MRCPsych: Tips on passing

The MRCPsych examination is a major hurdle facing psychiatric trainees. The following information was useful to me in getting through the exam, as I trust it will be to you.

MRCPsych Parts I & II

Preparation for the exam should be focused. Even reading, digesting, memorising and regurgitating the textbooks and journals may not lead to a pass. Revision must be targeted towards the kinds of things the RCPsych is interested in. Visit the website for up-to-date information about the exam (www.rcpsych.ac.uk/traindev/exams).

It is a difficult exam, challenging knowledge, skills, attitudes, experience, confidence, stamina and emotions! You are unlikely to pass by “luck” or if you are substandard. However, even if you are functioning at an appropriate level, a pass is not guaranteed as there is (what I consider to be) an arbitrary element to the exam (especially the Part II clinical).

MRCPsych Part I

The MRCPsych Part I examination consists of written and clinical components. You must pass the written to move on to the clinical.

The written paper consists of ISQs (Individual Statement Questions) to which you answer True or False, and EMIs (Extended Matching Items) in which you choose one or more appropriate responses to a stem question.

The clinical component takes the form of an OSCE (Objective Structured Clinical Examination), with 12 stations testing history taking, mental state examination, physical examination and communication skills (with knowledge being indirectly assessed as a secondary issue).

MRCPsych Part I written

The written paper consists of 133 ISQs and around 10 EMIs. Some people recommend doing the EMIs first. However, as the EMIs tend to be harder than the ISQs and take longer, I rattled through the ISQs first, thus leaving more time for the EMIs at the end. This also avoided panicking when I saw how hard the EMIs were!

To pass the written component of the Part I, I recommend attending the relevant section of the Manchester Course (www.manchestercourse.com). This focuses on the questions which actually come up in the exam (the answers to which can be rather elusive in textbooks and journals). Know the Manchester notes inside out and you are likely to pass.

The only supplementary material I would recommend is the Guildford notes on psychopharmacology (www.theguildfordcourse.co.uk) and possibly accessing the question bank on the Superego Café website (www.superego-cafe.com). I also found Psychology for Psychiatrists (Gupta & Gupta) useful in filling in some psychology background for better understanding. However, I would be confident in recommending the Manchester notes as being sufficient.

MRCPsych Part I clinical

I didn’t attend the Manchester Course OSCE weekend, so cannot comment on its usefulness. However, on the basis of my experience of all the rest of its components, it is likely to be very helpful.

I prepared for the OSCE by meeting up every morning with colleagues to go through the sample OSCEs on David Christmas’s website (www.trickcyclists.co.uk/osces.htm). We each role-played the examiner, candidate and patient in turn. The constructs provided are very helpful in training you to focus down on the relevant issues in the challenging 7 minutes you’ll have at each station. Mastering these will not only enable you to pass the Part I clinical; you will also be a much more efficient and skilled clinician. One of the OSCE stations will be dedicated to physical assessment. It may be some years since you practised this, so you may find my guide to physical examination helpful (www.julyan.co.uk/mrcpsych).

I found OSCEs in Psychiatry (Albert Michael) useful but there are a number of more recent books on the market, including one from the RCPsych also called OSCEs in Psychiatry (Ranga Rao) - see www.superego-cafe.com for an up-to-date list. You’ll find some of my summaries for common OSCE scenarios at www.julyan.co.uk/mrcpsych including explanations of how to examine the frontal and parietal lobes.

Summary for MRCPsych Part I

Written

· The Manchester course
· The Guildford notes on psychopharmacology

· Psychology for Psychiatrists (Gupta & Gupta)

Clinical

· Practice www.trickcyclists.co.uk OSCEs with colleagues

· OSCEs in Psychiatry (Albert Michael) and OSCEs in Psychiatry (Ranga Rao)

· My OSCE summaries at www.julyan.co.uk/mrcpsych
MRCPsych Part II

Like the Part I, the MRCPsych Part II examination consists of written and clinical components. You must pass the written to move on to the clinical. While the Part I focuses on assessment, the Part II focuses on management.

The written component consists of 4 papers; the critical appraisal paper, the essay paper, the basic sciences ISQs/EMIs and the clinical topics ISQs/EMIs. Each paper lasts 90 minutes.

The clinical component consists of 2 parts, the IPA (individual patient assessment) or long case and the PMPs (patient management problems).

MRCPsych Part II written

To pass the written component of the Part II, I again recommend attending the relevant section of the Manchester Course. This focuses on the questions which actually come up in the exam (the answers to which can be rather elusive in textbooks and journals) and aims to cover all the papers. Know the Manchester notes inside out and you are more likely to pass.

However, unlike the Part I, I would recommend using supplementary material. Critical Appraisal for Psychiatrists (Lawrie et al.) is helpful background reading for the critical appraisal paper. I also used Critical Reviews in Psychiatry (eds Brown & Wilkinson) and met up with colleagues to work through the past papers together. Don’t worry if you find mistakes in the “model answers” – they are not perfect! Attending a well-run journal club is also useful practice and teaching from SpRs can help. Don’t worry if there are some concepts you don’t understand – just learn it! The biggest challenge in the exam is time so rattle through as fast as you can. Don’t waste too much time on any one question (the aim is to score enough points to get through to the clinical, not write “model answers”!).

The essay paper is more difficult to study for specifically. Contrary to popular belief, the college are not simply checking whether or not you can write in legible comprehensible English!

www.rcpsych.ac.uk/traindev/exams/regulation/essayguid.htm has more information.

I suggest knowing the Manchester notes inside out and also keeping up to date with the college journals and BMJ for the period 1-2 years before the time you’re sitting. Good structure, clear headings and appropriate references all make a pass more likely. There are 3 essay questions and at least one will be a fairly general one. One or more may be on a specific topic or paper and, unless you can recall that paper perfectly or have special experience or knowledge in that area, it is usually easier just to answer the general question (which most other people will do, too).

The basic sciences and clinical topics papers are the most challenging part of the written exam, in my opinion. Knowing the Manchester notes inside out will really help! I would also suggest going through the past papers on Superego Café, preferably with others. I found Examination Notes in Psychiatry: Basic Sciences (Malhi & Malhi), Examination Notes in Psychiatry (Buckley et al.) and Revision Notes in Psychiatry (Puri & Hall) useful background reading. My answers to some of the Superego Café past papers are on www.julyan.co.uk/mrcpsych
Both papers consist of 165 ISQs and around 5 EMIs. The marks for the basic sciences and clinical topics papers are combined to give a mark out of 20. The critical appraisal and essay papers are also each marked out of 20. A bare fail in one paper may be compensated for by a good pass in one of the others.

MRCPsych Part II clinical

The best way to prepare for the IPA and PMPs is practice, practice, practice with senior colleagues – especially college examiners. This allows you not only to familiarise yourself with the format, but also exposes you to situations it’s best to be clear about before the exam itself (see below). As before, go to the Manchester Course!

The individual patient assessment

The IPA is the single most challenging part of the exam, in my opinion. It tests knowledge, skills, attitudes, experience, confidence, stamina and emotions. And as if that wasn’t enough, there is also the arbitrary element of which patient you’ll see with which diagnosis at which examination centre on which day at which time with which examiners!

The IPA does not simply test your ability to take a thorough history and complete a full mental state examination and competent physical assessment, nor even just your ability to present a coherent, structured summary to the examiners under exam conditions. It also tests your organisational ability, time-management skills and maturity, as you have to come up with an appropriate formulation, sensible differential diagnoses and a comprehensive, evidence-based management plan within 5 minutes - and argue your case when the examiners challenge you. You also have to interview/examine the patient in front of the examiners from a perspective of their choice.

Basically, you have 5 minutes to compose yourself, 1 hour with the patient and five minutes to gather your thoughts before coming before the examiners. During this time, you need to produce your formulation (including potential psychodynamic and CBT formulations), differential diagnoses from ICD-10 and management plan. You will then be expected to present the patient (up to the formulation) within around 10 minutes, interview/examine the patient in around 10 minutes and then discuss differential diagnoses and management for around 10 minutes. There is some flexibility in this timing at the examiners’ discretion, but the more time you take to present the case, the less time you’ll have to score points in the other areas being assessed.

Simply performing a good assessment and presenting it well is insufficient for a pass. My suggested structure (with notes) for taking a history and assessing mental state can be found at www.julyan.co.uk/mrcpsych. Try to finish your assessment in <45 minutes to allow yourself extra thinking time. Physical examination is mandatory but should be focused and relevant. When presenting, speak slowly and clearly, emphasising the different headings of your sumary: “Moving on to PAST PSYCHIATRIC HISTORY”, etc, etc.

Practice under exam conditions with different consultants, especially those who are college examiners. Practising with SpRs and SHO colleagues is also valuable. This allows you to rehearse what terminology and phraseology you’re comfortable with and also highlights potential queries which are better answered before you actually find yourself in the real IPA. For example, should you make a diagnosis based solely on your assessment today or take account of other relevant factors?

Do offer a preferred diagnosis, but state other reasonable possibilities, highlighting evidence in support and against where possible. For example, if a patient offers you symptoms only of depression but is on Clozapine and has been told he has schizophrenia, what are your differential diagnoses? So, “Based on my assessment today, my preferred diagnosis is schizophrenia with negative symptoms. Although I could not make this diagnosis using ICD-10 criteria on the basis of the symptoms he described today, he has been given a diagnosis of schizophrenia in the past and is on Clozapine (which is most commonly used in treatment-resistant schizophrenia). Using ICD-10 criteria, I would also consider post-schizophrenic depression, schizoaffective disorder, or possibly a depressive disorder”, etc, etc.

Try to describe the patient’s symptoms in his/her own words, avoiding judgmental phrases like, “He denied that”, “She admitted that”. Instead, simply say, “He told me that”, “She said that”, “He did not describe”, etc, etc.

When it comes to the mental state, try to use psychiatric terminology, eg “depressed mood” instead of “feeling down”, “anhedonia” rather than “not enjoying anything anymore”. If patients mention having had symptoms in the past, document them in their own words in the past psychiatric history, but do not mention them in the mental state examination (which is about your examination today). Instead, put them into psychiatric terminology in the differential diagnoses when giving evidence to support them. For example, if the patient tells you that they had “thoughts put in my head 2 years ago, doctor, but not now”, record this in the past psychiatric history but state that there was a history suggestive of “thought insertion” in the differential diagnoses to support your preferred diagnosis of schizophrenia.

Make your diagnoses and present them using ICD-10 criteria and terminology. Not only will this impress the examiners, it will also help you to be clear about what you think and enable you to justify your opinion.

Your management plan should be clear and comprehensive, taking account of biopsychosocial issues. Take a look at my IPA management options summary (www.julyan.co.uk/mrcpsych). There is some debate about whether you should say “biopsychosocial” in the exam or not – some examiners hate hearing the nth candidate repeat “biopsychosocial” like a parrot but others will like it. My own approach was to say that I would take into account biological factors as well as psychosocial issues – slightly longer to say, but at least it’s proper English.

Speak clearly and confidently and don’t worry if the examiners challenge you on minutiae. (I was asked to explain the difference between “flattening of affect” and “blunting of affect”.) Stick to your guns unless it’s clear you’ve made a mistake – the examiners may push you to test the strength of your convictions in really important areas, eg breaching confidentiality in a case of child protection. When the examiners ask aggressively and (apparently) incredulously for the 5th time, “So you would go against the parents’ explicit instructions and breach confidentiality?” when the child gives a clear account of being sexually abused, say “Yes”!

On the other hand, don’t argue with the examiners – even if you’re right! Arguing is likely to lead to failing. State your opinion clearly and respectfully. And never be afraid to say that you would discuss things with your senior – this is good practice, not an excuse (so long as you’ve outlined a clear management plan and defer to seniors as an appropriate part of this, rather than as a first-line panic response).

Patient management problems

Although everyone worries about the PMPs, I think that they are more straightforward than the IPA. “The PMP examination will be of 30 minutes duration. Candidates will be presented with 3 vignettes and will be marked by two examiners. All candidates sitting the examination at the same date and time will be examined against the same vignettes. For each vignette candidates will be assessed on an 11 point scale from ranging from 10 Excellent to 0 Very poor. A grade of 5 or more is required for a Pass in the PMP.”

(www.rcpsych.ac.uk

 HYPERLINK "http://www.rcpsych.ac.uk/traindev/exams/regulation/summarycurrent.htm" 
/traindev/exams/regulation/summarycurrent.htm)

Like the IPA, it’s important to practice, practice, practice with colleagues, SpRs, consultants and college examiners. It’s worthwhile looking at the examples given on the college website as they do sometimes come up in the actual exam (www.rcpsych.ac.uk/traindev/exams/regulation/pmp).

The aim in the PMP is to score points by thinking as broadly as possible and not being thrown by the examiners. Some people will tell you that it’s your job to talk solid for 10 minutes on each PMP and the examiners will only speak if you’re struggling or missing something. Others will tell you that the examiners will interrupt you all the time and ask specific questions. Either may happen!

There is no “one way” for the examiners to do it, and therefore it depends on which examiners you get on the day. I would advise practising both styles. In particular, it’s easy to get thrown and miss out stuff you would have said if you are interrupted every 2nd sentence.

The examiners have to endure candidates all day(!) and their attention may wander. It’s important, therefore, to nail things at the start. This makes it clear to them that you know what you’re talking about and also helps you to structure your answer well without missing anything.

When presented with the written scenario, one of the examiners will read it out to you. Don’t rush into your answer. Take a few seconds to identify the main points in the scenario (“the answer’s in the question”) and then start with a clear opening statement followed by succinct expansion. You should consider referring to:

· Comprehensive assessment of clinical issues (history, mental state examination, physical examination) and other relevant sources of information

· Risk issues

· Ethical issues

· Potential differential diagnoses

· Management

For example,

“This situation includes some clinical issues, some risk issues and some ethical issues. I would wish to carry out a comprehensive psychiatric assessment consisting of history, mental state examination and physical examination and also make use of other relevant sources of information such casenotes/GP/relatives/prison records/school/etc with the patient’s consent (need to justify if consent not given). The main differential diagnoses I would have in mind in approaching this problem are . . .  There are also risk issues of … and ethical issues of … 

“In the history I would be looking for …

“In the mental state examination I would be looking for …

“In the physical assessment I would be looking for …

“After assessing the patient and forming a working diagnosis I would consider the following management plan (other information/investigations/biopsychosicial management/risk management/ethical issues/etc).”

Specific points:

· Always consider risk issues, especially if the scenario involves children or learning disability.

· Remember the multidisciplinary team when it comes to management – consider the management options summary (www.julyan.co.uk/mrcpsych)

Summary for MRCPsych Part II


Written

· The Manchester course
Critical appraisal

· Critical Appraisal for Psychiatrists (Lawrie et al.) and Critical Reviews in Psychiatry (eds Brown & Wilkinson)

· Practice with colleagues, attend journal club

Essay

· College journals and BMJ
Basic sciences and clinical topics

· Superego Café past papers + discussion forum

· Examination Notes in Psychiatry: Basic Sciences (Malhi & Malhi), Examination Notes in Psychiatry (Buckley et al.) and Revision Notes in Psychiatry (Puri & Hall)

· My answers to the Superego Café past papers are on www.julyan.co.uk/mrcpsych
Clinical

· The Manchester course
· Know ICD-10 criteria for diagnoses

IPA

· Practice with colleagues, SpRs, consultants and college examiners

· www.julyan.co.uk/mrcpsych for assessment structure and management options summary

PMPs

· Practice with colleagues, SpRs, consultants and college examiners

· www.rcpsych.ac.uk/traindev/exams/regulation/pmp for sample PMPs

· Structure your answer
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