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Oral examinations—equal opportunities, ethnicity, and
fairness in the MRCGP
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Oral examinations are widely used in undergraduate
and postgraduate medical examinations, including
those for membership of royal colleges. In recent years
the validity and reliability of oral examinations have
been questioned and they have been dropped from
many assessment programmes.1–4 The Royal College of
General Practitioners has a tradition of reflecting on
these issues and has improved its membership
examination through the careful selection and training
of examiners, the use of an examination blueprint, the
development of clear questions and criteria for
marking, and continuing discussion of techniques and
problems.5 None the less, the debate about equal
opportunities and the possible discriminatory out-
comes of the examination has continued as failed can-
didates and their colleagues have suggested that their
lack of success might be due to racial discrimination.

A study in 1995 showed that although the success
rate among British Asians was not in question, Asian
doctors trained abroad did less well than other groups.6

They were relatively more likely to fail the written
examination, which meant that they were not called for
the oral examination. But even among those called for
the oral examination, ethnic minority candidates
trained overseas did proportionately less well. The
examination board’s commitment to fairness led to
further scrutiny of the examination procedures in the
light of these findings, and there was still concern that
some groups were receiving relatively low grades. This

led the board to consider whether the oral examina-
tion might, in hidden and subtle ways, be a contributing
factor, and if a study of the use of language in the oral
examinations would illuminate possible indirect
discrimination.

In terms of psychometric testing, “discriminatory
ability” refers to the ability to distinguish between pass
and fail, good and less good candidates. However, in
the context of this paper and of equal opportunities,
we use the term “discrimination” to mean the
outcomes of systems, procedures, and judgments that
may have an unfair impact on some social groups. The
examination board of the Royal College of General
Practitioners wished to evaluate proactively its oral
procedures and practices to establish whether there
were any grounds for believing that the examination
could be indirectly discriminatory, in this latter sense of
the term.

Oral examinations typically involve one or two
examiners (two in the membership examination of the
Royal College of General Practitioners) who interview
candidates about a defined area of clinical practice and
judge their ability on the basis of their responses. The
psychometric approach to assessment seeks to elicit
responses that can be scored and to guard against bias
based on irrelevant individual psychological factors.
Though these concerns are important, they tend to be
addressed as if the interaction making up an oral
examination is a transparent channel through which
facts, values, and opinions pass. From sociolinguistic
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and interactional perspectives, this is not the case.
Detailed analyses of the use of language in oral
examinations—studying the interaction as a topic in its
own right and not just as a resource for assessing can-
didates’ knowledge—raises new issues about oral
assessment.7 It is candidates’ talk that is assessed, and
yet this talk is “constructed” by examiners’ questions
and interaction. Sociolinguistic discourse analysis (box)
can provide insights into this interactional complexity.

In this study, detailed linguistic and interactional
analysis was related to the ethnographic knowledge
gained from observations and interviews. These were
also related to sociolinguistic knowledge of variety in
language use in terms of the setting (the interview ver-
sus the doctor-patient consultation) and social and
ethnic identity.

Method
The main data collection took place over two days and
comprised direct observation of 24 oral examinations
(each lasting 30 minutes) for membership of the Royal
College of General Practitioners. We selected examina-
tions conducted by different pairs of examiners and in
which the candidates came from ethnic minorities.
Interviews were then conducted with 14 ethnic minority
candidates immediately after their oral examination. We
did not interview the examiners for practical reasons—
they were examining. We also studied videotapes of 11
oral examinations involving candidates from ethnic
minorities; these were used for training examiners. To
provide a context for the analysis of this material, CR
and SS observed and participated in the selection and
training days for new examiners. In each instance,
consent from individuals and groups was obtained.

Data analysis was based on ethnographic8 and
sociolinguistic-discourse analytic approaches,9–11 which
resulted in a discursive synthesis of the findings. These
approaches have been used extensively to study clinical
settings, but they are also particularly relevant for
investigating the ways in which language constructs life
chance events such as interviews and tests.12 13 The
videotaped examinations were transcribed and a close
linguistic and interactional analysis was made of “awk-
ward moments”—times when there was tension or
poor communication between examiners and candi-
dates, as identified by a group of oral examiners.

Our analysis of all the sources of data identified
three areas of particular difficulty for examiners and
candidates. We refer to these as hybrid discourse, inter-
actional complexity, and “slippery areas.” The first area
of difficulty—hybrid discourse—is the most important.

Hybrid discourse
The language of the oral examinations is not a
transparent medium through which information
passes but a set of discourses that actively construct a
particular way of looking at the world.9 The different
ways in which clinical practice is talked about in differ-
ent institutional and professional domains and by
different groups, produces a range of discourses that
call up particular types of vocabulary, metaphor, and
grammatical constructions and certain lines of
argument and representation.

Analysed in this way, the oral examinations of the
Royal College of General Practitioners consist of
different types of discourse that combine professional
competence and knowledge based on experience. A
question such as “Let’s take patient number 16, the 17
year old requesting a pregnancy test” will tend to elicit
a particular kind of discourse, an account of the
general practitioner’s routine practice and the deci-
sions he or she has to make. The question “What do
you understand by listening skills?” is likely to elicit an
abstract, analytical response that is relatively removed
from the general practitioner’s actual professional
competence.

Sociolinguists make a distinction between three
types of discourse—personal experience discourse,
professional discourse, and institutional discourse
(box). The membership oral examination included all
three types of discourse. The personal experience and
professional discourses often merged, but institutional
discourse was identifiably different, tended to dominate,
and was the problematic element. For example, the
ability to communicate well, manage one’s own levels of
stress, and be flexible in dealing with patients has to be
presented in the examination through means of ration-
alisation and reification. Meeting the requirements of
the institution requires that the “what” and “how” of
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Types of discourse

Personal experience discourse is talk concerned with the individual’s
experiences and feelings. It usually takes the form of a narrative (anecdotes,
reminiscences, etc) and deals with the “here and now experience of the
concrete particulars of a case in hand” and “the accumulated experience of
a similar case over time”19

Professional discourse is the talk of doctors in practice, exemplified in
doctor-patient interviews, in case rounds in hospitals, and in a range of
doctor-doctor discussions and meetings. It is the discourse of shared ways of
knowing and seeing that characterise the community of medical practitioners

Institutional discourse is not the actual talk that general practitioners use in
their consultations (that is, professional discourse); rather it is the ways in
which general practitioners account for this talk. In other words, the
everyday competencies and practices of the general practitioner have to be
presented in institutional terms through language that reifies and abstracts
these practices. The dominance of institutional discourse over other forms
of discourse is maintained through typical institutional encounters such as
selection examinations, departmental meetings, and quality assessments
that hold institutions together both politically and organisationally
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general practice are transformed into the “why” of
medicine, health, and illness. Although an examiner’s
question seems, on the surface, to elicit a response based
on personal experience or professional discourse, the
most acceptable answer is often at the institutional
discourse level. In other words, examiners’ questions are
necessarily ambivalent in terms of eliciting different
discourses.

The following question combines elements of both
professional and personal experience. Question: If
someone took out a personal complaint against you,
how would you react? Answer: That’s where my
personal stress management plan comes in . . . .
Although the theme of the question was professional
and personal, the candidate responded in an
institutional way. Instead of describing how she would
feel (personal experience discourse) or what she did in
her practice in relation to a specific case (professional
discourse), she produced an abstract and analytical
statement (institutional discourse) that satisfied the
examiners as a response they could mark. Head
nodding and mutual smiles provided confirmation. As
in this example, general practitioners who have a good
command of institutional discourse and are able to
manage the “hybridity” between different discourses of
the examination are most likely to do well (box).

Interactional complexity
The hybrid discourses of the oral examination place
demands on examiners and candidates, and these
demands are reinforced by the interactional complexi-
ties of the examination. There are two particular prob-
lems to be discussed here—“joint construction” and
“shifting frames.” Although the examiners set the top-
ics and decide when to close them, the progress and
quality of the interaction is constructed by the examin-
ers and candidate together. Like any interaction, the
oral examination is jointly constructed.14 This means
that every question contributes to the formulation of
the response and produces, for both examiner and
candidate, a relatively more or less comfortable
moment (see box for example).

In the example below, the candidate’s pause leads
the examiner to rephrase the question about patients’
responses to illness and to turn it from an open to a
closed question. The candidate’s “Yes” or “No”
response to this closed question might then be judged
as inadequate, but it is the examiner who has brought
about this response. In addition, the examiner, looking

for a way out of the communication impasse, produces
a rapid fire series of questions, which makes the candi-
date even less able to answer.

Questioning, therefore, is not only a matter of elic-
iting responses that can be marked, and of maintaining
clarity and speed. Every question—through the choice
of words used, their order and structure, their insertion
at a particular moment in the interaction, and so
on—serves to manage the interaction in a particular
way. Thus the questions help to construct the
candidate’s response. Similarly, a candidate’s response
contributes towards the absence or presence of further
questions on a topic. Candidates’ answers are then
assessed, in a psychometric model, as an individual
response rather than the product of a joint interaction.

The relation between hybrid discourses and interac-
tional complexity can lead to examiners and candidates
talking at cross purposes or examiners talking down to
candidates. A subtler example has to do with “shifting
frames” during the oral examination.15 Sometimes
examiners shift into a role play frame (that is, they talk as
a patient would in the surgery) or some version of this to
try to elicit more professional discourse from the candi-
date.16 However, the cues for this frame are subtle
features in intonation and voice quality, which may be
particularly difficult for candidates from non-English
speaking backgrounds to pick up on. The candidate may
thus continue with his or her institutional discourse
while the examiner has moved into a role play consulta-
tion. Thus, the shift in frames and the consequent
mismatch in discourse types places demands on the
candidate which he or she cannot meet.

Conversely, interactional difficulties may lead to an
unexpected shift in frame and discourse type.
Reconsider the example in the box above. The first
question should elicit an answer using institutional dis-
course in which the candidate lists, in an analytical way,
the possible experiences and feelings of patients. The
candidate’s silence is interpreted as an interactional
difficulty. In his next turn, the examiner shifts
frame—firstly, to a personal experience question
(“What does illness make you feel?”) and then to a
professional discourse question (“How do you find out
what a patient wants from the service?”). Notice the
shift from “What do patients feel?” to “What does
illness make you feel?” Whereas the first formulation is
ambivalent and could access all the three discourse
types, the second formulation is specific and narrows it
down to personal experience. The further question
about “How do you find out” extends the personal
experience domain to the domain of professional
competence.

Examiners and candidates have to manage these
hybrid discourses within their conversation. Dealing
with hybrid discourses can create interactional difficul-

The institutional response to personal or
professional questions

These questions from the oral examinations have
professional or personal experiences as the potential
theme. However, a response couched in institutional
discourse terms would count as one that could be
marked, and it would therefore be acceptable to the
examiners.
• What do you understand by the term “values”?
• What does the concept of “patient-centredness”
mean to you?
• What strategies would you use for coping with
uncertainty?

Combining to construct an uncomfortable
moment

Question: What do patients feel like when they are ill?
Answer: [pause]
Question: What does illness make you feel? Fear? Pain?
How do you find out what a patient wants from the
service? That’s what I’m getting at . . .
Answer: [pause]
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ties and uncomfortable moments. But, as we have just
seen, the interactional demands of managing a face to
face interview can, in turn, produce hybrid discourses. It
could be argued that the smooth management of hybrid
discourses should be part of a general practitioner’s
competence—in which case, this needs to be made
explicit in information about and preparation for the
examination. But it is the combination of managing
both hybrid discourses and the interactional complexi-
ties of the oral examination that can place unfair
demands on candidates, particularly those from ethnic
minority and non-British backgrounds. Uncomfortable
moments which arise either because the interaction is a
“bumpy ride” or because the candidate has not
produced the expected discourse or blend of discourse
can readily lead to negative judgments about candidates.

Slippery areas
The inclusion in the oral examination of topics cover-
ing the areas of communication, problem solving, and
values and attitudes was an important step towards
defining the special nature of general practice as a dis-
cipline. But such themes are notoriously slippery areas
when it comes to assessment in a face to face format.
There are three main difficulties here.

Values and attitudes
Talking about values and attitudes (which will
invariably draw on personal experience) in institution-
ally acceptable ways can be difficult for many
candidates—especially candidates trained overseas in a
language other than English, or in a local variety of
English, and in a culturally different value system.

Areas of uncertainty
The nature of the oral examination means that candi-
dates may be pushed into areas of relative uncertainty
(for example, the sociology of medical knowledge), and
managing this type of uncertainty requires a high
degree of linguistic finesse. For example, it requires
considerable communicative skill to be able to attribute
uncertainty to the current state of medical knowledge
rather than to one’s own ignorance.

Cultural differences
With some topics, cultural differences and experiences
of racism may be the focus. For example, attitudes to
contraception, termination, sexuality, and so on are
shaped by social and cultural experiences over time.
Candidates may have to manage conflicting
perspectives—that of the majority, as evidenced in the
medical journals, and their own view. The point here is
not that there are potentially conflicting views about
these topics but that the difficulty in the examination is
talking about them in institutionally appropriate ways.

Equal opportunities and ethnicity
Identifying and managing hybrid discourses is difficult
for all candidates, but interactional difficulty and
slippery areas are particularly problematic for candi-
dates from different ethnic and linguistic backgrounds
or when the examiner and candidate come from
different cultures. It is the combination of the three

areas of difficulty that makes the oral examination
particularly problematic.

We have already raised some of the difficulties for
candidates trained overseas whose style of English is
different from that used in the United Kingdom and
who have difficulty in talking about values and attitudes
in an institutional discourse mode. These difficulties
are not matters of vocabulary or grammar but of style
of communication,17 such as how direct or indirect to
be, how personal or impersonal, what constitutes an
appropriate length of answer, and how literally to
interpret a question. Communicative differences can
be compounded further by different assumptions
about the purpose of the oral examination—whether it
is aimed at assessing professional competence rather
than institutional performance.

It is the interplay of the factors we have discussed—
hybrid discourses, interactional complexity, slippery
areas, and issues of ethnicity and language—that
produces the potential for discrimination in the oral
examinations. This example shows how a candidate
from a linguistic minority could misread the cues.
Question: A young chap of 26 who has difficulty with
sleeping comes to see you. How does that make you feel?
Answer: It feels a threatening consultation. It’s a difficult
consultation. It’s quite possible to encounter a difficulty
in the beginning. “I’m sorry you can’t sleep. I
remember when my child was little.”
Question: Can you briefly list alternative ways…

The initial question was framed in terms of
personal experience, but the examiner’s follow up
question, “Can you briefly list alternative ways…” was
couched in institutional discourse. The reification of
the patient into a list of alternatives would produce a
response that could be marked. The fact that the
examiner reformulated his original question suggests
that the candidate’s initial response did not meet these
criteria. In an interview after the examination, the can-
didate explained that she thought the examination was
designed to assess personality and the suitability of the
doctor’s psychological make up for general practice. So
she tried to put herself across as a thoughtful, caring
person, taking the perspective of the patient. She relied
on personal experience discourse, putting herself into
a role play frame to act out the situation—living within
the consultation rather than treating it from the
outside analytically. The examiner shifted the frame
back to the oral examination, thus undermining the
frame shift initiated by the candidate. Since she
produced an “inappropriate” answer, the examiner
intervened with his follow up question, which required
a rapid shift from her role play, couched in personal
experience and professional discourse mode, into
institutional discourse mode.

In the follow up interview this candidate said that
she had been trained overseas and was aware that her
communicative style in English was often perceived as
too direct and abrupt. Because of this she had tried not
to seem too direct. This may have helped account for the
fact that the examiners judged her as “rambling” during
the examination. Other contributory factors may have
been that in her first language there is a higher tolerance
of digression in the way in which information is
structured. Linguistic and cultural differences also
contributed to her literal reading of the examiner’s ques-
tion, “How does that make you feel?” She responded to
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it as a question about her personal feelings and so
answered it descriptively and anecdotally.

The hybrid discourses in the examination led to
communication that was at cross purposes, and the
candidate’s style of communication was at odds with
that of the examiners. Both factors may have
contributed to the candidate’s relatively low mark.
There was certainly no case of direct discrimination in
this or any of the cases in this study. The issue is to what
extent examiners could be certain that they had made
the right judgment of a candidate such as this. To sum
up, the question is not how competent a doctor she
is—she certainly seemed concerned in her interview
about being patient centred—but that the discourse of
the examination put her at a disadvantage.

Our analysis has focused on certain groups of eth-
nic minority candidates, but the issues surrounding
hybrid discourses, and in particular managing institu-
tional discourse, are ones that may affect many other
groups. For example, social class, or membership of the
group of older doctors who have been practising for
many years and are not used to taking examinations,
may also adversely affect how candidates cope with the
institutional discourse of the oral examinations.
Though minority candidates from different ethnic and
linguistic backgrounds may be disproportionately
disadvantaged by these factors, this group’s presence
highlights difficulties that non-traditional candidates
from a variety of backgrounds may face.

Conclusion
The hybridity and complexity of the oral examination
puts additional hidden demands on both examiners
and candidates. These stem from the fact that the oral
examination seems to assess candidates’ professional
discourse but does so through institutional discourse
or a hybrid of all three discourses. This can lead to mis-
understandings, mismatches, and cross purposes rein-
forced by the difficulty of managing any oral
examination or selection interview where both time
pressure and the social pressures of face to face inter-
action must be taken into account.

These demands make the oral examination difficult
for all participants, but particularly so for those from
ethnic minorities who have been trained overseas. This
is most clearly evident when they have to tackle
questions on what we have called the slippery areas.
The potential for discrimination for this group of can-
didates, in particular, but for all non-traditional candi-
dates more generally, is an important issue to address.
There is no room for complacency when it comes to
issues of reliability and fairness in oral examinations
where candidates’ professional identity, competence,
and self esteem are open to scrutiny. This is particularly
the case when issues of social justice—relating to equal
opportunities for minority groups—may be at stake. In
the now modular examinations for entry to the Royal
College of General Practitioners, a candidate must pass
each component, including the orals, to pass overall.

Practical implications
These findings may also apply to other comparable
examinations. They may be particularly relevant to
examining bodies that allow large numbers of overseas

candidates to take their United Kingdom oriented
examinations (using British examiners). Moreover,
many of the issues raised could also apply to other
assessment methods, and we plan to examine this
possibility within our examination by further statistical
analysis. But intercultural oral examinations, especially,
need to be monitored to identify any possible patterns
of discrimination that relate to content.

There are several implications for very practical
action in respect of the membership examination of
the Royal College of General Practitioners. Firstly,
examiners need sensitising about the issues and
explicit training about their role in producing hybrid
discourses and interactional complexity in the oral
examination. Secondly, the examination board needs
to develop and publish examples of oral questions,
together with examples of different candidates’ answers
and examiners’ comments on these, with the issues
raised in this paper in mind. Thirdly, examiners need
guidance on making the intention(s) of questions more
explicit and should not shift frame without making it
clear what they are doing.
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eral Practitioners’ examination board and the members of the
board for their encouragement and support; Michael Thirlwall,
other members of the Oral Development Group, and the many
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Commentary: Oral exams—get them right or don’t bother
Aneez Esmail, Carl May

We all recognise the importance of good communica-
tion, and in medical education we invest much effort in
teaching students how to maximise their communica-
tion skills. The objective is always to talk and listen in
ways that minimise the potential for misunderstanding.
Roberts and colleagues provide a fascinating study of
doctors talking to each other in an examination setting.
Although this is a relatively small study, the methodo-
logically exacting paper offers an example of the every-
day practice of medical examinations writ large.

The importance of the study is twofold. Firstly, it
shows the value of discourse analysis in understanding
how human interactions go wrong, leading to the
entirely unintended potential for discrimination. In the
context of oral examinations, the interpretation of
answers through the culture and language of
institutional discourse can lead to misunderstandings
by examiners and candidates. This misinterpretation
adversely affects some groups of candidates and can
lead to indirect discrimination. Although ethnicity was
used as an example in this study, the findings could
equally apply to candidates from working class
backgrounds and, in some instances, to female
candidates.

Secondly, and equally importantly, the paper raises
some fundamental questions about the use of the oral
examination as an assessment tool. Examiners need to
be aware of the ways in which the complex interactions
involved in oral exams can affect the performance of
candidates. Such awareness can only be achieved
through improving the training of examiners.

The board of examiners of the Royal College of
General Practitioners should be congratulated on

sponsoring the study. But what of the other royal
colleges that use oral examinations in their assessment
procedures and whose examination candidates include
many who have been trained overseas? Are these can-
didates getting rough justice? Only the Royal College
of General Practitioners has carried out and published
a systematic analysis of the failure rate of ethnic minor-
ity candidates and then sought to understand why
some groups are disadvantaged.1 If the royal colleges
are hoping to use their qualifications as a minimum
requirement for embarking on consultant training,
they need to satisfy candidates that the process is fair
and the criteria used for assessment are as explicit as
possible.2 Medical schools using oral examinations as
an important part of the assessment process need to
ensure that the examiners are adequately trained. It is
only a matter of time before these issues are tested in
the courts. Forthcoming legislation will make it
possible for candidates and students to force such
changes on professional bodies and higher education
institutions. Students have an expectation that when
they are assessed, cultural differences between exam-
ined and examiner will not determine a pass or fail. In
the litigious culture of the United States, the final
medical examinations do not include oral exams
precisely because of the potential for these problems.
The lessons for the United Kingdom must be—get it
right or don’t do it at all.

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

2 Wakeford R, Southgate L. Wass V. Improving oral examinations:
selecting, training, and monitoring examiners for the MRCGP. BMJ
1995;311:931-5.

A memorable event
New doctors

It was set to be a wasted day. The postgraduate dean’s office had
decided that all house officer appointments in the region should
be made using a regional matching plan. We had been given a list
of possible candidates to interview and the date. I had to cancel
my planned sessions for the whole day.

Our interviewees had all just started their final year of training.
Some had been interviewed already for house officer posts
elsewhere, but others had probably not had an interview since
applying for medical school. They were refreshingly honest in
answering questions. They were telling us what they thought of
what they were learning at the moment and what they were
gaining from their training. They told us what they felt, rather
than a politically correct version more applicable to a job
interview. They were all bright and enthusiastic about the
prospect of being a doctor this time next year. They all wanted to
come to a busy district general hospital, which is why they were
applying to us, and they all wanted to work hard and gain a lot of
experience. There was no cynicism about the NHS, and no real
worries about the future—apart from a few examinations. Few had
any real idea what they wanted after house jobs; that was the only
target in sight at present.

These students had recently returned from electives. They all
had fascinating stories to tell about their experiences. Between

them they had helped orphans in South America, backpacked
around Sri Lanka, visited Indian hospitals, explored the borders
of Pakistan, gone through jungles, and visited centres in north
America and Australia. We learnt about the priorities between
getting in the harvest or losing the sight of an eye in the Third
World. It was a good day. I was buoyed up by the enthusiasm of
these young people who wanted to come and work with us. There
was not a single candidate that we would have even considered
rejecting. I had been fascinated by their amazing experiences.
What goes wrong later? Why are we losing this enthusiasm once
they achieve their first goals? Not only did I enjoy the day, but I
realised that it is partially up to us to try and keep the fires of
enthusiasm burning. I am already looking forward to next year’s
interviews.

Robert M Kirby consultant surgeon, Stoke on Trent

We welcome articles of up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to.
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