RCOPHTH REFRACTION PILOT 
FIRST FOCUS GROUP MEETING 13 JANUARY 2026 VIA ZOOM

Click here for recording



1. Welcome and Pilot Group introductions
SW welcomed participants and explained the purpose of the session: an opportunity for interaction between the pilot group and participants about how the refraction pilot is going. The panel were introduced as follows:
· Steve Winder (Chair of the Exams Committee) - SW
· Kim Scrivener (Pilot Manager) - KS
· Luke Clifford (Senior Examiner for the Refraction Certificate) - LC
· Vanna Fadda (Education, Training & Events Department) - VF
· Alex Tytko (Education, Training, Training & Events Department) - AT
· Chris Way (Resident) - CW
· Niro Narendran (Curriculum Committee) - NN

2. Introduction
The GMC has been interested for some time in alternatives to running the Refraction Certificate as a single exam. The pilot is testing the use of an EPA (Entrustable Professional Activity) and logbook approach to see if it is a viable alternative to the Refraction Certificate. Pilot participation breakdown is as follows:
· 19 ST1s
· 10 ST2s
· 8 non-training doctors
· Representation across most UK deaneries
· TPDs and Heads of School are aware and being kept informed

3. Key requirements and reminders for participants
· The RCOpth Refraction Logbook must be used to record refractions.
· Both the Logbook and EPA must be completed (logbook alone is not sufficient).
· Participants will be asked to upload the EPA and Logbook by a specified date (to be confirmed).
· Uploading documents is required to enable comparison with exam outcomes.
· Completing the survey, as well as the exam, EPA and Logbook is essential to obtain the 10% exam fee discount refund. 
· Participants should respond promptly to College requests for information (e.g. confirming supervisor details).
· Support routes:
· Email: refractionpilot@rcophth.ac.uk
· WhatsApp group
· It is not too late for volunteers to join the Pilot.

4. Logbook
· Participants confirmed early use of the logbook was generally straightforward.
· A key question was raised about the numbers listed in the logbook categories (e.g. presbyopes, paediatrics). SW and LC clarified:
· The figures are indicative for the purposes of the pilot, not mandatory. They are also useful for the Named Clinical Supervisor. CW reminded attendees that the refraction practice volume is broadly similar to what candidates would do anyway.
· The purpose is to test how achievable the numbers are in different clinical contexts, and if they are not, the College wants tfeedback on barriers (e.g. limited access to presbyopes in paediatric-heavy services).
· A question was raised about selecting only one “special circumstance” (e.g. cataract, ASD) when patients may have multiple complexities. LC explained that:
· This field is mainly for context and personal record, rather than being used as a strict scoring factor.
· The overall aim is to demonstrate sufficient volume of practice, reasonable accuracy and competence across a range of cases.
· The pilot will not “adjust” poor refraction results based on complexity recorded.

5. Challenges getting the required range of cases
· A participant working mainly in paediatrics highlighted difficulty accessing presbyopes, non-cycloplegic refractions and a broader adult case mix.
· LC reinforced that the intention is to demonstrate a spread of refractive errors and techniques, not to “tick off” unrealistic subcategories.
· It was acknowledged that trainees may need to seek opportunities outside a single service (e.g. adult clinics) to build competence across the full range required. CW gave examples of such opportunities, e.g. retina clinics may provide many dilated patients and a range of myopia and local optometrists may allow supervised practice sessions.

6. Supervision and assessor access
· Participants discussed difficulty “chasing” consultants for sign-offs.
· One participant described a workable approach using hospital optometrists for feedback and observation then consolidating evidence with the consultant clinical supervisor
· The group acknowledged experiences vary depending on local departmental support.
· Non-trainees should identify a suitable senior clinician to act as a named clinical supervisor equivalent. The named clinical supervisor’s role is to make an overall judgement of competence based on the evidence gathered.

7. EPA
· A non-training doctor asked whether the logbook alone was enough. The panel confirmed that both the logbook and EPA are required in order to complete the pilot, along with the Refraction Certificate and the post-pilot survey. CW commented that while documentation looks substantial, the EPA and Logbook combined reflect the workload required to replace the whole exam.
· Participants asked whether they needed one EPA per refraction type. LC went through the EPA on shared screen to demonstrate that:
· The EPA is completed as one single EPA and requires evidence for each of the different refraction types. 
· The EPA is explicit about which skills require mandatory workplace-based assessments, e.g. CRSRet (if not already completed at Level 2).
· Other skills require a separate observed assessment, such as logbook entries, workplace-based assessments (e.g. DOPS), observation/checking by an optometrist/consultant, multi-assessor reports (MAR), where appropriate.

8. Decision timeline: exam vs EPA
· A participant asked when a formal decision would be made about replacing the exam with the EPA – they had been asked about this by others. 
· SW explained that a decision will be made after the pilot as to whether to make a GMC submission or not. If it is agreed to go ahead, the pilot outcomes will be part of the evidence. The nature of the GMC process means that a possible timeframe for any change would likely be no earlier than 2027.  

9. Timing of further support / future focus group
· It was agreed to arrange another focus group in late March / early April, when most residents start focused refraction practice ahead of exam timelines.
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