recognise

that the content and form of the examination have a major
bearing on the homework that is done by young graduates in
hospital practice. The examination is not intended to be a basic
science primary. We are trying to direct candidates' reading to
the main themes that are relevant to clinical practice in Britain.
We ask about common and important things. We also try to
ask about growth points. We try to keep the examination up to
date, to identify areas of new knowledge, and to highlight impor-
tant areas of ignorance. For example, the Board has tried to
stimulate an interest in statistics by regularly incorporating a
statistical question. The bush telegraph ensures that if we ask
such questions candidates come better prepared to respond.
The table shows the spread of questions over the 26 topic

areas on which the Part I paper is at present based. This imposes
on the candidate very wide reading of the larger textbooks and
the monographs. It is our intention that candidates should
prepare themselves in this way.
The examination also has a utilitarian function-to filter off

less well-informed candidates from eligibility to sit Part II.

Common Part I MRCP(UK) examination

Sixty questions, each with five items, selected from a bank of about 4000 questions.
Distribution:
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Gastroenterology
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Statistics . .

Anatomy . .
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Paediatrics .
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.. 4

.. 4
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Symptoms and signs
Endocrinology
Renal disease
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Reticuloendothelial
Toxicology ..

Immunology and allergy
Industrial medicine.
Metabolic disease
Genetics ..
Ophthalmology
Infectious disease

.. 5

.. 1 or 2

.. 3
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This may be regrettable but we live in the world as it is, not
as it ought to be and some filter mechanism is necessary.

INTERNATIONAL ASPECTS

With regard to international aspects, we have a heavy
responsibility to the medical community in the developing
world. It is highlighted by the desire of many overseas centres

to have access to the MRCP examination. But it has to be seen

in the context of our relations with the developed English-
speaking world, in particular the boards of internal medicine
in the United States, and the Canadian and Australasian colleges.
We also have to take account of our properly growing relation
with Europe.
Without going into detail the boards are aware of possible

conflicts of interest. What one might do, for example, to make
common cause with the American boards might not be appro-

priate for the Third World. In the next few years we may see

much more interchange between examining bodies and courses

of training in these other countries.
Finally, it is my belief that the Part I examination is a rela-

tively well-oiled machine but that we must make sure that it
does not become a well-oiled museum piece. We might be
thinking about whether we should change its form and content,
use other types of multiple-choice question, increase the basic
science component and make it more like other primaries, or

even have a common primary with the surgeons and anaesthetists.
It is healthy to wonder whether it is running not on a railway
line but in a rut. I don't think it is, but some introspection can

be useful.
DR NABARRO: Professor McNicol paid tribute to the important

role of the medical secretary. Now I will ask the present one,

Dr Fleming, to give us his account of the Part I.

Multiple-choice paper

DR FLEMING: As you have been told, the Part I is a multiple-
choice paper of 60 questions with five items in each-300 pieces
of information, for each of which the candidate is invited to say

whether he thinks it is true or false or that he has no idea. He
has to make a positive statement if he does not know. All
examinations may be regarded as measuring instruments, like
tape measures, a means of making an assessment of various
personal attributes. Any examination may be looked at critically
from two major points of view. Firstly, reliability: this has the
specific meaning, to educationists, of the degree to which
independent assessments of the same attribute yield the same

results. Secondly, we must look at validity. This is subdivided
by educationists, but overall it means the extent to which the
measuring instrument measures up to its purpose. If you want to

measure weight you don't use a ruler. The validity of Part I is
limited. If we are looking at the candidate's skill as a clinician
its validity is nearly zero. But its validity must be looked at in
relation to Part II. It should pick out the candidates to proceed
to Part II.

Well over 3000 candidates a year are now taking Part I, rising
from about 2000 in 1970, of whom about a third pass. About
1000 candidates a year, therefore, become eligible to take Part II.
These are large enough figures for us to look at the examination
and the behaviour of the questions statistically. Our way is to

look at the internal consistency of the examination. Every time
an examination has been taken we look at each question to see

how far the candidates' scores on that question reflect their scores

for the examination as a whole. A correlation coefficient is
calculated. If we ever found a question that gave a correlation
coefficient of 1 0 that would be the only question we would need
to ask in Part I. But we do have questions with reasonably high
correlations, and the proportion of questions with reasonably
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high correlation coefficients (0-3 or above) has risen gradually
since 1964 until now it is over 80",.

COMPARISONS

We also get information about the candidates as a group.
We assume that the 3000 candidates taking the examination this
year are about the same as those who took it in previous years.
But since 1972 we have checked this assumption by using marker
questions, six to ten in each paper, which have been used before.
In this way we can see how the average scores at different times
compare. We record those in which the candidates perform
better than their predecessors, the same, or worse. There are
small fluctuations but generally our findings confirm our belief
that the average candidate is much the same in 1977 as he was
in 1975 and 1972, and probably not very different from what he
was in 1880.

Is it a good way of predicting who should be taking Part II ?
One piece of evidence comes from looking at how easily candi-
dates passed Part I and then how quickly they passed Part II.
We find that those who pass Part I easily pass Part II earliest.
Those who pass Part I with little to spare take two or three
times as long to pass Part II.

Finally, here is a multiple-choice question:
Part I of the MRCP(UK) is
A a reliable test of a candidate's factual knowledge;
B a valid test of a candidate's competence as a clinician;
C taken by more than 3000 candidates a year;
D passed by more than 2000 candidates a year;
E the best method of determining whether a candidate should

be allowed to proceed to Part II.
I think A is certainly true; B is undoubtedly false; C is true;

D is false; and the right answer to E is probably "I don't know."

Discussion

DR W VAN'T HOFF: Why does it take so long for the results to
come out ?
DR FLEMING: The actual process of marking takes a very short

time. It is, of course, important before that to make sure all the
answer papers are in the correct form, which takes a few days.
The real delay is the time between the marking and the next
meeting of the Part I Examining Board, which sets the pass
mark and determines who has passed.
DR M J CAMPBELL: Is there an actual box for "I don't know"

which can be correct or false ?
DR FLEMING: There is such a box because this is the format of

the exam, but up to now it has never been the correct answer.
PROFESSOR A W ASSHER: It looked as though the total number

entering increased but the number that passed remained con-
stant. What determines the cut-off point ?
DR FLEMING: It is true that the number passing has gone up

with the total. The percentage pass varies. It is usually about a
third but has been up to 50,, and down to 20°,,.
DR J PIERCE: Is there any mechanism for looking at candidates

that do extremely well in Part I and then fail Part II repeatedly ?
PROFESSOR MCNICOL: No, there is no such mechanism.

QUESTION BANK

DR E M JEPSON: Is it true that the size of the question bank is
constant so that there is a limited number that can be set ?
DR FLEMING: The bank is not as constant as that. In the last

six years it has crept up from 3500 to 4000 and is still increasing.
We get up to 200 new questions a year and throw out 50 to 100.
DR WALDNER (Oxford): Has a question on geriatric medicine,

an area which ought to be stimulated, been considered ?
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PROFESSOR MCNICOL: The Board is unhappy with the lack of
geriatric questions and will be very happy to use good questions
if people will send them in.

DR FLEMING: The Board will be seeing their first geriatric
questions at their next meeting.

PROFESSOR D MATTINGLY: What proportion of the third who
pass are first timers ? Has this fallen or risen with the increasing
number of candidates ?

DR FLEMING: I need notice of that question.
DR WEBB "Guildford): One advises one's pupils not to guess

on the basis that if you are right you get one mark, but if you
are wrong you drop two marks; is this correct ?

DR FLEMING: No. The marking is plus one for a correct item,
minus one for an incorrect item, and nothing for "don't know."

l'ROFESSOR M1CNICOL: There is, in all our lives, a hierarchy of
certainties. For example, all of us are certain we are here, we
are pretty confident we will have tea afterwards because we saw
the cups outside. I am moderately confident that I will be on the
1804 train to Leeds. In a multiple-choice test I would respond
positively to all these. If you restrict vourself to information
about which you are totally certain, you will have to have a very
large amount of such secure information to pass the examination.

1)R DAVID GORDON: I'd like to make a plea. Thirty-three
candidates out of the 1098 who took the examination in June
were incorrectly marked. Can this be avoided ? Was anyone
reclassified from a fail to a pass ?

D)R NABARRO: The people who were incorrectly marked had
marked their papers incompletely, so they were rejected by the
computer. The staff completed the administrative parts of their
sheets instead of failing them and fedl them back in but they
w.ere then incorrectly read by the computer.* Some people
were subsequently upgraded to a pass. No one was downgraded
from pass to fail.
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Most other postgraduate diplomas are of the exit type. However,
a committee has been set up to consider once again the structure
and the function of the MRCP. A real difficulty is that we do
not know what we want as the end product. It reminds me of the
definition of an architect's client as someone who doesn't know
what he wants, but when it's up he knows that that wasn't it!
To consider first the candidates. We are testing them in

various aspects. Knowledge is dealt with mainly in Part I but
also in all the parts of Part II. Skills are tested firstly in history
taking. The long case, which is supposed to test this, is unfor-
tunately the least valid part of the examination, partly because
it is a single item and chance plays a big part, as so much
depends on the individual patient. We are all anxious because
we have to test history taking and know that we are not doing
this well.
As for physical examination, after the candidate has spent

20 minutes on the short cases (usually only three) most examiners
feel that they have a fair idea of the candidate's skill. Though
judgment is very difficult to test, it is what we want most to test.
It is tested in the clinical, and we are developing our skill in
testing it in the written examination but only slowly and
incompletely. What we need is not a case history to which the
only logical question is "What else could this conceivably be
other than a phaeochromocytoma ?" but the sort of patient
whose diagnosis, after three days, is still obscure, and to find
from the candidate how he would proceed. We have also to test
attitudes-the most difficult part of all. But if the candidate
talks about cancer in front of the patient or is cruel or rude this
is taken into account; but it is a rough type of test.
We can ask whether the examination is consistent. Is it relevant ?

-many questions submitted tend to be in rather small print.
Are the subjects important ? Is it effective ?-very difficult to
answer. The MRCP has always had high prestige: what is
happening to that ? To what extent is the candidate subjected
to the operation of chance ? Tests are being done to see what
happens to particularly successful- candidates -subsequently.

Part II

Now I'd like to sav a word about Part II. This has now changed
so that one can take the whole of it in general medicine or in

paediatrics. Unfortunately Dr Badenoch, the chairman of the
Part II Examining Board was taken ill last night but the deputy
chairman, Dr M B Matthews (5), has kindly agreed at very short
notice to talk to us about the test objectives of the MRCP(UK)
Part II.

Objectives

D)R MATTHEWS: The Part II committee is also drawn from the
three colleges of physicians. We, too, lean very heavily on the
medical secretary, Dr Peter Sanderson. We have a subgroup
that deals with the paediatric examination and thev have to

produce just as much material as the adult group. It relies on

Dr Pamela Davies as its sccretary. The results of the written
examination also go through the computer. We have three
meetings a year-in the morning we set the paper for a ylear

ahead and in the afternoon review a recent examination and
consider the validity of the items used for the case histories,
data interpretation, and projected material. Our homework too is
very heavy.
Our basic tenet is that the MRCP is an entrv examination

for which no specific period of training is required. It thus
differs from other examinations for wvhich the normal educational
practice is to arrange a course of instruction and then to test
whether the candidates and the teaching are up to standard.

*This error affected the small batch of answer papers fed iinto the computer
independently; it could not have affected the main run or the error would
have been obvious immediately. An additional check has been included in

the program to prevent this happening again.

IMPORTANT CHANGES

Of the changes we have made, which ones are important?
We must agree that the passing of the time when candidates
travelled round Britain trying to get one or other membership is a
good thing. We now have an examination that is of comparable
standard in all three colleges. This has been achieved by
interchanging examiners and by reviewing the pass marks in
the oral and clinical parts in the joint Part II committee. We
have more items than before. Examiners now operate in pairs
and can no longer indulge in the extraordinary eccentricities
of the past-I was asked how I would construct a factory to
make TNT. The "chronic MRCP" clinical cases are gradually
disappearing. The examination is under continuous review but
it is difficult to say for certain what is happening to it; many of us
think that at one time it had got too easy but that it has now
become more difficult again.
As for the examiners, they are better briefed now. In the oral

examination they have fairly clear instructions. They have a
responsibilitv to see that it is not used just as a further test of
knowledge but rather to find out how a candidate would react
to described clinical situations, and whether he understands
underlying principles of physiology, pharmacology, etc.

EXAMINING THE EXANMINERS

Lastly, independent marking allows the examiners themselves
to be reviewed. We have a "hawk/dove index." We knew that
what happened to you in the MRCP depended partly on whether
you met a hawk or a dove, although if he looked like a hawk he
didn't always behave like one. Now we know to some extent how
he behaves. Examiners are told where they stand. The tendency
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then seems to be for hawks to become less hawkish, but for
the doves to stay just as dove-ish.

Written paper

DR NABARRO: Thank you. Now Dr Sanderson, Medical
Secretary of the Part II Examining Board, will tell you what
the candidate has to face in the current Part II written examina-
tion.
DR SANDERSON: As Dr Matthews has indicated, the changes in

the clinical and oral have not been great. Historically, the
written section was designed to fill the gap left by the departure
of the essay questions. Many people may feel that it is a retro-
grade step that we no longer test a man's ability to express
himself in proper English. But we felt that the marking of the
essays was so unreliable that something had to be put into their
place.
Now I'd like to give you a practical example of what happens

to the candidates in the written part by giving you some ques-
tions. Anyone who feels at the end that he should hand his
MRCP back in is welcome to do so.
The audience were then given typed sheets containing eight

problems. The first was a case history with two questions about
diagnosis and investigation; then there were three blocks of material
with questions on "data interpretation"; and the last four consisted
of questions about "projected material"-that is, photographs shown
on a screen. The accepted answers were given after about 15 minutes.
DR SANDERSON: The idea is to have an examination that can be

objectively marked. The candidates have to write only a few
words. When there are 800 candidates it has to be possible to
correct it quickly. In the actual examination you would have
55 minutes for four case histories and 45 minutes for 10 data
interpretations. The "projected material" is shown for a
minute and a half, a bell rings, and another half minute is
allowed before the slide is changed. With photographs of
optic fundi we always show a normal one first and point out
any photographic artefacts.

All the case history answers go to one college, all the data
answers to a second, and all the projected material answers to
the third. Each group of answers is corrected at a single scoring
session. Each scoring group is provided with what the Part II
committee thinks are sensible answers, each with an appropriate
mark, but they make up their minds about what is right in the
light of what the candidates have written. It is impossible to
foresee all the bizarre responses.

It is not very difficult material but it has the advantage that
we can cover wide areas of clinical medicine and correct the
answers objectively because each question goes to a group of
examiners. This method is laborious but the only way of avoiding
the difficulty inherent in multiple-choice questions of suggesting
right answers. The right answer has to come out of the candi-
date's head.
DR NABARRO: We will not discuss the suggested marks for

the various possible answers. I can assure you this always
happens in a scoring group before the marking starts. Dr
Matthews, would you just state the precise form of the written
Part II now ?

DR MATTHEWS: There are four of these case histories without
any choice. The ten data interpretations include electrocardio-
grams but are mainly laboratory data. There are 20 pieces of
projected material, some of them pairs of slides. The suggested
marking is not given for every conceivable answer and is shaded
according to how likely the answer is to be correct.
The clinical examination consists of a long case and three

short cases, sometimes more, depending on the candidate and
the cases. The candidate is examined by two examiners for 20
minutes on each occasion. The oral examination has two
examiners plus the possibility of a third specialist examiner.
One examines for ten minutes and the other, or one of the others,
also for ten minutes.
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Discussion

DR R F U ASHFORD: Can you tell us how the marks are allocated
in Part II ?
DR SANDERSON: The proportions are two for the written, two

for the clinical, and one for the oral, but the candidate must pass
the clinical.

PROFESSOR R HOFFENBERG: I was interested that Dr Matthews
thought that history taking should be confined to the long case.
I see no reason for not using the short cases for history taking.
DR MATTHEWS: The time is the problem-only about seven

minutes a case. Perhaps we could do it more, but it is difficult
to establish a relationship with the patient and get a history in
that time.
DR P HUGH-JONES: Have you considered using actors for the

history in the long case who could be trained not to upset the
candidates' tracks ?
DR MATTHEWS: We haven't. I would resist it because I was

once used as a guinea-pig for the McMaster technique and I
had to take a history from and examine a beautiful young lady. I
didn't know whether she was programmed to dislike me or did
dislike me, but the effect was the same.
DR E C B KEAT: Is the paediatric Part II done in exactly the

same way as the ordinary Part II ?
DR MATTHEWS: Professor Oppe is chairman of that subcom-

mittee and a representative of the parent group is on it. We
have overlap material. One of the case histories is used in both
examinations and some of the data and slides.
We see both sets of results and they run very close in per-

formance-the paediatricians possibly slightly better, perhaps
partly because they tend to be slightly older. 'Fhe clinical, of
course, has to be different because of the special problems of
history taking.

CANDIDATES' CRITICISMS

DR R B STOTT: Do you get criticisms from the candidates
themselves and, if so, have they been constructive ?

DR MATTHEWS: They tend not to criticise at the time. Never-
theless, we do have a variety of feedback and get letters prin-
cipally from people who have to do with training. One criticism
we are sensitive to is the examiner's duty in the clinical examina-
tion to make it quite clear what he wants. For example, if he
asks you to examine the heart and you start with the pulse one
examiner may say "No, I said the heart," but another may think
it reasonable to start with the pulse.

DR WEBB (Guildford): The same applies to questions in Part I.
For example, "the antidiuretic hormone is responsible for the
reabsorption of 50", of the water delivered to the distal tubule."
It is responsible for reabsorption of more than that, and candi-
dates say that they do not know how to answer.

PROFESSOR MCNICOL: All I can say is that we take immense
pains to make the questions as straightforward and unambiguous
as possible. Candidates often look for deviousness and subtlety
that is not intended. What appears to be asked about is being
asked about.
DR NABARRO: As we have exhausted all your questions and

comments, perhaps you will join me in thanking all the speakers.

The symposium was recorded and edited by Dr W F Whimster.
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