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INTRODUCTION

Family Medicine (General Practice) is perhaps the most important, but least recognised specialist discipline of medicine in Nepal. It is important because the great majority of the population of Nepal, mostly in rural areas, have no access to a doctor of any sort. They should be able to meet a doctor who has a broad background of training, who understands them and knows how best to meet their need in a comprehensive way, recognising what is possible and affordable in that context. It has been demonstrated that family practitioners are the most effective doctors for providing primary health care. 

 

The objectives of the Second Long-term Health Plan (1997-2017) include

· To extend to all districts cost-effective public health measures and essential curative services for the appropriate treatment of common diseases and injuries;

· To provide technically competent and socially responsible health personnel in appropriate numbers for quality health care throughout the country, particularly in the underserved areas;

Currently in Nepal there is under-staffing and hence underutilisation of District Hospital beds (60%) with high utilisation in central hospitals (95%) which could be managed at lower level institutions. Improving access to basic primary and secondary care across the country requires significant increase in staff and beds at district (213%) and zonal level (100%). (Human Resource Report 2003)

The doctor at the District Hospital should be a Family Medicine Practitioner, one who has done advanced training to be equipped for competent independent practice in this setting. The Family Doctor will manage many conditions in a simple and competent way and will have the practical skills that are needed, including general surgery, obstetrics and anaesthetics. One or two fully trained Family Doctors placed in the Primary Health Centre and District Hospital, are able to provide the sort of comprehensive holistic service that the people are looking for. As the service builds up, visiting specialists may also come. As their services are limited and specific, it is the Family Doctor who can best decide who needs the specialised services. In this way, the specialist is used in the most efficient way to benefit the greatest number. At the zonal hospital, family Practitioners are ideally placed to serve in Emergency Departments and in providing primary care.

 

While the people in greatest need of service are those living in isolated rural areas, the other reality is that the towns and cities of Nepal are growing very quickly. As they develop, the need for primary medical service grows too. Random or market driven growth of specialist services with direct access by the public has been the pattern. This leads to fragmented patient care and inappropriate investigation which is less cost effective. The Family Doctor has much more to offer as the first point of call for town people. He/She will become known for continuous care of the family over a length of time. The Family Doctor will help the family to make wise choices about the use of their savings to restore, maintain and build the health of the family. 

The Family Doctor will recognise the deficiencies in health services and advocate for their improvement with community members. The Family Doctor will see patterns of community health problems and work together with counterparts in that discipline to improve the health of the population as a whole. They are an important key to integrating curative and preventive services. There is wide agreement that strengthening district health systems is the most appropriate way to promote primary health care. The district hospital in Nepal represents the point of convergence of the “top-down” approach of health service planning and the “bottom-up” approach of community participation. Cooperation between hospital and community health services will facilitate this functioning of an integrated District Health system. An adequate network of fully functional district and zonal hospitals will enable more effective referral network with reduction in inappropriate cases presented to tertiary hospitals. 

HISTORY OF TRAINING.

Family Medicine has been taught in Nepal since 1982. From discussions between His Majesty’s Government (HMG) and the University of Calgary, the Medical Doctorate in General Practice (MDGP) programme began at Tribhuvan University. Phase 1, from 1982-1987 had half the training in Canada. Phase 2, from 1987-1988 had 3 months training in Malaysia. Phase 3 started in 1991 (after a 2 year suspension of the programme) and continues with all training in Nepal. In 2002 BPKIHS started its own Family Medicine Programme.

In a 1994 evaluation, it was recommended to establish linkages between the IOM and Patan Hospital to supplement weaknesses in the curriculum, provide resources for facility development and provide the basis for future collaboration. In 1994, the programme officially accepted Patan Hospital general practice residents into the MDGP programme. Initially there were 2 residents each year but from April 2000, 4 training places of the available 12 per year are at Patan Hospital. 

Up till now, there have been 18 graduates from Patan Hospital. Among these, 10 are working outside Kathmandu Valley. One of our first graduates remained at Patan (where he was previously working) and now is the Emergency Department Head and involved in doctor training. He has been joined by 2 recent graduates to strengthen the department.  Two other recent graduates have just joined the IOM GP faculty. 

Among the 10 residents who are working out of the Kathmandu Valley –

· 5 are with HMG ( 4 in District Hospitals and 1 in Regional Hospital in Pokhara),

· 1 continues to work with UMN in Tansen, 1 worked with UMN in Amp Pipal until UMN withdrew in September 2001 and to date he continues to work in Amp Pipal as an HMG doctor,

· 2 work with AMDA - 1 in Butwal and 1 in Damak.

· 1 works in private in Pokhara

THE FUTURE

In 2002 the National Academy of Medical Sciences (NAMS) with the aim of developing postgraduate medical training was established. It envisages a 2 stage training – membership and fellowship. There is an emphasis on training HMG doctors who will then give rural service.

With the history of training in the hospital already established, a continuing commitment to this training as an important contribution to Nepal’s health care needs, and with strong links to rural training sites through a network of rural hospitals as well as links to Chapagaon Health Post and urban Patan clinics we believe Patan Hospital is in a good position to provide a comprehensive Family Medicine training programme. 

This document describes the concepts behind the Membership (Family practice) program and presents the recommended content for training which will equip family practitioners with the skills required to function well in the district hospital and primary care setting. 

GOALS

To produce compassionate, competent and patient-centred family doctors, able to provide all age groups with comprehensive and effective management of a wide range of health problems encountered in Nepal, including timely emergency and life-saving surgical and obstetrical intervention.

To improve the access of Nepali people, especially the poor and underserved, to appropriate health care by providing family doctors who can take up a range of career opportunities at all levels of public hospital (particularly as a District Health Officer and Primary Care Physician) and in the primary health care system as well as private medical practice.

OBJECTIVES

The post graduate programme in Family Medicine will provide systematic training under the guidance of qualified Family Practitioners to produce generalist doctors with wide ranging skills and experience who:

1. Demonstrate competence in the management of acute and chronic health problems

· Performs emergency medical, surgical, trauma and obstetric procedures

· Demonstrates particular skill in maternal and child health (including neonatal)

· Provides continuity of care for ongoing medical problems

· Arranges appropriate follow-up and referral

2. Promote community health and prevent disease

· Includes health promotion/education in each patient encounter

· Knows the local needs and patterns of disease – a practical epidemiologist

· Act as advocates within and for the community to improve community health and development

3. Provide patient-centred care, rather than disease centred

· Understands the social and cultural aspects of health and illness

· Communicates well with patients and their family

· Treats patients with compassion and respect

· Makes ethical medical decisions

4. Work cooperatively with other health professionals as part of a team

· Acts as a leader in the health team

· Manages and administrates competently

· Implements national health strategies

· Co-ordinates with other agencies, using resources wisely and creatively

· Co-ordinates with other health care professionals to optimize pt care

5. Demonstrate a professional attitude to their work

· Understands own strengths and weaknesses

· Committed to life-long learning

· Committed to their local community

· Maintains good relationships with specialists and other health care workers

· Understands the health care system in Nepal and their role within it

6. Demonstrate competence and enthusiasm for research

· Critically reads the literature

· Initiates research or collaborates with others to address health care questions relevant to Nepal

7. Demonstrate an ability to teach other health care workers

ENTRY CRITERIA

General entry criteria of National Academy of Medical Sciences for MD/MS program are applicable, which is as follows:

· Candidate should have MBBS or equivalent degree recognized by the Nepal Medical Council

· Candidates should have minimum two years of work experience in Government, University or other similar recognized hospitals after temporary registration with Medical Council

· Candidates should achieve minimum 50% marks in the written MCQ type entrance examination
Specific Entry to Family Medicine programme would be

· Up to half of the candidates chosen by the Faculty based on aptitude suitability for the course and sponsored by Patan Hospital

· The rest chosen as per the NAMS selection 

Exam 60%; Work in remote areas 20%; PG Diplomas 5%; MBBS 5%; ISc 5%; 

SLC 5%

COURSE CONTENT

i) Course Overview

During the course the following five domains of practice will be covered (adapted from Australian RACGP “Domains of general practice”)

1. Communication skills and the patient-doctor relationship

Counseling and communication skills

Communication with other health workers

Consultation models

Patient centredness

Health promotion and disease prevention

2.  Applied professional knowledge and skills

Broad knowledge of significant medical and surgical problems

Approaches to undifferentiated problems

Use of critical thinking, problem solving

Physical examination skills

Practical procedures

Clinical decision making

Continuity of care

Cost effective investigation and management of pts

Rational prescribing

Critical appraisal of professional knowledge and skills

3. Population health and the context of general practice

Epidemiology and statistics

Public health problems and the health needs of special groups

Population based preventive strategies

Sociopolitical and cultural aspects

Community context and health

Family context and health

4.  Professional and ethical role

Research and audit skills

Attitudes and ethics

Role of family doctor within the healthcare system

Personal development (life-long learning)

Role as teacher, leader and change agent

Reflective skills and professional self appraisal

Maintenance of professional standards

5. Organisation and legal dimensions

Management and personnel skills

Administration

Leadership skills

Information retrieval and handling skills (Computer skills)

ii) Course Outline
The basic course outline is described below.  Family medicine residents will work 6 days per week including a half day Professional Course.

Yr 1

Medical (including psychiatry) 5/12

Paediatrics (including dermatology) 5/12

Anaesthetics 2/12

Family medicine OPD (longitudinal experience, half day per week)

Yr 2

Surgery 4/12

} with emphasis on emergency procedures

Orthopaedics 2/12
}

Obstetrics and Gynae  5/12 including family planning in Govt recognized place

Ultrasound 1/12 

Community clinic (longitudinal experience, half day per week)

Yr 3

District Hospital placement 6/12 (including 2 weeks of dental and forensic medicine)

Emergency 3/12 (including half a day per week to attend an urban community clinic)
Electives 3/12

Longitudinal experience

To encourage a holistic approach in the Family medicine residents and a firm understanding of the uniqueness of General practice, all residents will have half day release each week throughout first and second year to attend Family practice clinics.

Year 1:  Family Medicine Outpatients department

Aim

To develop good consulting and communication skills with patient centred focus.  There will be acquisition of practical, comprehensive, diagnostic and management strategies across the range of conditions seen in Family OPD

Objectives

The Family medicine resident will learn to deal with:

The  presenting problem

· Initial assessment with logical approach to undifferentiated illness

· Impact of illness in the context of the family and community

· Sensitive to psychosocial issues related to presentation

· Follow-up management plans especially in Chronic disease (eg diabetes, hypertension, asthma, COPD, APD, anxiety/depression, growth and development)

· STD, antenatal and postnatal care, well women and men assessments

Management of ongoing problems

· Care of previously treated problems

· Coordination of care

Modification of health seeking behaviour

Opportunistic health Promotion in prevention and screening as appropriate

· Immunization

· Life style management including exercise

· Nutrition

· Weight control (BMI)

· Smoking and alcohol

· Family planning/cervical smear/breast check

· Safe sexual practices

· Coronary vascular disease – BP, diabetes, cholesterol

· Specific Childhood issues – growth, vision and hearing, gait

· Specific issues of elderly

· Psychosocial

Counseling
In all of the above areas, including the management of difficult or angry patients

Year 2 and Year 3: Community Clinic

Aim

The Family Practice resident will integrate learning from a variety of specialty rotations and build on the first year placement into a broad understanding of holistic health care in a Community Primary Care setting.

Objectives

1. Applies previous experience to the management of common disease processes found in the community.

· Recognizes common disorders

· Understands natural history of the disorder

· Organizes an appropriate treatment plan

· Justifies reasoning for the treatment plan

· Gives appropriate advice on health promotion and disease prevention

2. Demonstrates good communication skills

· Listens attentively

· Explains the illness to the patient in a clear way

· Demonstrates negotiating skills in agreeing treatment plan with pt and family

· Displays competence in managing conflict and the difficult patient

· Displays sensitivity while breaking bad news

· Displays competence in recognition and management of psychiatric and psychological disease.

3. Understands the social and cultural aspects of health

· Describes family structures

· Describes impact of ill health on individuals and their families

· Explains cultural beliefs which influence family attitudes to disease

· Uses family dynamics in patient care management

· Explores hidden agendas

4. Demonstrates appropriate attitudes to work

· Displays a diligent approach to work

· Shows concern for welfare of patients

· Develops a good relationship with staff

· Learns teamwork in a community setting

· Learns how to teach and encourage other health professionals (The doctor as educator)

· Understands own strengths and weaknesses

5. Demonstrates skill in independent thinking

· Critically discusses strategies used to address health needs in Nepal

· Maintains professional standards by critical reading of literature

· Considers possible community based research including for Thesis
6. Contextualises his medical practice to a community setting

· Refers patients appropriately to other community-based resources

· Adapts medical practice to a low resource setting

· Ensures ongoing follow-up of patients with chronic illness
· Learns about Audit/Developing clinical standards/ guidelines and protocols

Professional course (See Appendix 1)
This course runs throughout all three years, comprising half a day per week.

Aim

To provide faculty input to address specific GP issues, not covered in the various clinical attachments

Objectives

Family medicine residents will be able to:

· Describe the principles of epidemiology and research

· Critically read medical literature

· Describe the principles of public health

· Describe the principles of human resource management

· Explain the principles of chronic disease management

· Describe the impacts on health of a patient’s social context

· Discuss stages of life issues (eg behaviour and learning disabilities in children, adolescence, gender specific health issues, ageing)

iii) Individual Course Curriculae
MEDICINE

Aim

During the medicine placement the Family medicine resident will become competent in managing common acute and chronic medical problems – approaching them in a systematic, problem-orientated way.  They will also be able to recognize less common problems and will know how to access further help in managing their patient via reading of textbooks, searching the internet, seeking phone advice or referring to a specialist.

General Objectives

The resident will be able to:

· Manage medical emergencies

· Manage common acute and chronic medical problems in adults (inpatient and outpatient)

· Give appropriate health promotion advice

· Counsel and support patients with chronic disease

· Ensure follow-up and continuity of care

· Use investigations sparingly and appropriately

· Interpret results of investigations accurately

· Perform common medical diagnostic and therapeutic procedures

· Access medical literature to inform practice

· Refer to specialists as appropriate

Core Knowledge

Patients do not present with a disease label, but with a set of symptoms and signs.  The family doctor is often the first health care professional to meet a patient and thus must be confident in the management of the “undifferentiated” health problem.  Teaching and learning during the medical placement will therefore take the form of a problem-orientated, syndromic approach.  The curriculum for medicine reflects this approach.  The Family medicine resident will be able to manage patients presenting with:

· Chest pain



(acute and chronic)

· Palpitations

· Shortness of breath

(acute, intermittent and chronic)

· Wheezing

· Stridor

· Haemoptysis

· Cough


· Cyanosis

· Swelling of body parts



· Dyspepsia

· Reflux

· Haematemesis and malaena

· Upper and lower abd pain

(acute and chronic)

· Diarrhoea



(acute and chronic)

· Vomiting

· Abdominal distension

· Constipation

· Jaundice

· Dysuria

· Polyuria

· Haematuria 

· Impotence

· Confusion

· Coma

· Headache



(acute and chronic)

· Convulsions

· Syncope

· Paralysis

· Paraesthesia

· Weakness

· Fever

· Anorexia

· Fatigue

· Myalgia

· Itch

· Rash

· Abnormal bleeding

· Swollen glands

· Joint swelling

· Joint pain

Certain diseases can present in a multitude of different ways.  Specific attention should be paid to the recognition and management of:

· Thyroid disease

· Diabetes

· Tuberculosis

· Drug related problems – iatrogenic, poisoning, or abuse including alcohol/smoking

· Anaemia

· Depression

· Hypertension

· Spinal dysfunction

· Urinary tract infection

The resident will also be familiar with the principles of:

· Holistic management of patients with HIV/AIDS

· Palliative care

Core Skills

The Family doctor will acquire the following core skills, recording his/her experience in the log book.

· Lumbar puncture

· Chest tube insertion and maintenance

· Thoracocentesis

· Paracentesis

· Intubation

· Ventilation procedures

· CPR

· Taking and interpreting ECGs

· Bone marrow aspiration

Core skills also include communication skills such as:

· Counseling patients with chronic health problems

· HIV/AIDS pre and post test counseling

Teaching and Learning

Residents will attend and actively participate in rounds, journal clubs and case presentations.

Residents will be released for half a day per week to attend a psychiatry outpatient clinic in Patan hospital, and half a day per week to work in a Family Practice clinic.

Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

There will be a written and clinical exam at the end of 1st year.

A logbook will be kept to encourage reflection on patient management and record procedures. A portfolio about a medical patient will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to medicine. 
PAEDIATRICS

Aim

The Family medicine resident will effectively manage the common paediatric problems in a systematic, problem orientated way and be able to recognise the less common and know how to access assistance in management. The Family doctor also needs to be familiar with special paediatric health promotion activities, particularly Safer Motherhood and immunisation and primary health care services.

General Objectives

The resident will be able to:

· Describe the patterns of normal growth and development

· Describe current feeding practices and the management of feeding problems.

· Assess and examine children, including neonatal assessment and assessment for gestational age.

· Give preventive education and guidance, individually and in school and community programmes.

· Recognise and Manage common acute and chronic problems affecting neonates, infants and children being particularly able to recognise and respond to serious illness.

· Describe communicable diseases and immunisation schedules.

· Manage Paediatric emergencies including neonatal resuscitations

· Manage chronic disabilities in children.

· Use and interpret Investigations appropriately 

· Discern which problems can be effectively managed in a district hospital setting.

· Refer to specialist paediatricians as appropriate.
Core Knowledge

Since patients present with problems expressed in symptoms and signs, the Family doctor needs to be confident in managing the “undifferentiated” health problem.

The Family doctor should be able to manage patients presenting with the following conditions:   

· Neonatal conditions -    Normal Newborn Care 

                                       -    Prematurity / Postmaturitv 

· Birth trauma / Asphyxia 

· Respiratory distress

· Jaundice

· Sepsis

· Congenital problems (cardiac, hip, cleft palate, tracheo-oesophageal fistula, imperforate anus, diaphragmatic hernia)

· Acute Life-threatening Problems 

   –    Stridor/Airway compromise (Croup/epiglottis)

· Respiratory distress and potential respiratory failure (severe ARI, Asthma)

· Circulatory failure/shock including Sepsis and dehydration

· Altered sensorium including Meningitis/ encephalitis/ encephalopathies (hepatic, uraemic, hypertensive)

· Seizures and status epilepticus

· Congestive heart failure

· Supraventricular tachycardia

· Acute renal failure

· Tetanus

· Poisoning

· Drowning/ near drowning

· Bleeding disorders

· Diabetic Ketoacidosis

· Acute Abdominal Pain (distinguish medical and surgical causes) 

· Feeding Problems – understanding of Breastfeeding and Nutrition 

· Growth Disorders - Protein Calorie Malnutrition, failure to thrive, short stature

· Common Febrile Illnesses 

   –    ARI (including Pertussis)

· Diarrhoeal disease (viral, bacterial, parasitic)

· Urinary Tract Infection 

· Septicaemia/Bacteraemia

· Meningitis/ encephalitis

· Enteric fever

· Malaria

· Viral exanthems (measles, mumps, etc)

· Acute tonsilitis

· Rheumatic fever/ endocarditis

· Tuberculosis (TB)

· Infective hepatitis

· Kala azar

· PUO

· Cough – including Asthma / Bronchitis/Bronchiolitis

· Oedema – including renal (nephritic syndrome, nephritis), Kwashiorkor, cardiac

· Chronic abdominal pain

· Jaundice

· Seizure disorders

· Anaemia and blood dyscrasias including Leukaemias (recognize and refer)

· Arthritis (septic arthritis, osteomyelitis, Juvenile Rheumatoid arthritis)

· Skin diseases/ rashes (eg scabies)

· Common eye problems (eg conjunctivitis)

· Common ear problems (eg otitis media)

· Developmental delay/ cerebral palsy/ mental retardation

· Visual / hearing / speech disorders (recognize and refer)

· Dehydration

Certain diseases can present in different ways so specific attention should be paid to 

· Diabetes mellitus

· Hypothyroidism

· TB

· HIV/AIDS

Core Skills

The Family doctor should acquire the following skills: 

· Peripheral intravenous infusion and blood transfusion

· Intraosseous infusion

· Scalp vein care

· Thoracocentesis

· Paracentesis

· Lumbar puncture

· Suprapubic puncture

· Femoral Puncture

· Intubation

· CPR – both Basic and Advanced Life Support

· Resuscitation of the new-born

· Exchange transfusion

· Phototherapy

· ENT examination

· Interpretation of X-rays, Laboratory investigations and ECGs of common problems and where possible basic laboratory microscopy

· Developmental Assessment

· Interpretation of growth charts

· Vision and hearing testing

This also includes communication and teaching skills as an educator of parents and other Health workers

· Preventive and promotive care

· Immunisation

· Nutritional surveillance

· Chronic diseases

Teaching and Learning

Residents will attend and actively participate in rounds, journal clubs, teaching sessions and case presentations.

Residents will be released for half a day per week to attend Dermatology OPD (Sunday/Thursday afternoons) and half a day per week to work in Family Practice clinic 

The Aim is for all residents to do the PALS course sometime during the 3 years.

Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. There will be a written and clinical exam at the end of 1st year.

A logbook will be kept to encourage reflection on patient management and record procedures. A portfolio about a paediatric patient will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to paediatrics. 
DERMATOLOGY

Aim 

Recognizing that skin presentations are very frequent in family practice, the resident will become proficient in management of what is common, will be able to consider the possibility of less common entities and know what to investigate or refer.

Objectives

The Family medicine resident will become competent in:

· Specific history and clinical examination skills

· Terminology of Skin lesions

· Recognition of various types of skin lesions and examination of other systems for any concomitant diseases.

· Conduct special tests like scrapings for KoH, skin biopsy.

· Performance of minor dermatosurgical procedures 

· Principles of dermatological therapeutics – terminology and appropriate use of topical skin preparations

· Dermatologic emergencies and initiation of proper management.

· Appropriate and timely referral

.
Core knowledge

The Family medicine resident will be able to manage the following common skin conditions:

Bacterial:

· Superficial bacterial infections, Skin TB, Leprosy

Viral:

· Herpes simplex, Herpes zoster, Wart, Molluscum contagiosum

Fungal:

· Dermatophyte, Candida, Tinea versicolor, Deep fungal infection

Parasites:

· Scabies, Pediculosis, Leishmaniasis

Approach to Pruritus:

· Systemic Causes

· Skin causes – Infective (eg Scabies), Urticaria, Dermatitis Herpetiformis, Lichen Planus

             Common Skin Problems:

· Eczema/Dermatitis, Acne, Psoriasis, Drug eruptions, Erythema multiforme, Erythema Nodosum, Purpura, Bullous diseases 

          Skin Ulcers:

           Hair and Nail Disorders:

· Alopecia, Onycholysis, Paronychia

Pigmented Skin Lesions including Melanoma.

           Common Lumps and Bumps including Skin Cancers:           

                -     Warts, Keratoacanthoma, Basal Cell, Squamous Cell

Sexually transmitted disease


- Non specific urethritis/cervicitis, punctate balanoposthitis, candidiasis, trichomoniasis, condylomata accuminata, syphilis, gonorrhoea and chancroid

· Sexual contact history, past history of STI, medications

· Clinical examination and investigations to find other STDs

· Contact tracing and treatment of contacts

· Regular follow-up of STD cases

Assessment
This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. There will be a written and clinical exam at the end of 1st year.

Summative – At the end of final year, there will be theory and practical exams including dermatology. 
PSYCHIATRY
AIM

Every patient presentation has a psycho-social aspect that should be addressed to achieve a better outcome. Understanding of illness behaviour, adaptation to changed health circumstances, community attitudes and cultural factors are crucial to the practice of Family Medicine. As such, it is important to sensitize the trainee to the mental health dimension of every consultation, and develop consulting and communication skills. Family doctors are in the first line for handling ordinary mental health issues, (comprising up to 25% of patients in general practice) as well as fully developed psychiatric presentations. 

Specific Objectives

· To equip the Family Doctor with the knowledge, skills and experience necessary to

· diagnose and manage common psychiatric problems presenting in district hospital, community health or private clinic settings.  

· prevent mental illness through early intervention, 

· manage acutely disturbed cases and  follow up these cases effectively 

· manage people with chronic mental health problems with a rehabilitative approach. 

· To develop the role of the Family Doctor in educating individuals, community groups and other levels of health workers about mental health and psychiatric disorders. 

· To prepare the Family Doctor to work in the health team to promote mental health and be involved in the planning, implementation and supervision of mental health programmes, both national and community. 

Context of learning

As one of the aims of the psychiatry placement is to develop expertise in managing mental health problems in a wide range of health care settings, the curriculum will be covered in five distinct ways:

1. Psychiatry outpatient clinic and Inpatient Liaison Psychiatry (working with a consultant psychiatrist)  one half day per week during the medical placement

2. Emergency and Medical Department – acute presentations 

3. Family practice clinic (supervised by a qualified MDGP doctor) one half day per week throughout the first year

4. Professional course – topics specific to psychiatry will be covered during this course.

5. Community based resources
Core Skills

Communication skills and Doctor Patient relationship 

In each of the health care settings and in the Professional Course, residents will develop the following core skills

· Recognise mental health problems in the early stage

· Interviewing techniques

· Long and short psychiatric history taking

· Observation and assessment of behaviour and mental state

· Self awareness about own responses to the patient and attitudes to mental health issues

· Provide support for patient and family

· Communicate effectively

· Counseling techniques

· Handling angry patients

Core Knowledge
In Psychiatry outpatient clinic and Inpatient Psychiatry Consultations (with classes as possible as well as clinical experience)
During this part of the curriculum the MDGP resident should become competent in the recognition and management of the following common psychiatric disorders:

· Anxiety including Panic and phobic disorders

· Depression

· diagnostic approach

· assessment of suicide risk

· counselling support

· antidepressant medications

· indications for referral, more complex drug treatment and ECT

· Conversion / Dissociative disorder 

· Psychosis

· definition and classification of schizophrenia

· epidemiology

· community education

· clinical features and diagnosis

· organic causes of psychotic features

· acute phase management – hospitalisation, medication

· long term anti-psychotic medication and complications thereof

· support for families

· Bipolar mood disorder

· Somatic presentations – including pseudo-seizures and multi-symptomatic patients

· Substance Related Disorder

· Childhood Mental Health Conditions
The resident should also be able to discuss the following:

· Concepts of diagnostic classifications – eg DSM IV, WHO guidelines

· Concepts and simple practice of non-pharmacological approaches to mental health problems

· Drug therapy 

· pharmacology and practical use of essential psychotropic drugs (includes Chlorpromazine, Haloperidol, Fluphenazine,  Trihexyphenidyl, Amitryptiline,  Phenobarbitone, Benzodiazepines)

· more recent drugs that will come into common use

· drugs usually reserved for specialist use

· important side effects and interactions

· Legal and ethical issues regarding mental competence and detention and relationship with police (recognising at present there are no laws in Nepal but there is a proposed National Mental Health Act ) 

· Long term therapy, strategies for optimising regime and getting compliance

· Liaison with other health workers for management of long term cases

· Practical approach to stabilising cases before referral

In Emergency Dept and in Medical Term and in Psychiatry Consultations
Acute conditions are more likely to be seen 
· Suicidal patients

· Disturbed patient 

· Organic brain disorders – stupor, delirium , metabolic, nutritional deficiencies 

· Epilepsy 
In Family Practice clinic

During this part of the psychiatry curriculum the MDGP resident should cover the following areas:

Common conditions of Primary Care

· Anxiety

· Depression

· Somatic presentation of mental distress

· Culture specific presentations – dhatu, night fall, demon possession, new brides, perceptions about disease

· Alcohol and substance misuse

· Chronic Tiredness

· Sleep disturbances

+ As possible, Raising awareness of Violence and Abuse

Health Promotion and support in chronic mental illness

· Monitoring and follow-up in patients with chronic mental illness

· Social support for patient and their family

· Referral to appropriate specialist care

· Work effectively with other health workers for the management of people with mental health problems
In Professional Course

The following areas will be taught by faculty during the professional course and seen as possible in clinics:

Stage of life issues 

· Behaviour disorders in children

· Intellectual disability 

· Childhood and family problems

· Adolescent depression and somatization disorders

· Perinatal mental illness

· At risk-drinking and other dangerous behaviours in young men and women

· Mid life crises, menopause, sexual problems

· Adjustment disorders and chronic physical illness, disability

· Dementia

· Dying and bereavement

From Community based resources

The Family Practice residents will learn to manage Alcohol and Substance Abuse in a community setting.

1.  A.A. First step clinic in Patan hospital – outpatient management of alcohol abuse

· definitions and classification of alcohol misuse

· taking an alcohol/ drug history

· medical and psycho-social complications

· motivational interviewing 

· developing a management plan  (stages of change model)

· management of alcohol detoxification

· supporting families

2.  A.A. self-help groups

3.  Richmond fellowship – for inpatient management of alcohol rehabilitation

4.  St Xaviers Freedom Centre – for inpatient management of drug rehabilitation

Other Possible Settings

Child Guidance Clinic (TUTH) - depression in children/adolescents

Asha Deep – rehabilitation services

Community Based Rehabilitation – Mental Retardation

Assessment 

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

There will be a written and clinical exam at the end of 1st year.

A logbook will be kept to encourage reflection on patient management and record procedures. Portfolios will also incorporate psychosocial reflection on patients.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to psychiatry and A “mental health” approach to patients with other medical/surgical problems

. 
ANAESTHESIA

Aims

At the end of the Anaesthetic placement the Family medicine resident should be able to manage anaesthesia in the District Hospital setting, taking responsibility for:

· Preoperative assessment

· Anaesthetic selection

· Induction of anaesthesia

· Maintenance and recovery of general and regional anaesthetic states

· Post operative care / pain management

Objectives

The resident will be able to:

· Describe the pharmacology of various anaesthetic agents, their indications and complications

· Describe the physiology, clinical manifestations and management of anaesthetized states

· Employ anaesthetic agents and techniques appropriately

· Manage intravenous fluid therapy and the airway of unconscious patients

· Manage basic critical care

· Manage the operating theatre and recovery room safely

· Work effectively with anaesthetic assistants

Core content

The resident will be able to perform the following

· Cardiopulmonary resuscitation (basic and advanced cardiac life support)

· Pre-operative assessment, including assessing ASA physical status to know whether a GP anaesthetist is appropriate

· Pre-anaesthetic prescribing

· General anaesthesia – initiation and maintenance of various general anaesthetic agents

· Ketamine anaesthetic

· Local anaesthesia and regional blocks

· Post-operative recovery and monitoring

· Pain management

· Intravenous fluid management (pre and post surgery)

The resident will carry out the following procedures under supervision

· Airway management using facemask, oral airway and intubation

· Regional anaesthetic blocks, spinal, epidural and peripheral

· Ketamine anaesthetic (total intravenous anaesthesia)

· General anaesthesia using draw-over technique

· Ether anaesthesia (EMO)

Teaching/ Learning Activities

Residents will attend all seminars and lectures planned for anaesthesia residents

Residents will attend and actively participate in all rounds, journal clubs and case presentations

Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 
There will be a written and clinical exam at the end of 1st year.

Summative – At the end of final year, there will be theory and practical exam incorporating anaesthesia. 
SURGERY

Aims

At the end of the training, the Family Medicine resident should be competent in diagnosing common surgical problems, initiating and implementing resuscitative and life saving procedures in emergencies. He/she should be able to perform common non-complicated emergency surgical procedures and refer more difficult problems to higher centres. Accepting that candidates’ capability will vary there is an aim to achieve a minimum level of competence for all candidates.

Objectives

The Family Medicine resident will be able to:

· Diagnose the common surgical diseases.

· Order or perform appropriate laboratory investigations including X-rays and correctly interpret the results.

· Use surgical skills necessary for stabilization and treatment of common surgical conditions.

· Manage the types of acute surgical emergency including trauma and perform necessary operative management.

· Perform routine minor surgical procedures.

· Provide appropriate pre-operative and post-operative orders and write meaningful operative reports and progress notes.

· Manage common post-operative complications such as infections, phlebitis, embolism, fluid/electrolyte imbalance, oliguria, etc.

· Discern which surgical cases should be referred including recognising his/her own surgical skill limitations.

· Interact meaningfully with surgeons at secondary and tertiary referral centres.

Core Knowledge

The Family Medicine Resident should be able to describe

· Process of wound healing by primary intention and secondary intention

· Process of inflammation.

· Management of wounds.

· Scar and keloid

· Fluid and electrolyte balance and acid and base balance in surgical patients like gastric outlet obstruction, intestinal obstruction, peritonitis including pre and postoperative fluid balance.

· Pre-operative assessment 

· Post-operative care including pain control

· Principles of antibiotic prophylaxis

· Management of post-operative complications 


Wound infection, Septicaemia, Oliguria, DVT, Shortness of breath

· Principles and complications of blood transfusion

· Imaging in surgery

· Principles of sterilization

· Aseptic technique and Universal Precautions – hand washing, gowning, gloving, painting etc

· Suture materials – general principle, suture materials and types of needle

Systemic Surgery Knowledge

Skin and subcutaneous tissue

· Diagnosis and management of inflammatory conditions of skin like cellulitis, boils, carbuncle etc

· Diagnosis and excision of sebaceous cysts, dermoid cysts, lipomas,etc

· Diagnosis and management of squamous cell carcinoma, basal cell carcinoma and malignant melanoma. 
Burns

· Initial resuscitation 

· Management of fluid

· Surgical Management –debridement and grafting

Lymph Nodes

· Describe the differential diagnosis of lymph node enlargement

Arterial disorders

· Describe the feature of chronic limb ischaemia including  Buergers’ disease

· Diagnose acute limb ischaemia

· Diagnose and manage dry gangrene

· Diagnose and manage wet gangrene

Venous disorder

· Diagnosis of varicose veins
· Indications for surgery 

· Management of venous ulcer

· Diagnose and manage DVT 

Salivary gland

· Diagnosis and management of parotid and submandibular abscess

· Differential diagnosis of parotid and submandibular lump (biopsy is inappropriate)

Thyroid

· Differential diagnosis of solitary thyroid nodule

· Features of Multinodular goiter, its complications and indications for surgery

· Features of thyrotoxicosis, its' medical management and indications for surgery

· Management of hypothyroidism

Breast

· Method of Breast self examination

· Differential diagnosis of breast lump

· Triple investigation

· Principles of management of breast carcinoma

· Differential diagnosis of nipple discharge and indications for surgery

· Breast pain

Upper GI Tract

· Dysphagia : differential diagnosis, Investigations required

· Principles of management of oesophageal carcinoma, 

· Gastro-oesophageal reflux disease: medical management

· Peptic ulcer disease: symptomatology, indications for endoscopy, medical management, complications and indications for surgery, 

· Management of Upper GI Bleeding 

· Management Gastric carcinoma(Operative details not required)

Hepatobiliary

· Jaundice: pathophysiology, differential diagnosis

· Liver abscess

· Tumors of liver: differential diagnosis

· Gall stone disease and its complications

Pancreas

· Acute pancreatitis: aetiology, definitions of mild and severe pancreatitis, management, complications and indications for surgery

· Chronic pancreatitis

Small Intestine

· Features of small bowel obstruction, its differential diagnosis and management

· Enteric fever and its complication

· Appendicitis, appendicular mass and appendicular abscess

Large Bowel/Rectum and Anal Canal

· Features of large bowel obstruction and its differential diagnosis

· Ulcerative colitis

· Bleeding per rectum, differential diagnosis

· Haemorrhoids including complications

· Perianal abscess

Hernia

· Inguinal  and Femoral

· Incisional hernia

Urology

· Haematuria: differential diagnosis and investigation

· Phimosis, paraphimosis

· Stones in renal tract: indications for surgery

· BHP

· Acute urinary retention

· Kidney Infection 

· Vasectomy

· Scrotal swelling : differential diagnosis and investigation

· Undescended testis

· Diagnosis and Management of Testicular Torsion

· Urethral Strictures

Trauma (this will also be covered in Primary Trauma Course)

· Primary survey

· Secondary survey

· Triaging

· Head injury: initial management, prevention of secondary brain injury



Indications for surgery/referral

· Chest injury: pneumothorax: tension and closed and open 

· Abdomen: investigations, indications for surgery, damage control surgery

· Spine: features of spinal injury, Immobilisation of spine

· Limbs and pelvis #

· Management of cpd #

· Compartment syndrome

Core Skills

(This will also be covered in Basic Surgical Skills workshop)

· Abdominal Anatomy

· Incisions

· Control of bleeding

· Use of Instruments

· Suturing Techniques and materials

	Procedure
	Must know
	Desirable

	Skin and subcutaneous tissue
	Aspiration, Incision and drainage of abscesses, superficial and deep (boils, carbuncle, paronychia, cold abscess, breast abscess, perianal  abscess.)

Operative management of incised wound, lacerated wound and crushed and devitalized wound- debridement and suture of lacerated wound.

Incisions/excision – seb cyst, lipoma, corn, ingrown toenail.

Biopsy of skin lesion (BCC,SCC etc) - excision of small lesions, perform wedge biopsy of bigger lesion.

LN  Bx- cervical, inguinal and axillary.

Debridement and graft of small area burn, Split Skin Graft (SSG), Fasciotomy
	Abscess – Psoas,  parotid, Ludwig angina

FNAC of LN, parotid

Excision of mucous retention cyst of lip



	Limbs, arterial and venous system
	Digit amputation, paronychia, I/D of pulp abscess, ingrown toenail excision

Venous cut down
	Guillotine amputation

	Thyroid and Breast
	I&D, aspiration, FNAC, Tru-cut Bx, Inc/excision Bx of breast lesion
	FNAC of thyroid

Simple Mastectomy (palliative procedure)

	Abdomen, UGI, LGI, Anorectal
	Emergency Laparotomy for acute abdomen

Repair DU perforation, Ileal perforation

Appendectomy

Ileostomy
	Drainage of appendicular abscess

Colostomy

Sigmoidoscopy and banding

Small bowel resection and anastomosis

	Hepatobiliary
	Cholecystostomy
	

	Inguino-scrotal 
	Adult inguinal hernia repair – darn, mesh

Eversion of hydrocele
	Derotation, transfixation of testis torsion

	Genito- urinary
	Vasectomy, Circumcision,

Suprapubic cystostomy and catheterisation, Bladder stone removal
	Reduction of paraphimosis,

?Urethral dilatation

	Trauma
	Chest tube placement

Tracheostomy
	

	
	
	


Teaching and Learning

Residents will attend and actively participate in rounds, journal clubs and case presentations.

Residents will be released for half a day per week to attend a Community clinic. 
Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

There will be a written and clinical exam at the end of 2nd year.

A logbook will be kept to encourage reflection on patient management and record procedures. A portfolio about a surgical or orthopoedic patient will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to surgery. 
ORTHOPAEDICS

Aims

The Family medicine resident will be exposed to the range of traumatic and non-traumatic conditions during the posting in Orthopaedics Department. The emphasis is on trauma, acute conditions needing prompt management and common conditions initially managed by non-specialist.

Objectives

The Family medicine resident will:

· Gain experience in closed reduction and plastering

· Observe which cases are managed by internal fixation in Patan Hospital 

· Discuss how these cases would best be managed at the district level

· Manage simple fractures independently where possible during Emergency placement

Once in the district hospital settings he/she will:

· Manage the cases of fracture more conservatively

· Recognize when referral is a better choice

· Take into account occupational and social factors when making these choices

Core Orthopaedic Skills

Diagnostic

X-ray interpretation

Manipulation and closed reduction of fractures and dislocations under appropriate levels of anaesthesia or sedation

Plastering

Fasciotomy in case of Compartment Syndrome

Traction – Skeletal and Skin

Application of Splints eg Thomas, Pelvic fracture Binders 

Intra-articular injections

Extensor Tendon repair

Drilling of Bone in Osteomyelitis

Aspiration and Appropriate Drainage in Septic Arthritis

Use of Physiotherapy and Rehabilitation

He/ she will have skills to manage all the cases listed below and be able to recognize when to refer in complicated cases.

A]
Traumatic conditions: Recognition of what needs to be done acutely and when referral may be more appropriate where possible.

1)
Injuries of the upper limb:

	
	Manage
	
	Consider Referral if possible

	1
	Fracture Clavicle
	1
	Open injuries with bone and joint involvement after initial debridement and cleaning

	2
	Anterior dislocation of shoulder
	2
	Closed injuries complicated by neurovascular problems – relieve Compartment syndrome if rapid referral not possible

	3
	Fracture Surgical neck humerus
	3
	Displaced S.C humerus fracture where closed reduction failed

	4
	Fracture shaft humerus
	4
	All fracture of lateral condyles of humerus with > 2mm displacement

	5
	Undisplaced fracture S.C. humerus
	5
	All displaced Epiphyseal injuries

	6
	Undisplaced (<2mm) fracture lateral condyle of humerus with cautious follow up
	6
	All injuries that are not diagnosable on x-rays.

	7
	undisplaced fracture Intercondylar humerus
	7
	Fracture scapula – consider other serious  injuries

	8
	Dislocation of elbow joint
	8
	More than one fracture in the same or opposite limb or lower limb

	9
	Pulled elbow
	9
	All intra-articular fractures

	10
	Greenstick fracture and undisplaced B/B forearm in Children
	10
	Undisplaced B/B forearm in Adults

	11
	Monteggia and Galeazzi fracture dislocations
	11
	Monteggia and Galeazzi fracture dislocations where closed reduction unsuccessful

	12
	Colle's fracture
	12
	Intra-articular distal end radius fracture in young patients

	13
	Minimally displaced distal radial Epiphyseal injury
	
	

	14
	Erb's plasy - birth injury
	
	

	15
	Soft tissue injuries other than neural and vascular injuries
	
	


2)
Injuries of the lower limb and pelvis:

	
	Manage
	
	Refer

	1

2

3

4

5

6

7

8
	Fracture pelvis

·  (Referral if urethral injury)

Soft tissue injuries around ankle, toes, foot and knee

Undisplaced Fracture patella

Adult, adolescents and children below 10 years with fracture shaft femur

Undisplaced Fracture both bones Leg

Badly comminuted fracture 

Uncomplicated Posterior dislocation of the hip

Central # dislocation

· Hip dislocation simple - reduce

· Central fracture dislocation isolated - traction

Intertrochanteric fracture (Skin traction  boot and bar) 
	1

2

3

4

5


	Open injuries related to bones and joints after initial debridement and cleaning

Intracapsular fracture neck femur and Intertrochanteric fracture

Injuries around the knee after Primary management of soft tissue injuries 

Grossly displaced fracture both bones in leg

Ankle and foot injuries.


B]
Non-Traumatic conditions :

1)
Infective conditions:
Most important

Acute infections : 

 

            Acute osteomyelitis;  Acute septic arthritis; 
Chronic osteomyelitis;



Tubercular infections including spine
            

  2)      Degenerative conditions and office orthopaedics

Approach to Diagnosis and conservative Management where possible, with referral if possible and benefit from orthopaedic consultation.

* Osteoarthritis 

* Gout/Pseudogout

* Acute and Chronic low back and cervical pain – Know Red Flag signs and when to refer; appropriate conservative  management

* Regional Musculo-skeletal conditions – Shoulder, Elbow, Wrist, Hip, Knee, Ankle

3)
Other Rarer Conditions

a) 
Congenital Deformities: generally the following conditions should be referred (an exception is the case of neural tube defect, in which a fatal outcome is likely in the short term).

b)
Neoplastic conditions :

· Emphasis on early detection. All to be referred.

· Pathological fractures to be splinted before referral.

c) 
Metabolic and other conditions 


Medical management to be started and refer for deformities and complication

d)
Auto-immune diseases:
Medical management to be started 






Refer for physiotherapy and complications

Teaching/Learning

Teaching and Learning

Residents will attend and actively participate in rounds, journal clubs and case presentations.

There will be a half day release to Community Clinic for Family Practice activities (Sunday)

Assessment

 This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

There will be a written and clinical exam at the end of 2nd year.

A logbook will be kept to encourage reflection on patient management and record procedures. A portfolio about a surgical or orthopedic  patient will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams incorporating orthopoedics. 
OBSTETRICS & GYNAECOLOGY

Aims

To train Family doctors capable of providing Basic and Comprehensive Emergency Obstetric Care services at the district level.  These doctors will be able to oversee and plan obstetric services at the district level, as well as manage common gynaecological problems, and provide Family planning services.

Family doctors will be active in referring at-risk cases to obstetric centres at an early stage.

Objectives

The resident will be able to:

· Describe normal and abnormal pregnancy

· Manage normal labour and childbirth

· Perform assisted deliveries and emergency Caesarian Section

· Provide neonatal care and resuscitation

· Provide post partum care

· Counsel for and administer different contraceptive techniques and sterilization surgery 

· Describe and manage common gynaecological conditions

· Refer appropriately

· Discuss the National Safe Motherhood Strategy

Core Content

At the end of the O&G placement the resident should be able to demonstrate:

Knowledge of diagnosis and management of the following:

1. Antenatal period

	Normal / low risk pregnancy
	High risk pregnancy

(early referral to higher level, i.e. usually from health post to DGH and sometimes to tertiary centre)



	· Antenatal care

· Routine investigations

· Indications for ultrasonography

· Vomiting in early pregnancy

· Common minor problems

· Anaemia

· UTI

· Cystitis and vaginitis

· Vaginal Bleeding during pregnancy
	· Adolescent or elderly primigravida

· Grand multiparity

· Hyperemesis gravidum

· Hepatitis in pregnancy

· Heart disease in pregnancy

· Diabetes mellitus in pregnancy

· Epilepsy in pregnancy

· Thromboembolism in pregnancy

· Hypertensive Disease of Pregnancy
including Eclampsia

· Acute abdomen

· Molar pregnancy

· Ectopic pregnancy

· Twin pregnancy

· Breech pregnancy

· Unstable lie

· Cephalo-pelvic disproportion

· IUGR

· Iso immunization

· Antepartum haemorrhage

· Substance misuse in pregnancy

· Preterm labour management

· Preterm premature rupture of membranes and Prelabour ROM
· Post date pregnancy

· Genital herpes

· Prevention of HIV transmission (maternal to child)




Whether the Family doctor manages high risk pregnancies himself or refers on to a tertiary centre will depend upon the socio-environmental constraints of his patients and the availability of resources within his context.  When planning obstetric services the Family doctor must consider the availability of:

· Blood and Transfusion Facilities
· OT facilities

· Assistance in OT setting

· Neonatal resuscitation facilities

· Anaesthetic facilities and personnel

· Transport arrangements and distance from nearest Referral Hospital
2. Labour and delivery

	
	Intervention  at District hospital or tertiary level



	· Normal labour and delivery, including use of the partogram

· Foetal assessment and monitoring

· Active management of third stage


	· Induction and augmentation of labour

· Indications for assisted delivery/operative delivery

· Obstructed labour

· Shoulder dystocia

· Foetal distress

· Abnormal presentations

· Breech

· Placenta previa/abruptio

· Multiple pregnancy

· Retained placenta

· Neonatal resuscitation

· Complications of third stage

· Post partum haemorrhage

· Sepsis

· 3rd and 4th degree perineal tear repair




It is often not possible to predict which women will need emergency care during pregnancy and childbirth, so the Family doctor must be able to recognize warning signs of complications and be familiar with initial steps in management and protocols for referral of all complicated cases.

3. Postpartum

	Normal puerperium
	Abnormal puerperium

	· Anaemia

· Minor infections

· Breast feeding counseling


	· Postpartum haemorrhage

· Birth Canal Injury
· Sepsis

· Mastitis


4. Gynaecology

	Local management


	Referral

	· Menstrual irregularities and abnormal uterine bleeding

· Reproductive tract infection (including STD and HIV) – prevention and treatment in men and women

· Pelvic pain

· Infertility – initial management

· Menopause

· Bartholin’s cyst/abscess

· Conservative management of prolapse (rectocoele, cystocoele)

· Post abortion care

· Family planning counseling

· Vaginal discharge
	· Vesico-vaginal fistulae

· Major dysfunctional uterine bleeding (? For hysterectomy)

· PID – major sepsis or chronic

· STD where investigation necessary

· Infertility after initial management

· Benign/malignant tumours

· Prolapse – surgical management

· Sexual assault and domestic violence


Although the family doctor is unlikely to personally manage the disorders in the referral column, he should have a basic understanding of the management of these conditions and know when to refer.

The family doctor should have a good understanding of normal female growth and development and be able to give health promotion advice.

Core Skills

Residents will  maintain a logbook to document the number of procedures they undertake.

1. Obstetric procedures

· Pelvic examination 

· Normal delivery

· Breech delivery, Multiple delivery and External Cephalic Version
· Induction of labour

· Pudendal block

· Forceps assisted delivery

· Vacuum extraction

· Caesarian section

· Repair of laceration (including third degree) or episiotomy

· Manual removal of retained placenta

· Resuscitation of newborn

· Emergency hysterectomy

· Evacuation of Vulval haematoma

· Circlage procedure

· Emergency USG for obstetric diagnosis

2.  Gynaecological procedures

· Pap smear

· Cervical biopsy and endometrial biopsy

· Cervical cautery

· Marsupialisation for Bartholin’s Cyst/Abscess

· Vacuum aspiration for incomplete abortion 

· D & C

· Emergency Laparotomy including for suspected ectopic pregnancy

3.  Family Planning

· IUD insertion and removal
· Mini-lap tubal ligation

· No scalpel vasectomy

· Norplant insertion and removal

· Counseling for all forms of contraception

4.  Professional skills

The resident will be able to:

· Discuss the practical implementation of BEOC/CEOC

· Teach junior medical staff in evidence based medicine in Reproductive Health

· Discuss the relevance of the National Safe Motherhood Strategy to his/her practice

The resident will demonstrate the following Attitudes

· Respect for patient privacy and autonomy

· Caring attitude to patients and their family

· Work cooperatively in a team with local health workers and specialists.

· Acknowledge their own weaknesses and limitations, referring promptly and appropriately

· Meticulous Maintenance of Registration of Procedures and Patient records

Teaching/Learning activities

Residents will attend and actively participate in rounds, journal clubs and case presentations.

Residents will be released for half a day per week to attend an antenatal clinic in Chapagaon health post, for community obstetric experience.

Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

There will be a written and clinical exam at the end of 2nd year.

A logbook will be kept to encourage reflection on patient management and record procedures. A portfolio about an obstetric or gynaecology patient will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to Obstetrics and Gynaecology. 
FAMILY PLANNING

If this rotation is undertaken at the Family Planning Association of Nepal, depending on the resident's previous experience and expertise, this rotation will allow certification of the resident in vasectomy and/ or the minilaparotomy procedure. Residents may wish to take an additional 4 weeks training during the final year elective to become certified in the minilap procedure.

Aims

Resident will become skilled in the use of all forms of family planning.

Objectives

· The resident will be able to perform vasectomies and/or minilaparotomy sterilisation.

· The resident will be able to prescribe and administer all non surgical forms of contraceptions.

Core Content 

Residents will be able to:

· Discuss male and female reproductive anatomy and physiology.

· Discuss the current status of family planning and voluntary surgical contraception in Nepal, including legal status, cultural barriers, myths and prejudices.

· Discuss the rationale for vasectomy and tubal ligation, their benefits and disadvantages.

· Recognise eligible candidates for voluntary surgical contraceptions and provide information and counselling services to ensure informed client consent.

· Follow the principles of infection prevention and control and preoperative management for vasectomy and / or the minilap.

· Demonstrate the use of aseptic technique and appropriate anaesthesia and analgesia.

· Demonstrate the basic surgical skills required for vasectomy and / or minilap.

· Manage post-operative patients, including any complication related to anaesthesia, surgery and early and late complications.

· Discuss techniques for reversal of vasectomy of tubal ligation.

· Utilise the common methods of contraception including:



-
Depo-Provera



-
Norplant



-
Intra-uterine devices



-
Oral contraceptives

· Follow up patients who accept various methods of contraception.

Assessment

Family medicine residents will be assessed for certification in by the Family Planning Association of Nepal. This requires that they assist with a minimum of 10 vasectomies and perform a minimum of 10 vasectomies (or minilaparotomies) independently.

Family planning knowledge and skills will also be assessed in the final theory and clinical exams.

ULTRASOUND

Aims

To provide Family medicine residents with a degree of competence in Ultrasound scanning that will complement their clinical diagnostic skills.  The aim is not to produce fully trained ultrasonographers but to improve diagnostic ability in the District Hospital setting.

Objectives

The Family medicine resident will:

· Describe the different components of Ultrasound equipment and their function.

· Take proper care of the Ultrasound equipment including sterilization of the transducers.

· Identify artifacts and their usefulness and those that degrade the ultrasound image.

· Describe the ultrasound orientation of the image , scanning techniques and preparation of the patients.

· Identify key obstetric, medical and surgical conditions on ultrasound

Core skills

The Family medicine resident will be able to identify

· Normal ultrasound anatomy of normal uterus, ovaries and adnexal structures.

· Normal fetus and structures such as: stomach, heart, urinary bladder, in second and thrid trimester pregnancy.

· Biometry for measuring head, femur, and abdominal circumference.

· Normal placenta and placenta previa.

· Assessing the amniotic fluid.

· Ectopic pregnancy.

· Multiple pregnancies.

· Missed abortions, retained products of conception, and molar pregnancy.

· Abnormal uterus, fibroids, ovarian cysts, and other adnexal masses.

· Normal abdominal ultrasound structures such as: liver, gallbladder, bile ducts, pancreas, spleen, kidneys and urinary bladder.

· Visceral abcesses.

· Intra-abdominal masses and ruptured viscera in accidents.

· Abdominal lymphadenopathy.

· Pleural effusion, empyema, and gross pericardial effusions.

· Normal aorta and abdominal aortic aneurysm.

· Normal liver, hepatomegaly, cystic and solid masses, abscesses and hematomas.

· Normal gallbladder, gallstones and thickened GB walls.

· Differentiate between obstructive and non-obstructive jaundice.

· Normal spleen, splenomegaly, masses, hematomas and ruptured spleen.

· Gastrointestinal pathology such as: abscesses, ascaris, appendicitis and intussusceptions.

· Normal kidney, renal stones, some ureteric stones and hydroneprosis.

· Peri-renal fluid/blood in case of trauma.

· Normal urinary bladder and masses, clots, calculus and wall thickening.

 

Assessment

At the end of this one month course designed specifically for Family medicine residents, there will be a written and clinical exam set by Patan hospital radiology department.

EMERGENCY MEDICINE

Aim 


To train Family Medicine Resident to deal with common as well life threatening emergency conditions with locally available resources.  He/She will be competent enough to differentiate emergency/urgent/non urgent conditions.

Objectives
The resident will be able to :


1.
Triage serious & non-serious problem.


2.
Manage Major and minor Trauma.


3.
Manage life threatening Medical, Surgical, Paediatric, Gynae/Obs. 

emergencies.


4.
Describe concepts of Disaster Plan & management.


5.
Manage Medico Legal cases,
            6.
Develop a systematic approach to undifferentiated presentations 

(unconscious patients, chest pain; abdominal pain, dyspnoea etc.)

        
7.
Organise and manage emergency services.


8.
Use emergency equipment and supplies available in Nepal.


9.
Develop knowledge about the Emergency Drugs particularly analgesia.

Core Knowledge

The Family medicine resident will be able to diagnose and manage the following problems.


Unconscious Patient/ Coma 

· eg hypoglycaemia, diabetic ketoacidosis, poisoning, CVA, hepatic failure

Acute confusional state


Abdominal pain

· eg appendicitis, peptic ulcer disease, peritonitis, pancreatitis, aneurysm, ureteric colic, UTI, intestinal obstruction, ectopic pregnancy, PID, ovarian cyst, endocrine causes

Acute gastroenteritis

Haematuria/dysuria


Fever



-    eg enteric fever, malaria, kala azar


Dyspnoea

-    eg pneumonia, pulmonary embolism, pulmonary oedema, pneumothorax, asthma, COPD, CCF, anxiety/hyperventilation


Upper and Lower GIT Bleeding/Haemoptysis & other bleeding disorder 

· eg DIC, ITP

Anaemia

            Chest pain 

-    eg angina, myocardial infarction, pericarditis, pulmonary disease,   musculoskeletal



Oedema


Headache



-   eg meningitis/encephalitis, subarachnoid haemorrhage




Low back pain


Skin Rashes/ soft tissue emergencies

- eg  Stevenson Johnson syndrome, abscess, necrotising soft tissue infection, erysipelas, measles



Poisoning  (OPD/Zinc Phosphide, Mushroom/Narcotics)


Shock


Cyanosis

Jaundice

Syncope 

Seizure (including eclampsia)

Vertigo

Paraplegia/ paresis

Red Eye

Acute Complications of Pregnancy

PV bleeding

Vaginal discharge

Psychiatric emergencies

· Depression

· Suicidal attempt

· Hysteria

· Acute Psychosis

· Acute Anxiety disorder

· Panic Attacks

· Violence

Trauma/Orthopedic






· Multiple trauma






· Head injuries






· Chest Injuries






· Abdominal injuries



            

· Spinal rupture






· Pelvic injuries






· Fractures & dislocations





· Compartment syndrome





· Sprains/Ligament injuries

· Acute Osteomyelitis/Septic arthritis

             

Pediatric Emergency
· Neonatal sepsis

· Asthma

· Pneumonia

· Croup

· Bronchiolitis

· Neonatal Jaundice

· Febrile Seizures
· Paediatric Rash
· Vomiting and Diarrhoea (including dehydration)
· Malnutrition

· Respiratory distress

· Congenital heart disease

· Pericardial effusion

· Intussception

Environmental Emergencies




· Electrical injuries

· Frostbite

· High altitude sickness

· Hyper/Hypothermia

· Smoke inhalation

· Sting /Bee bite

Dog/monkey bites (prevention of rabies)


Burns

Anaphylaxis

Alcohol Intoxication

Foreign body - (Throat Eye, Ear, Nose)

Mastitis/Breast abscess

Epistaxis

Toothache

Ludwig's Angina

Electrolyte Imbalance

Torticollis

Brought Dead

Physical/Sexual assault

Core Skills

Family medicine residents will develop the following core skills

· Suture of lacerations

· CPR – basic and advanced cardiac life support

· Use of defibrillator

· Endotracheal intubation

· Incision and drainage

· Removal of foreign bodies

· Catheterization

· Venepuncture

· Intraosseous infusion

· Knee aspiration

· Gastric lavage

· Fracture setting and POP application

· Chest tube insertion

· Lumbar puncture

· Use of ECG machine and interpretation of reading

· Reduction of dislocations/ pulled elbow

Assessment

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. 

A logbook will be kept to encourage reflection on patient management and record procedures.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to Emergency Medicine. 
DISTRICT HOSPITAL PLACEMENT

The District Hospitals are the backbone of Nepal’s health care delivery service.  MDFP’s are the key personnel for the effective and efficient running of these hospitals.  Hence, the District Hospital placement is the most important part of the three year MDFP course.  

Aims

During the District Hospital placement the Family Practice Resident will integrate all that he/she has learnt during their three year course, and apply it in a rural setting with an appropriate degree of independence.

General Objectives

At the end of the placement the resident will demonstrate the following competences:

· Confident and capable of independent decision making at the district level

· Manages both emergencies and chronic health problems appropriately within the limited resources of a District General Hospital

· Considers the patient’s social, geographic and economic situation when making management decisions

· Communicates well with patients and staff

· Works cooperatively with other health professionals as part of a team

· Promotes health and prevents disease

· Appreciates the role of the District General Hospital within the wider context of the community’s health and the district health system.

Specific Objectives

The resident will:

1. Demonstrate capacity to make independent decisions at the district level

2. Demonstrate clinical competence in the management of acute and chronic health problems.

· Perform simple surgical, orthopaedic and obstetric procedures

· Show skill in managing ongoing health problems

· Arrange appropriate follow-up and referral

· Focus on innovative care for leading health concerns eg tuberculosis, malnutrition, safe motherhood.

3. Use available resources appropriately, bearing in mind the patient’s social, geographic and economic situation

· Consider these factors in arranging investigations, treatment and referral

4. Communicate well with patients and staff

· Establish proper record keeping and progress charts

· Maintain treatment and discharge records

· Work cooperatively as part of a team

5. Promote community health and prevents disease

· Include health promotion/education in each patient encounter

· Explain the importance of community participation in uplifting their health and social status

· Discuss issues such as a limited essential drug list, storage of vaccines, the ordering of drugs, local equipment sterilization

6. Describe the role of the District General Hospital within the wider context of the community’s health and the district health system.

· Describe the existing health care delivery system at the district level, particularly the referral system

· Analyze the strengths and weaknesses of the current system

· Explain the functions of the District Health Office

· Describe HMG’s basic strategies for Community Health Care and Essential Health Care services.

7. Participate in formal and informal teaching activities within the hospital and in the community

· Teach in a multiprofessional setting

· Teach appropriately to the skill level of the staff.

Teaching/Learning activities

During the six month placement one month will be set aside specifically for community based experience, participating in supervision of health posts and working alongside public health groups.  This will also include some time with the District Health Officer.

The resident will work through a Study Guide for the placement that will guide them in appropriate learning activities.

Assessment

The resident will be assessed by the preceptor, and 

This will be as for the general NAMS requirements.

Formative – based on preceptors assessment of knowledge, skills and attitudes at the end of placement. There will be a mid placement informal assessment for feedback and suggestions. There will also be a review of the assessment tasks set in the Study Guide

A logbook will be kept to encourage reflection on patient management and record procedures. A Portfolio about one patient in the Placement will also be done.

Summative – At the end of final year, there will be theory (incorporating the logbook and portfolio) and practical exams related to District Hospital placement. 
FORENSIC MEDICINE

1. Medical ethics and laws in respect of Nepal.
2. Violent death

· Accident

· Suicide

· Homicide

3. Wounds

· Examination of wounds

· Classification of wounds

· Nature of the wounds

4. Asphyxial death

· Hanging

· Strangulation

· Suffocation

· Drowning

5. Rape and indecent assault

6. Abortion & foeticide

7. Poisoning

8. Age determination

9. Visceras and its preservation

10. Post mortem examination
TEACHING/LEARNING Activities
This will be done through attending post-mortems in both Patan Hospital and in District Placement as possible and through lecture input in Professional Course.

ASSESSMENT

It will be included in final theory and practical examinations.

DENTISTRY

Goal

The resident must be able to manage the common dental problems seen in Nepal.

General Objectives

The resident should learn to
· Prevent common dental diseases

· Recognise and manage common dental problems.

· Manage dental emergencies.

· Recognise and manage acute dental and periodontal conditions.

· Perform minor procedures.

· Recognise conditions that need to be referred for further therapeutic measures.

Specific Objectives

A. The resident will be able to manage the following conditions;

· Temporo- mandibular joint dislocation

· Post dental extraction bleeding

· Gingivitis

· Syncope

· Periodontitis

· Dental caries

· Precancerous conditions

B. The resident will carry out the following procedures and maintain a logbook listing the procedures

· Extraction of loose teeth

· Drainage of pus/abscess

· Maxillary / Mandibular nerve block

· Reduction of TM dislocation

Teaching /  Learning Activities

There will be 10 mornings spent in PH Dental Department .
Assessment
It will be included in final theory and practical examinations.

ELECTIVES

The three month elective period provides opportunity for residents to gain more experience in an area in which they have a special interest.  The electives will be properly supervised by preceptors and will be assessed as rigorously as any of the other placements.

Possible options for the elective period include:

2/12 surgery plus 1/12 anaesthetics, 

3/12 Obstetrics and Gynaecology

2/12 surgery plus 1/12 orthopaedics

3/12 anaesthetics

3/12 ENT and Ophthalmology 
3/12 Community medicine

3/12 Management/research

3/12 Emergency medicine

Some time may be spent obtaining Mini-lap Certification

ACADEMIC REGULATIONS

The residents

· Must come at the prescribed time (8am-5pm) and sign on attendance register kept at the training site

· Must be familiar with the duty schedule, expected roles and responsibilities

· Must see the cases before the common round/work, do follow-up, get the reports, take evening rounds and hand over of critical cases to on duty doctors.

· Must perform expected duties and take responsibilities as a unit team member

· Must come to work on government or university holidays

· A total of two weeks leave is permitted during the one year training period; maximum of one week leave could be taken at a time and the leave must be sanctioned by the program coordinator

· Must inform the unit in charge and/or program coordinator immediately when unable to work due to illness

· Should be on duty at least twice a week, as assigned by the department and subject committee.  While posted in other specialty units, the trainee may have to be on duty in his/her general specialty

· Should contact designated guide and the program coordinator in case of any problem

· Are prohibited to undertake private practice of any kind during the training period, as the residency program is strictly non-practicing

Disciplinary action may be taken by the dean office, in consultation with the subject committee, in the following behaviour by the trainee:

· Defiance of the unit, hospital and subject committee

· Not responding to ‘call’ or ‘page’

· Illegal activity

· Undertaking private practice; the residency program is strictly non-practicing

The disciplinary action may include:

· Warning

· Repetition of the posting by up to one year

· Transfer to another unit

· Disqualification for the final examination for 6 months to 1 year

· Expulsion from the training program

Any disciplinary action will be recorded in the logbook.

EDUCATIONAL STRATEGIES/ TEACHING METHODS

We don’t have much control over the educational strategies used in other departments, however we are negotiating the use of a syndromic, problem-based approach to learning in medicine, paediatrics and emergency medicine.

Learning will be made more systematic by the increased use of the logbook in each specialty.  The logbook will be used for the whole period of training.  Entries should be made regularly and not retrospectively.  The logbook will be reviewed on a regular basis with the preceptor and the GP mentor, as a teaching tool and as formative assessment.  The logbook should also be signed by the preceptor and GP mentor.  Review of the logbook will be an important part of the oral exam in the Final Examination.

In our own GP teaching we aim to provide integrated teaching, looking at the patient in a holistic way rather than a disease orientated way.  Learning in the Professional course itself will be a mixture of didactic and student initiated discussions/ case studies.

Most of the teaching will be hospital based (as this is where most doctors will eventually practice), but we will try to provide a “community orientated” education.  

Within the specialty rotations teaching methods will include:

· Active participation in ward rounds

· Journal clubs

· Case presentation

· Regular teaching provided by the specialty department

· Log books

By the GP department:

· Friday afternoon “Professional course” – lectures, small group discussion, role play, journal club.

· Half day GP clinics – one-to-one supervision and teaching, use of video

· Mentoring – encouraging reflection on patients and issues

· Use of portfolios (in depth reflection on a single patient)

Thesis

The thesis is compulsory for every student.  The thesis subject will be chosen and approved within the first 9 months of the first year.  It should be completed and submitted by the end of 30 months. The candidate will not be allowed to sit in the final examination without approval of the thesis.  The tentative dates for thesis completion are given below; it will be revised regularly in the subject committee.

· By 6 months:

Submission of summary and protocol of proposed topics

· By 9 months:

Approval of thesis topic and protocol by subject committee

· By 24 months:

Submission of thesis to preceptor for preliminary approval

· By 30 months: 
Submission of thesis to NAMS

EVALUATION
This will consist of three components:

Formative evaluation

The formative assessment will be done at each rotation by the Department and Family Practice Preceptor with both participating in end of year clinical exams. 

The Department and Family Practice Preceptor will constantly monitor the performance, including logbook, of the candidate.  Markings and points to be noted under the performance with full marks of 200 are:

· Seeing cases before the common round/work, follow up and handing over of the 
work









10
· Punctuality and work







10

· Supervision and teaching of juniors/interns:




10

· Written work ( record sheets, discharge cards, case sheets etc)

10

· Presentations and discussion during round:




10
· Communication with colleagues, patients and their relatives: 

10

· Review and assessment of the logbook                                                          60

· MCQ and clinical assessment at the end of each year


80

Formative evaluation will add to 15% each in theory and clinical practical component of the summative evaluation. (we would like it to be 20%) 

Considering the overall assessment of the candidate, the unit chief will submit the assessment form to the examination section dean office. The dean office will notify the subject committee the average marks obtained of AT LEAST two units, every 6 months to one year.  The GP mentor will counsel the Family medicine resident accordingly.

Thesis

The thesis will be compulsory for the final examination.  Thesis subject will be chosen and approved by the first 9 months of the first year.  The thesis should be completed and submitted by the end of 30 months.  The candidate will not be allowed to sit in the final examination without approval of the thesis.

Summative evaluation

Eligibility for final summative evaluation:

· Attendance more than 80% of the working days, and
· Certification of thesis as satisfactory

· Completion of minimum numbers of procedures, presentations and mandatory basic courses, as mentioned in appendix 4. 

20% of the Final examination marks will be taken from the results of formative assessment.  The remaining 80% will come from the Final Evaluation at the end of third year. This will be conducted entirely by the Family Practice Faculty.
Theory evaluation (at end of third year)

This will form 50% of the final marks.  Theoretical knowledge will be assessed in the following ways:

25% on MCQ/ short essay questions

25% on an oral viva based on logbooks and Portfolios:  total of 5 portfolios (in depth reading and reflection on the management of one patient each from medicine, surgery/orthopaedics, paediatrics, obstetrics/gynaecology, district hospital)

Pass percentage:  Candidates have to score overall 50% in theory examination to pass

Clinical examination (at the end of third year)

This will form 50% of the final marks.

25% clinical cases (from any of the specialties covered during the course)

25% OSCE    (various clinical problems, communication and procedural skills)

i). Theory Examination component: Total Marks – 300. 

In general, theory examination would consist of 3 written papers, one for applied basic science and two for remaining components. Questions for the evaluation of applied basic sciences would be set as per the guidelines of the subject committee. If the subject committee of any specialty decides to divide the theory components in other ways, it can be arranged.     

The 3 written, each of three hours duration, would consist of multiple choice questions (MCQs) and short answer questions (SAQs). The distribution of total theory marks would be as following:

a)  Paper I  - applied basic sciences

           


- 
85 marks

b)  Paper II     -  principles and practice     
                       
      
-
85 marks

c)  Paper III    -  subspecialties and recent advances                          
-          85 marks  

d) Posting & Annual Assessment 




-
45 marks 

The 15% of total marks of theory will be derived from half of the formative assessment marks.

Pass percentage: Candidates have to score overall 50% in theory examination to pass. 

ii). Clinical Practical component: Total Mark – 300  

The distribution of total clinical practical marks would be as following:

a)   Clinical cases   -  long/semi long/short cases
    
-   175 marks

b)  OSCE / OSPE   -   10 - 20 stations with                                     

-   40 marks

c) Viva voce -   two or more tables, each with two examiners              
-   40 marks   

d) Posting & Annual Assessment 


-   45 marks 

The 15% of total marks of clinical practical will be derived from half of the formative assessment marks.

Pass percentage: Minimum pass percentages are 50% overall in Clinical Practical, including that obtained from the formative assessment.

DEGREE

The candidates who pass the examination will be awarded the degree of Doctor of Medicine (MD) in General Practice by National Academy of Medical Sciences.

Curriculum for MD in General Practice, NAMS/Patan Hospital

APPENDIX 1

Proposed Orientation Course (1 week)
Day 1  am Introductions to Course/Curriculum and PH, Mentoring

           pm What is Family Practice?

                  CPR

Day 2  am Log Books/Assessment/Thesis

                       Communication 
           Pm  Computer Skills   (Word, Excel, Literature Search)

Day 3  am  Infection Control

                  Communication

           Pm  Computer Skills

Day 4  am The Health Care System – Where does the Family Doctor fit? (BPK)

                    The Patient’s Community/Viewpoint (sharing personal experiences – good/not so good)   

            Pm Computer Skills

Proposed Schedule for Professional Course   (40 weeks)

	Date
	Topic
	Responsible Person

	July Wk.1
	The Consultation – Diagnostic Approach
	

	
	How to read a Study- Critical Appraisal
	

	Wk.2
	Epidemiology/Medical Biostatistics in Practice
	

	
	JOURNAL CLUB (Communication/Consultation)
	

	Wk.3
	Introduction to Chronic Disease Management –(HT/DM/IHD/ CVD; Depression; Asthma/COPD; HIV/AIDS) 
	

	
	  (Case Presentations)
	

	Wk.4
	Role Plays of Specific Consulting/Communication Areas

Eg Handling difficult patients, Breaking bad news
	

	
	JOURNAL CLUB (Chronic Disease Management)
	

	
	
	

	August Wk.1
	Thesis Discussion/ Review
	

	
	Evidence Based Medicine
	

	Wk.2
	Communication Issues
	

	
	JOURNAL CLUB (Cochrane or other Reviews)
	

	Wk.3
	Individualistic and Opportunistic Health education/Promotion
	

	
	Chronic Disease Cases
	

	Wk.4
	Rational Use of Lab Investigations and Meaning 1
	

	
	JOURNAL CLUB ( Chronic Disease)
	

	
	 
	

	September Wk.1
	Interacting with national health priorities and programmes (Public Health Problems)
	

	Wk.2
	Rational Use of Lab Investigations and Meaning 2
	

	
	JOURNAL CLUB (National Health Issue)
	

	Wk.3
	 Impacts on health of a patient’s social context (religion, culture, gender, socio-economics, literacy, location  - Part 1
	

	
	Preventive Issues in Family Practice
	

	Wk.4
	 Impacts on health of a patient’s social context (religion, culture, gender, socio-economics, literacy, location) –Culture Specific Presentations  – Part 2
	

	
	JOURNAL CLUB (Prevention Issues)
	

	
	
	

	October Wk.1
	Stage of Life Issues : Behaviour Disorders and Learning Disabilities in Children
	

	
	Thesis and Research issues
	

	Wk.2
	Duty of care – Part 1
	

	
	JOURNAL CLUB (Children Behaviour/Learning Disorders)
	

	Wk.3
	Duty of care – Part 2
	

	
	Chronic Disease Cases/Discussions
	

	Wk.4
	Key ethical issues – “End of life issues”
	

	
	JOURNAL CLUB (Evidence Based Medicine)
	

	
	
	

	November
	Key Ethical issues - “Information sharing and confidentiality”
	

	Wk.1
	·  “ Vested interests”
	

	
	- Professional conduct/Lifelong Learning
	

	Wk.2
	Rational Approach to Prescribing 1(especially Antibiotics)
	

	
	JOURNAL CLUB (Ethics/Doctor Practice)
	

	Wk.3
	Stage of Life Issues – Adolescent Identity and Gender Issues
	

	
	Adolescent Depression
	

	Wk.4
	 Rational Prescribing 2
	

	
	JOURNAL CLUB (Adolescent issues)
	

	
	
	

	December Wk.1
	Mentoring
	

	Wk.2
	Role as Leader/Teacher and Change Agent 1
	

	
	JOURNAL CLUB (Therapeutics)
	

	Wk.3
	 Stage of Life Issues – Female Health -Pregnancy related/Contraception/Menopause
	

	Wk.4
	Role as Leader/Teacher and Change Agent 2
	

	
	JOURNAL CLUB (Pregnancy related Issues)
	

	
	
	

	January Wk1
	Clinical audit, critical appraisal and critical incident review 
	

	Wk.2
	Teamwork
	

	
	JOURNAL CLUB (Clinical Audit)
	

	Wk 3
	Stage of life Issues – Men’s Health including at risk behaviours
	

	Wk 4
	Being a Manager
	

	
	JOURNAL CLUB (Men’s Health)
	

	
	
	

	February Wk.1
	Resource management and stock control 

Information management –collection, storage, filing
	

	
	Introduction to Financial management 

· Budgets

· Accounts

· Balance sheets

· Fees

                  Audit
	

	Wk.2
	Human Resource Management - Needs assessment, job descriptions and organizational structure
	

	
	JOURNAL CLUB (Management Issue)
	

	Wk.3
	Stage Of Life Issues : Sexual Problems/STDs
	

	Wk 4 
	Human Resource Management - Staff recruitment, selection, interviewing, employment conditions, responsibilities,  appraisal and development
	

	
	JOURNAL CLUB (Sexual Problems)
	

	March Wk.1
	Occupational health and safety issues
	

	Wk 2
	Medico-legal issues – part 1
	

	
	JOURNAL CLUB (Occupational Health)
	

	Wk 3
	Stage of Life Issues – Aging (Dementia)
	

	Wk 4
	Medico-legal issues – Part 2

JOURNAL CLUB (Aging Issues)
	

	April Wk 1
	Medical Records Management
	

	 
	Clinical Case Discussions
	

	Wk.2
	Setting up Emergency and procedural rooms
	

	
	JOURNAL CLUB
	

	Wk.3
	Adjustment Disorders/Chronic Physical Illness/ Disability
	

	Wk.4
	Setting up OPD and wards
	

	
	JOURNAL CLUB (Adjustment Disorders)
	

	May
	
	

	
	
	


Appendix 4 

Minimal (Min) number (No) of most important procedures / experience which will automatically ensure many other necessary background experience and aspects as well.

Medicine
· Lumbar 





5
· Chest tube insertion and maintenance


3
· Thoracocentesis  




3
· Paracentesis  





3
· Intubation   





3
· Ventilation procedures 



2
· CPR






5
· Taking and interpreting ECGs 


5
· Bone marrow aspiration



2
Paediatrics

· Peripheral intravenous infusion and blood transfusion
3
· Intraosseous infusion   




1
· Scalp vein care  





1
· Thoracocentesis





2
· Paracentesis           





2
· Lumbar puncture





5
· Suprapubic puncture 





1
· Femoral Puncture 





2
· Intubation   






2
· CPR – both Basic and Advanced Life Support  

2
· Resuscitation of the new-born  



5
· Exchange transfusion  




if possible to at least observe 1
· Phototherapy          





5
· Interpretation of growth charts  



5
Anaesthesia

· Airway management using facemask, oral airway and intubation 
10
· Regional anaesthetic blocks, spinal, epidural and peripheral 
10
· Ketamine anaesthetic (total intravenous anaesthesia)   

10   
· General anaesthesia (including Ether EMO if possible)

15                               
Surgery

· Aspiration, Incision and drainage of abscesses 


10
· Wound management   





5
· Simple Incisions/excision (including breast lumps) 


5
· Biopsy of skin lesion   





5
· LN  Biopsy                                              



3
· Debridement and graft of small area burn                               
3   
· FNAC (esp breast)                                                                      

2 
· Emergency Laparotomy for acute abdomen (including appendicectomy)
5
· Inguinal hernia repair                                                    


3
· Management of hydrocele (aspiration/operation)      



3 
· Vasectomy                                                           



3 
· Circumcision               






3 
· Bladder stone removal         






2
· Chest tube placement            






3
· Tracheostomy            







1                    
Orthopoedics.

· Manipulation and closed reduction of fractures and dislocations  

10

· Plastering                                                            



10          
· Fasciotomy in case of Compartment Syndrome    



1
· Traction – Skeletal and Skin      





5
· Intra-articular injections                    





2
· Extensor Tendon repair        






3
· Drilling of Bone in Osteomyelitis    





2
· Aspiration and Appropriate Drainage in Septic Arthritis 


2

· Digit Amputation       







2
Obstetrics and Gynaecology

· Obstetric procedures

· Normal delivery                                                                    


10
· Breech delivery, Multiple delivery and External Cephalic Version

2

· Induction of labour    







10
· Forceps assisted delivery/Vacuum extraction  



10
· Caesarian section                                                                


20
· Repair of laceration (including third degree) or episiotomy 


10
· Manual removal of retained placenta                          


5
· Resuscitation of newborn (done in paediatrics and/or District) 

5                                          
· Emergency hysterectomy                                                     


1
2. Gynaecological procedures

· Pap smear                                                                              


20
· Cervical biopsy and endometrial biopsy                       


5
· Marsupialisation for Bartholin’s Cyst/Abscess                   


1  
· Vacuum aspiration/D & C for incomplete abortion                 

10 
· D & C  for other purposes                                                          

5                             
· Emergency Laparotomy including for suspected ectopic pregnancy

3
· Evacuation of Vulval haematoma                                      


5
3. Family Planning

· IUD insertion and removal                               



2
· Mini-lap tubal ligation                               




3
· No scalpel vasectomy (supplement surgical –if possible in District) 
3
· Norplant insertion and removal                                    


2
· Counseling for all forms of contraception                         


2
Ultrasound 
· USG for obstetric diagnosis                     




10

· Abdominal USG                                                                                             10
 

Emergency

· Management of lacerations                                           


10
· CPR – basic and advanced cardiac life support     



5
· Use of defibrillator                                           



3 
· Endotracheal intubation                                     



3
· Incision and drainage                                               



2
· Removal of foreign bodies                            




3  
· Catheterization                                                          



5
· Intraosseous infusion                                              



1
· Gastric lavage                                                                  


5
· Fracture setting and POP application                          


3
· Chest tube insertion                                                         


2
· Lumbar puncture                                                                


3 
· Use of ECG machine and interpretation of reading              


3
· Reduction of dislocations/ pulled elbow                                   

2
Minimal numbers of important formal presentations

	Presentations
	Suggest Min No. (over 3 yrs)

	Journal club
	10

	Topic or seminar
	10

	Case presentations
	10

	Mortality meeting  
	5

	PG to Jr PG or Intern teaching
	5

	Total
	40


Mandatory Basic Courses 

· Research Methodology

· Medical Education

· Basic Surgical Skills

· Advance cardiac life support

· Trauma life support
· Palliative Care
PAGE  
ii

