RCA vs CBD – is there really a fight between them?


We are often asked which is better: Random Case Analysis (RCA) or MRCGP’s Case Based Discussion (CBD).  In summary, you should use both as they assess the trainee from some common perspectives (thus allowing triangulation) but some different ones too (thus adding diversity to your repertoire of educational skills.

What’s the difference?

The MRCGP’s Case Based Discussions (CBD) are different than RCAs in that with CBDs you are meant to stick to the “here and now” whereas in CBDs you can go off at a tangent.

And the advantages?
The advantage the CBD has over an RCA is that by sticking to the ‘here and now’ you discuss what actually happened and why.   In so doing – you are testing a trainee’s actual performance rather than theoretical models of what they could have done in their minds.  The trainee has to justify what was actually done, whether an alternative was considered and justify their chosen approach.   It quizzes them on what they actually did and why – and in that way they cannot ‘make up stuff’.  

For example, 

· Trainer: “I notice that you only asked two things in relation to the biological features of depression – concentration and irritability.  Did you explore any of the others”

· Trainee : “I did ask some of the other things”

· Trainer: “Oh, okay, tell me more”

· Trainee: “Well, I asked about, err… sleep, and anhedonia”.

· Trainer: “And what did you find?”

· Trainee: “Well she had early morning waking, and some insomnia.   Also, she wasn’t going out with friends any more.”

· Trainer: “If that is the case, can I ask why you didn’t write that information in the medical records?”

But RCAs have the advantage of being able to go down the ‘what if’ route.  ‘What if’ questions enable the trainer to change the real-life situation experienced and go into the world of fantasy and make the situation more complex and harder.   You cannot do this with a CBD!   So, an RCA can tell you how good a trainee is in terms of their cognitive thinking and processing flexibility…

· Can they adapt to changing scenarios?  

· Can they handle more complex scenarios?

· Are they able to think in shades of grey (as opposed to black and white thinking found in obeying protocols)?

The pro-CBD’ists would say – “Yeah sure, the trainee can say what they might do but would they actually do that in real life?  A trainee might have the gift of the gab – where they might say impressive stuff but don’t actually do it”.    And of course, this is true!  
But RCAs are a great way of uncovering knowledge needs.  So, if your trainee has failed the AKT, RCAs are a great way to quickly uncover areas in which you feel the trainee is clinically deficient!   A great way to help the trainee with passing the AKT is to do buckets of RCAs!   After all, the exam is based on real-life General Practice. 

The table below describes some of the differences in a nutshell…
	RCAs
	CBDs

	Cases are random
	Cases are selected

	You agree an agenda with the trainee (negotiate)
	You don’t agree an agenda.  You follow the competency chart.

	You usually look at the case randomly and therefore make up questions as the trainee is explaining the case.
	You need to carefully read the case and prepare questions before hand

	You can ask questions in whatever direction you like
	You must ask questions that are based on specific areas that are being scrutinised

	You can even go into the hypothetical e.g. by using “what if” questions
	You must stick to the “here and now” 

No “what if questions”

	One case usually takes 20-30 mins
	One case usually takes 30 mins (10 mins for feedback)

	Learning Plan provided at the end to inform the trainee what they need to concentrate on
	Learning Plan provided at the end to inform the trainee what they need to concentrate on

	Feedback is given at the end
	Feedback is given at the end
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So, you can see there are pros and cons to both CBDs and RCAs.    Both explore knowledge, skills and attitudes in different ways.  So… we would say do both!    Both are different methods of uncovering learning needs.   You have to do CBDs anyway with your trainee – because it is a mandatory requirement of MRCGP and GP training.   But do try and build in sessions to do RCAs.  

KNOWLEDGE, SKILLS & ATTITUDES





RCAs





what they would do in more challenging scenarios





CBDs





what they did


consequences


what they didn’t do








Practising holistically


Data gathering and interpretation


Making decisions/diagnoses –considering implications, justifying


Clinical management


Recognise and managing medical uncertainty and complexity


Primary Care Administration (IMT)


Working with colleagues


Community orientation


Maintaining an ethical approach/applying ethical frameworks


Fitness to practice
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