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  The Yorkshire MRCGP Prep Course facilitator’s handbook – the orals

ExaminEr Preparation for the Orals
(adapted from the RCGP’s Guidance for Oral Examiners)
One of the problems in conducting oral exams at the level of the MRCGP is that there is little direct guidance available from the scientific literature as to how to do it well or better.   There are many issues here: attempting to deliver a fair examination is a key one, "blueprinting" an oral examination so as to achieve this is another. 
"BLUEPRINTING"

From the psychometric point of view it is vital that five topics are covered in each oral examination.  This is partly because of what is termed the "high case specificity of performance" (i.e. people are good at some things and bad at others — your job is to take a reasonable sample and assess the balance). Also, because examiners vary somewhat in their classification of question "areas of competence" (one's "professional values" may be another's "personal and professional growth"), we need you to cover what you define as all three areas of competence and four contexts in each oral. On the preparatory course (pending time) you’ll probably want to ask each candidate 3-4 questions per examining pair. Nevertheless the implication of this is for substantial oral pre-planning and blueprinting.

The notion of blueprinting the oral is an important one. Each oral comprises a number of "items" (or, as we call them, topics). By picking a sample of items whose position on three conceptual dimensions is selected by the examiner, we produce a controlled oral examination which contains what approximates to a representative sample of the total "population" of possible items. The three dimensions are the list of all content or subject-area topics, the three areas of competence identified by the panel of examiners, and the four contexts in which the topics are to be discussed. Each oral has to cover each area and each context, not all possible combinations.
THE AIM AND FUNCTION OF THE ORALS IN THE MRCGP

The aim of the orals is TO EXPLORE CANDIDATES' DECISION-MAKING SKILLS IN GENERAL PRACTICE: the extent to which, when confronted by a problem, issue or dilemma, they can see a variety of options or strategies, evaluate the implications, advantages and disadvantages of each, and reach a defensible decision, coherent with other decisions about other problems, issues and dilemmas presented to them.

The THREE areas of competence in which these skills are to be tested in the orals are limited to the following:

1. Communication:

· Principles of verbal and non-verbal communication, generally Consultation models

· Effective information transfer; motivation

· Empathy; listening

2.Professional values:

· Moral and ethical principles

· Patient autonomy

· Medico-legal issues

· Flexibility & tolerance

· Implications of styles of practice Roles of health professionals Cultural & social factors

3.Personal and professional growth:

· Continuing professional development, Self-appraisal and evaluation

· Stress awareness and management; burnout Change and change management

The FOUR contexts in which the topics are to be discussed are:

1. The care of patients
2. Working with colleagues (PHCT and others beyond)

3. Society as a whole: its expectations and the GP's role

4. Taking personal responsibility (for care, decisions, outcomes) 
PREPARING YOUR QUESTIONS
You might find the question card on the next page helpful when devising you questions.  An electronic copy is available; for a copy, email ramesh@theflumps.net.  Before coming to the course, please have with you 30 prepared questions.  You will find some sample questions at the end of this section.  
A sample of some popular domains tested in the orals include:
· Abortion 
· Breaking Bad News

· Burnout -  prevention, coping with own anger, stress and fatigue

· Complaints procedure

· Consent - age to consent for treatment (children), justification of sectioning, treatment without consent
· Confidentiality

· Consultation models, consultation structure and length, the consultation process (verbal/non verbal cues)

· Counselling in General Practice
· Difficult Patients & Dysfunctional Consultations
· The Doctor-Patient relationship

· Educational needs
· Euthanasia/Life Prolonging Rx/Advanced Directives

· Genetical Manipulation – ethics

· Gifts – accept or not?
· The Pharmaceutical industry
· Prenatal Screening 
· Personal & Professional Development: self awareness: insight, reflective learning, ‘the doctor as a person’; Commitment to maintaining standards: personal and professional growth, continuing medical education
· Rationing

· Referral rates
· Self Inflicted Illnesses (e.g. smoking, alcohol, drugs) – views on treatment

· Sick Doctors/ Addicted Doctors/Alcohol

· Teamwork/Belbin theory

· Terminal Care (Death & Dying)
· The Underperforming Dr
· Transcultural Medicine, Ethnicity & Diversity
· Whistle blowing
You don’t have to stick to these topics.   Questions tested in the orals are nearly always based on real life general practice.   Have you come across a situation at work recently that might be reformulated into a good question for the orals?  Can you remember any striking cases?  For example, recently our practice took over from a retired single handed GP.  One might devise the following question: “What are the pros and cons of single handed practices compared to group practices?”  A subsequent question might be “Do you think they should all be taken over then?”  Get the idea?
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HOW TO USE THIS CARD

· On your card, note the precise way in which each initial question is to be phrased. Note also the follow-on questions which you are going use to tighten or slacken the topic, to cater for varying candidate ability; record indications for' "0", "E", "G", etc.

· Review your question:

· Is it in the right "box"?

· Is the opening stem brief and clear? (Especially important for candidates from different backgrounds and/or for whom English is not their mother tongue)

· Are pass/borderline/fail criteria clear and appropriate?  Do they fit with the grade descriptors?

· How can the question be tightened to O/E level?  How low can it discriminate?

· How well does it address decision-making and professional judgement?  (Most important!) 
· You may wish to make a second copy of the completed card to help your co-examiner see exactly what you're getting at and to understand your grading
YOUR TASKS AS EXAMINER
Remember:

· The aim of the orals is to test candidates' decision-making skills in defined areas

· Within each 20-minute oral, examiners' topics (i.e. between a pair of examiners) should cover three "areas of competence" (communication, professional values, and personal and professional growth) within four "contexts" - the care of patients, specifically; working with colleagues (PHCT and others beyond); society as a whole; and taking personal responsibility (for care, decisions, outcomes)

· The college advises its examiners to ask each in a consistent fashion among its candidates; the initial question being asked in a standard form.   On the preparatory course, we’re not too hung up about this.  Some of you may be new and may want to reword your question pending the quality of the responses from candidates.  However, supplementary questions should be available (again, in standard form) which address basic, high level or low level attributes, so that you can make the most precise judgment possible.   
· In order to conduct fair orals, you should be mindful of difficulties posed by particular candidates (eg candidate with a speech problem, ethnic minority candidate, non-native English speaker). In particular - and for all candidates - the intention/s of questions always needs to be made explicit. You, as an examiner, should not change discourse mode (eg from professional to personal) when faced with a challenging candidate
Tasks:
1. Bring to the orals at least thirty prepared questions, with follow-up questions, each to be asked in a standard form;

2. Cover to a markable level three-four-five topics per 20 minute oral (depends on time)
3. By appropriate planning, in a 20 min oral, try to include adequate exploration of a candidate’s DECISION-MAKING SKILLS in all of the three Areas of Competence and four Contexts
4. Explore the candidate's approach to practice—searching for coherence, rationality and consistency;

5. Ebtain justification of reported behaviours, approaches, opinions and attitudes;

6. Grade the candidate on each topic (and record this, together with appropriate comments);

7. At the end of the 20 minutes, you need to:

a) to make an overall judgement
b) to record the appropriate letter grade
c) and to comment in writing about the candidate's overall performance, especially providing feedback for weaker candidates; 
d) To conduct the whole with friendliness, decorum and informality (mindful also of equal opportunity considerations);

8. Complete the paperwork carefully and comprehensively (by comprehensive, I mean using the descriptor sheets)
TROUBLESHOOTING - PROBLEMS IN RUNNING ORALS

There are two sorts of problems in conducting orals: those you may recognise and those you don't. 
Problems you may recognise:

1. A dysfunctional start to the oral

2. Covering the ground fast enough

3. The problem candidate (eg slow, slow-witted, garrulous)

4. Being led where the candidate wants to go, not where you do

5. Being given lots of facts (perfectly relevant ones) by the candidate, often about their own/training practice

6. Your co-examiner taking too long on a topic (it's always the co-examiner!)

7. Communication difficulties with groups of candidates (eg those for whom English is not their mother tongue, people from ethnic minorities)

8. A dysfunctional end to the oral

9. Disagreeing with your co-examiner about the grade

Problems you may not be aware of:
1. First impressions are likely to be overly influential on your final judgment; the appearance of a candidate will influence you (un/attractiveness, particularly)

2. The contrast with previous examinees may affect your judgment (after two disastrous ones, a moderate candidate may seem wonderful) 
3. You are likely to treat people like you preferentially (like you = sort of person, values, etc), also people whom you like (as oppose to dislike) 
4. You may find yourself being especially critical of faults which you know you have, when you spot them in others
It is necessary, in an examination, to make one-dimensional judgments of people (e.g. "good"); in practice, of course, most candidates will combine good and bad aspects
STRATEGIES – how to minimise problems
A) PLANNING THE ORAL
· Plan each oral in advance in an attempt to give a good sample of topics to each examinee, regardless of what may transpire to be his/her quality. It follows that each oral question used by an examiner needs to be developed so that it can be used to test at all levels of candidate ability.

· Consider writing your question in the Question Grid template displayed above (page 5 ) and classify them by question area and context; this facilitates planning, and allows you to take effective evasive action when things don't go to plan

· Share your questions with other examiners on our course. Discuss your grading strategy (e.g. what would constitute a minimal passing response from a candidate) and see what they think.
· Always have available a short-stem emergency question for use when things go wrong, when your co-examiner finishes before you've thought about your next question, etc

B) STARTING THE ORAL

Despite this being a mock oral examination candidates may still feel unsettled.  So in order to maintain the exam's reputation for courteousness, we recommend that you still greet candidates, shake their hands, invite them to remove jacket etc as appropriate.  If appropriate, even consider an invitation for an initial comment about how they are feeling or overt worries and try to settle anything unfounded before commencing questioning.  This may seem trivial and/or obvious but not everyone does it and it's important and really very effective.
C) QUESTIONING ON INDIVIDUAL TOPICS

· Introduce each topic and indicate its area (eg "I want to ask you about how we explain things to patients, and we'll take diabetes as an example"). Using plain English like this is probably better than saying the name of the area: ok, so "communication" is probably alright, but "personal and professional growth" is baffling unless you know the code.

· Remember that the focus of the orals is to test candidates' decision-making skills
· No more than 4 minutes per topic; so

· Go in deep quickly, use short question stems (no scenarios longer than a sentence), and make frequent use of the question "Why?" If you find a question is taking too long, think what you're "really getting at" with it, and go straight there.

· Use the first, main question (possibly accompanied by brief additional questions such as Why) as a form of triage. Decide which of your follow-on questions you're going to opt for (high, basic, or low level attributes) and then question further towards making your final judgment on the candidate about performance on the topic.

· Avoid factual and unmarkable questions. There are two issues here:

1. "Factual knowledge" about GP/medicine has been comprehensively and reliably tested within the written papers. Trust them!  In any case, you really cannot reliably test knowledge in an oral, so use it for the things that it does best, even if you're worried about factual knowledge. If you're right, there'll be low written paper marks.

2. Questions which result in a different sort of factual information, i.e. information about a candidate's practice, are producing what is known as "unmarkable stuff" and should be dropped or modified, and rapidly followed by a re-direction.

· A few examiners have in the past made use of what we term "props" - letters, pictures, ECG traces, etc. We frankly don't think that their use is helpful, and believe from experience that they waste time and add nothing.  Please don't use them.

· Think how your questions are likely to be interpreted (especially by candidates from other cultures).

· Ask questions in the kind of discourse that you want their answers to be in (institutional, professional, personal)

· Be explicit, say how you expect the question to be answered

· Remember that some candidates may be unused to argumentation with those senior to them. Make it clear that this is ok here!

· Remember that you are the examiner and are in charge (it's not a consultation!). You must in particular take overt control when faced by a problem candidate (see below) or time problems. Also, note that the longer candidates can prevaricate, spout facts, natter about incontestable matters or their journey to the exam, the more they deflect the examiner from her/his task. So take control from the start, and do not nod and smile if you are really dissatisfied.

· There are of course frequently no clear-cut right and wrong answers in general practice.  Because of this, you may find it helpful to use an explicit model when presenting a question of choice (eg what are the options open to you now?   What are the implications of each?   What would you decide and why?)

· In any case, ask about justification of decisions and opinions (eg "Why?"). The written papers have looked at reading, of course, but this does not preclude your occasionally asking questions of the form "What papers have you read recently to support that view?"

· Think about strategies when the candidate gives an unimpressive response:

· Do not lower your discourse level

· Be explicit about what kind of response you want – metacommunicate and frame more - and do not convey dissatisfaction indirectly, eg via intonation

· Do not assume pauses or hesitancy are necessarily markers of incompetence. And do not ask more questions, more quickly!

· When you can give a grade, do so—and finish. Don't feel you've got to use, up your time. It is better that more areas should be covered in the oral.

· Concentrate upon the S/B/N decision for each topic. Remember that, depending of course on you co-examiners' decisions, someone who you think has not justified a passing grade needs to be given N or below.
D) AVOIDING AND DEALING WITH PROBLEMS

Transcultural Isues

· Examine candidates from other cultures sensitively, bearing in mind the need to offer equal opportunities to all. Because of the difficulty that it can cause to such candidates, quasi-role play (e.g. "Show me how you might tell her the bad news, what sort of words would you use?") are best avoided (for all candidates).

· "Hybrid discourse is dangerous" we are told, and can be particularly confusing in transcultural encounters (see paper in the BMJ).  So keep the nature of the discourse about a topic consistent.   Much of your questioning will use institutional discourse. Just because, for example, a candidate doesn't immediately respond to the question "What does "patient-centredness" mean to you?", don't change down the discourse level to talk about experience with a particular patient, even though this may be meant helpfully.  Stick with your intention, explain and rephrase.

Types of Candidates

Recognise candidate types (eg slow, timid, garrulous, overbearing/bulldozing, etc) and have strategies planned for each.  Some tips: 
· Slow candidates: Cut short, ask for lists, do not ask philosophical questions, and maybe gently ask them to speed up.

· Garrulous candidates: You have to listen extra carefully to hear the message; slow them down; ask for clarification; use body language to control or interrupt.

· Timid or anxious candidates: Handle gently to start with and go for depth without obvious pressurization (iron fist in velvet glove).

· Overbearing/Bulldozing candidate: "Why?" questions are helpful, as are: give me some alternatives, yes but tell me what you would do, give me two disadvantages of that.

Poor Candidates

· Beware that a very poor candidate may, by coming up with an unexpected bit of apparently medical knowledge, make you think they aren't so awful.  They are!

· When trying to encourage a poor candidate, avoid using value judgment words (eg "good") which could be interpreted as meaning that the candidate was going to get a good grade. Rather, use non-verbal encouragement.

Problems with Your Co-Examiner

· Arrange a code with your co-examiner for if he/she over-runs.  Kicking is good.

E) GRADING ("MARKING") THE TOPIC

· Grade the topic immediately it is finished. Don't wait until the end of the oral.  Use the current list of grades and descriptions, copy attached (pages 17 & 18).  Be clear about the S/B/N decision.

· The candidate has to earn a pass by giving the examiners what they are looking for. Just "not saying anything awful" is insufficient for a pass!

· Use questions regularly for calibration purposes. Design your subsidiary questions so that your record card records characteristics of answers at each of the levels.

· If you are giving a high-ish (or low-ish) grade, think, what would the candidate have to have done better (or worse) to get an even better grade. (We find that in this way, examiners may extend their use of the marking scale.)

F) ENDING THE ORAL; THE OVERALL GRADE

· When the bell goes, let the candidate finish his/her sentence before saying that will be all, thank you. Sometimes examiners can seem quite abrupt in stopping candidates at the bell.

· Review your list of grades given to each topic. Refer to the list of grades and descriptions: which fits the candidate best?

· When considering your overall grade, review the list of "hidden problems" (above). Would these on balance be tending to push your mark inappropriately high or low?

· When giving the overall grade, other things being equal, make this the average grade of those which you have given to the individual topics. 5 G's don't make an O (outstanding)!

· Beware of the common experience of feeling that the candidate was "getting better towards the end", and thus raising a mark. This is more likely to reflect true variations in candidate ability amongst the topics discussed than "getting to the candidates' true ability".

· We want two independent judgments, so don't let your co-examiner browbeat you into changing your grade. Unless it transpires that you have slept through

· Some catastrophic or brilliant answer, maintain your judgment!

· At the end of the oral, note on the marking sheet any comments for possible feedback to the candidate. Hopefully, most of these will be catered for by our coding system (page 18). Mark any of these which apply, and write any further comments down in longhand in the space provided; include some positive recommendations, if you can.  Please write down comments on the form about a failing candidate's performance—preferably with concrete examples—in such a form as they can be transmitted verbatim to the candidate. Use the coded comments, but limit these to four to avoid overload. And include some positive recommendations.

GENERAL ADVICE


· Try to recognise what your fellow examiners do well (and badly). Learn from this.

· Don't be afraid to experiment with new techniques and questions but preferably only one experiment per oral!

· Remember to be clear about the focus of your questions, and what constitute excellent, good, etc, and - especially - passing and failing responses. Determining the S/B/N decision for each question is the challenge.

SAMPLE QUESTIONS illustrating which domains might be under test
How can we ensure that patient’s abnormal results are acted upon?  

Communication/Care of patients

You suspect your 13-year-old patient has been sexually abused.  How might you proceed?  

Professional values/Personal responsibility

The NHS net will give GPs access to huge amounts of information; how can we avoid being overwhelmed?  
Personal and professional growth/Care of patients

What would you do if you suspected your partner was suffering from burnout?
Professional Values/Working with colleagues

How would you respond to being given an expensive present by a patient's husband?
Professional Values/Personal Responsibility

What would you do if a patient asked you to exclude her pregnancy termination history from her insurance report?  Where do your loyalties lie?
Personal responsibility/Professional Values/Communication

How would you respond to a patient bringing a printout from a website about alternative treatments for his lymphoma?
Communication/Care of Patients

Sample Questions and supplementary follow up questions
A patient offers you a gift of £10 to thank you for caring for them during a recent illness.

· How would you respond?

· What are the potential problems that may arise?

· If you decline their gift because you feel uncomfortable with the way in which it may affect the doctor-patient relationship, what might happen?

· If you refused based on monetary terms would you accept chocolates instead?

Notes: the wider issues – partners, practice, ethics, future consultations
What do you understand by the term ‘principle of double effect’ when it comes to morphine administration in palliative care

· How would you explain this to a dying patient’s relatives?

· What implications does administering diamorphine carry for you as a doctor? 

Consequently, the family refuse to allow any medical practitioner or nurse to administer diamorphine to their distressed and dying father who is now incompetent of making any decision  about his own care. 

· How would you deal with this?

· How is this different form euthanasia?

Notes: Double Effect: This is where a lethal dose of morphine may be inadvertently administered through attempts to alleviate patient’s agitation/pain in palliative care.  
How do you learn day to day in practice?
· Why is a PDP useful?

· What would you put in your PDP?

There is a complaint following a significant event at your practice. You are the subject of this complaint. 

· Would you put this information in your PDP? 

· Why?

· What are the possible benefits and problems with adding this to your PDP?

Would you add minor event to the PDP?

· If not, how is this different to adding a significant event?

· Investigation of significant event – what would you do?

You are delegated by your partners to talk to a member of staff who is the subject of a patient complaint. 
· How would you go about this?

· Who would you involve?

· One to one? Is this potentially threatening?

Notes: Think about what options you have?; Practice meeting first?, One to one with representative/witness?; How formal does this need to be?; Are you planning on issuing a written warning?
Another doctor at your practice asks you for an antibiotic prescription in a practice meeting.

· What would you do?

· If you refuse/agree – why?

· You refuse and he/she says there is no time – going on holiday tomorrow and he is not registered with a practice- what now?

Notes: Professional values/ GMC guidelines to Good Medical Practice; Care of patient primary concern; Encourage to see own GP?; Concern for colleague- fitness to practice?; Do you need to discuss this outside of the meeting?; Why ask you?
A 55 yr old smoker has come to you after the surgeon to whom you referred him with peripheral vascular disease has refused to operate.

· What would you do?

· The surgeon has written to you stating that recent evidence points to increased morbidity/mortality and failure rate in smokers. He has a budget and must ration his treatments. What next?

· You refer for a second opinion.  Do you include the reasons for the first surgeon’s refusal to operate in your letter?

· Is the surgeon making a judgement call?

Notes: Acknowledge rationing is well established within current political /economical climate.  Is this Explicit or Implicit rationing. What’s the difference?, Encourage smoking cessation - motivate/handover to patient; If you are going to refer for second opinion; ask the patient whether he agrees with your letter and whether he wishes you to put in reason for seeking second opinion.
What do you understand by the term ‘difficult patient?’

· How would you deal with a patient demanding a particular treatment?

· How would you deal with this now and in the future?

Notes: Training issues for you, practice, partners; Safety issues; training and support issues
What are the advantages to having a young principles group?

· What use is a mentor?
A patient comes to see you because they are dissatisfied with the care their elderly father received in hospital. 

· How do you deal with this?

· How would you run the consultation?

Notes: Consider different consultation models and their applicability. Allow the patient to ventilate; Empathise and acknowledge their concerns; Do not make unsubstantiated or derogatory comments about clinicians – never helpful!
It comes to your attention that one of your CHD patients has been admitted to hospital with an MI and was seen last week in the CHD clinic.

· What issues does this raise?

· Is it a significant event?

· What would you do?

Notes: No blame culture; Investigate: look at records, talk to staff recently involved in his care; If a systems error; how would you stop this happening again in the future?
A patient invites you to become a member of a local pressure group set up to oppose the building of a new waste disposal site in your catchment area. 

· What is your response?

· He tells you they are planning to build the site 400 yds from your home, does this alter your standpoint in anyway?

· You are invited to an interview with the local paper on this issue. What do you do?

Notes: Ethics: think in terms of the four main pillars - justice, autonomy, beneficence and non-munificence and use Deantological (selfish/rights based reasons) and Utalitarian (for the greater good) approaches.   Last part of the question: Identify the aims and objectives of the interview: who are you interviewing for?  What do you expect to gain?  Find out your partners feelings before agreeing to anything?
You are working in a largely Asian community urban practice. A female patient comes to see you with an urgent complaint. They speak no English, but are accompanied by their 8 year old son, whose second language is English. 

· What do you do next?

· There are no translators available today and the patient wants to see you alone.  How would you proceed? How would you communicate?

· What are the pros and cons of having a translator?

Now List Some of Your Own Questions

(and then try to develop them using the question maker grid  on page 5)
THE 'EXAMINERS' MARKING SHEET"
On the examiner marking sheet below, record the progress of a single oral examination. List each topic and which contexts and areas were addressed. A grade must be given for each topic and notes (of a helpful and repeatable nature) recorded. An overall grade should then be adduced and comments for feedback to the candidate (please include positive recommendations) always noted. A space for written comments is available, and codes given for commonly-made observations.

You should use the Oral Grade Criteria ("word pictures" – pages 17 and 18) to help you make your decisions on a candidate, by question and overall. You should be clear as to what constitutes an outstanding, excellent, etc, answer - and especially around the pass/fail divide
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MRCGP Orals: Grade Descriptors ("Word Pictures") revised 05.00

O - Outstanding

Very well informed, coherent, rational, consistent, critical. Stretches the examiner. Supports arguments by reference to the evidence, both published and topical. Can reconcile conflicting views and data. Very robust justification of proposed actions. Impressive exploration of ethical issues.

E - Excellent

Impressive but not superlative candidate. Rational, consistent. Impressive range of options/implications. Well informed, uses rigorous and well-substantiated arguments, and justifies decisions. Relevant ethical issues explored in depth.

G - Good

Definitely passing but not especially impressive candidate. Generally rational and consistent. Good options/implications. Sound evidence base, makes acceptable rather than robust or rigorous arguments, generally justifying decisions. Important ethical issues recognised and explored.

S - Satisfactory

Examiner is only just comfortable with candidate's adequacy at MRCGP level, but he/she is solid. Main options and implications seen and understood, but no sophistication of approach. Decision making informed by some evidence. Some ethical issues recognised.

B - Borderline

Examiner not comfortable with candidate's adequacy for Membership. Not enough justification of decisions. Decision making skills are, on balance, not quite acceptable. Superficial appreciation of ethical aspects.

N - Not adequate

Cannot discuss topic in a depth appropriate for a Member of the College. Examiner not satisfied with candidate's decision-making skills. Limited range of options seen. Very limited use of evidence. Unable to apply ethical principles.

U - Unsatisfactory

Cannot discuss topic in a depth appropriate for a doctor entering general practice. Poor decision-making skills. Almost no evidence for approaches. Options rarely seen. Is unaware of ethical dimension.

P - Poor

Cannot discuss topic in a depth appropriate for a medically-qualified person. Inconsistent. Unable to see range of options. No evidence of rational decision-making or ethical considerations.

D Dreadful 

Candidate worse than poor, adopts such arbitrary approaches as to affect patient care adversely

MRCGP Orals: Classified Comments on Candidates
                                    (with "translated" feedback as transmitted to candidates)
1. Disorganised / inconsistent

There was some evidence of inconsistency and a disorganised approach to problem solving and decision making.
2. Slow / ponderous candidate / had to be led

The candidate needed to be led and demonstrated a slow and slightly ponderous approach.
3. Garrulous and verbose

The candidate was somewhat garrulous and needed to be guided and interrupted in order to be allowed the opportunity to score marks.
4. Superficial and shallow / lack of justification
There appeared to be a shallow and superficial appreciation of some of the questions and there was a lack of justification for decisions that were made.
5. Difficulty understanding candidate
The examiners found it very difficult to understand the points that the candidate was trying to convey.
6. Difficulty recognising dilemma
There appeared to be some difficulty in recognising dilemmas that the candidate was confronted with.
7. Failure to see a range of options
The candidate found it difficult to contemplate the range of options that needed to be considered in order to justify a rational approach to decision making.
8. Inability to apply knowledge

The candidate was hesitant in applying knowledge to a given situation.
9. Rigid and inflexible

The candidate appeared to take a somewhat rigid and inflexible approach to some of the dilemmas with which he/she was confronted.
10. Unable to apply an ethical framework

There was not much evidence of being able to apply ethical frameworks to assist in decision making.

11. Lack of self-awareness

There appeared to be little or no evidence of self-awareness.

12. No evidence of patient-centredness

There was little or no evidence of a patient centred approach to problem solving and/or decision-making.

13. Unable to take personal responsibility
14. There appeared to be an unwillingness to take personal responsibility for decision making.

15. No evidence of empathy & caring

There was insufficient evidence of empathy & caring demonstrated.

16. No evidence of decision-making skills

The candidate appeared to have difficulty in making decisions.

17. Lack of evidence to support decision-making

· There appeared to be a lack of evidence supporting decisions that were made. The candidate found it difficult to contemplate the range of options that needed to be considered in order to justify a rational approach to decision making.
· The candidate was hesitant in applying knowledge to a given situation.
· The candidate appeared to take a somewhat rigid and inflexible approach to some of the dilemmas with which he/she was confronted.
· There was not much evidence of being able to apply ethical frameworks to assist in decision making.

· There appeared to be little or no evidence of self-awareness.

· There was little or no evidence of a patient centred approach to problem solving and/or decision-making.

· There appeared to be an unwillingness to take personal responsibility for decision making.
18. Failed to see issue at all

The candidate failed to appreciate the issues he/she was confronted with.
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