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MRCGP Clinical Skills Assessment (CSA)
Information Paper

1. Background
The RCGP introduced the new MRCGP examination in 2007 as part of the licensing process for general practice specialty trainees.  As the regulator, PMETB set explicit standards for both the training curriculum and assessment of completion of training. PMETB highlighted that it was not acceptable to have two standards of assessment (summative assessment and the MRCGP examination) – and that summative assessment should be phased out. The RCGP developed the new MRCGP examination in 2007 to meet the requirements set by PMETB. Taken towards the end of GP specialty training, MRCGP is now the licensing examination for entry into general practice.

The MRCGP is comprised of three independently assessed components: workplace-based assessment, an applied knowledge test (AKT) and a clinical skills assessment (CSA). During the CSA the candidate is assessed undertaking 13 clinical scenarios (cases); until September 2010 all 13 cases were marked but only 12 cases were counted towards the candidate’s overall score.  The 13th case was used to pilot new cases and did not contribute to the candidate's overall mark.

From its introduction in September 2007 until September 2010 the passing standard for the CSA was based on a ‘number of cases to pass’ (N2P) methodology.  It was impossible to fine tune this to make allowances for daily variability in the difficulty of the mix of cases and to allow compensation between performance on different cases. The standard setting methodology was therefore revised from September 2010. This increases confidence levels to ensure that the RCGP passes only doctors who are competent and safe for independent practice in the interests of patient safety, which is our overriding duty.

More detailed information about the CSA marking change can be found in the appendices, including:
· The reasons behind the CSA marking change (appendix 1);

· The way in which the new borderline-group marking methodology works (appendix 3);

· How and why the RCGP chose the SEM for each diet of the CSA (appendix 6);

· The relationship between the three components of the MRCGP, and why it is important to pass all three (appendices 7 (a) and (b)).

2. Why did the RCGP choose to include the CSA in its examination?

In deciding on an appropriate model for a clinical examination in general practice, but mindful of the likely numbers of candidates, and considerations of feasibility, validity and reliability, the College reviewed most of the commonly used methods in medical assessment such as OSCEs, PACES, Long Cases, Oral examinations, mini-CEX, DOPS
, videos of consultations, Simulated Surgery, and high-fidelity simulations. 

The College concluded that it should develop an assessment in a controlled environment that enabled a standardisation of tasks, while still acting as an authentic replication of patient consultations and capable of objective measurement. Some studies of less structured tests of clinical competence, such as using videos of consultations, incognito simulated patients and mini-CEX, had shown that testing in the real world workplace could be achieved.  Although these have been shown to be reliable tests of individuals, they are not standardised in the way that the CSA is and so do not provide the same comparative evidence for standard setting. Overall, an OSCE-type assessment incorporating some of the high-level, realistic and holistic elements of a simulated surgery was considered to be the most appropriate, robust and equitable design for the clinical skills module of the MRCGP. In addition to focusing on aspects of the learning outcomes emerging from the curriculum statements of the MRCGP blueprint, it provided the best means to fulfill the criteria relating to feasibility, reliability and validity expected by the then regulator PMETB.

The CSA is an assessment of a doctor’s ability to integrate and apply clinical, professional, communication and practical skills appropriate for general practice and does not set out to be a replica of a ‘normal’ GP surgery – it specifically tests a set of consulting competences (data gathering, clinical management and interpersonal skills) in a range of clinical contexts.  
To give validity to the examination, an assessment blueprint is followed for each palette of cases, with a pre-set combination of acute and chronic conditions, patient presentation ages, and inclusion of diversity in a case.  This is published on the CSA page of the RCGP website.  Reliability statistics on CSA examinations have shown that the examination fully meets accepted standards for reliability.  The assessment allows for the use of different consultation styles; their effectiveness in the CSA is assessed by experienced, trained examiners who adapt their marking depending on the clinical consulting outcomes of cases they are assessing.

3. External evaluation of the CSA

The RCGP is committed to developing and delivering high-quality assessments that are rigorously evaluated.  To this end, in addition to regular scrutiny by the CSA core group, Assessment Committee and Postgraduate Training Board, the College has sought the following external evaluations of the CSA and its wider assessment system:

i)
Approval by the Regulator.  All Specialty College curricula and assessment systems are evaluated and approved by the Regulator (PMETB from September 2005 – March 2010, GMC since April 2010).  Detailed descriptions of the assessment are submitted, and are structured around the Regulator’s published standards.  The PMETB scrutinised the paperwork and then invited representatives from the College to a panel meeting where they were asked detailed questions about the proposed system.  The RCGP’s assessment system, including the CSA, was one of the first to be fully approved.
ii) 
Review by International Assessment Experts.  The RCGP commissioned an external review of the new licensing exam in 2007 from three international experts, Geoff Norman, Cees van der Vleuten, and Chris McManus, to advise the college on their assessment of progress to date and the recommended direction of future developments of the Assessment. Key points in relation to the CSA are:

· In broad terms the reviewers saw the RCGP as being at the forefront of licensing tests;
· They described nMRCGP as being ‘state-of-the art’ in assessment terms and ‘in the front line of approaches to specialty certification worldwide’.
The reviewers comments included:
 “Serious consideration should be given to use of a compensatory approach to standard-setting in the CSA. Statistical modelling should be used to ensure comparable standards to current norms.
The selection and training of assessors is rigorous and notably well done. The calibration exercise is outstanding.”
 “For licensing purposes the use of the AKT and CSA are conventional and valid assessment methodologies.”
 “I would describe the CSA standard as 'implicitly criterion-referenced'. In some ways it is similar to a separate group of standard setters saying in advance what is required of a particular case and another group of assessors marking to that standard. It uses professional judgement in the context of the detailed particulars of an individual case, and it is arrived at through consensus. I would regard that as satisfactory.”
A summary of the reports is attached as appendix 8.

iii) 
Review by Peninsula Medical School.  In May 2009 the RCGP commissioned the Peninsula School of Medicine and Dentistry to review the CSA and to carry out some modelling of the examination data using different standard setting mechanisms. They were asked to carry out a Generalisabilty study to look for sources of error and the reliability of the examination.  It concluded that the slight variability of case mix from day to day might not always be to the benefit of some candidates, depending on which day they undertook the examination.  The modelling also showed that using a borderline group method was feasible and would allow effective compensation thus addressing problems associated with the number to pass method.  An example of the problem with the N2P method is that eight marginal passes with four clear fails was a pass whilst seven clear passes with five marginal fails was an overall fail.
iv) 
Evaluation by Birmingham University.  The RCGP appointed the University of Birmingham to undertake a three-year evaluation of the impact of the new General Practice Specialty Training Curriculum on general practice training.  The evaluation began with the introduction of the new curriculum and assessment system in 2007 and the team is currently drafting its final report which will be presented to the next meetings of the Postgraduate Training Board and Council.  The findings of this evaluation have continually informed the work of the College over the past three years and have led to the current re-structuring of the curriculum.   As part of the study Birmingham University has held focus groups, conducted case studies and a survey of trainees and trainers in order to feedback the views of trainees and trainers to the College.  
v)
Current research activity.  Mindful of the concern that candidates fail the CSA on consulting skills, the RCGP has also looked into patterns of behaviour during the CSA amongst failing candidates.  A paper presentation at the AMEE conference 2010 “The Structure of Failure – an analysis of the patterns of consulting behaviour amongst failing candidates in a high-stakes postgraduate OSCE towards enhancing the quality of candidate feedback” (ML Denney, R Wakeford) showed that the most common feedback statement given by examiners as a reason for failing a CSA case concerned clinical management.  This was true for both UK-trained graduates and international medical graduates, and unpublished work in the deaneries indicates that international medical graduates fare worse in their workplace-based assessments and are more likely to be referred to deanery Annual Review of Competency Progression (ARCP) panels.

A list of further reading which relate to performance in comparable examinations can be found in appendix 9.

4. Fairness / Equality and diversity

a) IMGs perform less well in the MRCGP than UK-trained doctors.  Is this problem unique to the MRCGP?

Direct comparisons of end-point results with other examinations, such as MRCP, are rarely possible because of the differing structure of these other postgraduate examinations.  Many other Royal Colleges have staged examinations, and poorer performing candidates are often removed from the cohort before they get to the end-point summative examinations.  However, similar patterns in regard to difference in performance, relating to gender and place of primary medical qualification, have been reported in the MRCP(UK) and anecdotally by the RCPsych.  Data from the United States Medical Licensing Examination (USMLE) shows that the percentage of passing candidates who had attended medical school in the US or Canada was consistently higher than for IMGs.  Data from their exam cycles from 1993 to 2009 can be found by following this link: www.usmle.org/Scores_Transcripts/performance.html.   A recent UK report from NCAS shows  that place of primary qualification has a powerful influence on referral to their services (appendix 12).
In addition, it is interesting to note that the performance of IMGs, as a group, in the CSA is mirrored in their performance in the AKT.  It is, therefore, likely that any problems experienced by this group are not solely due to the CSA itself.  It is further interesting to note that the AKT is a machine-marked test which corroborates our findings in the CSA that the results are not influenced by examiner bias.  Data from the 2009 MRCGP shows this, and is attached as appendix 10.

With regard to pass rates in general most other colleges do not publish their results in the detail that we do, so it is difficult to make comparisons. It can, therefore, appear that the RCGP in particular has a problem with the performance of IMGs because we are publishing information about it, where others are not.  The aggregated years’ pass rates for the MRCGP are likely to be higher than other colleges while those for September were similar to the MRCP clinical exam PACES.  The GMC commended the RCGP for the quality of the data that it published in its Annual Specialty Report to PMETB in 2009.
The RCGP has been in the forefront of enquiring into E and D issues in assessment, with papers in the literature from the old MRCGP from the early 
1990s onwards.   

A BMA publication in January 2008 “Examining equality – a survey of royal college examinations” commended the RCGP in its transparency regarding publication of results, stating “the Royal College of General Practitioners operates a general policy of openness and the Examination Board encourages the publication of academic papers on its activities”.  It also noted differential performance regarding UK trained graduates and international medical graduates in a wide variety of postgraduate medical and surgical examinations – not only was this shown to be the case in the old MRCGP, it was also the case in the examinations relating to the Royal College of Physicians and Surgeons of Glasgow, the Membership of the Royal College of Paediatrics and Child Health (MRCPCH ) examination, the Fellowship of the Faculty of Accident and Emergency Medicine (FFAEM) examination, and the Membership of the Royal College of Physicians (MRCP(UK)) Diploma.  

The report recommended that Medical Royal Colleges show commitment to collection and analysis of equal opportunities monitoring data, including relevant demographic data on all candidates, ethnic and gender monitoring of examiners, training of examiners in equality and diversity, and have in place measures to monitor and evaluate their equal opportunities policies.  The RCGP is more often than not at the forefront in all these aspects, including having taken measures to recruit more examiners from minority ethnic backgrounds. www.bma.org.uk/equality_diversity/ExaminingEqualityPublic.jsp 

b) What is the RCGP doing to ensure that the MRCGP is fair to all candidates?
As we have stated before, all aspects of the MRCGP, including equality and diversity issues, were approved by PMETB prior to its introduction in 2007.
Having identified differing trends in pass rates for IMGs and UK graduates in both the AKT and the CSA,  the RCGP invited  Professor Celia Roberts (Kings College, London) a social linguistics expert to review the CSA in 2008. She is familiar with these issues having been involved in a review of the oral exams in the old MRCGP for similar reasons. Prof. Roberts summarised her findings that lack of UK cultural familiarity may be a factor in some IMGs performing less well and reported these to the examiners training conference in the autumn of 2009. Following on from that she worked with the RCGP on an initial scoping for a larger research project which is now underway. The findings from this initial study have been made available as a training resource and can be viewed on the RCGP website (www.rcgp-curriculum.org.uk/Docs/Exams_General%20comments%20-%20Why%20do%20candidates%20fail.doc).
Professor Roberts (KCL) and Dr Hawthorne (RCGP CSA Deputy Clinical Lead) have secured funding from the Academy of Royal Medical Colleges and the Knowledge Transfer Partnership to look at the socio-linguistic aspects of consulting taking place in a range of CSA cases.  This research begins in March 2011 and aims to identify whether socio-cultural factors may affect consulting and performance outcomes in CSA cases.  The research will undertake in-depth socio-linguistic analysis of over 200 video’d cases, taken from a  range of candidates across the UK from  a variety of ethnic backgrounds, and spread of marks in the CSA.  This research was initiated by Dr Hawthorne, on behalf of the RCGP, to fully investigate whether differing consultation styles do, in fact, lead to differing outcomes in the CSA and, if this is the case, why this happens.  Findings will be translated into frameworks for training that can be used by deaneries in the preparation of both trainers and trainees for the CSA.

This research is an example of the College’s ethos of transparency, audit and investigation to ensure and improve quality in training and assessment.

In addition to this the RCGP is continuously reviewing its practices to ensure that all components of the examination are as fair as they can be to all candidates.  In particular, the RCCGP has taken the following steps:

i) 
Examiner E & D Training: The RCGP has a long history of training in this area and continues to ensure that significant time is given to equality and diversity training.  All new examiners are selected on the basis of their impartiality, and given equality and diversity training before examining any candidates.  All examiners are given equality and diversity training updates at the two-day annual training conference  This training is specifically focused on the CSA; for example, over the past three years training has included a substantial amount of time devoted to language and cultural aspects of candidates’ performance, and in 2010 used our experience of making reasonable adjustments for disability as the focus for the training.

ii) 
Role Player E & D Training: All Role players used by the RCGP undergo a tailored training module which includes equality and diversity training, and are monitored for fairness to candidates during the examination itself.
iii)
 Investigation into the possibilities of examiner bias: A paper presented at the Association for Medical Education in Europe (AMEE) conference in 2010, “A study of examiners’ grades by their own and their candidates’ gender, ethnicity and backgrounds” (R Wakeford & ML Denney) on 2792 ‘takes’ of the CSA in 2009 showed that there was no consistent tendency of the examiners to favour their on kind – by gender, ethnic group, or as a foreign- (vs UK-) trained doctor.
iv) 
CRAMET Research on Equality and Diversity issues in Assessment:  For over a year, the RCGP has been working with the University of Cambridge to establish a research centre for medical education, assessment and training.  CRAMET (Collaboration for Research in Assessment in Medical Education and Training) includes the University of Cambridge Psychometrics Centre and Cambridge Assessment.  One of the three key priorities identified included research into making assessment fair and equal, to include equality and diversity issues and differential performance of candidates.  A high-level invitational seminar was held on the subject in June 2010 at Cambridge University, and the CRAMET launch at AMEE Glasgow 2010 also focused on this subject, and brought in an international perspective.  Examiners are currently encouraged to participate in new research to further knowledge in this area.  
v)
Psychometric review:  In September 2009 the Chair of the Assessment Committee asked Richard Wakeford, psychometric consultant to the RCGP, to conduct a review of fairness in the MRCGP entitled ‘Equality, Diversity and Fairness in assessment: sub-groups’ performance in the nMRCGP’.  
vi) 
Multi-factorial nature of the CSA: In addition, it is important to bear in mind that multiple factors influence pass rates, including suitability at selection, training deanery and individual ability, as well as gender and country of primary medical training. Information from the National Recruitment Office (Irish B, Patterson F BJGP 2010) indicates that IMGs perform less well at selection into specialty training and, as the predictive validity for selection is good, it follows that those with lower scores are more likely to fail the exit exam. It would be reductionist, and simplistic, to suggest that candidates’ ability to pass an examination lie solely in the examination itself.  The RCGP, along with the Deaneries, has a responsibility to ensure that General Practice Specialty Training offers equal opportunities to all. It is a risk that disproportionate focus on the CSA, which has been tested and evaluated more thoroughly than many of the other factors, distracts attention from ensuring that all aspects of the process are fair and equitable.
5. Summary
The CSA component of the MRCGP has been subject to rigorous internal and external review since its introduction in 2007.  There is evidence that changes have been made as a result of these reviews.
The changes to the CSA standard setting methodology in September 2010 followed best practice and advice from the regulator and assessment experts.

The RCGP publishes more detailed information about candidate performance, including IMG performance, than most other Royal Colleges.  This level of disclosure and transparency has exposed us to accusations of inequality and bias.  Although, we are aware that we are not alone in experiencing a discrepancy between the performance of IMGs and UK-trained doctors the RCGP continues to publish this data because it is committed to openness and to improvement of its own standards.  We believe it is only by publishing information about this and addressing the issue that change will be possible.

The RCGP undertakes a range of activities (including training and research) in order to ensure that all of its assessments, including the CSA, are as fair as they can be to all candidates.
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Appendix 1
Reasons for marking methodology change in September 2010

Since its inception the method of marking the CSA has been as follows: one examiner marks each case giving it one of four grades.  Each case was also graded against three domains - Data gathering, Clinical Management and Interpersonal skills.  Decisions about those grades are used to inform a global judgment without there being a numerical algorithm to convert domain grades into a global grade.

The initial standard setting methodology was based on a ‘number to pass basis’, ie passing a specific number of the 12 cases determined by the Adjudication Committee  The number to pass was set at eight cases out of twelve, except for the very first diet, after which it was adjusted by the Adjudication Committee.  There was considerable discussion about making a change to the number of cases to be passed, but it was felt that eight cases was the fairest decision as the examination was so new, even though examiners and stakeholders favoured a standard of nine cases. Having chosen that standard it was almost impossible to fine tune to make allowances for subsequent changes, such as the daily variances in difficulty arising from case selection and the effects on the passing standard of increasing familiarity of the examination for both the training community and the examiners. 

The RCGP concluded that a change to the standard setting methodology was necessary because:

i)  
As part of an internal triangulation process examiners were routinely asked to state what they thought might be an appropriate passing standard based on their observations of three days of examining.  Feedback has consistently been that a passing standard of eight out of 12 cases was too low.

ii) 
In 2007 the RCGP commissioned an independent review of all three components of the nMRCGP (CSA, Applied Knowledge Test, and Work Base Placed Assessment) by a team of international experts, including Prof Cees Van Der Vleuten (Maastricht) and Prof Geoff Norman (McMaster).  The review recommended that the RCGP should look at allowing compensation between cases and domains.   More information about this review is included in section 3 (ii).

iii) 
In September 2008 Neil Munro (then Medical Director of Assessment), Mike Bewick (Chair of Assessment Committee) and Adrian Freeman (CSA Clinical Lead) , were invited to a meeting with PMETB during which they were asked to consider changes to the standard setting method for the CSA and to look at introducing a borderline group method. At that meeting they were led to believe that failure to revise the method might lead to problems with acceptance of the formal submission to PMETB (now GMC) in 2009.

iv) 
Internal RCGP analyses of the results have looked at how the introduction of a 13th case would increase reliability and how borderline grades and judgments might be introduced to meet the expectations of PMETB.  It was clear that, at times, reliability was often only just within the acceptable range when measured by the Cronbach’s Alpha coefficient.  A ready solution to this appeared to be to increase the number of cases marked from 12 to 13 cases.  This would, however, compromise the passing standard of eight out of 12 cases if the current standard setting methodology was retained, as eight out of 12 is clearly a higher pass mark than eight out of 13.

v)  
The information received from Peninsula School of Medicine and Dentistry, as described in section 3 (iii).   

In summary, the evidence showed that:

· the CSA needed to be more reliable and that this could be achieved by moving from 12 cases to 13;

· the CSA was set at a standard that was consistently thought to be too low by the examiners;

· day to day variability might adversely affect some candidates;

· it was possible and desirable to allow for compensation between cases.
Appendix 2

Composition of RCGP CSA Adjudication Committees

Original composition, October 2007 – May 2010

1. Medical Director of Assessment (Chair)

2. Deputy Medical Director of Assessment

3. Expert adviser and observer from the GMC

4. CSA Operations Group Coordinator

5. Assessment Development Manager

6. Head of Examinations

7. Chair of Examination Board

8. Chair of the Blueprinting group

9. Representative of the CSA Case Writing Group

10. Chair of COGPED

11. CSA assessors

12. Representative of the Patient Participation Group

13. Lay representative

14. Two recently qualified GPs

15. Two trainers

16. Representative of GPC

17. Psychometrician

Reconstituted composition, September 2010

1. Chair of Assessment committee (Chair)

2. Interim Chief Examiner

3. CSA Clinical Lead

4. Interim Research and Development Lead for Assessment (co-opted)

5. Representative from the CSA core group 

6. AKT Clinical Lead

7. WPBA Clinical Lead

8. Blueprinting Lead

9. Chair of COGPED

10. COGPED representative on the Assessment Committee (co-opted)

11. Representative from the panel of examiners 

12. Recently trained GP (from Assessment Committee)

13. Recently trained GP (from First5)

14. Representative of UKAPD

15. Representative of BMA GPC

16. Psychometrician (observer)

17. PPG Representative from  the Assessment Committee ( observer )

18. CSA Lay representative (observer)
19. Head of Examinations
Appendix 3
How does the new borderline-group marking methodology work?

The borderline group method is an established means of standard setting in OSCE style clinical examinations. It is used by a number of UK medical schools and by regulators such as the GMC for the PLAB part 2 examination, and its basic form is described in Downing SM, Tekian A, Yudkowsky R,  “Procedures for establishing defensible absolute passing scores on performance examinations in health professions education”. Teaching and Learning in Medicine 2006; 18: 50–7.  The GMC has recently produced guidance which recommends use of the borderline group methodology for OSCE-style examinations (appendix 11). 
Since September 2010, instead of an overall grade for the case being given, the three domains of performance are graded on each case: Data Gathering, Clinical Management and Interpersonal Skills. Each domain carries the same number of marks (0-3). This creates an overall numerical mark for the case (0-9). The marks for the 13 cases are summed (out of 117). The mark received by the candidate is therefore a mark out of 117 (not a percentage score).

The passing standard is set in a new way. The pass mark is created using the ‘borderline group’ method. This is based on calculating a ‘borderline CSA score’ for candidates at the border of passing and failing a case.  Known as a ‘cut score’, this is used as the basis for setting a passing standard with a statistical adjustment for measurement error. The standard is set for each day to take account of the differing case palettes.

Because the examiners judgements are converted to measurements and because any measurement will always have an error, a correction for this error has to be made. This ensures that the doctors who achieve a pass have earned it through the own abilities and not because the errors in the measurements have worked in their favour and pushed them over the pass mark. 

Since September 2010, there has been an adjustment to the correction factor as a result of which we can be even more certain that we were previously, that doctors who pass are less likely to cause patient harm or to face difficulties in practice life relating to a lack of competence.

Standard error of measurement is a system of adjusting the pass mark marginally to allow for any errors by examiners and to make the standard sufficiently high that a very borderline candidate will not scrape through unless there is sufficient confidence that they meet the standard required. 
Further information can be found in the paper ‘Setting Pass Marks: from a ‘Cut Score’ to a Passing Standard’, which is attached as appendix 4.

The RCGP information paper, ‘The CSA from September 2010: FAQs and Popular Misconceptions’ provides more information about the marking change and is attached as appendix 5.

Appendix 4
Setting Pass Marks: from a ‘Cut Score’ to a Passing Standard

Background

Many standard-setting approaches provide a test committee only with a first pointer as to where the appropriate passing standard should be. The Angoff method and the various Borderline methods for example provide this as what is known as a ‘cut score’.

As to where the passing standard should lie in relation to the cut score depends upon the function of the test. A training programme entry test of knowledge might set a standard below the cut score, on the basis that factual information might be readily taught during the training programme. An ‘exit’ test of clinical skills at the end of specialist training might well set its passing standard considerably above the cut score to ensure inadequately competent doctors not being released on patients.

But by how much should one raise or lower the cut score to set the passing standard? Classical psychometric theory interprets a candidate’s score on a test (known as the ‘actual score’) as having two components – a ‘true score’ and ‘error’. Although we may know that a candidate’s actual score is above the pass mark, how can we be sure that his or her true score is above the pass mark? 

Although we can estimate the two components for the candidature as a whole from the test statistics, we can never for any individual know what his/her true score is. What we can do is to calculate the measurement error of the test. We can then say that for such-and-such an amount above the cut score there is a certain confidence that a candidate with an actual score above it has a true score above the cut score.

Customarily, psychometricians provide test committees with an estimate of measurement error to assist them in their task of setting the passing standard. Generally, this is the Standard Error of Measurement (SEm), and is often calculated from the test reliability statistic (eg Co-efficient Alpha) and the variance of the test: SEm = SD x √(1-α)  

	75% confident
	Add 1.15 SEms

	80% confident
	Add 1.28 SEms

	85% confident
	Add 1.44 SEms

	90% confident
	Add 1.64 SEms

	95% confident
	Add 1.96 SEms

	98% confident
	Add 2.33 SEms

	99% confident
	Add 2.58 SEms


An early paper by PMETB on setting standards in assessment stated that a high-stakes passing standard might be set one, two or three SEms above the cut score, to ensure that candidates were not being inappropriately passed. Whilst the use of one, two or three SEms added to a cut score may be customary, it has little logic beyond simplicity. It might be more logical to select some multiple of an SEm to achieve a desired level of certainty that candidates with actual scores just above the cut score would have a true score above it. 

The table alongside shows the number of SEms that require to be added to a cut score for a given level of certainty or confidence. (I’m grateful to Chris McManus for providing the spreadsheet to make these calculations.) “95% confident” may be interpreted as “confident regarding 19 out of 20 candidates” etc.

Beyond this, examiners’ informed estimates of pass-rates after seeing large numbers of candidates (viz: Hofstee data) may be used to confirm, modify or otherwise ‘triangulate’ these standards. 

Setting the right standard

The table below shows the data from the major 2010 CSA diets ‘modelled’ so as to offer a best prediction of pass-rates using any of the ‘confidence levels’ listed above added to the ‘cut-score’ from the borderline group standard-setting method.

The most important variables predicting differential outcomes in the CSA are a) the attempt, and b) whether the candidates are from UK medical schools or their primary medical degree was obtained elsewhere in the UK. 

Thus the key predictions made are for the UK graduates and the non-UK graduates, each by the attempt number (the top two bands in the table). The bottom band gives the aggregated predictions for the candidate group overall: on this occasion it was 32% non-UK graduates and 68% UK graduates, actually fairly typical: a different group composition would naturally have different outcomes predicted. 
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Cumulative Pass-rate Estimates at Different Confidence Levels
Modelled from the Jan-May 2010 Candidate Data

Confidence Level of Passing Standard Set
Candidate By N
Group attempt
75% | 80% | 85% | 90% | 95% | 98% | 99%

1 94% | 93% | 91% | 90% | 86% | 80% | 76% | 1564

2 99% | 99% | 98% | 98% | 96% | 94% | 90% 86
UK Graduates

3 100% | 100% | 100% | 100% | 97% | 94% | 90% 3

4 100% | 100% | 100% | 100% | 97% | 94% | 90% 1

1 42% | 39% | 36% | 31% | 25% | 19% | 16% | 493
Non-UK 2 72% | 69% | 66% | 60% | 52% | 41% | 36% | 206
Graduates 3 86% | 85% | 82% | 77% | e4% | s1% | 42% | 29

4 88% | 87% | 83% | 78% | 66% | 54% | 45% 19

1 81% | 80% | 78% | 76% | 71% | 66% | 62% | 2057
All Candidates
in Jan-May 2 94% | 92% | 91% | 88% | 8% | 79% | 75% | 292

0,

(Approx 68% 3 97% | 96% | 96% | 94% | 89% | 82% | 77% 32
were UKGs)

4 98% | 97% | 96% | 94% | 89% | 83% | 78% 20





When determining the standard for the September 2010 CSA diet, a standard of +2 SEms above the borderline group average was adopted: this is almost exactly the same as that of a 95% confidence interval.

Whilst a variety of considerations need to be borne in mind when setting an acceptable standard, the following are key:

· Defensible in terms of patient safety (confidence of the not yet competent candidate not passing the test)

· Credible in terms of the balance between the pass-rate of ‘core candidates’ (eg UK graduates) and other important candidate sub-groups: thus the test should not be so easy that all core candidates are seen to pass whilst others fail

· Acceptable to stakeholders in terms of the overall pass-rate nationally after the maximum number of permitted attempts

Richard Wakeford
Cambridge: 9th November 2010

Appendix 5 

The CSA from September 2010: FAQs and Popular Misconceptions
Introduction

The FAQs which follow are intended to provide information for those preparing for the CSA from the September 2010 examination onward, and the changes to the assessment that were introduced then.

Please note that no fundamental change has taken place to the nature of the CSA: cases are written, presented (by simulated patients) and marked by the same large group of carefully-trained examiners (all practising GPs) in exactly the same way as hitherto.

What is different, then?

Three things:

1. All 13 cases now contribute to the final mark. (Previously, only 12 of the cases counted, the thirteenth being a pilot case, under trial. Cases are now being piloted in a different way, outside the examination.)

2. Instead of an overall grade for the case being given, the three domains of performance are graded on each case: Data Gathering, Clinical Management and Interpersonal Skills. Each domain carries the same number of marks (0-3). This creates an overall numerical mark for the case (0-9). The marks for the 13 cases are summed (out of 117). The mark received by the candidate is therefore a mark out of 117 (not a percentage score).

3. The passing standard is set in a new way. The pass mark is created using the ‘borderline group’ method. This is based on calculating a ‘borderline CSA score’ for candidates at the border of passing and failing a case.  Known as a ‘cut score’, this is used as the basis for setting a passing standard with a statistical adjustment for measurement error. The standard is set for each day to take account of the differing case palettes.
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Who sets the passing standard?

A widely-constituted Adjudication Committee, convened by the College. This has broad representation with members representing and including:

· The College and the three components of the MRCGP

· GP Directors from the Deaneries

· AiTs

· Newly qualified GPs with MRCGP

· The BMA

· Lay Advisors

It is presented with detailed statistics on the diet of the CSA under review, together with the implications of setting specific passing standards. It discusses the options available to it in setting the passing standard for the examination and then – as the final paragraph in the Box states – the borderline CSA cut-score is adjusted by an agreed level calculated from the measurement error estimate (or SEm) to set the pass-mark.

Why does the pass mark vary day-on-day?

The borderline group method establishes the pass mark for the daily mix or ‘palette’ of cases. Whilst efforts are made to equate the difficulty of palettes across days, some variation in overall difficulty will still occur. The slightly different pass-marks reflect this and are a measure to reduce variability in difficulty from day to day.
How do you know that the examiners are using the new system competently?

The examiners have been trained to award ‘domain grades’ and have actually been marking using this system since the CSA started. It is only now that these grades are being factored into the decision-making process. The system (including examiners’ performance) has been carefully monitored and quality assured. 

The College is confident that the system is now more robust and accurate in its determinations than previously.

Why were these changes made?

There were three main reasons:

1. All stakeholders wished the CSA to maximize its reliability, within time and cost constraints. An examination based on 13 stations will be more reliable than one using 12 — hence the incorporation of the 13th station into the CSA proper.  

2. PMETB (now the GMC) wanted a standard-setting system which would pay more attention to candidates at the pass-fail borderline and urged the College to consider a system which was based on a borderline grading and standard-setting methodology.

3. The College felt that compensation across cases would be fairer to candidates, and that patient safety expectations demanded that performance on all three domains should be incorporated into a final mark.  It also wanted to use a standard-setting system which could accommodate small differences in daily ‘case palette’ difficulty, and produce a more equitable result for all candidates.

Is this a new approach to standard-setting?

No. It was first described in 1977 (Zieky MJ, Livingston SA (1977). Manual for setting standards on the Basic Skills Assessment Tests. Princeton New Jersey, Educational Testing Service). The borderline group method is a long-established means of standard setting in clinical examinations such as OSCEs and the CSA.  It is used by a number of medical schools and postgraduate examining bodies in the UK and elsewhere in the world, and by regulators such as the GMC (eg in the PLAB Part 2 examination). 

It is implemented in a variety of slightly different ways in practice, but its basic form is described in Downing SM, Haladyna TM (eds.) (2006). Handbook of Test Development. Mahwah, New Jersey: Lawrence Erlbaum Associates, p 250 and also in Downing SM, Tekian A, Yudkowsky R (2006). Procedures for establishing defensible absolute passing scores on performance examinations in health professions education. Teaching and Learning in Medicine; 18: 50–7.
What information are candidates given afterwards?

Candidates receive electronic notification of their results, via the ePortfolio. They get their overall score out of 117, and the passing score for that day. 

Candidates also receive feedback statements to guide them to appropriate areas on the web site towards enhancing their consulting performance. In the unfortunate case of a fail, we hope that these will be helpful for candidates’ development before they sit the exam again.

Why were the pass rates lower on the September 2010 CSA diet?

A substantial minority of the candidates failing on their first attempt appeared from the record to be at the very start of the ST3 year. A high failure rate from this group is not entirely unexpected and would distort the statistics.

Secondly, a substantial number of candidates taking the examination in September were taking it for the second or third time, and likely therefore to be weaker candidates.

Why might a candidate fail under the new system who could have passed under the old one?

The combination of the longer test and the new standard setting system makes the assessment more reliable and robust than previously, and thus more likely to identify generally good or generally unsatisfactory performance accurately. Candidates will now need to demonstrate competence in all three performance domains: consistent underperformance in any domain will lead to failure overall.

* * *

Some misconceptions ...

“The College is setting a pass mark of 92.3% or 12 out of 13 cases”. Facts: The new standard-setting system does not look at cases passed, see above. Expressed as a percentage, the pass mark (which varies slightly day on day) was between 64% and 66% of the maximum score possible.

“If I am an average candidate but am amongst a group of good candidates, then I will do worse and probably fail.” Not everything can be controlled in an assessment, but setting a daily borderline standard is will help counter such effects as far as possible.  The examiners mark each case to a previously agreed standard and are comparing candidates to this standard (criterion referencing) not to each other (peer referencing)

“The reason why so many are failing is because the UK culture do not like giving anyone nine out of nine marks.” Examiners do not give marks, they grade from clear fail, fail, pass through to clear pass. The computer turns these into numbers, 0-3 respectively and adds up a case score out of nine. In fact, 12% of all cases received maximum grades in September 2010, the proportion varying between cases.

* * *

Appendix 6
Why did the RCGP decide to apply an SEM
 of +2.0 to the September diet of the CSA and an SEM of +1.64 to the November diet?

The RCGP’s MRCGP Adjudication Committee now meets after each diet of the CSA to discuss and agree on the appropriate SEM to be applied.  At the meeting following the September diet the committee recommended an SEM of +2.0.  The committee took into account the composition of the cohort of candidates, its responsibility for patient safety and fairness to all candidates, so that only those at an appropriate level should pass.  At the meeting following the November diet the Committee recommended an SEM of +1.96 for the same reasons. However, the GMC subsequently advised us in December that, in taking account of a range of confidence levels, it would be appropriate to apply an SEM within the range of +1.44 to +1.64.  Therefore, an SEM of +1.64 was applied as a compromise as this was the closest to the RCGP’s preferred standard that is currently allowable by the GMC.

The GMC has written to the RCGP to confirm that the College was entitled to set the standard that it did for the September diet, and that the results of that diet are valid.

Appendix 7 (a)

Relationship between the three components of the MRCGP

It has been suggested that because the CSA is one of a tripos of assessments it is not necessary to mark it to such a high standard or, similarly, that competent performance in the AKT and/or WPBA should mitigate poor or borderline performance in the CSA.  The RCGP does not agree with either of these suggestions. WPBA does not have the psychometric precision to accurately or independently identify borderline candidates, although it is able to provide supportive evidence in this capacity. This key function must therefore be devolved to the summative AKT and CSA examinations. Because AKT and CSA test in different areas of the blueprint, borderline candidates identified by one cannot be assumed as being the same cohort as would be identified by the other. Because of this predicted lack of mutuality, it is important that we have a high degree of confidence in the reliability of both examinations. Higher reliability in one cannot compensate for lower reliability in the other..  While there are overlaps between all three assessments there are areas of practice best tested by the different components, and so confidence in the standard of the CSA is also important to ensure that that professional judgement in clinical situations has been reliably tested.  

It is important to remember that the MRCGP is a licensing examination which will, when combined with three-years of appropriate training, allow a newly-qualified GP to practice entirely unsupervised anywhere with the NHS.  It is our responsibly to patients, as well as to young doctors themselves, to ensure that only those who can provide adequate evidence that they are competent and fit to practice receive that licence.

More information can be found in the paper ‘Why it matters that we have a high level of confidence with the CSA when it is just one part of a tripos’’, written by Dr Amar Rughani, which is attached as appendix 7 (b).

Appendix 7 (b) 

Why it matters that we have a high level of confidence with the CSA when it is just one part of a tripos.

1. Blueprinting

i. The MRCGP is a licensing examination which is by definition ‘ high-stakes’ in that those who pass will be licensed to practice medicine in an unsupervised capacity. Patient safety is therefore paramount and given that assessment is an imperfect science, the treatment of the measurable error must act in favour of patients rather than doctors. Specifically, we must be more confident that doctors who pass are safe to practice than that doctors who fail are unsafe.

ii. This aim is achieved not by one examination component in isolation, but by all three components of the MRCGP acting in a mutually complementary and supportive capacity, much like the three legs of a stool. The relationship between the three components is governed by blueprinting the assessments to the GP curriculum in a process that illustrates why all three components are essential to assuring fitness to practice.

iii. In this process, the blueprint identifies the areas of professional competence in which each component is capable of testing, the areas in which each component provides the most significant evidence of performance, and the areas in which the doctor's performance is corroborated by two or more components.
iv. It is important to remember that this short paper sets out the need for CSA and therefore does not attempt to justify the vital part that AKT and WPBA have to play in providing a global assessment of the doctor's performance. No one component is more important than another
v. CSA is designed as an OSCE examination with standardised stations. This type of examination requires appropriately trained and monitored assessors, quantitative psychometrics and robust standard-setting procedures. The result is an examination of high reliability that can ably withstand attempts to falsify its results. This allows powerful inferences to be drawn.

vi. The range of competencies that CSA can assess is broader than AKT and has more in common with WPBA, with which it will now be compared. 

vii. If CSA either did not exist, or there was insufficient confidence to draw inferences from its results, we could not place entire reliance upon WPBA as a suitable alternative from which to make licensing decisions. The reasons are as follows 

viii. WPBA provides a non-standardised but continuous test of performance over the entire training period. It provides the opportunity to identify significant underperformance at an early and remediable stage of training as well as confirming that in broad terms, competence has been achieved at the time of licensing and in broad terms, the contextual areas of the curriculum have been covered. 

A picture of the trainee’s performance is built up over time, using a variety of perspectives from a range of assessors who are workplace colleagues.  These skilful assessors use their global judgement, rather than being trained to specific marking schedules. This is appropriate because the methodology of performance assessment is different to traditional examinations and reflects the different contribution that WPBA makes to the MRCGP. 

This methodology recognises that workplace colleagues, unlike CSA examiners, may be more reluctant than examiners to give ‘failing’ grades by virtue of knowing the candidate personally. Additionally, WPBA does not have the same degree of psychometric precision to accurately or independently identify borderline candidates, although it is able to provide supportive evidence in this capacity. This key function must therefore be devolved to the summative AKT and CSA examinations. 
Because AKT and CSA test in different areas of the blueprint, borderline candidates identified by one cannot be assumed as being the same cohort as would be identified by the other. Because of this predicted lack of mutuality, it is important that we have a high degree of confidence in the reliability of both examinations. Higher reliability in one cannot compensate for lower reliability in the other.

ix. In short, WPBA provides a broad but less focused and reliable continuous assessment of performance, whereas CSA provides highly reliable diagnostic assays in very specific clinical contexts that are cumulatively capable of identifying borderline candidates... Both approaches are needed to assure the public of the doctor’s fitness to practice and neither test is a substitute for the other.

2. Minimising risk through adequate testing

i. The areas of competence that CSA tests include those that are most important for safe clinical practice, namely clinical diagnostic and management skills.

ii. The AKT can test the knowledge base, but is less able to probe the process of clinical judgment.

iii. WPBA looks iteratively at such judgments, but because the situations in which judgments occur are not standardised, the clinical judgment of trainees is not compared to an agreed external standard as happens in CSA.

iv. We therefore rely upon a well-performing CSA test to assure ourselves and the public that professional judgment in clinical situations has been reliably tested.

3. Drawing appropriate inferences

i. If there is insufficient confidence in the results of CSA, the inferences that could be drawn will also be compromised perhaps to the degree that these inferences may not be valid.

ii. The first such inference is the pass/fail standard of the test. As mentioned previously, this will have implications for the degrees of confidence we can have that those who pass the CSA have done so appropriately. 

iii. Because the test is held to be reliable, an inference is drawn in WPBA that the competence base in clinical skills and interpersonal skills within the consultation is either sound or is not sound, depending upon whether the trainee has passed or failed the CSA. This has implications for how the trainee’s portfolio is assessed and the inference is legitimate only in so far as we can have confidence in the CSA results.

iv. More broadly, the results of individual and comparative performance of cohorts of candidates in CSA lead to inferences on the relative performance of particular candidate groups and the quality of medical education being provided in the UK deaneries. From these inferences, candidates such as International Medical Graduates may face closer scrutiny and investigation with professional, social and political consequences. Similarly, educational programmes will be scrutinised and potentially modified on the basis of summative feedback.

v. If confidence in CSA was in question, the inferences and therefore the actions leading from these inferences may be inappropriate and potentially damaging.

vi. The performance of CSA and the standard it sets for its own component, itself contributes to the development of a national standard for the MRCGP. This national licensing standard may therefore be insecure if we cannot rely upon the CSA-specific standard.

vii. Inferences from the performance of CSA are also influential in determining both the further development of the component itself and the developmental needs of the entire licensing examination. 

viii. The performance of examinations has internal consequences for the GP specialty but increasingly, the assessment systems of other specialties are influenced by each other. A lack of confidence in CSA, which is the largest-scale examination of its type in the UK, may have detrimental implications for specialty-wide assessment.

Dr Amar Rughani

RCGP Blueprinting Lead

December 2010

Appendix 8
External Review Report nMRCGP (Extract)
Dr Neil Munro

Medical Director of Assessment

Confidential
In broad terms the reviewers (Professor Geoff Norman, Professor Cees van der Vleuten and Professor Chris McManus) see the RCGP as at the forefront of licensing tests. They describe nMRCGP as being ‘state-of-the art’ in assessment terms and ‘in the front line of approaches to specialty certification worldwide’. I found no particular surprises in their findings and see their suggestions as both positive and helpful to the RCGP.

As a group they do make a number of recommendations for all components of nMRCGP. Most comments relate to standard setting and quality assurance in the CSA and WPBA as well the actual assessment tools employed within the workplace. These are being considered in detail by the relevant operations groups.

Of immediate relevance is standard setting processes for the CSA. The shared view is that some form of limited ‘flexibility’ should be employed either broadly or focused around the cut score arising from n2p (number of cases needed to pass). There is some debate as to whether compensation can truly be applied in a licensing test. A number of methods are proposed – all of which have advantages and disadvantages. My intention, subject to agreement of our psychometricians and the Chair of Assessment, is to model appropriate methods on the forthcoming cohort and adapt existing mechanisms in light of the outcome of that consideration.

I append the key recommendations made by the three reviewers below

 RECOMMENDATIONS
Reviewer 1
1) Serious consideration should be given to use of a compensatory approach to standard-setting in the CSA. Statistical modelling should be used to ensure comparable standards to current norms

2) The WPBA currently uses a large number of tools. Intensive psychometric effort should continue to ensure that these tools merit the effort invested in them. In particular, the PSQ may well not be worth the investment

3) The CBD should be used with more than the current recommendation of 2 cases (unless this is intended only for formative purposes and will be repeated on multiple occasions)

4) The process as described, particularly the WPBA procedures, will require continued research and quality assurance to ensure that these are performing as required (also recommended by Chris McManus). 

Reviewer 2
Overall comment

The major difference with the former MRCGP exam is the replacement of the oral component by additional work-based assessments. For licensing purposes the use of the AKT and CSA are conventional and valid assessment methodologies. The rigour of work-based assessment technologies for high stakes decision-making needs yet to be proven. In a recent report on the assessment methodologies used in the Foundation years in the UK (reference to Tooke report) it was found that the work-based assessment poorly discriminated between trainees. A recommendation was made to add additional standardised assessment to the assessment programme. The renewed programme of assessment of the RCGP may run a similar risk. It is reassuring that some of the conventional assessments has not been entirely replaced by in-training work-based assessment. Your implementation of all these assessment methods has been done with the greatest of care and reflects the state of the art in assessment. Additional validation and scientific study are in order to shed light on the above concerns. We hope that the tradition of the RCGP to engage in research will maintain.

Reviewer 3
1/ In an ideal world there …. all cases in the CSA should be recorded, for legal reasons related to appeals, for training purposes, and for quality assessment.
2/ I would describe the CSA standard as 'implicitly criterion-referenced'. In some ways it is similar to a separate group of standard setters saying in advance what is required of a particular case and another group of assessors marking to that standard. It uses professional judgement in the context of the detailed particulars of an individual case, and it is arrived at through consensus. I would regard that as satisfactory.
3/ What is lacking from any analysis of reliability is the extent to which a different assessor would have given the same or a different mark to the particular candidate in the particular case ……fourth assessor on some cases, with that fourth assessor rotating around the other three assessors for that case, and making their own independent judgements which can be correlated with those of the other assessors..
Prepared by Neil Munro 27/1/08
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Appendix 10 

2009 MRCGP Data: Candidates on First Attempt

AKT and CSA scores by UK vs non-UK graduates
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Appendix 11
GMC’s supplementary advice to Tomorrow’s Doctors (2009) – advice for medical schools: February 2011

Further new advice on Assessment in undergraduate medical education sets out the different methods a medical school could use to assess medical students and gives advice on setting standards and marking examinations: “Assessment in undergraduate medical education: Advice supplementary to Tomorrow’s Doctors (2009)”.

Although this document is concerned solely with assessment in undergraduate medical education the following sections provide some useful information about how the RCGP complies with the GMC’s advice.  

And paragraph 75 below acknowledges that certain groups of candidates perform less well in assessments where communication skills are important. 

The following sections seem to be the most helpful:

Tools for Skills Testing:

Para 75

While it is important not to stereotype, some groups of minority ethnic students/trainees, and also male students/trainees, appear in general to perform less strongly than other groups in relation to interactional skills and self-presentation. There may be subtle culturally-specific communicative norms followed in some examinations which do not reflect the ethnically and linguistically diverse population of the UK. This is worth bearing in mind when considering how students may differ in their need for preparation for summative assessments and therefore the extent of the formative assessments provided for them.

Standard setting:

Para 112

Medical schools should not employ fixed pass marks – that is, pass marks which are the same every year – since these do not reflect variations in the difficulty of examinations over time and therefore could result in individuals of identical ability passing in one year and failing in another. The schools should have processes to establish that standards are stable over time.

Para 118

GMC – standard setting in PLAB:   For the Part 2 OSCE, the GMC regarded the borderline group scoring method as the most appropriate method of standard setting.

Marking and marking decisions: 

Para 120

Clear protocols and transparent arrangements are helpful in achieving the following.

(a) Reaching consistent, evidence-based and defensible decisions about individual students. It may not be possible to take a purely quantitative or automatic approach: expert judgments, exercised in an accountable and consistent manner, may also be necessary. 

(b) Identifying borderline candidates, for example by using Standard Error of Measurement (SEM) criteria and covering candidates on both sides of the pass mark in exactly the same way.

Link to full document: http://www.gmc-uk.org/education/undergraduate/8889.asp 

Appendix 12
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15 FEBRUARY 2011
NCAS calls for better support for doctors qualifying outside the UK

Statistics released today by the National Clinical Assessment Service (NCAS) show that doctors qualifying outside the UK are more likely to be referred to NCAS or be excluded or suspended from work than UK medical graduates.

NCAS is calling on the NHS to strengthen induction and support systems for international medical graduates so that levels of concern about professional practice can be reduced.

Professor Alastair Scotland, Director of NCAS, said:  “We are not generalising. Most doctors from outside the UK do excellent work for the NHS and the service depends a great deal on them and the skills they bring.  But these statistics show clearly that there is a greater likelihood of concerns being raised in some groups than others”.

Rates of concern are higher amongst doctors who qualified elsewhere in the European Economic Area as well as outside Europe, with the highest rates seen amongst non-white doctors. However, NCAS attributes these differences to place of qualification and training factors at undergraduate level rather than to ethnicity.  Levels of concern amongst doctors qualifying in the UK do not differ between white and non-white groups. 

The analyses also show a strong association between concerns about professional practice and the gender and age of doctors being referred.
Approximately 5,600 NCAS referrals were examined altogether, including 900 in the most recent year, 2009/10.  The latest year’s figures show patterns very close to those reported in earlier years, reinforcing the picture being presented.

Professor Alastair Scotland, Director of NCAS, added: “NCAS is in a unique position to hold up a mirror to the NHS and show patterns which might not be apparent to individual trusts or GP practices. We consistently find higher levels of concern in older age groups, which might be telling us something about the educational needs of doctors at the later stages of their careers.  We also find fewer concerns amongst women at all ages. The reasons for that are less clear and it is therefore important we see more research in that area. 

"There has been a great deal of discussion in recent years about the influence of ethnicity and place of qualification on concerns about professional practice.   NCAS' statistics have shown consistently that place of primary qualification has a more powerful influence on referral to our services.   We believe this consistent picture should help colleagues within health services focus their work on induction and staff development to greatest effect”.

Today’s report, Concerns about professional practice and associations with age, gender, place of qualification and ethnicity – 2009/10, can be found at www.ncas.nhs.uk/publications/statistics. 
Ends
 

 

Notes to editors
 

1.   NCAS provides general and specialist advice to help organisations address concerns about the practice of individual dentists, doctors or pharmacists or, in some cases, of practice teams. NCAS also undertakes formal assessment of practitioners. 

2.   NCAS is currently a division of the National Patient Safety Agency (NPSA). In July 2010, the Department of Health published its review of Arm’s Length Bodies – Liberating the NHS: Report of the arms-length bodies review. Although the report announced abolition of NPSA, it did stipulate that NCAS functions are to continue. NCAS services will continue to remain free to NHS organisations until the service becomes self funding – expected within two-three years.

3.   Certain statistics produced by NPSA and NCAS are designated ‘official’ (by the Official Statistics Order 2009 – SI2001 no 753). This report is one of three NCAS official statistics products and NCAS was guided in its production by the requirements of the Code of Practice for Official Statistics published in 2009 by the UK Statistics Authority. For more information about the current report or other NCAS statistics, contact the Information and Knowledge Management Team on 0207 062 1655.

4.  For other information about this press release, please contact Simon Morgan, Senior Communications Manager, on 0207 062 1631/07500 224240 or e-mail simon.morgan@ncas.npsa.nhs.uk 
� Objective Structured Clinical Examination (OSCE), MRCP(UK) Part 2 Clinical Examination (PACES), Mini Clinical Evaluation Exercise (Mini-CEX), Directly Observed Procedural Skills (DOPs).


� Wakeford R, Farooqi A, Rashid A, Southgate L. Does the MRCGP discriminate against Asian doctors? BMJ 1992;305:92°©4.





�The addition of a number of Standard errors of measurement is a system of adjusting the pass mark marginally to to give an acceptable level of confidence  that a borderline candidate who is below the standard deemed acceptable  for independent practice will not pass. .








