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1. Overview of the MCCQE Part I 

The MCCQE Part I is a one-day, computer-based exam that assesses the critical medical 

knowledge and Clinical Decision-Making ability of a candidate at a level expected of a medical 

student who is completing his or her medical degree in Canada. The examination is based on the 

MCC Objectives, which are organized under the CanMEDS roles, and covers the following 

specialty areas: Medicine, Obstetrics and Gynecology (OB/GYN), Pediatrics, Population Health 

and the Considerations of the Legal, Ethical and Organizational Aspects of the Practice of 

Medicine (PHELO), Psychiatry and Surgery. 

The MCCQE Part I is composed of two components. The first component consists of 196 

Multiple-Choice Questions (MCQs). The second component consists of 45 to 55 Clinical Decision 

Making (CDM) cases that include both short-menu and short-answer, write-in items.  

The CEC is responsible for overseeing the MCCQE Part I including exam specifications, 

development of the exam, maintenance of its content and the approval of results. 

 

2. Exam development 

2.1 Exam specifications  

2.1.1 The MCQ component 

MCQs are single-correct answer-based items. MCQ exam specifications are limited to content 

covering the six specialty areas and control of difficulty levels within testlets. A testlet is a testing 

unit comprised of four MCQs of the same specialty area. Test committees generate testlets by 

level of difficulty ensuring that each testlet covers a variety of content for each specialty area. 

Testlets are used in the delivery of multi-stage adaptive testing (MSAT) of the MCQ component. 

Items are assigned a difficulty level based on their Rasch difficulty parameter established during 

calibration. The calibration process is described in Section 5.2. Four levels of difficulty are used: 

level 1 is comprised of very easy items; level 2 is comprised of easy items; level 3 is comprised of 

difficult items; and finally, level 4 is comprised of very difficult items. In Table 1, the mean difficulty 
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by specialty area and level of difficulty for 2017 is presented along with the minimum and 

maximum values by level of difficulty. A more comprehensive description of MSAT is covered in 

Section 5.4.  

Table 1: Rasch difficulty parameter statistics by specialty area and levels of difficulty 

Specialty Area(s) Difficulty level Mean Min Max 

Medicine 
 
 
 

1 -2.40 -5.01 -1.62 

2 -1.11 -1.62 -0.64 

3 -0.18 -0.63 0.30 

4 0.91 0.30 2.66 

Obstetrics and 
Gynecology 
 
 
 

1 -2.40 -4.87 -1.63 

2 -1.10 -1.62 -0.63 

3 -0.20 -0.63 0.30 

4 0.95 0.31 2.89 

Pediatrics 
 
 
 

1 -2.38 -4.51 -1.63 

2 -1.08 -1.59 -0.64 

3 -0.20 -0.64 0.32 

4 0.93 0.34 2.84 

PHELO 
 
 
 

1 -2.42 -4.97 -1.63 

2 -1.12 -1.63 -0.65 

3 -0.20 -0.63 0.30 

4 0.95 0.31 2.75 

Psychiatry 
 
 
 

1 -2.43 -4.93 -1.62 

2 -1.14 -1.62 -0.64 

3 -0.19 -0.63 0.32 

4 0.86 0.32 2.88 

Surgery 
 
 
 

1 -2.29 -4.95 -1.62 

2 -1.10 -1.62 -0.63 

3 -0.19 -0.63 0.31 

4 1.07 0.31 3.15 

 

Percentages by specialty area are limited to PHELO. Based on weights that were decided before 

the implementation of computerized testing, Population Health was to constitute no more than 20 

per cent of the PHELO content and the Legal/Ethical/Organizational component was to account 

for the remaining 80 per cent. When the MCC transitioned to computerized testing and MSAT 
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an initial estimation of a candidate’s ability following scoring of the first section (referred to as the 

routing section). Decisions are then made as to the level of difficulty of items in the next section. 

(A detailed description of the multi-stage model is covered in Section 5.4 of this report.) Each 

MCQ has a stem and five options, of which only one is the correct answer. There are no penalties 

for incorrect answers. The MCQ delivery model is designed in such a way that once candidates 

submit their answers to a particular section, they are not allowed to return to that section.   

The CDM component consists of approximately 45-55 cases (including pilot items), with one to 

four items in each case, for a total of approximately 80 items. The maximum time allotted for this 

component is four hours. CDM items include both short-menu and short-answer, write-in formats. 

The CDM format is designed to assess problem-solving and Clinical Decision-Making skills. 

Candidates are presented with case descriptions followed by one or more test items that assess 

key issues in the resolution of the case. CDM items, as well as some MCQs, have pictorial 

material presented in the form of photographs, diagrams, radiographs, electrocardiograms and 

graphic or tabulated material. Candidates may be asked to elicit clinical information, order 

diagnostic procedures, make diagnoses or prescribe therapy. Their decisions should reflect the 

management of an actual patient. 

Each candidate taking the CDM exam is assigned a test form at random. These forms are 

designed to include a set number of cases/items, evenly distributed across the six specialty 

areas. Within a test form, a candidate is also presented with approximately 10 pilot cases. Unlike 

the MCQ component, these pilot cases do not count toward a candidate’s score. For cases 

containing items that perform well, they are banked as an active case for future use. If a repeating 

candidate is taking the exam twice within a given year, a different form is assigned to ensure they 

receive different cases 

Typically, the MCQ portion of the exam is delivered in the morning and the CDM portion is 

delivered in the afternoon. 

2.3 Item development 

For the MCQ component, exam content is developed by each of the six specialty area-specific 

test committees that are comprised of family physicians and other specialists. Test committees 

include representation from both official language groups (English and French) as exam content 

is produced in both official languages. For the CDM component, exam content is developed by a 
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http://mcc.ca/wp-content/uploads/Multiple-choice-question-guidelines.pdf
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6.2 Overall exam results 

Table 8 summarizes pass rates for the 2017 spring and fall cohorts as well as for the whole year, 

along with basic descriptive statistics. The scores are presented on the reporting scale, which 

ranges from 50 to 950; the pass score is 427. Table 8 does not include the 11 candidates who 

received a No Standing. 

Table 8: Exam results  ̶  spring and fall 2017 

Spring 2017 Fall 2017 Total 

CMG 
First-time Test 

Takers 

N 2784 18 2802 

M 546 455 545 

SD 69 71 69 

Min 305 354 305 

Max 765 570 765 

Pass Rate (%) 95 61 95 

CMG 
Repeat Test Takers 

N 43 113 156 

M 428 451 445 

SD 59 48 52 

Min 290 281 281 

Max 605 564 605 

Pass Rate (%) 49 69 63 

IMG 
First-time Test 

Takers 

N 863 814 1677 

M 453 451 452 

SD 95 96 95 

Min 50 50 50 

Max 794 767 794 

Pass Rate (%) 62 63 62 

IMG 
Repeat Test Takers 

N 658 606 1264 

M 385 389 387 

SD 68 67 68 

Min 50 173 50 

Max 561 578 578 

Pass Rate (%) 27 31 29 

All 
Candidates 

N 4348 1551 5899 

M 502 427 482 

SD 97 88 100 

Min 50 50 50 

Max 794 767 794 

Pass Rate (%) 78 51 71 

Exam Results 
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Figure 3 displays the total score distribution on the reported score scale for all candidates in the 

spring, fall and total. Overall, the total score performance for the fall cohort was lower than for the 

spring cohort. 

Figure 3: Total exam score distributions  ̶  spring and fall 2017 

6.3 Reliability of exam scores and classification decisions 

Test reliability refers to the extent to which the sample of items that comprises any exam 

accurately measures the intended construct. Reliability of the MCCQE Part I can be assessed by 
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amount of information provided by a test at that point. The SE values should be as small as 
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Figures 4 and 5 display scatter plots of SE values along the reported score scale for the spring 

and fall 2017 administrations, respectively. For each cohort, the plot shows that scores are less 

accurate toward the lower and higher ends of the score scale, but more accurate in the middle 

range of the scale where the majority of the scores fall. The SE is the lowest near the pass score, 

which indicates the highest precision of ability estimates, thus supporting more accurate and 

consistent pass/fail decisions.  

Figure 4: Total exam standard errors of ability  ̶  spring 2017 

Figure 5: Total exam standard errors of ability  ̶  fall 2017 
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6.4 Pass/fail decision accuracy and consistency 

In the context of this high-stakes exam, the accuracy of pass/fail decisions is of the utmost 

importance. Reliability of the MCCQE Part I can also be assessed by examining the consistency 

and accuracy of pass/fail decisions based on exam scores. Decision consistency and decision 

accuracy can be estimated using the Livingston and Lewis (1995) procedure that is used by many 

high-stakes testing programs. Decision consistency is an estimate of the agreement between 

pass/fail final decisions on potential parallel forms of the exam. Decision accuracy is the estimate 

of the agreement between the pass/fail decisions based on observed exam scores and those that 

would be based on their true score (for example, if the candidate could be tested on an infinite 

number of MCCQE Part I items). As indicated in Table 9, both the decision consistency estimate 

and the decision accuracy estimate for each of the two administrations of 2017 indicate reliable 

and valid pass/fail decisions based on MCCQE Part I scores. Table 9 is based on data from 4348 

candidates in the spring session and 1551 candidates in the fall session. 

  Table 9: Reliability estimates, standard errors of measurement, decision  
consistency and decision accuracy indices for each administration of 2017 

Reliability estimate 0.90 0.88 

SEM (score scale) 28.8 29.5 

Decision consistency 0.91 0.85 

False positive 0.05 0.08 

False negative 0.05 0.08 

Decision accuracy 0.93 0.89 

   False positive 0.03 0.05 

   False negative 0.04 0.06 

6.5 Domain subscores profiles 

The purpose of the domain subscore profile is to provide diagnostic information to candidates by 

highlighting their relative strengths and weaknesses. The SFR is designed to provide subscore 

information at the candidate level. In this report, we present domain subscore information for all 

candidates for the spring and fall 2017 administrations. The range of domain subscores is 

presented graphically in Figures 6 and 7. The graphs show the domain subscore for each of the 

eight domains. The boxes for each domain indicate the range of scores for 50 per cent of the 

Spring Fall 
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candidates’ domain subscores. The vertical line represents the median or 50th percentile 

subscore. The remaining 50 per cent of domain subscores are shown to the right or the left of the 

box as a line (25 per cent to the right and 25 per cent to the left). 

Figure 6: Domain subscore profile for the spring MCCQE Part I candidates 

Figure 7: Domain subscore profile for the fall MCCQE Part I candidates 
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6.6 Historical pass rates 

Historical pass rates are presented in this section. Table 10 shows the pass rates for 2015 to 

2017 by group.  

Table 10: Spring 2015 to fall 2017 pass rates 

2015 2016 2017 

N 
Pass 
rate 

N 
Pass 
rate 

N 
Pass 
rate 

CMG first-time test takers 2791 95 2831 97 2802 95 

CMG repeat takers 168 64 171 69 156 63 

IMG first-time test takers 1638 60 1704 58 1677 62 

IMG repeat takers 1023 20 1210 29 1624 29 

TOTAL 5260 70 5916 71 5899 71 
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APPENDIX A:  

MCCQE Part I Exam Centres 

Alberta Calgary University computer lab 

Edmonton University computer lab 

British Columbia Kelowna University computer lab 

Prince George University computer lab 

Vancouver University computer lab 

Victoria University computer lab 

Manitoba Winnipeg University computer lab 

New Brunswick Moncton University computer lab 

Newfoundland St. John’s University computer lab 

Nova Scotia Halifax University computer lab 

Ontario Hamilton University computer lab 

Kingston University computer lab 

London University computer lab 

Mississauga Private lab 

Ottawa University computer lab 

Sudbury University computer lab 

Thunder Bay University computer lab 

Toronto Bay St Private lab 

Toronto University University computer lab 

Quebec Chicoutimi University computer lab 

Montreal I University computer lab 

Montreal II University computer lab 

Québec University computer lab 

Sherbrooke University computer lab 

Trois-Rivières University computer lab 

Saskatchewan Saskatoon University computer lab 
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APPENDIX B:  
MCCQE Part I Statement of Results 
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APPENDIX C:  
MCCQE Part I Supplemental Feedback Report 
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