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Introduction 
Assessment drives learning. This assumption has been the 
topic of many scholarly works but also the subject of 
controversy.1,2,3,4 When it comes to high-stakes 
examinations (e.g., for licensure or certification), these 
assessments of learning may be seen as unnecessary 
hurdles where the aim is to pass rather than to enhance 
learning.5 Licensing clinical skills assessments have come 
under fire in recent years with some stating that these 
examinations are historical artifacts, that certification 
requirements suffice for licensure and that the benefits do 
not justify the expense, especially when pass rates are 
high.6,7,8,9 In Canada specifically, the timing of the Medical 
Council of Canada Qualifying Examination Part II (MCCQE 

Part II) after one year of residency (rather than at the end 
of medical school) has been criticized for not situating the 
scenarios within the scope of practice of the candidates.6 

On the flip side, there are some strong supporters of these 
high-stakes examinations. Examinations are seen by many 
as necessary to ensure the protection of the public through 
national standards. Examinations are also very powerful 
drivers of learning.10 In the US, following a petition to 
eliminate the United States Medical Licensing Examination 
(USMLE) Step-2 clinical skills (CS) examination, clinical skills 
directors stipulated that the elimination of this exam would 
lead to the de-valuing of clinical skills in medical education, 
loss of a national standard across candidates, individual 

Commissioned 
Scientific Reports 

Résumé 
L’évaluation est le moteur de l’apprentissage. Cependant, lorsqu’il 
s’agit d’examens à enjeux élevés (par exemple, pour l’obtention du 
titre de licencié ou la certification), ces évaluations de l’apprentissage 
peuvent être perçues comme inutiles par certains. L’évaluation des 
compétences cliniques pour l’obtention du titre de licencié, en 
particulier, a été critiquée au fil des ans. Récemment, des évaluations 
comme l’examen d’aptitude du Conseil médical du Canada, partie II, un 
examen clinique objectif structuré permettant d’évaluer les 
compétences cliniques, ont été définitivement retirées. Les auteurs 
explorent les conséquences potentielles de l’annulation de ces 
évaluations incluant celles non intentionnelles et indésirables, ainsi 
que des perspectives sur l’évaluation des habiletés cliniques.  

Abstract 
Assessment drives learning. However, when it comes to high-
stakes examinations (e.g., for licensure or certification), these 
assessments of learning may be seen as unnecessary hurdles by 
some. Licensing clinical skills assessment in particular have come 
under fire over the years. Recently, assessments such as the 
Medical Council of Canada Qualifying Examination Part II, a clinical 
skills objective structured clinical examination, have been 
permanently cancelled. The authors explore potential 
consequences of this cancellation including those that are 
inadvertent and undesirable. Future next steps for clinical skills 
assessment are explored.  
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schools’ inability to have robust psychometrics and failure 
to protect the public.11  

The COVID-19 pandemic has caused major disruption in 
high-stakes assessments, especially for clinical skills 
licensure examinations. Both the USMLE Step-2 CS 
examination and the MCCQE Part II, both objective 
structured clinical examinations (OSCEs), have 
permanently been cancelled, whereas the National Board 
of Osteopathic Medical Examiners have suspended theirs. 
Although this has caused some degree of jubilation on the 
part of candidates no longer having to prepare or pay fees 
for these examinations, should the greater medical 
community (including the public) be concerned? Should a 
demonstration of having attained core national standards 
for clinical skills be an expectation of physicians?  

Core clinical skills assessment in 
Canada 
The Medical Council of Canada (MCC) was established in 
1912 through federal legislation to provide a national 
qualification in medicine that would be acceptable in all 
provinces. In 1992, a clinical skills examination was added 
to the traditional written examination (the MCCQE Part I) 
at the request of the medical regulators.12 The purpose of 
the clinical skills examination was to assess a candidate’s 
core abilities to apply medical knowledge, demonstrate 
clinical skills, as well as demonstrate professional 
behaviours and attitudes at a level expected of a physician 
in independent practice in Canada. From 1992 until the end 
of 2019, all physicians (Canadian and internationally 
trained physicians) were required to pass both the MCCQE 
Part I and Part II to obtain the Licentiate of the Medical 
Council of Canada (LMCC), a standard requirement for 
licensure in Canada. It should be noted that this 
requirement is necessary in addition to successful 
completion of medical training as well as certification from 
one of the certifying colleges in Canada. 

The MCCQE Part II was based on the MCC Objectives 
(https://www.mcc.ca/objectives) and assessed skills 
beyond basic history-taking and physical examination. In 
2018, the MCCQE Part II introduced a new blueprint with 
stations that were more reflective of core skills required of 
all physicians and with scenarios deemed to be more 
authentic by clinicians. It assessed physician activities 
including assessment and diagnosis of common conditions, 
management skills and decision making, communication 
skills (e.g., breaking bad news), and professional 

behaviours (e.g., dealing with ethical dilemmas) in four 
different dimensions of care (acute, chronic, health 
promotions/illness prevention and psychosocial aspects of 
care).13 

The World Health Organization declared the COVID-19 
pandemic in March 2020 and the MCC subsequently 
cancelled the May delivery of the MCCQE Part II due to 
public health concerns. The MCC then planned to deliver a 
modified version of the MCCQE Part II in October 2020, 
incorporating the use of personal protective equipment, 
physical distancing, enhanced cleaning protocols and a 
touchless physical examination. However, this examination 
was cancelled on short notice when a number of 
examination sites were unable to fulfill their commitments 
to deliver the examination due to concerns related to rising 
numbers of COVID cases. There was then an attempt to 
pivot to a virtual examination in May 2021 but, due to 
validity issues with challenges of scalability of the delivery 
platform for the large candidate cohort, this effort had to 
be abandoned shortly after its launch. The cancellation of 
three examination sessions in a row left thousands of 
physicians in limbo as they were unable to apply for 
licensure without the LMCC credential. The MCC 
recognized that, with the ongoing pandemic, it was unable 
to ensure that the backlog of candidates could be tested in 
a timely fashion. After discussion with medical regulators, 
the governing council of the MCC made the difficult 
decision to cancel the MCCQE Part II permanently in June 
2021.  

Certification examinations for specialty designation such as 
those of the College of Family Physicians of Canada and the 
Royal College of Physicians and Surgeons of Canada 
regulators provided some reassurance that clinical skills 
have been assessed. However, the MCCQE Part II assessed 
core knowledge, skills and behaviours expected of all 
physicians regardless of specialty and so its cancellation 
raises some concerns.  

In this opinion paper, we explore possible unintended 
consequences of the cancellation of the MCCQE Part II 
through impacts on public safety, learning, and curriculum 
as well as discuss possible next steps. We both bring our 
perspectives through extensive leadership experience in 
the field of assessment through their academic 
appointments, research, international collaborations and 
in our affiliation with the MCC.  
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Impacts on patient safety and 
the safeguarding of the public 
National examinations are an important step in protecting 
the public. Clinical skills are vital to assess, yet we know 
that trainees’ clinical skills have historically been 
infrequently observed in practice.14 When questioning 
whether these examinations do protect the public, 
outcome studies have demonstrated validity evidence for 
the MCCQE Part II. Lower scores on the MCCQE Part II have 
been shown to be related to physician behaviour such as 
college complaints, prescribing practices and appropriate 
use of screening.15,16,17 Most recently, De Champlain et al. 
have shown that those physicians who failed the MCCQE 
Part II on their first attempt were more likely to mis-
prescribe opiates and benzodiazipines.18 These studies 
suggest that the scores on national performance-based 
examinations may predict patterns of behaviour which 
could be worth observing from a licensure perspective in 
order to ensure proper care of patients. 

Although the assessment of clinical skills may improve with 
the introduction of competency-based medical education 
(CBME) it is unlikely to be a complete solution. Critics of 
CBME bemoan the lack of evidence for this pedagogical 
approach and warn that the tediousness of documentation 
associated with CBME may lead to assessments that favour 
reductionism over holism.19 In addition, a ‘failure to fail’ 
culture has been identified as an ongoing problem in 
medical education and there is significant evidence that 
schools struggle to identify and/or remediate trainees with 
inadequate clinical skills.20,21 Reasons for this may include 
everything from bureaucratic hurdles to lack of resourcing 
and faculty development. As such, it may not be realistic to 
rely on schools to report or act on unsatisfactory 
performance even with the introduction of CBME.  

Opponents to the MCCQE Part II have argued that high pass 
rates indicate that these are superfluous assessments, and 
thus the expense is not justified.7,8 In Canada, between 
2005-2019, the pass rate for the MCCQE Part II has ranged 
between 90-97% for Canadian trained first-time takers and 
between 55-75% for those trained outside of Canada (MCC 
Annual Reports; www.mcc.ca). The high pass rate for 
Canadian-trained test takers is most likely due to a 
combination of clinical skills training during medical school 
(including frequent OSCEs), ongoing practice of those skills 
through the workplace in first year of residency and 
examination preparation. However, it is important to note 
that these high pass rates for graduates of Canadian 

medical schools still translate into several hundred 
candidate failures per year. Those who fail then have an 
incentive to focus on improving their clinical skills. The loss 
of a national examination will eliminate any signal that 
something is amiss and may also cause those that would 
have passed to have less motivation to cultivate these 
skills.   

Some might question the need for a clinical skills licensing 
examination for Canadian physicians when they are also 
assessed at a national level by certification examinations. 
However, these latter examinations are not designed to 
assess the same core competencies as the MCCQE Part II. 
Because the certification examinations are specialty-
specific, there is much heterogeneity and so not all 
physicians are assessed on the same competencies. Some 
include a performance-based component, while others do 
not. Some include a physical examination component, 
while others do not. Although there may be some overlap 
in terms of skills assessed, particularly between the CFPC 
certification examination and the MCCQE Part II, each has 
its unique blueprint and each serves a unique role.   

Impacts on learning 
We know that OSCEs promote learning before, during and 
after testing: knowledge of an impending assessment 
provides a powerful incentive to study; the very act of 
taking a test leads directly to learning; and the feedback 
provided after a test helps examinees focus future learning 
efforts.22 In other words, assessment helps learners to 
consolidate their knowledge and clinical skills.  

Strong clinical skills are imperative when making accurate 
diagnoses and caring for patients. The competent clinician 
gathers pertinent information through history-taking and a 
physical examination and communicates effectively with 
patients while upholding the tenets of the profession. Since 
the 1970s, studies have shown that a well-conducted 
history and physical examination can accurately diagnose 
patients greater than 70% of the time.14 There is also a 
relationship between good communication skills, the 
provision of patient-centered care and minimizing 
diagnostic and other errors.23,24,25  

If we need physicians to master clinical skills, then they 
should be assessed to a national standard prior to 
licensure. If basic clinical skills are not assessed in high-
stakes examinations, these skills run the risk of being de-
valued by learners. The motivation for learning these skills 
will erode as time spent developing these skills may be 
viewed as a poor return on investment. With so much to 
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learn in medicine, trainees may focus less on learning 
clinical skills and these basic skills risk being lost. 

Impacts on curriculum  
Assessment not only drives learning, but it can also help to 
drive curriculum. When Internal Medicine Clerkship 
Directors were surveyed after the introduction of the 
USMLE Step 2 CS (a clinical skills examination), 40% of 
respondents indicated that their schools had begun placing 
increased emphasis or curricular time on clinical skills 
education.11 Because of the external motivation of high-
stakes examinations, schools have invested considerable 
effort in developing excellent clinical skills programs to 
ensure their students are well-prepared. Since then, most 
schools have implemented their own local OSCEs. In 
Canada, every medical school includes up to four OSCEs in 
their curriculum assessing clinical skills. However, 
Yudkowski and Szauter question whether schools may infer 
that the cessation of testing these skills means that they 
are no longer considered important for licensure.26 Getting 
rid of a national clinical skills examination could lead to a 
de-emphasis of these skills in medical school curricula and 
a return to the status quo (i.e., reliance on assessments 
that focus on basic knowledge).11 

Summative clinical skills assessment is a resource-intensive 
and expensive proposition. Many Canadian medical 
schools’ standardized patient (SP) programs were 
developed in part because of the MCCQE Part II. MCC has 
been actively involved in providing training and support to 
SP programs for over 20 years. Revenue from the MCCQE 
Part II and other high-stakes national examinations allowed 
schools to develop and maintain high-quality SP programs. 
Without the incentive of the national examination and with 
ongoing fiscal constraints, this loss may further have 
impacts on medical schools’ ability to maintain these 
valuable programs as teaching and assessment resources.   

Although schools currently assess clinical skills through 
their own OSCEs (and they may continue to do so in the 
future), the inherent heterogeneity in medical training 
necessitates the use of a gatekeeper if we wish to maintain 
a national standard. If we rely on schools to assess clinical 
skills by developing their own examinations, they may not 
have the resources to develop adequate content banks, 
ensure content security, and maintain rigorous 
psychometric standards.  

As a national, high-stakes examination, the MCCQE Part II 
provided standards of core clinical skills expected of all 
physicians (Canadian and internationally trained) for the 

purpose of licensure. It also provided a national benchmark 
for new programs such as new medical schools (e.g., the 
Northern Ontario School of Medicine) and the many 
regional medical campuses that have been created over 
the last 20 years. Without this examination, the 
assessment responsibility of these standards would fall to 
medical schools and residency programs. Accreditation 
agencies may play a role in mandating high quality local 
clinical skills assessments, however school-to-school 
variability in quality of assessment may not allow for truly 
standardized assessments at the individual trainee level. 

So what’s next? 
With the cancellation of the MCCQE Part II, we must 
actively identify and remedy unintended consequences. It 
is imperative that we maintain national standards for core 
clinical skills expected of all physicians, especially as they 
exit medical school and enter residency training. 
Improvements to workplace-based assessments with such 
frameworks as the Association of Faculties of Medicine of 
Canada Entrustable Professional Activities (EPAs) for the 
transition from medical school to residency offer some 
promise of standards.27 Studies of such core EPAs are 
emerging and showing some correlation with local OSCEs 
but this is a far from demonstrating validity evidence at a 
national level.28 Developing rigorous programs of 
assessments with frequent observations and use of clinical 
data may eventually trump any need for point-in-time 
examinations,29 although the authors suspect that 
regulators and the public will continue to demand that 
physicians undergo national high-stakes examination as a 
requirement for licensure.  

If national standards for clinical skills are valued, then they 
deserve to be assessed. Emphasis on core diagnostic and 
management skills, patient-centered communication, 
professional behaviours, cultural humility and safety, 
virtual and collaborative care should all be 
considered.25,30,31,32 The design of any future assessment 
strategy should be aligned with educational and societal 
needs and must include the ability to provide meaningful 
feedback such that the candidates can learn from their 
experience and finally, be mindful of cost.9,33,34   

Past criticism and recent experience with the COVID-19 
pandemic have clearly shown that there is a need to 
reconsider the way these assessments are done. 
Reinstating a national clinical skills standard should be a 
consideration by the medical regulators and educators. 
More appropriate timing of an examination should be 
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considered with demonstration of core skills at the end of 
medical school rather than during residency training. How 
such an assessment is administered should depend on 
what is being assessed and how best to assess it.  

Finally, we have identified some potential consequences of 
cancelling the national clinical skills examinations, but what 
about those consequences that we have not yet 
considered? How can we effectively study the effect of 
this? Can we pivot, as is happening in the US, creating novel 
opportunities with regional and national clinical skills 
initiatives?35,36  

In summary 
Before becoming jubilant about one less hurdle for 
Canadian physicians to jump to obtain their license to 
practice, we should determine what skills are necessary to 
be attained by all physicians. Demonstration of these skills 
to a national standard should be an expectation. 
Certification colleges play an important role in the pathway 
to licensure but do not consistently assess core clinical skills 
across all specialties. CBME and workplace-based 
assessments offer promises of rigorous assessment of core 
clinical skills but implementation is still ongoing and 
outcome studies will be years in the making. Failure to fail 
will likely remain an issue. Losing the MCCQE Part II will 
have many unintended consequences. As a community, we 
need to address these, consider future assessment of these 
important skills and place safeguards to ensure the public 
that we are doing what is best for our patients as a self-
regulated profession. 
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