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THE FACULTY OF CLINICAL ONCOLOGY 
 
 
TO: TRAINING PROGRAMME DIRECTORS 
  REGIONAL POST-GRADUATE EDUCATION ADVISERS 
  COLLEGE TUTORS 
  EXAMINATION CANDIDATES 
 
 

FINAL EXAMINATION FOR THE FELLOWSHIP IN CLINICAL ONCOLOGY 
SPRING 2011 

 
The Examining Board has prepared the following report on the Spring 2011 sitting of the Final 
Examination for the Fellowship in Clinical Oncology.  It is the intention of the Education Board 
that the information contained in this report should benefit candidates at future sittings of the 
examinations and help those who train them.  This information should be made available as widely 
as possible. 
 
 
Dr Di Gilson 
Warden of the Faculty of Clinical Oncology 
 

 
FINAL EXAMINATION FOR THE FELLOWSHIP IN CLINICAL ONCOLOGY 

EXAMINERS' REPORT – SPRING 2011 
 
 

Part A 
 

This was the first occasion that the Final FRCR had been split into two parts.  Part A constituted the Single Best 
Answer (SBA) paper – success in the SBA being required before a candidate gaining eligibility to attempt Part 
B which consists of the clinical and oral components. 
 
Overall 66 candidates attempted the examination of whom 44 were successful giving a pass rate of 67%. 
28 of the 43 UK trained candidates were successful, giving a UK pass rate of 65%. 
 
13 of the 19 UK trained candidates making their first attempt were successful, giving a UK first time pass 
rate of 68 % and 16 of the 23 non-UK trained candidates were successful resulting in a non-UK trained pass 
rate of 70%. All 8 non UK trainees taking it for the first time passed. 
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The average scores achieved overall by topic are detailed below: 

   
Topic Average score % 

Breast 61.4% 
Respiratory 65.0% 
CNS 60.7% 
ENT 65.2% 
Upper GIT 66.9% 
Lower GIT 65.0% 
Gynaecology 63.6% 
Haematology 67.0% 
Skin 59.8% 
Urology 67.6% 
Miscellaneous 60.0% 

 
Following the examination all candidates were issued with a breakdown of their individual scores in each 
topic of the paper, together with the topic average, in order to highlight areas that might require extra thought 
to ahead of a further attempt at Part A or a first attempt at Part B. A pass in Part A remains valid for a period 
of two years and three months and if a candidate has not achieved success in Part B by that time they are 
required to take Part A again. 
 
Part B 
 
32 candidates attempted the examination and 19 candidates were successful, giving a pass rate of 59%.  17 of 
the 28 UK trained candidates were successful, giving a UK pass rate of 61%.  8 of the 13 UK trained 
candidates making their first attempt were successful, giving a UK first time pass rate of 62%.  2 of the 
4 non-UK trained candidates were successful, giving a non-UK trained pass rate of 50%. 
 
In order to make scoring more objective a numerical scoring system was introduced at this sitting, which is 
described on the College website (http://www.rcr.ac.uk/docs/oncology/pdf/CO2B-markingscheme.pdf). 
Anchor statements were formally used in both the clinicals and orals to support a consistent approach to 
scoring candidate performance at each station. These are also described on the website. 
 
Clinical Examination: 68% of candidates passed this component of the examination. It was hoped that the 
use of the Part A filter would have resulted in higher pass rates in Part B. However, as in previous 
examinations, candidates repeatedly missed obvious clinical signs especially in breast cases where it would 
appear that many trainees could not have been observed examining cases in the clinic. The management of 
skin cases was generally improved but palliative cases continue to challenge candidates who appear not to 
have gained sufficient clinical exposure. This can only be achieved by attending clinics and getting first hand 
experience.  
 
Oral Examination:  50% of candidates passed this component of the examination. Questions on NHL, 
mesothelioma, ovary, breast, cervix, vulva and ENT were answered well. Unfortunately the radiotherapy 
fields applied to palliative cases were very weak and resulted in low scores. The treatment of apical sulcus 
tumours and cranial metastases were particularly poorly described. Candidates also showed poor knowledge 
of how to compensate for treatment delays. 
 
Summary:  The new format of the examination resulted in lower numbers of candidates taking the clinicals 
and orals. This allowed candidates to be examined on a smaller number of clinical cases. It also resulted in 
the need to only use two sets of oral questions, meaning a more equitable assessment of the trainees. 
Unfortunately many candidates showed clinical and planning skills well short of the required level and 
greater emphasis needs to be placed in their training upon the direct observation of trainees examining 
patients and carrying out treatment planning. The new College e-portfolio should help formalise this but 
there is still no substitute for regular supervised attendance in clinics to obtain the experience necessary to 
pass the FRCR.  


