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Section 1
[bookmark: _Toc477772750][bookmark: _Toc477772908]A Family Medicine program for Guyana
In 1978 the value of primary health care in achieving Health for All was declared1.  30 years on, there is an international call to renew primary health care ensuring it retains the central focus of all national health systems2.  Primary health care is universally accessible and essential health care.  It is community based, bringing health care as close as possible to where people live and work.  It espouses health promotion, disease prevention and rehabilitation as well as curative services.  It does not exist in isolation but is part of a continuum, referring to and coordinating care from other health services.  It provides holistic person centred care, catering to the specific needs of each community, as well as inviting the participation of individuals and the community in health decisions.  In the current health climate of increasing medical technology and emphasis on hospital-based medicine, primary health care remains the principle and most effective strategy for promoting health and reaching the highest possible level of health for every human being.
Primary care is a constituent of primary health care.  It is the first contact with the health system.  The primary care physician provides person centred, on-going care over time, only referring to specialty care for conditions too uncommon to maintain competence, or allied health professionals to ensure holistic care3.  As the provider of continuity of care, with an understanding of the individual’s health determinants, needs and values, it is the primary care physician who coordinates the care provided by all levels of the health service.
Countries, whose health care systems are based on primary care, have better overall health4.  Primary care physician supply is associated with lower rates of perinatal, infant, child and all cause mortality, as well as mortality secondary to cancer, heart disease, stroke, asthma, bronchitis, emphysema & pneumonia; lower rates of low birth weight, longer life expectancy and higher self-rated health; lower rates of smoking and obesity, hospital admissions and emergency room presentations; early detection of breast cancer, colorectal, cancer, cervical cancer and melanoma4,5.  These findings are consistent after adjusting for socio-demographic and socioeconomic factors5,7. In line with the desire to ‘close the gap’8, the effect of primary care is most pronounced in areas of greatest income disparity and social disadvantage, and across all age groups4.
Not only does primary care have better outcomes, it is also more cost effective. When comparing countries whose health systems are orientated toward primary care or patients who have continuity of care with one primary care provider, they have fewer diagnostic test, referrals, procedures, and hospital admissions than their counterparts, incurring lower costs of care3, 9,10.
The call to restore community based, primary health care, coincides with the establishment of postgraduate medical training in Guyana.  Traditionally, medical graduates have had to relocate overseas for specialty training or have stayed in Guyana, becoming career medical officers with informal on the job training with a predilection for hospital-based specialties.  There is an absence of physicians with specific training in primary health care or primary care, and an absence of role models to attract graduates to choose a career in this essential vocation.  In Guyana, as in the rest of the world, the compelling evidence for primary health care needs to be recognised by doctors and health administrators alike; and as it assumes its rightful place at the top of the health care pyramid, resources, rewards and respect should be granted to those who take up the call to pursue it.
The establishment of a postgraduate training program in Family Medicine in Guyana serves two purposes.  It provides further education and professional development opportunities within Guyana, for a rapidly growing medical workforce.  The second, but overwhelmingly more significant purpose, is to produce physicians specifically trained to provide comprehensive, patient centred, community based care to people of all ages and cultures, in the management of acute and chronic conditions as well as health promotion and disease prevention.  The impact of this program, with supportive inter-sectorial government policies, will promote the health of the Guyanese people.
Currently health care services and resources in Guyana are based in hospital settings and concentrated in metropolitan and regional centres. This raises two points a Guyanese Family Medicine program needs to address.  
Introducing a culture not just starting a program
Firstly, by training doctors in primary health care, the intention is to move health care into the community, enabling health promotion and chronic disease management as well as the treatment of acute illness, halting the progression of disease before it requires treatment in secondary or tertiary centres.  This will require a paradigm shift for medical personnel, other health care providers, the government who funds and administers healthcare, as well as the community at large.  For the Family Medicine program to achieve its potential of improved health outcomes it will need to develop in an environment of increasing public awareness of, redistribution of health resources toward, and respect within the medical community for primary health care.   International assistance invited and supported by the national government, will be essential to help raise the profile and establish a culture of Primary Health Care and Family Medicine.  Local faculty will need to be developed and supported until a local college of Family Medicine, is established and self-sustaining.
Extending skilled health care services into new areas
Secondly, the new Family Medicine program intends to address the need for skilled health care to reach regional communities and remote populations.   Introducing a strong system of primary health care will help reduce the inequalities in morbidity and mortality that exist between rural and urban areas12.  The isolation of these communities and delay in transfer times of patients to the tertiary hospital in Georgetown requires that Primary care physicians be skilled at stabilising and providing emergency management to acutely unwell and complex patients.  Their training will need to include these skills as well as improved communication and referral systems with specialists based in the larger centres.   Not only will the Family Medicine program lead to safer transfer of patients, more importantly, patients will be competently managed in their communities reducing the need for transfer, the ensuing burden on the larger centres and dislocation of patients and their families.
Equipping and encouraging physicians to work in rural and remote areas is gained by providing positive, supported training experiences in these settings13.  The Guyanese Family medicine program will involve long rotations in these areas and eventually a large proportion of their training could take place there.  However, responsible and safe training for both residents and their patients, requires adequate supervision, either onsite or in a remote (and reliable) capacity.   Sufficient faculty need to be identified and trained and/or a reliable system of telecommunication established in these remote locations to begin to provide training experiences and allow these communities access to improved health care.
Social accountability
In recent decades, there has been a movement of international medical education towards ‘social accountability’.  There is a growing body of evidence that to promote the retention of medical workforce in remote and disadvantaged communities, a greater proportion of the workforce needs to be sourced from these communities, their training needs to include time working in these communities and the communities themselves, need to take an active role in the development and implementation of the program14.  The Guyanese Family Medicine program intends to learn from the experience and success of other international programs that have this same mandate in the hope that they will train physicians equipped and desiring to promote the health of all, but particularly the most disadvantaged populations.
Developing a Family Medicine curriculum for Guyana
In discussing the development of Family Medicine around the world it has been acknowledged that ‘while the principles of family medicine are universal, the skills required of family physicians to address the primary health care needs of patients and communities they serve, vary depending on the location of practice, the diseases prevalent in their region, the resources available to them and their proximity to other health services’11.  Guyana needs to develop a Guyanese specific Family Medicine program.
Between 2010 and 2012, extensive stakeholder consultation discussed the skills, roles and qualities that were desired in a Guyanese Family Physician.  These consultations involved experienced local clinicians, the Ministry of Health, directors of governmental and non-governmental programs related to primary care, and regional experts in Family Medicine.  Lists of diagnoses to cover were generated but there was no academic framework on which to apply them. Internationally validated Family Medicine curriculum documents were then reviewed to see which model best matched the principles and characteristics identified in the Guyana consultation and could therefore be most easily adapted.
The Canadian College of Family Physicians (CCFP) through their own extensive consultation processes, involving Family Medicine clinical and academic experts, have generated several documents that clearly outline the principles and specific competencies required of Family physicians that should be met in post graduate training.  Much of the terminology in these documents were familiar to the Guyanese Medical academic community as there were several post graduate training programs already partnering with Canadian academic institutions, structured around the CanMeds Framework of Essential Physician Competencies15.  It was also acknowledged that these documents were generated and validated in a country with an internationally renowned primary care focused health system and a well established culture and cadre of Family Physicians and post graduate training.  As these documents matched the principles of Family Physicians identified in the Guyanese consultation process it was decided to adopt the CCFP Triple C competency-based curriculum16 and the ‘Defining competence for the purposes of certification by the College of Family Physicians of Canada’ documents as the framework on which to deliver the Guyana program17.
As it is the skills that need to be adapted to the local setting, it was the list of Priority Topics and essential skills that were altered to match those identified in the Guyanese consultation process.  Interestingly, there were few modifications, indicating that even the practice of primary care is virtually universal.  Few topics were deleted but rather adapted to reflect the resources available in Guyana and provision was made to allow for the consideration and addition of others as desired resources become available.  Some topics and key features were added to ensure all the medical conditions and physician attributes identified as significant in the consultation process,were included.
The Curriculum review process
It is to be acknowledged that this curriculum document is created as an initial guide.  It needs to be tested, evaluated and validated through its delivery.  There will be an ongoing process of review, that residents and faculty will participate in, to ensure that it is meeting the needs of the learner and is a true reflection of the skills required of a Guyanese Family Physician.  Quantitative and qualitative data will be collected to inform a continual process of review of the curriculum document and program delivery.   This review process will ensure the program meets the WONCA Global Standards for Post graduate Family Medicine Education18.
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The vision
To improve the health and wellbeing of the people of Guyana through the strengthening of a primary health care based system that ensures universal access to quality health services without discrimination.
Mission statement
To establish a sustainable, community focused, Guyanese specific post-graduate  training program that will train physicians in the art and science of primary health care. 
Program Objectives
Skilled clinicians
Competent in diagnosing, judiciously investigating and outlining management for common and life threatening, acute and chronic illnesses, to patients across the lifespan
Expert Communicators
Establish relationships with their patients and through understanding of their beliefs, values and contexts are able to effectively engage and thereby provide patient centered care.  
Community focused physicians
Can identify, understand and respond to the health needs of the individual and their community and through recognizing the social determinants of health can engage the community and local resources in health promotion
Lifelong learners and teachers
Who value evidence based medicine and are equipped with the tools to pursue continuous self-directed education and share their knowledge with others
[bookmark: _Toc477772752][bookmark: _Toc477772910]

Section 2

[bookmark: _Toc477772753][bookmark: _Toc477772911]Admission requirements
1. Bachelor of Medicine Bachelor of Surgery or its equivalent from a recognized medical school that is accepted by the Guyana Medical Council.
Plus
2. A minimum of one year post-internship clinical experience.
Plus
3. Two professional letters of recommendation. At least one from your current clinical Head of Department.

[bookmark: _Toc477772754][bookmark: _Toc477772912]Application & fees
Application forms are available at the Georgetown Public Hospital Corporation (GPHC) and at the University of Guyana (UG). A non-refundable application fee of five thousand Guyana dollars for local applicants and fifty US dollars for foreign applicants must accompany the application form. Applicants may apply during their post-internship year for consideration in the following academic year. 
[bookmark: _Toc477772755][bookmark: _Toc477772913]Recruitment
All qualified applicants will undergo review by a joint panel of physicians from Georgetown Public Hospital Corporation, the University of Ottawa, Department of Family Medicine and the School of Medicine, Faculty of Health Sciences, University of Guyana. 
[bookmark: _Toc477772756][bookmark: _Toc477772914]Registration with University of Guyana Recruitment
Once accepted into the program, all applicants must pay an annual registration fee of twenty thousand Guyana dollars (G$20,000.00) for local applicants and two hundred and fifty US dollars (US$250.00) for foreign applicants; and an exam fee of twenty thousand Guyana dollars (G$20,000.00) for local applicants and two hundred and fifty US dollars (US$250.00) for foreign applicants. 
[bookmark: _Toc477772757][bookmark: _Toc477772915]Duration of program
The duration of the residency programme in Family Medicine will be a period of three (3) years.  Residents will be required to meet specific milestones before progressing to the subsequent year of training. Failure to meet these milestones, despite early identification and a remediation process, may result in a prolongation of the training period. The maximum time in which a resident may complete the training is five (5) years.  Refer to section on disciplinary action, remediation and probation…

[bookmark: _Toc477772758][bookmark: _Toc477772916]Role and Functions of relevant administrative bodies
The University of Guyana (UG):
1. Review and approve the Masters of Medicine in Internal Medicine/Infectious Diseases through the University’s multiple approval boards.
2. Approve and determine the level of appointment of both local and overseas faculty.
3. Register all successful residents who have been admitted to the programme.
4. Approve all coursework and final examination grades as well as the progress of the residents from year-to-year.
5. Provide a framework systemic review and evaluation of the programme.
6. Award the Masters in Medicine Degree (MMed) to residents who have successfully completed the programme.
7. Receive a yearly administrative fee that is determined by UG for affiliated programmes from GPHC, which is based on the number of registered residents.

The University of Ottawa, Department of Family Medicine (UO):
1. Provide expert review on curriculum and evaluation tool development.
2. Share teaching and evaluation tools, including monthly academic day curriculum
3. Assist in exam preparation and delivery
4. Provide academic supervision for research projects
5. Host Guyanese residents for a four 4 week observership
6. Coordinate the recruitment, preparation and evaluation of Canadian faculty

The Ministry of Health Guyana (MOH) & Georgetown Public Hospital Corporation (GPHC):
1. Employ, and release from other obligations, residents for the duration of their training and the subsequent return of service, providing contracts for the same in a timely manner.
2. Release residents from clinical duties during mandatory educational activities
3. Equip and maintain training sites including health centres, training rooms and offices.
4. Work with the Residency Program Education Committee to improve infrastructure and systems that enable quality care to be delivered in all training sites.
5. Ensure the Residency Program is aware of all local policies and standards relevant to the training sites and adhered to. 
6. Facilitate registration with the Guyana Medical Council and provide transport and accommodation for visiting faculty.

The Postgraduate Education Committee (PGEC):
The Postgraduate Education Committee (PGEC) is comprised of:
· Director, IHSE - Chair
· Director, M&PS
· CEO, GPHC
· Dean Health Science Faculty, University of Guyana
· Medical Director, University of Guyana, Medical School
· Specialty Program Directors
· Chief Medical Officer, Ministry of Health
· Postgraduate student representative 

And will have responsibility for 
1. Development and review of all educational activities undertaken at GPHC. 
2. Develop guidelines and resolve issues common to all residency programs, inclusive but not limited to Disciplinary action and remediation, Recruitment, Leave allowances, Moonlighting etc. 
3. Adjudicate and sanction disciplinary action for gross resident misconduct that may require leave or removal from residency training.


Family Medicine Education Committee (FMEC):
· Local Programme Directors- Chair
· Co-programme Directors/ Faculty. (GPHC & UO)
· Director, Medical Education, (IHSE, GPHC)
· Director Medical & Professional Services,(GPHC)
· Chief Executive Officer. (GPHC)
· Members of Teaching Faculty. (UO and GPHC)
· Medical Director. (UG School of Medicine)  or a Representative from the School
· Dean Faculty of Health Sciences.

Education Committee Responsibilities:
The Family Medicine Education Committee will have the direct responsibility for the administration of this programme.
1. Establish and supervise policies for the selection of resident physicians.
2. Establish and supervise policies for the evaluation, promotion and dismissal of resident physicians.
3. Establish policies to ensure adequate resident supervision with recognition of increasing responsibility of the resident physician as he/she progresses through the programme.
4. Encourage the development of leaders within the specialty of Family Medicine
5. Ensure adequate opportunities for faculty development.
6. Ensure an educational environment free of harassment and intimidation with policies in place to deal with such issues should they arise.
7. Ensure the curriculum is delivered and evaluation and remediation processes occur as per curriculum document.
8. Ensure any changes to the curriculum, with justification, are submitted for approval at PGEC

[bookmark: _Toc477772759][bookmark: _Toc477772917]Section 3

[bookmark: _Toc477772760][bookmark: _Toc477772918]CanMeds, CanMeds-FM & the four Principles of Family Medicine
In 1996 The Royal College of Physicians & Surgeons Canada developed a framework for medical education based on 8 key physician roles.  In 2005 CanMEDs was updated to make it more generic and applicable across all health disciplines and the education continuum.  It was designed to guide curriculum design and accreditation for post graduate medical training and ultimately to improve patient care.  With Medical Expert at the centre, CanMEDs now illustrates the 7 essential roles and competencies of a ‘whole and complete physician’:
1. Medical expert
2. Communicator. 
3. Collaborator. 
4. Manager. 
5. Health Advocate. 
6. Scholar. 
7. Professional. 
[image: ]
Figure 11. 	
The CanMEDS roles compliment the Four Principles of Family Medicine which have defined Family Medicine in Canada and reflect those intrinsic characteristics of Family Medicine wherever in the world Family Medicine is practiced.


1.	Frank, JR. (Ed). 2005. The CanMEDS 2005 physician competency framework. Better standards. Better physicians. Better care. Ottawa: The Royal College of Physicians and Surgeons of Canada.

The Four Principles of Family Medicine2
The family physician is a skilled clinician.
Family physicians demonstrate competence in the patient-centred clinical method; they integrate a sensitive, skillful, and appropriate search for disease. They demonstrate an understanding of patients’ experience of illness (particularly their ideas, feelings, and expectations) and of the impact of illness on patients’ lives.
Family physicians use their understanding of human development and family and other social systems to develop a comprehensive approach to the management of disease and illness in patients and their families.
Family physicians are also adept at working with patients to reach common ground on the definition of problems, goals of treatment, and roles of physician and patient in management. They are skilled at providing information to patients in a manner that respects their autonomy and empowers them to “take charge” of their own health care and make decisions in their best interests.
Family physicians have an expert knowledge of the wide range of common problems of patients in the community, and of less common, but life threatening and treatable emergencies in patients in all age groups. Their approach to health care is based on the best scientific evidence available.
 
Family medicine is a community-based discipline.
Family practice is based in the community and is significantly influenced by community factors. As a member of the community, the family physician is able to respond to people’s changing needs, to adapt quickly to changing circumstances, and to mobilize appropriate resources to address patients’ needs.
Clinical problems presenting to a community-based family physician are not pre-selected and are commonly encountered at an undifferentiated stage. Family physicians are skilled at dealing with ambiguity and uncertainty. They will see patients with chronic diseases, emotional problems, acute disorders (ranging from those that are minor and self-limiting to those that are life-threatening), and complex biopsychosocial problems. Finally, the family physician may provide palliative care to people with terminal diseases.
The family physician may care for patients in the office, the hospital (including the emergency department), other health care facilities, or the home. Family physicians see themselves as part of a community network of health care providers and are skilled at collaborating as team members or team leaders. They use referral to specialists and community resources judiciously.

The family physician is a resource to a defined practice population.
The family physician views his or her practice as a “population at risk,” and organizes the practice to ensure that patients’ health is maintained whether or not they are visiting the office. Such organization requires the ability to evaluate new information and its relevance to the practice, knowledge and skills to assess the effectiveness of care provided by the practice, the appropriate use of medical records and/or other information systems, and the ability to plan and implement policies that will enhance patients’ health.
Family physicians have effective strategies for self-directed, lifelong learning.
Family physicians have the responsibility to advocate public policy that promotes their patients’ health.
Family physicians accept their responsibility in the health care system for wise stewardship of scarce resources.
They consider the needs of both the individual and the community.

The patient-physician relationship is central to the role of the family physician.
Family physicians have an understanding and appreciation of the human condition, especially the nature of suffering and patients’ response to sickness. They are aware of their strengths and limitations and recognize when their own personal issues interfere with effective care.
Family physicians respect the privacy of the person. The patient-physician relationship has the qualities of a covenant – a promise, by physicians, to be faithful to their commitment to patients’ well-being, whether or not patients are able to follow through on their commitments. Family physicians are cognizant of the power imbalance between doctors and patients and the potential for abuse of this power.
Family physicians provide continuing care to their patients. They use repeated contacts with patients to build on the patient-physician relationship and to promote the healing power of interactions. Over time, the relationship takes on special importance to patients, their families, and the physician. As a result, the family physician becomes an advocate for the patient.
Table 1 Illustrates how the four principles and CanMEDS-FM roles are related3.  
[image: ]
2.	College of Family Physicians Canada. Four Principles of Family Medicine http://www.cfpc.ca/principles/  accessed 30.11.14
3.	Tannenbaum D, Kerr J, Konkin J, Organek A, Parsons E, Saucier D, Shaw L, Walsh A. Triple C competency-based curriculum. Report of the Working Group on Postgraduate Curriculum Review – Part 1. Mississauga, ON: College of Family Physicians of Canada; 2011.
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Figure 2, illustrates the relationship between the CanMEDS-FM Roles and the Four Principles of Family Medicine. It depicts the Four Principles of Family Medicine as the roots of a tree. The branches of the tree lead to the leaves of the seven CanMEDS-FM Roles, with the integrating Family Medicine Expert Role as a central leaf4.   The following pages describe the roles of the Family Physician as defined by CanMEDS-FM and outlines the competencies required to fulfill these roles4.
4.	Tannenbaum D, Kerr J, Konkin J, Organek A, Parsons E, Saucier D, Shaw L, Walsh A, Kerr J, Organek, A.  CanMEDS-Family Medicine, Working Group on Curriculum Review Mississauga, ON: College of Family Physicians of Canada; 2009. 
CanMEDS-FM Roles
[bookmark: _Toc477772761][bookmark: _Toc477772919]The Family Medicine Expert
Definition
Family physicians are skilled clinicians who provide comprehensive, continuing care to patients and their families within a relationship of trust. Family physicians apply and integrate medical knowledge, clinical skills and professional attitudes in their provision  of care. Their expertise includes knowledge of their patients and families in the context of their communities, and their ability to use the patient-centred clinical method effectively. As Family Medicine Experts they integrate all the CanMEDS- Family Medicine (CanMEDS-FM) roles in their daily work.
Description
Family physicians provide care for a wide range of health issues throughout the lifecycle, from birth through death, in a variety of settings within the community. At presentation, the patient may bring multiple problems that are not pre-selected, and are often undifferentiated and interdependent. It is through expert judgement and clinical reasoning that family physicians formulate the clinical problems presented and, in partnership with the patient, arrive at decisions regarding investigation, management and monitoring. The clinical responsibilities of family physicians span the spectrum of medical care: health promotion and disease prevention; diagnosis; acute treatment, including the management of life-threatening illness; chronic disease management; rehabilitation; supportive care; and palliation. Family physicians approach and manage clinical problems effectively, often in situations of diagnostic uncertainty and limited resources.
Family physicians’ unique expertise is intimately tied to their relationships with their patients, for whom they are often the primary and continuing contact for health care. Theirs is a generalist approach and their perspective is comprehensive, integrating elements from multiple domains. Family physicians are a resource to their practices and communities as they adapt their knowledge base and skills over time to the specific patient populations they serve and to local needs. The four principles of family medicine guide the work of the family physician.
Family physicians possess a core body of knowledge, clinical and procedural skills and professional attitudes. They use the patient-centred clinical method in assessing and managing clinical problems, which involves partnering with patients and families in health and illness.
Family physicians are skilled at acquiring and interpreting information and solving clinical problems. They adapt effectively to the situation at hand and identify relevant priorities.
Family physicians communicate and collaborate effectively with patients, families, communities and other health care professionals, including teams of providers. They serve as coordinators of care and demonstrate a long term commitment to their patients.
The role of the Family Medicine Expert draws on the competencies included in the roles of Communicator, Collaborator, Manager, Health Advocate, Scholar and Professional. 
Components of the Family Medicine Expert Role
Family physicians are able to…
	Key Competencies

	Enabling Competencies


	1. Integrate all the CanMEDS- FM roles in order to function effectively as generalists

	1.1 Utilize relevant competencies contained within the CanMEDS-FM roles when approaching clinical situations

1.2 Prioritize professional duties when faced with multiple competing demands

1.3 Demonstrate an awareness of the role of the family physician in situations other than patient care, such as participation in health care management, policy development and planning

1.4 Consider issues of patient safety and ethical dimensions in the provision of care and other professional responsibilities


	2. Establish and maintain clinical knowledge, skills and attitudes required to meet the needs of the practice and patient population served

	2.1 Apply acquired knowledge, skills and attitudes to daily clinical practice

2.2 Recognize personal limits in knowledge, skills and


2.3 Apply the life-long learning skills of the Scholar Role to implement a personal learning program in response to the needs of their practice and patient population

2.4 Contribute to the enhancement of quality of care in their practice, integrating the available best evidence and best practices


	3. Demonstrate proficient assessment and management of patients using the patient-centred clinical method

	3.1 Describe the components of the patient centred clinical method.

3.2 Demonstrate skilled interviewing and physical


3.3 Explore both the disease and the patient’s personal
experience of illness

3.4 Understand the whole person: The life history, personal, and developmental issues as well as their context.

3.5 Find common ground with the patient in regard to defining problems and priorities, setting goals of treatment and recognizing the roles of patient and family physician in each encounter

3.6 Incorporate prevention and health promotion into the clinical encounter

3.7 Consciously enhance the patient-physician relationship recognizing characteristics of a therapeutic and caring relationship

3.8 Manage time and resources effectively


	4. Provide comprehensive and continuing care throughout the life cycle incorporating appropriate preventive, diagnostic and therapeutic interventions

	4.1 Provide primary contact and comprehensive  continuing care to a defined population of patients through the spectrum of health promotion and disease prevention; diagnosis; acute treatment, including the management of life-threatening illness; chronic disease management; rehabilitation; supportive care; and palliation.

4.2 Provide preventive care through application of current standards for the practice population

4.3 Utilize diagnostic and therapeutic interventions meeting the needs of the patient according to available evidence, balancing risks, benefits and costs


	5. Attend to complex clinical situations in family medicine effectively

	5.1 Through clinical reasoning strategies, adapt the scope of clinical evaluation to the particular context in a selective manner in order to appropriately assess each patient

5.2 Develop diagnostic hypotheses informed by prevalence, community incidence and consideration of urgent treatable problems

5.3 Identify relevant priorities for management, based on the patient’s perspective, medical urgency and the context

5.4 Make clinical decisions informed by best available evidence, past experience and the patient’s perspective

5.5 Recognize and respond to the ethical dimensions in clinical decision-making

5.6 Use time effectively in assessment and management

5.7 Manage simultaneously multiple clinical issues, both acute and chronic, often in a context of uncertainty
5.8 

	6. Demonstrate proficient and evidence-based use of procedural skills

	6.1 Demonstrate timely performance of relevant diagnostic and therapeutic procedures, including obtaining informed consent

6.2 Appropriately document procedures performed and their outcomes, and ensure adequate follow-up


	7. Provide coordination of patient care including collaboration and consultation with other health professionals and caregivers

	7.1 Coordinate the care of patients with multiple care providers and teams of providers

7.2 Apply the competencies of the Collaborator role in

health professionals

7.3 Appropriately incorporate families and other caregivers in the care of patients, while abiding by the ethical standards of patient autonomy and consent
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Definition
As Communicators, family physicians facilitate the doctor-patient relationship and the dynamic exchanges that occur before, during, and after the medical encounter.

Description
The patient-physician relationship is central to the role of the family physician. Family physicians integrate a sensitive, skillful, and appropriate search for disease and illness. They demonstrate an understanding of patients’ experiences of illness, their ideas, feelings, and expectations and of the impact of illness on the lives of patients and families. They use repeated contacts with patients to build on the patient-physician relationship and to promote the healing power of interactions. Family physicians have an understanding and appreciation of the human condition, especially the nature of suffering and patients’ response to illness.
Family physicians are adept at working with patients and families to reach common ground on the definition of problems, goals of treatment, and roles of family physician and patient in management. They are skilled at providing information to patients in a manner that respects their autonomy and empowers them to take charge of their own health care and make decisions in their best interests.
Family physicians enable effective dynamic interactions with patients, families, caregivers, health professionals, and other individuals. They communicate in various ways and in a variety of settings through their own initiative or at the request of the patient or family with the purpose of achieving the best health outcomes for patients but also to comfort, reassure, and alleviate suffering.
Family physicians are able to establish and maintain effective communication in the face of patients’ disabilities, cultural differences, age group differences and in challenging situations.
The competencies of this role are essential for establishing rapport and trust, formulating a diagnosis, delivering information, striving for mutual understanding, and facilitating a shared plan of care.

Components of the Communicator Role
Family physicians use the patient-centred clinical method, and…
	Key Competencies

	Enabling Competencies


	1. Develop rapport, trust and ethical therapeutic relationships with patients and families

	1.1 Recognize that being a good communicator is a core clinical skill for physicians, and that physician- patient communication can foster patient satisfaction, physician satisfaction, adherence and improved clinical outcomes

1.2 Establish positive therapeutic relationships with patients and their families that are characterized by understanding, trust, respect, honesty and empathy

1.3 Respect patient confidentiality, privacy and autonomy

1.4 Listen effectively

1.5 Develop awareness of, and responsiveness to, non- verbal cues

1.6 Facilitate a structured clinical encounter

1.7 Acquire skills of cross-cultural communication

1.8 Respect boundaries in the doctor-patient relationship


	2. Accurately elicit and synthesize information from, and perspectives of, patients and families, colleagues and other professionals

	2.1 Gather information about a disease, but also about a patient’s beliefs, concerns, expectations and illness experience

2.2 Explore the patient’s psychosocial context

2.3 Seek out and synthesize information from other sources, such as a patient’s family, caregivers and other professionals

2.4 Conduct an interview with multiple participants to gather information about factors affecting the patient

	3. 	Accurately convey needed information and explanations to patients and families, colleagues and other professionals

	3.1 Deliver information to a patient and family, colleagues and other professionals in a humane manner and in such a way that it is understandable and encourages discussion and participation in decision-making

3.2 Disclose error / adverse events in an effective manner


	4. Develop a common understanding on issues, problems and plans with patients and families, colleagues and other professionals to develop, provide and follow-up on a shared plan of care

	4.1 Effectively identify and explore problems to be addressed from a patient encounter, including the patient’s context, responses, concerns, and preferences

4.2 Respect diversity and difference, including but not

beliefs on decision-making

4.3 Encourage discussion, questions, and interaction in the encounter

4.4 Engage patients, families, and relevant health professionals in shared decision-making to develop a plan of care

4.5 Communicate effectively as a member or leader of a health care team or other professional group

4.6 Provide follow-up contact with patient and family using a form of communication that will achieve the best outcome for the patient and family

4.7 Effectively address challenging communication issues such as motivating behavioural change, delivering bad news, and addressing anger or dependency

4.8 Provide therapeutic interventions through supportive and other counselling techniques used in primary care

4.9 Communicate utilizing an interpreter


	5. Convey effective oral and written information

	
5.1 Maintain clear, accurate, and appropriate records (e.g., written and electronic) of clinical encounters and plans

5.2 Use effective written and oral communication for referral and collaborative care.

5.3 Effectively present verbal reports of clinical encounters and plans

5.4 Communicate appropriately using electronic mail and other electronic means, while maintaining patient confidentiality

5.5 When requested or needed by a community, present medical information to the public or media about a medical issue
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Definition
As Collaborators, family physicians work with patients, families, healthcare teams, other health professionals, and communities to achieve optimal patient care.
Description
Family physicians collaborate and consult with others in the health care system who are involved in the care of individuals or specific groups of patients. Family physicians see themselves as part of a community network of health professionals and are skilled at collaborating as team members or team leaders. This is increasingly important in a modern multiprofessional environment, where the goal of patient-centred care is widely shared.
Modern healthcare teams not only include a group of professionals working closely together at single sites, but also extended teams with a variety of perspectives and skills, in multiple locations. It is therefore essential for family physicians to be able to collaborate with patients, families, health professionals, community agencies and policy makers for the provision of optimal care, education and scholarship.
Components of the Collaborator Role
Family physicians are able to:
	Key Competencies

	Enabling Competencies


	1. Participate in a collaborative team-based model and with consulting health professionals in the care of patients

	1.1 Clearly describe their roles and responsibilities to other professionals

1.2 Describe the roles and responsibilities of other


1.3 Recognize and respect the diversity of roles, responsibilities and competencies of other professionals in relation to their own

1.4 Work with others to assess, plan, provide and integrate care for individual patients or groups of patients.

Where needed, work with others to assess, plan, provide and review non-clinical tasks, such as research problems, educational work, program review or administrative esponsibilities

1.6 Participate effectively in interprofessional team meetings

1.7 Enter into interdependent relationships with other professions for the provision of quality care

1.8 Utilize the principles of team dynamics to enhance team performance

1.9 Contribute to working relationships on teams and participate in a collegial process to designate appropriate team leadership roles

1.10 Respect team ethics, including confidentiality, resource allocation and professionalism

1.11 Where appropriate, demonstrate leadership in a healthcare team



	2. Maintain a positive working environment with consulting health professionals, health care team members, and community agencies

	2.1 Demonstrate a respectful attitude towards other colleagues and members of an interprofessional team

2.2 Work with other professionals to prevent conflicts

2.3 Employ collaborative negotiation to resolve conflicts

2.4 Respect differences, misunderstandings and limitations in other professionals

2.5 Recognize one’s own differences, misunderstanding and limitations that may contribute to  interprofessional tension

2.6 Reflect on interprofessional team function


	3. Engage patients or specific groups of patients and their families as active participants in their care

	3.1 Find common ground on the identification of problems and priorities of interventions

3.2 Find common ground on the methods and goals


3.3 Work to establish the respective roles of family physician and patient

3.4 Work with patients and families to optimize health
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Definition
As Managers, family physicians are central to the primary health care team and integral participants in healthcare organizations. They use resources wisely and organize practices which are a resource to their patient population to sustain and improve health, coordinating care within the other members of the health care system.
Description
Family physicians interact with their work environment as individuals, as members of teams or groups, and as participants in the health system locally, regionally and nationally. They are often the first contact with the health care system and need to coordinate care with other members of the health care system, including the community. They manage everyday practice activities, and balance their personal lives. They organize their practices using information systems as a resource to their patient population. Family physicians require the ability to prioritize, use health resources wisely, and effectively execute tasks collaboratively with colleagues. Family physicians engage in continuous quality improvement within their own practice environment. Family physicians are actively engaged as integral participants in decision-making in the operation of the health care system.
Components of the Manager Role
Family physicians are able to…
	Key Competencies

	Enabling Competencies


	1. Participate in activities that contribute to the effectiveness of their own practice , healthcare organizations and systems

	1.1 Describe the role of the family physician in the health care system and their relationships with other health care professionals, and community organizations

1.2 Work collaboratively with other health care 
coordinated care for patients

1.3 Participate in systemic quality process evaluation and improvement such as patient safety initiatives

Participate in continuous quality improvement activities within their own practice environment, such as practice audit.

1.5  Describe the structure and function of the health care system including different models of primary care organization and funding

	2. Manage their practice and career effectively

	2.1 Set priorities and manage time to balance patient care, practice requirements, outside activities and personal life

2.2 Manage a practice including finances and human resources, collaboratively when indicated.

2.3 Implement processes to ensure continuous quality improvement within a practice

2.4 Employ information technology, including electronic medical records to plan appropriately for patient care


	3. Allocate finite healthcare resources appropriately

	3.1 Recognize the importance of appropriate allocation of healthcare resources, including referral to other health care professionals and community resources, balancing effectiveness, efficiency and access with optimal patient care

3.2 Apply evidence and management processes for cost- appropriate care

3.3 Judiciously manage access to scarce community resources and referral sources

3.4 Integrate knowledge of the structure of the health care system and its components in the provision of care


	4. Serve in administration and leadership roles, as appropriate

	4.1 Chair or participate effectively in committees and meetings

4.2 Lead or implement a change in health care practice

4.3 Contribute to policy development related to systems of health care

4.4 Participate in relevant administrative roles related to clinical care




HEALTH ADVOCATE
Definition
As health advocates, family physicians responsibly use their expertise and influence to advance the health and well-being of individual patients, communities, and populations.
Description
Family physicians recognize their duty and ability to improve the overall health of their patients and the society they serve. Family physicians identify advocacy activities as important for the individual patient, for populations of patients and for communities. Individual patients need their family physician to assist them in health promotion and enhancement navigating the healthcare system and accessing the appropriate health resources in a timely manner. Communities and societies need family physicians’ special expertise to identify and collaboratively address broad health issues and the determinants of health. At this level, health advocacy involves efforts to change specific practices or policies on behalf of those served. Framed in this multi-level way, health advocacy is an essential and fundamental component of health promotion. Health advocacy is appropriately expressed both by the actions of individual family physicians and through collective actions with other health professionals in influencing population health and public policy.
Components of the Health Advocate Role
Family physicians are able to…
	Key Competencies

	Enabling Competencies


	1. Respond to individual patient health needs and issues as part of patient care

	1.1 Identify the health needs of an individual patient

1.2 Advocate for individual patients around relevant

1.3 Implement health promotion and disease prevention policies and interventions for individual patients and the patient population served


	2. Respond to the health needs of the communities that they serve

	2.1 Describe the practice communities that they serve

2.2 Identify opportunities for advocacy, health

communities that they serve, and respond appropriately

2.3 Appreciate the possibility of competing interests between the communities served and other populations


	3. Identify the determinants of health within their communities

	3.1 Identify the determinants of health within their communities, including barriers to accessing care and resources

3.2 Identify vulnerable or marginalized populations and respond as needed


	4. Promote the health of individual patients, communities and populations

	4.1 Describe approaches to implementing changes in determinants of health of the population served

4.2 Describe how public policy, healthcare delivery and healthcare financing impact access to care and the health of the population served

4.3 Identify points of influence in the healthcare system and its structure

4.4 Describe the ethical and professional issues inherent in health advocacy, including altruism, social justice, autonomy, integrity and idealism

4.5 Appreciate the possibility of conflict inherent in their role as a health advocate for a patient or community with that of manager or gatekeeper

4.6 Describe the role of the medical profession in advocating collectively for health and patient safety
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Definition
As Scholars, family physicians demonstrate a lifelong commitment to reflective learning, as well as the creation, dissemination, application and translation of knowledge.
Description
Family physicians engage daily in the search for answers to patient care questions and strive to adapt and increase their knowledge and skills to meet the needs of their patients and community. As reflective learners, they recognize the need to be continually learning and model this for others. Through their scholarly activities, they contribute to the creation, dissemination, application and translation of knowledge. As teachers, they facilitate the education of their students, patients, colleagues, and others. Family physicians adopt a critical and evidence-informed approach to practice and maintain this approach through continued learning and quality improvement.
Components of the Scholar Role
Family physicians are able to…
	Key Competencies

	Enabling Competencies


	1. Maintain and enhance professional activities through ongoing self-directed learning based on reflective practice

	1.1 Describe the principles in maintaining professional competence and implementing a personal knowledge management system

1.2 Recognize and reflect learning issues in practice

1.3 Conduct a personal practice audit

1.4 Formulate a learning question

1.5 Identify sources of knowledge appropriate to the question

1.6 Access and interpret the relevant evidence

1.7 Integrate new learning into practice

1.8 Evaluate the impact of any change in practice

1.9 Document the learning process




	2. Critically evaluate medical information, its sources, and its relevance to their practice, and apply this information to practice decisions

	2.1 Describe the principles of critical appraisal

2.2 Critically appraise retrieved evidence in order to


2.3 Integrate critical appraisal conclusions into clinical care


	3. Facilitate the education of patients, families, trainees, other health professional colleagues, and the public, as appropriate

	3.1 Describe principles of learning relevant to medical education

3.2 Collaboratively identify the learning needs and


3.3 Discuss the benefits of collaborative learning

3.4 Deliver a learner-centred approach to teaching

3.5 Select effective teaching strategies and content to
facilitate others’ learning

3.6 Deliver an effective presentation

3.7 Assess and reflect on a teaching encounter

3.8 Provide effective feedback

3.9 Describe the principles of ethics with respect to teaching



	4. Contribute to the creation, dissemination, application, and translation of new knowledge and practices

	
4.1 Describe the principles of research and scholarly inquiry

4.2 Judge the relevance, validity, and applicability of

individual patients

4.3 Describe the principles of research ethics

4.4 Pose a scholarly question

4.5 Conduct a systematic search for evidence

4.6 Select and apply appropriate methods to address the question

4.7 Appropriately disseminate the findings of a study




PROFESSIONAL
Definition
As Professionals, family physicians are committed to the health and well-being of individuals and society through ethical practice, profession-led regulation, and high personal standards of behaviour.
Description
Family physicians have a societal role as professionals who are dedicated to the health and caring of others. Their work requires the mastery of a complex body of knowledge and skills, as well as the art of medicine. As such, the Professional Role is guided by codes of ethics and a commitment to clinical competence, appropriate attitudes and behaviours, integrity, altruism, personal well-being, and the public good.
These commitments form the basis of a social contract between a physician and society. Society, in return, grants physicians the privilege of profession-led regulation with the understanding that they are accountable to those served.
Components of Professional Role
Family physicians are able to…
	Key Competencies

	Enabling Competencies


	1. Demonstrate a commitment to their patients, profession, and society through ethical practice

	1.1 Exhibit professional behaviours in practice, including honesty, integrity, reliability, compassion, respect, altruism, and commitment to patient well-being

1.2 Demonstrate a commitment to delivering the highest quality care and maintenance of competence

1.3 Recognize and appropriately respond to ethical issues encountered in practice

1.4 Demonstrate respect for colleagues and team members

1.5 Appropriately manage conflicts of interest

Recognize the principles and limits of patient confidentiality as defined by professional practice standards and the law

1.7 Maintain appropriate professional boundaries

1.8 Speak directly and respectfully to colleagues whose behaviour may put patients or others at risk



	2. Demonstrate a commitment to their patients, profession, and society through participation in profession- led regulation

	2.1 Appreciate the professional, legal and ethical codes of practice, including knowledge of the CMA Code of Ethics

2.2 Fulfill the regulatory and legal obligations required of


2.3 Demonstrate accountability to professional regulatory bodies

2.4 Recognize and respond to others’ unprofessional behaviours in practice

2.5 Participate in peer review


	3. Demonstrate a commitment to physician health and sustainable practice

	3.1 Balance personal and professional priorities to ensure personal health and a sustainable practice

3.2 Strive to heighten personal and professional awareness and insight

3.3 Recognize and respond to other professionals in need


	4. Demonstrate a commitment to reflective practice

	4.1 Demonstrate the ability to gather information about personal performance, know one’s own limits, and seek help appropriately

4.2 Demonstrate an awareness of self, and an understanding how one’s attitudes and feelings impact their practice

4.3 Reflect on practice events, especially critical incidents, to deepen self knowledge
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The evaluation objectives presented here will direct the GPHC Family Medicine Program in the choice of criteria for the testing and certification of competence in family medicine, during both in training evaluations, final evaluations and examinations for the Masters in Family Medicine. To do this, the evaluation objectives have been designed to clearly describe the domain of competence, as well as the skills and behaviours to be tested within each topic and within each dimension of competence.
The topics and essential skill dimensions of competence were initially identified through surveys and focus groups of family physicians in practice in different settings and communities across Canada by the College of Family Physicians of Canada. Through stakeholder consultation and focus groups, the topics and skills dimensions were modified to fit the Guyanese context.  
As the document is rolled out and utilized, the content will continuously be reviewed and modified via an iterative process through consultation using both qualitative and quantitative methodologies to ensure it is appropriately adapted to meet the needs of Guyanese Family Physicians and represent the common health problems of the local population. 
This document is not intended to define the specialty of Family Medicine in Guyana. Rather, it articulates, for the purposes of assessment, the specific skills required by physicians to effectively function within the context of Family Medicine in Guyana.  
Acknowledgements
We would like to acknowledge The College of Family Physicians of Canada, for the initial development of this comprehensive set of evaluation objectives. For further information on the development of the original document, please refer to the CFPC document, Defining Competence1.

The Domain of Competence in Family Medicine:
There are four major components in this definition:
1. Skill Dimensions of Competence
2. Phase of the Clinical Encounter
3. Priority Topics, Core Procedures, and Themes
4. Key Features and Observable Behaviours
Together they constitute the domain of competence in family medicine.  Overall competence is determined through a process of continuous sampling, observation, and reflection of learner performance with respect to key features and observable behaviours for a series of problems (priority topics, procedures, themes), throughout the phases of the clinical encounter, until evaluators are satisfied that the physician is competent in all the skill dimensions.  Please refer to the evaluations section for further information on how this process will be captured and documented. 

1. Defining competence for the purposes of certification by the College of Family Physicians of Canada: The evaluation objectives in family medicine. The College of Family Physicians Canada. Mississauga, ON. 2010.


The Components of the Evaluation Objectives:
1. Skill Dimensions of Competence:  
There are six essential skills that enable the family physician to deal competently with problems in the domain of family medicine. The competent family physician has the potential to use all the skills for any problem, but competence is also characterized by adapting the choice of the skills used to the specific needs of the problem at hand. 
a) Patient-centred approach: This is a hallmark of family medicine and represents one of the most efficient and effective methods for dealing with problems. The details of the method are well established in the literature, and the evaluation objectives for this dimension of competence are derived directly from this information.
b) Communication skills: Certain skills and behaviours facilitate communication, and good communication is essential for competence. Communication can be written or verbal, with patients or colleagues; it also involves listening and watching as much as or more than talking and showing. 
c) Clinical reasoning skills: This dimension focuses on the problem-solving skills used to deal with the “medical aspects” of a problem. Although obviously knowledge dependent, many of the difficulties in this dimension are related to poor process (the how and why).  Assessment of these processes is more important than assessing the final results or answers. 
d) Selectivity: This dimension has not, to our knowledge, been described with respect to physician competence. It describes a set of skills cited as characterizing the competent family physician: such a physician does not do things in a routine fashion, but is selective in their approach, adapting it to the situation and patient. This physician sets priorities and focuses on the most important, knowing when to say something and when not to, gathering the most useful information without losing time on less contributory data, or doing something extra when it will be helpful. It is perhaps a subset of all the other dimensions, but it was used frequently enough to merit its own dimension. 
e) Professionalism: This dimension was the most frequently cited in the descriptions of competence.  It includes all the responses that dealt with respect and responsibility to patients, to colleagues, to oneself, to the profession, and to society.  It includes ethical issues, as well as lifelong learning and the maintenance of quality of care.  It also includes attitudinal aspects such as caring and compassion. 
f) Procedure skills: In the initial survey, specific procedures themselves were not often cited as being characteristic of competence. It was recognized, however, that an individual about to enter independent practice should be able to competently perform certain procedures. A working group on procedure skills identified 65 core procedures; assessment of competence in this dimension will be based on these as well as general key features developed for procedure skills.

Phase of the Clinical Encounter:  
This component plays an essential role in directing assessment toward the cognitive processes most critical to the competent resolution of a specific problem or situation. It covers the steps or phases from the beginning to end of a clinical encounter. It includes the processes usually identified with a hypothetico-deductive model of clinical problem solving, and with clinical decision making.
a) Hypothesis generation (preliminary differential diagnosis)
b) History (gather the appropriate information)
c) Physical examination (gather the appropriate information)
d) Investigation (gather the appropriate information)
e) Diagnosis, including problem identification (interpret information) 
f) Treatment (or management)
g) Follow-up
h) Referral
Priority Topics, Core Procedures, and Themes: 
These constitute a list of the problems or situations that the competent family physician should be able to deal with at the start of independent practice. This list sets out and limits the content of competence in family medicine for the purposes of certification. The limits permit all concerned to concentrate their efforts, and the scope reassures us that overall competence can be reasonably inferred if assessment has been based on an adequate sampling of this content.
a)  Priority topics: These includes diagnoses, symptoms, presentations, and tasks; there are also roles (periodic health/screening), groups (newborn, elderly), issues (lifestyle), situations (family issues, difficult patients), and even some topics (antibiotics). 
b) Core procedures: Competence in this dimension is not limited to the technical skills required for the 65 core procedures. Other aspects, such as indications and contraindications, deciding to do or not to do a procedure, and choosing among several possible approaches should also be assessed. With this in mind, a key feature analysis was undertaken to identify the critical aspects of competence applicable to all procedures.
c) Themes:  The dimensions of the patient-centred approach, professionalism, and communication skills.

Key Features and Observable Behaviours: 
These are the operational evaluation objectives describing competence in relatively objective and observable terms. This component is most useful for the assessment of competence during daily clinical supervision.
a) Key features: Each priority topic underwent analysis to generate the key features for the topic. Key features are the specific situations most determinant of competence within a topic and the critical processes involved in dealing competently with each situation. Each key feature identifies the skill dimensions and phases of the clinical encounter that are to be used in assessing the competence for the situation and task in question.
b) Observable behaviours: For each of the themes identified for communication skills and professionalism, behaviours indicative of competence, or lack of it, were identified. While the key feature analysis identifies a subset of situations thought to be indicative of overall competence for a topic, the observable behaviour analysis lists all behaviours potentially indicative of competence, and no particular subset is identified as being most critical to competence for the theme or the dimension in question.
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Abdominal Pain
	
	Key Feature
	Skill
	Phase

	1
	Given a patient with abdominal pain, paying particular attention to its location and chronicity:
	a) Distinguish between acute and chronic pain.
	

Clinical Reasoning 
	

History 

	
		b) Generate a complete differential diagnosis (ddx).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	
		c) Investigate in an appropriate and timely fashion.
	Clinical Reasoning Selectivity
	Investigation 

	2
	In a patient with diagnosed abdominal pain (e.g., gastroesophageal reflux disease, peptic ulcer disease, ulcerative colitis, Crohn’s disease), manage specific pathology appropriately (e.g., with. medication, lifestyle modifications).
	Clinical Reasoning 
	Treatment 

	3
	In a woman with abdominal pain:
	a) Always rule out pregnancy if she is of reproductive age.
	
Clinical Reasoning 
	Hypothesis generation Investigation

	
		b) Suspect gynecologic etiology for abdominal pain.
	Clinical Reasoning 
	Hypothesis generation 

	
		c) Do a pelvic examination, if appropriate.
	Clinical Reasoning 
	Physical 
Diagnosis

	4
	In a patient with acute abdominal pain, differentiate between a surgical and a non-surgical abdomen.
	Clinical Reasoning Selectivity
	Physical 
Diagnosis

	5
	In specific patient groups (e.g., children, pregnant women, the elderly), include group-specific surgical causes of acute abdominal pain in the ddx.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	6
	Given a patient with a life-threatening cause of acute abdominal pain (e.g., a ruptured abdominal aortic aneurysm or a ruptured ectopic pregnancy):
	a) Recognize the life-threatening situation.
	


Selectivity 
	


Diagnosis 

	
		b) Make the diagnosis.
	Clinical Reasoning 
	Diagnosis 

	
		c) Stabilize the patient.
	Selectivity 
Clinical Reasoning
	Treatment 

	
		d) Promptly refer the patient for definitive treatment.
	Selectivity 
	Diagnosis 
Referral

	7
	In a patient with chronic or recurrent abdominal pain:
	a) Ensure adequate follow-up to monitor new or changing symptoms or signs.
	

Clinical Reasoning 
	

Follow-up 

	
		b) Manage symptomatically with medication and lifestyle modification (e.g., for irritable bowel syndrome).
	Clinical Reasoning Communication
	Treatment 

	
		c) Always consider cancer in a patient at risk.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	8
	Given a patient with a diagnosis of inflammatory bowel disease (IBD) recognize an extra intestinal manifestation.
	Clinical Reasoning 
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	Keep up to date with advanced cardiac life support (ACLS) recommendations (i.e., maintain your knowledge base).
	Professionalism 
	Treatment 

	2
	Promptly defibrillate a patient with ventricular fibrillation (V fib), or pulseless or symptomatic ventricular tachycardia (V tach).
	Clinical Reasoning Selectivity
	Treatment 

	3
	Diagnose serious arrhythmias (V tach, V fib, supraventricular tachycardia, atrial fibrillation, or second- or third-degree heart block), and treat according to ACLS protocols.
	Clinical Reasoning 
	Diagnosis 
Treatment

	4
	Suspect and promptly treat reversible causes of arrhythmias (e.g., hyperkalemia, digoxin toxicity, cocaine intoxication) before confirmation of the diagnosis.
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment

	5
	Ensure adequate ventilation (i.e., with a bag valve mask), and secure the airway in a timely manner.
	Clinical Reasoning Selectivity
	Treatment 

	6
	In patients requiring resuscitation, assess their circumstances (e.g., asystole, long code times, poor pre-code prognosis, living wills) to help you decide when to stop. (Avoid inappropriate resuscitation.)
	Clinical Reasoning 
	Diagnosis 
Treatment

	7
	In patients with serious medical problems or end-stage disease, discuss code status and end-of-life decisions (e.g., resuscitation, feeding tubes, levels of treatment), and readdress these issues periodically.
	Patient Centered 
	Treatment 
Follow-up

	8
	Attend to family members (e.g., with counselling, presence in the code room) during and after resuscitating a patient.
	Professionalism Communication
	Treatment 

	9
	In a pediatric resuscitation, use appropriate resources ( e.g., Braeslow tape, the patient’s weight) to determine the correct drug doses and tube sizes.
	Clinical Reasoning 
	Treatment 

	
	Note:  Shock is not dealt with in this topic.
	
	



[bookmark: _Toc274927050][bookmark: _Toc477772333][bookmark: _Toc477772770][bookmark: _Toc477772927]
Allergy
	
	Key Feature
	Skill
	Phase

	1
	In all patients, always inquire about any allergy and clearly document it in the chart. Re-evaluate this periodically.
	Clinical Reasoning 
	History 
Follow-up

	2
	Clarify the manifestations of a reaction in order to try to diagnose a true allergic reaction (e.g., do not misdiagnose viral rashes as antibiotic allergy, or medication intolerance as true allergy).
	Clinical Reasoning 
	History 
Diagnosis

	3
	In a patient reporting allergy (e.g., to food, to medications, environmental), ensure that the patient has the appropriate medication to control symptoms (e.g., antihistamines, bronchodilators, steroids, adrenaline).
	Clinical Reasoning 
	Treatment 

	4
	Educate appropriate patients with allergy (e.g., to food, medications, insect stings) and their families about the symptoms of anaphylaxis and the self-administration of the adrenaline, and advise them to return for immediate reassessment and treatment if those symptoms develop or if the EpiPen has been used.
	Clinical Reasoning 
Patient Centered 
	Treatment 
Follow-up

	5
	In a patient presenting with an anaphylactic reaction:
	a) Recognize the symptoms and signs.
	
Selectivity 
Clinical Reasoning
	
Diagnosis 

	
		b) Treat immediately and aggressively.
	Selectivity 
Clinical Reasoning
	Treatment 

	
		c) Prevent a delayed hypersensitivity reaction through observation and adequate treatment (e.g., with steroids).
 d)  If the patient is a child, ensure the parents and care givers are aware of how to treat the anaphylaxis or the importance of seeking help immediately
	Clinical Reasoning
Patient Centered 
	Treatment
Treatment

	6
	In a patient with unexplained recurrent respiratory symptoms, include allergy (e.g., sick building syndrome, seasonal allergy) in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 


[bookmark: _Toc274927051]
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	Key Feature
	Skill
	Phase

	1
	Assess the risk of decompensation of anemic patients (e.g., volume status, the presence of congestive heart failure [CHF], angina, or other disease states) to decide if prompt transfusion or volume replacement is necessary.
	Clinical Reasoning Selectivity
	Diagnosis 
Treatment

	2
	In a patient with anemia, classify the anemia as microcytic, normocytic, or macrocytic by using the MCV (mean corpuscular value) or smear test result, to direct further assessment and treatment.
	Clinical Reasoning 
	Diagnosis 
Investigation

	3
	In all patients with anemia, determine the iron status 
	Clinical Reasoning 
	Investigation 
Diagnosis

	4
	In a patient with iron deficiency, investigate further to find the cause.
	Clinical Reasoning 
	Investigation 

	5
	Consider and look for anemia in appropriate patients (e.g., those at risk for blood loss [those receiving anticoagulation, elderly patients taking a nonsteroidal anti-inflammatory drug]) or in patients with hemolysis (mechanical valves), whether they are symptomatic or not, and in those with new or worsening symptoms of angina or CHF and consider thalassemia in at risk populations. 
	Clinical Reasoning Selectivity
	Hypothesis generation Investigation

	6
	In patients with macrocytic anemia:
	a) Consider the possibility of vitamin B12 deficiency.
	
Clinical Reasoning 
	
Hypothesis generation 

	
		b) Look for other manifestations of the deficiency (e.g., neurologic symptoms) in order to make the diagnosis of pernicious anemia when it is present.
	Clinical Reasoning 
	History 
Physical

	7
	As part of well-baby care, consider anemia in high-risk populations (e.g., those living in poverty) or in high-risk patients (e.g., those who are pale or have a low-iron diet or poor weight gain, parents have thalassemia or G6PD deficiency).
	Clinical Reasoning Selectivity
	Hypothesis generation 

	8
	When a patient is discovered to have a slightly low hemoglobin level, look carefully for a cause (e.g., hemoglobinopathies, menorrhagia, occult bleeding, previously undiagnosed chronic disease, helminth infection), as one cannot assume that this is normal for them.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	9
	In anemic patients with menorrhagia, determine the need to look for other causes of the anemia.
	Clinical Reasoning 
	Hypothesis generation 

	10
	In patients from regions endemic with Malaria, or other parasitic infections, rule out these causes, and if concerned start presumptive treatment. 
	Clinical Reasoning 
	Hypothesis generation 
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	Key Feature
	Skill
	Phase

	1
	In patients requiring antibiotic therapy, make rational choices (i.e., first-line therapies, knowledge of local resistance patterns, patient’s medical and drug history,  patient’s context).
	Clinical Reasoning Selectivity
	Treatment 

	2
	In patients with a clinical presentation suggestive of a viral infection, avoid prescribing antibiotics.
	Clinical Reasoning 
	Treatment 

	3
	In a patient with a purported antibiotic allergy, rule out other causes (e.g., intolerance to side effects, non-allergic rash) before accepting the diagnosis.
	Clinical Reasoning 
	Hypothesis generation History

	4
	Use a selective approach in ordering cultures before initiating antibiotic therapy (usually not in uncomplicated cellulitis, pneumonia, urinary tract infections, and abscesses; usually for assessing community resistance patterns, in patients with systemic symptoms, and in immunicompromised patients).
	Selectivity 
	Investigation 

	5
	In urgent situations (e.g., cases of meningitis, septic shock, febrile neutropenia), do not delay administration of antibiotic therapy (i.e., do not wait for confirmation of the diagnosis).
	Selectivity 
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	Do not attribute acute symptoms of panic (e.g., shortness of breath, palpitations, hyperventilation) to anxiety without first excluding serious medical pathology (e.g., pulmonary embolism, myocardial infarction ) from the differential diagnosis (especially in patients with established anxiety disorder).
	Selectivity 
Clinical Reasoning
	Diagnosis 
Hypothesis generation

	2
	When working up a patient with symptoms of anxiety, and before making the diagnosis of an anxiety disorder:
	a) Exclude serious medical pathology.
	

Selectivity 
Clinical Reasoning
	

Hypothesis generation Diagnosis

	
		b) Identify: 
- other co-morbid psychiatric conditions. 
- abuse.
		- substance abuse.
	Clinical Reasoning 
	Diagnosis 
History

	
		c) Assess the risk of suicide.
	Clinical Reasoning 
	History
 Diagnosis

	3
	In patients with known anxiety disorders, do not assume all new symptoms are attributable to the anxiety disorder.
	Clinical Reasoning 
	Diagnosis 
Hypothesis generation

	4
	Offer appropriate treatment for anxiety: 
- benzodiazepines (eg. deal with fear of them, avoid doses that are too low or too high, consider dependence, other anxiolytics). 
- non-pharmacologic treatment.
	Clinical Reasoning 
	Treatment 

	5
	In a patient with symptoms of anxiety, take and interpret an appropriate history to  differentiate clearly between agoraphobia, social phobia, generalized anxiety disorder, and panic disorder.
	Clinical Reasoning 
	Diagnosis History
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	Key Feature
	Skill
	Phase

	1
	In patients of all ages with respiratory symptoms (acute, chronic, recurrent):
	a) Include asthma in the differential diagnosis.
	

Clinical Reasoning 
	

Hypothesis generation Diagnosis

	
		b) Confirm the diagnosis of asthma by appropriate use of:
- history.
- physical examination.
c) Understand the role of spirometry and access if available
	Clinical Reasoning
[bookmark: _GoBack]Clinical Reasoning
	History 
Physical

Diagnosis

	2
	In a child with acute respiratory distress, distinguish asthma or bronchiolitis from croup and foreign body aspiration by taking an appropriate history and doing a physical examination.
	Clinical Reasoning Selectivity
	History 
Physical

	3
	In a known asthmatic, presenting either because of an acute exacerbation or for ongoing care, objectively determine the severity of the condition (e.g., with history, including the pattern of medication use), physical examination, spirometry). Do not underestimate severity.
	Clinical Reasoning 
	Diagnosis 

	4
	In a known asthmatic with an acute exacerbation:
	a) Treat the acute episode (e.g., use beta-agonists repeatedly and early steroids, and avoid under-treatment).
	
Clinical Reasoning Selectivity
	
Treatment 

	
		b) Rule out co-morbid disease (e.g., complications, congestive heart failure, chronic obstructive pulmonary disease).
	Selectivity 
Clinical Reasoning
	Hypothesis generation Diagnosis

	
		c) Determine the need for hospitalization or discharge (basing the decision on the risk of recurrence or complications, and on the patient’s expectations and resources).
	Selectivity 
Clinical Reasoning
	Treatment 

	5
	For the ongoing (chronic) treatment of an asthmatic, propose a stepwise management plan including:
 - self-monitoring.
 - self-adjustment of medication.
 - when to consult back.
	Clinical Reasoning 
Patient Centered
	Treatment 

	6
	For a known asthmatic patient, who has ongoing or recurrent symptoms:
	a) Assess severity and compliance with medication regimens.
	

Clinical Reasoning 
Patient Centered
	

History 
Diagnosis

	
		b) Recommend lifestyle adjustments (e.g., avoiding irritants, triggers) that may result in less recurrence and better control.
	Clinical Reasoning 
Patient Centered
	Treatment 


[bookmark: _Toc274927055]
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	Key Feature
	Skill
	Phase

	1
	In a patient who presents with new onset atrial fibrillation, look for an underlying cause (e.g., ischemic heart disease, acute myocardial infarction, congestive heart failure, cardiomyopathy (Chagas dz) , pulmonary embolus, hyperthyroidism, alcohol, etc.)
	Clinical Reasoning 
	Hypothesis generation 

	2
	In a patient presenting with atrial fibrillation,
	a) Look for hemodynamic instability,
	
Clinical Reasoning Selectivity
	
Hypothesis generation 

	
		b) Intervene rapidly and appropriately to stabilize the patient.
	Clinical Reasoning Selectivity
	Treatment 

	3
	In an individual presenting with chronic or paroxysmal atrial fibrillation,
	a) Explore the need for anticoagulation based on the risk of stroke with the patient,
	

Patient Centered 
Clinical Reasoning
	

Diagnosis 
Treatment

	
		b) Periodically reassess the need for anticoagulation.
	Clinical Reasoning 
	Hypothesis generation Follow-up

	4
	In patients with atrial fibrillation, when the decision has been made to use anticoagulation, institute the appropriate therapy and patient education, with a comprehensive follow-up plan.
	Clinical Reasoning 
	Treatment 
Follow-up

	5
	In a stable patient with atrial fibrillation, identify the need for rate control.
	Clinical Reasoning 
	Hypothesis generation Treatment

	6
	In a stable patient with atrial fibrillation, arrange for rhythm correction when appropriate.
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment
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	Key Feature
	Skill
	Phase

	1
	When giving bad news, ensure that the setting is appropriate, and ensure patient’s confidentiality.
	Patient Centered Communication
	Treatment 

	2
	Give bad news:
 - in an empathic, compassionate manner
 - allowing enough time.
 - prividing translation, as necessary.
	Communication 
	Treatment 

	3
	Obtain patient consent before involving the family.
	Patient Centered Professionalism
	Treatment 

	4
	After giving bad news, arrange definitive follow-up opportunities to assess impact and understanding.
	Patient Centered Communication
	Follow-up 
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	Key Feature
	Skill
	Phase

	1
	Because behavioural problems in children are often multifactorial, maintain a broad differential diagnosis and assess all factors when concern has been raised about a child’s behaviour:
 - Look for medical conditions (e.g., hearing impairment, depression, other psychiatric diagnoses, other medical problems).
 - Look for psychosocial factors (e.g., abuse, substance use, family chaos, peer issues, parental expectations).
 - Recognize when the cause is not attention deficit disorder (ADD) (e.g., learning disorders, autism spectrum disorder, conduct disorder). 
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	When obtaining a history about behavioural problems in a child:
 - Ask the child about her or his perception of the situation. 
 - Use multiple sources of information (e.g., school, daycare).
	Clinical Reasoning 
	History 

	3
	When treating behavioural problems in children for whom medication is indicated, do not limit treatment to medication; address other dimensions (e.g., do not just use amphetamines to treat ADD, but add social skills teaching, time management, etc.).
	Clinical Reasoning 
	Treatment 

	4
	In assessing behavioural problems in adolescents, use a systematic, structured approach to make an appropriate diagnosis:
 - Specifically look for substance abuse, peer issues, and other stressors.
 - Look for medical problems (bipolar disorder, schizophrenia).
 - Do not say the problem is “just adolescence”.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	5
	In elderly patients known to have dementia, do not attribute behavioural problems to dementia without assessing for other possible factors (e.g., medication side effects or interactions, treatable medical conditions such as sepsis or depression).
	Clinical Reasoning 
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	Given a well woman with concerns about breast disease, during a clinical encounter (annual or not):
	a) Identify high-risk patients by assessing modifiable and non-modifiable risk factors
	

Clinical Reasoning Selectivity
	

History 
Diagnosis

	
		b) Advise regarding screening (mammography, breast self-examination) and its limitations.
	Clinical Reasoning 
Patient Centered
	Treatment 

	
		c) Advise concerning the woman’s role in preventing or detecting breast disease (breast self-examination, lifestyle changes).
	Clinical Reasoning 
Patient Centered
	Treatment 

	2
	Given a woman presenting with a breast lump (i.e., clinical features):
	a) Use the history, features of the lump, and the patient’s age to determine (interpret) if aggressive work-up or watchful waiting is indicated.
	

Selectivity 
Clinical Reasoning
	

Diagnosis 
Treatment

	
		b) Ensure adequate support throughout investigation of the breast lump by availability of a contact resource.
	Patient Centered Professionalism
	Treatment 
Follow-up

	
		c) Use diagnostic tools (e.g., needle aspiration, imaging, core biopsy , referral) in an appropriate manner (i.e., avoid over- or under-investigation, misuse) for managing the breast lump.
	Clinical Reasoning 
	Investigation 
Treatment

	3
	In a woman who presents with a malignant breast lump and knows the diagnosis:
	a) Recognize and manage immediate and long-term complications of breast cancer.
	

Clinical Reasoning 
	

Diagnosis 
Treatment

	
		b) Consider and diagnose metastatic disease in the follow-up care of a breast cancer patient by appropriate history and investigation.
	Clinical Reasoning Selectivity
	Hypothesis generation History

	
		c) Appropriately direct (provide a link to) the patient to community resources able to provide adequate support (psychosocial support).
	Patient Centered 
Clinical Reasoning
	Follow-up 
Treatment


[bookmark: _Toc274927059]
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	Key Feature
	Skill
	Phase

	1
	In all patients, be opportunistic in giving cancer prevention advice (e.g., stop smoking, reduce unprotected sexual intercourse, prevent human papillomavirus infection), even when it is not the primary reason for the encounter.
	Patient Centered Communication
	Treatment 

	2
	Taking into account available resources, in all patients, provide the indicated evidence-based screening (according to age group, risk factors, etc.) to detect cancer at an early stage (e.g., with cervical cancer screening (VIA or PAP smear), mammography, colonoscopy, PSA and digital rectal examinations (for rectal and prostate Ca.)
	Clinical Reasoning Selectivity
	Diagnosis 

	3
	In all patients, diagnosed with familial related cancer, advise patient to educate and encourage relevant family members to present to their Family Physician for the relevant screening
	Selectivity
Patient Centered Communication
	Treatment 

	4
	In patients diagnosed with cancer, offer ongoing follow-up and support and remain involved in the treatment plan, in collaboration with the specialist cancer treatment system. (Don’t lose track of your patient during cancer care.)
	Patient Centered Professionalism
	Follow-up 
Treatment

	5
	In a patient diagnosed with cancer, actively inquire, with compassion and empathy, about the personal and social consequences of the illness (e.g., family issues, loss of job), and the patient’s ability to cope with these consequences.
	Patient Centered Communication
	History 

	6
	In a patient treated for cancer, actively inquire about side effects or expected complications of treatment (e.g., diarrhea, feet paresthesias), as the patient may not volunteer this information.
	Clinical Reasoning 
	History 
Follow-up

	7
	In patients with a distant history of cancer who present with new symptoms (e.g., shortness of breath, neurologic symptoms), include recurrence or metastatic disease in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	8
	In a patient diagnosed with cancer, be realistic and honest when discussing prognosis. (Say when you don’t know.)
	Communication Professionalism
	Treatment 
Follow-up

	
	Note:  For pain control, see the key features on chronic disease and palliative care. See also the key feature on depression.
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	Key Feature
	Skill
	Phase

	1
	Given a patient with undefined chest pain, take an adequate history to make a specific diagnosis (e.g., determine risk factors, whether the pain is pleuritic or sharp, pressure, etc.).
	Clinical Reasoning 
	History 

	2
	Given a clinical scenario suggestive of life-threatening conditions (e.g., pulmonary embolism, tamponade, dissection, pneumothorax), begin timely treatment (before the diagnosis is confirmed, while doing an appropriate work-up).
	Selectivity 
	Diagnosis 
Treatment

	3
	In a patient with unexplained chest pain, rule out ischemic heart disease.*
	Clinical Reasoning Selectivity
	Hypothesis generation Investigation

	4
	Given an appropriate history of chest pain suggestive of herpes zoster infection, hiatal hernia, reflux, esophageal spasm, infections, or peptic ulcer disease:
	a) Propose the diagnosis.
	


Clinical Reasoning 
	


Diagnosis 

	
		b) Do an appropriate work-up/follow-up to confirm the suspected diagnosis.
	Clinical Reasoning 
	Investigation 

	5
	Given a suspected diagnosis of pulmonary embolism:
	a) undertand the role of different diagnostic tools and utilise those that are relevant and available.
	Clinical Reasoning
Selectivity 
	Hypothesis generation Diagnosis

	
		b) Begin appropriate treatment immediately.
	Selectivity 
	Treatment 

	
	*See also the key features on ischemic heart disease.
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	Key Feature
	Skill
	Phase

	1
	Utilise every opportunity to educate parents, grandparents and other caregivers, on healthy diet, eating and exercise patterns
	Clinical Reasoning
	Treatment 


	2
	In all children, routinely and opportunistically assess for appropriate growth and development, with valid screening tools,recognising variations from normal.
	Clinical Reasoning
	Physical Examination
Investigation
Diagnosis

	3
	In children whose growth is below expected
a) determine if abnormality is acute or chronic and invesitigate appropriate causes including screening for social issues
b) recognise and provide acute management of dehydration or acute illness
c) in children diagnosed with Failure to Thrive or malnutrition, establish multidisciplinary treatment approach with appropriate and robust plans for follow up
	
Clinical Reasoning


Clinical Reasoning

Clinical Reasoning
	
Hypothesis generation
History
Investigation

Physical Examination
Diagnosis
Treatment
Treatment 
Follow-up

	4
	In children who are overweight 
a) exclude endocrine causes

	
Clinical Reasoning

	
Physical Examination

	
	b) asess parental values, understanding and concerns
c) discuss risks and appropriate treatment strategies
d) arrange referral to dietician, if available, and follow up
	Patient Centered 
Communication
Clinical Reasoning
Clinical Reasoning

	Investigation
History 
Treatment
Treatment
Follow-up
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	Key Feature
	Skill
	Phase

	1
	In a patient with a diagnosed chronic disease who presents with acute symptoms, diagnose:
 - acute complications of the chornic disease (e.g., diabetic ketoacidosis).
 - acute exacerbations of the disease (e.g., asthma exacerbation, acute arthritis).
 - a new, unrelated condition.
	Clinical Reasoning 
	Diagnosis 

	2
	Regularly reassess adherence (compliance) to the treatment plan (including medications). Use flow charts. 
	Clinical Reasoning 
	History 
Follow-up

	3
	In patients with chronic disease:
	a) Actively inquire about pain.
	
Clinical Reasoning 
	
History 

	
		b) Treat appropriately by:
 - titrating medication to the patient's pain.
 - taking into account other treatments and conditions (e.g., watching for interactions).
 - considering non-pharmacologic treatment and adjuvant therapies.
	Clinical Reasoning 
	Treatment 
Hypothesis generation

	4
	In patients with chronic disease, actively inquire about:
 - the psychological impact of diagnosis and treatment.
 - functional impairment.
 - underlying depression or risk of suicide.
 - underlying substance abuse.
	Patient Centered 
Clinical Reasoning
	History 

	5
	Given a non-compliant patient, explore the reasons why, with a view to improving future adherence to the treatment plan.
	Patient Centered 
	History 
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	Key Feature
	Skill
	Phase

	1
	In all patients presenting with symptoms of prolonged or recurrent cough, dyspnea, or decreased exercise tolerance, especially those who also have a significant smoking history, suspect the diagnosis of chronic obstructive pulmonary disease (COPD).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	When the diagnosis of COPD is suspected, consider the role of pulmonary function studies and pursue if available.
	Clinical Reasoning 
	Investigation 

	3
	Understand the role of pulmonary function tests in documenting disease progression in patients with COPD, and utilise periodically if available.
	Clinical Reasoning 
	Investigation 
Follow-up

	4
	Encourage smoking cessation in all patients diagnosed with COPD.*
	Clinical Reasoning 
Patient Centered
	Treatment 

	5
	Offer appropriate vaccinations to patients diagnosed with COPD (e.g., pneumococcal vaccination).
	Clinical Reasoning 
	Treatment 

	6
	In an apparently stable patient with COPD, offer appropriate inhaled medication for treatment (e.g., anticholinergics/bronchodilators if condition is reversible,  steroid trial).
	Clinical Reasoning 
	Treatment 

	7
	For all patients with COPD refractory to standard therapy, refer to, or discuss with, specialty outpatient clinics.
	Clinical Reasoning 
	Referral 

	8
	When treating patients with acute exacerbations of COPD, rule out co-morbidities (e.g., myocardial infarction, congestive heart failure, systemic infections, anemia).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	9
	In patients with end-stage COPD, especially those who are currently stable, discuss, document, and periodically re-evaluate wishes about aggressive treatment interventions.
	Patient Centered 
Clinical Reasoning
	Treatment 
Follow-up

	
	Note: *See the key features on Smoking Cessation.
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	Key Feature
	Skill
	Phase

	1
	With all patients, especially adolescents, young men, postpartum women, and perimenopausal women, advise about adequate contraception when opportunities arise.
	Patient Centered Communication
	Treatment 

	2
	In patients using specific contraceptives, advise of specific factors that may reduce efficacy (e.g., delayed initiation of method, illness, medications, specific lubricants).
	Clinical Reasoning 
Patient Centered
	Treatment 

	3
	In aiding decision-making to ensure adequate contraception:
	a) Look for and identify risks (relative and absolute contraindications).
	

Clinical Reasoning 
	

History 

	
		b) Assess (look for) sexually transmitted disease exposure.
	Clinical Reasoning 
Patient Centered
	History 

	
		c) Identify barriers to specific methods (e.g., cost, cultural concerns).
	Patient Centered Communication
	History 

	
		d) Advise of efficacy and side effects, especially short-term side effects that may result in discontinuation.
	Clinical Reasoning 
	Treatment 

	4
	In patients using hormonal contraceptives, manage side effects appropriately (i.e., recommend an appropriate length of trial, discuss estrogens in medroxyprogesterone acetate [Depo–Provera]).
	Clinical Reasoning 
	Treatment 

	5
	In all patients, especially those using barrier methods or when efficacy of hormonal methods is decreased, advise about post-coital contraception.
	Clinical Reasoning 
	Treatment 

	6
	In a patient who has had unprotected sex or a failure of the chosen contraceptive method, inform about time limits in post-coital contraception (emergency contraceptive pill, intrauterine device).
	Clinical Reasoning 
	Treatment 

	7
	In a patient with an unplanned  pregnancy or requesting termination of pregnancy
a) with an understanding of Guyana’s Termination of Pregnancy Act, advise regarding the options she has available to her.
b) If requested, refer her to the appropriate service with appropriate investigations (eg, ultrasound confirming gestational age)
c)  Advise regarding reliable contraception and offer follow up.
	

Clinical Reasoning 
Patient Centered
Selectivity

Patient Centered
Selectivity
Clinical Reasoning 

Patient Centered
Selectivity
	

Treatment
Investigation
Referral


Treatment
Follow up
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	Key Feature
	Skill
	Phase

	1
	In patients presenting with an acute cough:
	a) Include serious causes (e.g., pneumothorax, pulmonary embolism [PE] or tuberculosis) in the differential diagnosis.
	
Clinical Reasoning Selectivity
	
Hypothesis generation 

	
		b) Diagnose a viral infection clinically, principally by taking an appropriate history.
	Clinical Reasoning 
	Diagnosis 

	
		c) Do not treat viral infections with antibiotics. (Consider antiviral therapy if appropriate.)
	Clinical Reasoning 
	Treatment 

	2
	In pediatric patients with a persistent (or recurrent) cough, generate a broad differential diagnosis (e.g., gastroesophageal reflux disease [GERD], asthma, rhinitis, presence of a foreign body, pertussis or tuberculosis).
	Clinical Reasoning 
	Hypothesis generation 

	3
	In patients with a persistent (e.g., for weeks) cough:
	a) Consider non-pulmonary causes (e.g., GERD, congestive heart failure, rhinitis), as well as other serious causes (e.g., cancer, PE, tuberculosis) in the differential diagnosis. (Do not assume that the child has viral bronchitis).
	
Clinical Reasoning Selectivity
	
Hypothesis generation Diagnosis

	
		b) Always enquire about TB contacts and consider other risk factors for tuberculosis.
c)  Investigate appropriately and judiciously refer to the Chest Clinic
	Clinical Reasoning
Clinical Reasoning 
	Hypothesis generation
Investigate 
Diagnosis 

Investigation
Referral 

	4
	Do not ascribe a persistent cough to an adverse drug effect (e.g., from an angiotensin-converting enzyme inhibitor) without first considering other causes.
	Clinical Reasoning 
	Diagnosis 

	5
	In smokers with persistent cough, assess for chronic bronchitis (chronic obstructive pulmonary disease) and make a positive diagnosis when it is present. (Do not just diagnose a smoker’s cough.)
	Clinical Reasoning 
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	In patients with mental health concerns, explore the role of counselling in treating their problems. (Intervention is not just about medication use.)
	Clinical Reasoning 
Patient Centered
	Treatment 

	2
	When making the decision about whether to offer or refer a patient for counselling:
	a) Allow adequate time to assess the patient.
	

Clinical Reasoning 
	

Treatment 

	
		b) Identify the patient’s context and understanding of her or his problem/situation.
	Patient Centered 
	Treatment 

	
		c) Evaluate your own skills. (Does the problem exceed the limits of your abilities?)
	Professionalism 
	Treatment 

	
		d) Recognize when your beliefs may interfere with counselling.
	Professionalism 
	Treatment 

	3
	When counselling a patient, allow adequate time.
	Professionalism 
	Treatment 

	4
	When counselling a patient, recognize when you are approaching or exceeding boundaries (e.g., transference, counter-transference) or limits (the problem is more complex than you originally thought), as this should prompt you to re-evaluate your role.
	Professionalism 
Clinical Reasoning
	Treatment 



[bookmark: _Toc274927066]
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	Key Feature
	Skill
	Phase

	1
	Take the necessary time to assist patients in crisis, as they often present unexpectedly.
	Patient Centered Professionalism
	Treatment 

	2
	Identify your patient’s personal resources for support (e.g., family, friends) as part of your management of patients facing crisis.
	Patient Centered 
Clinical Reasoning
	History 
Treatment

	3
	Offer appropriate community resources (e.g., counselor) as part of your ongoing management of patients with a crisis.
	Patient Centered Professionalism
	Treatment 

	4
	Assess suicidality in patients facing crisis.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	5
	Use psychoactive medication rationally to assist patients in crisis.
	Clinical Reasoning 
	Treatment 

	6
	Inquire about unhealthy coping methods (e.g., drugs, alcohol, eating, gambling, violence, sloth) in your patients facing crisis.
	Clinical Reasoning 
	Hypothesis generation History

	7
	Ask your patient if there are others needing help as a consequence of the crisis.
	Patient Centered 
	Hypothesis generation History

	8
	Negotiate a follow-up plan with patients facing crisis.
	Clinical Reasoning Communication
	Treatment 
Follow-up

	9
	Be careful not to cross boundaries when treating patients in crisis (e.g., lending money, appointments outside regular hours).
	Professionalism 
	Treatment 

	10
	Prepare your practice environment for possible crisis or disaster and include colleagues and staff in the planning for both medical and non-medical crises.
	Professionalism 
	Treatment 

	11
	When dealing with an unanticipated medical crisis (e.g., seizure, shoulder dystocia),
	a) Assess the environment for needed resources (people, material).
	

Clinical Reasoning 
	

Treatment 

	
		b) Be calm and methodical.
	Professionalism 
	Treatment 

	
		c) Ask for the help you need.
	Professionalism 
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	In patients with croup,
	a) Identify the need for respiratory assistance (e.g., assess ABCs, fatigue, somnolence, paradoxical breathing, in drawing)
	
Selectivity 
Clinical Reasoning
	
Hypothesis generation Diagnosis

	
		b) Provide that assistance when indicated.
	Clinical Reasoning Selectivity
	Treatment 

	2
	Before attributing stridor to croup, consider other possible causes (e.g., anaphylaxis, foreign body (airway or esophagus), retropharyngeal abcess, epiglottitis).
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	3
	In any patient presenting with respiratory symptoms, look specifically for the signs and symptoms that differentiate upper from lower respiratory disease (e.g., stridor vs. wheeze vs. whoop).
	Clinical Reasoning 
	History 
Physical

	4
	In a child presenting with a clear history and physical examination compatible with mild to moderate croup, make the clinical diagnosis without further testing (e.g., do not routinely X-ray).
	Clinical Reasoning Selectivity
	Diagnosis 
Investigation

	5
	In patients with a diagnosis of croup, use steroids (do not under treat mild-to-moderate cases of croup).
	Clinical Reasoning 
	Treatment 

	6
	In a patient presenting with croup, address parental concerns (e.g., not minimizing the symptoms and their impact on the parents), acknowledging fluctuating course of the disease, providing a plan anticipating recurrence of the symptoms.
	Clinical Reasoning Communication
	Treatment 
Follow-up
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	Key Feature
	Skill
	Phase

	1
	In patients complaining of leg pain and/or swelling, evaluate the likelihood of deep venous thrombosis (DVT) as investigation and treatment should differ according to the risk.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	2
	In patients with high probability for thrombotic disease (e.g., extensive leg clot, suspected pulmonary embolism) start anticoagulant therapy if tests will be delayed.
	Clinical Reasoning Selectivity
	Treatment 

	3
	Identify patients likely to benefit from DVT prophylaxis.
	Selectivity 
Clinical Reasoning
	Hypothesis generation Diagnosis

	4
	Utilize available investigations for DVT allowing for their limitations.
	Clinical Reasoning Selectivity
	Investigation 
Diagnosis

	5
	In patients with established DVT use oral anticoagulation appropriately, (e.g., start promptly, watch for drug interactions, monitor lab values and adjust dose when appropriate, stop warfarin when appropriate,provide patient teaching).
	Clinical Reasoning 
	Treatment 
Follow-up

	6
	Consider the possibility of an underlying coagulopathy in patients with  DVT, especially when unexpected.
	Clinical Reasoning 
	Hypothesis generation 

	7
	Use compression stockings in appropriate patients, to prevent and treat post-phlebitic syndrome.
	Clinical Reasoning 
	Treatment 



[bookmark: _Toc274927069]
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	Key Feature
	Skill
	Phase

	1
	When assessing the acutely ill patient, look for signs and symptoms of dehydration. (e.g., look for dehydration in the patient with a debilitating pneumonia).
	Clinical Reasoning 
	Hypothesis generation 

	2
	In the dehydrated patient, assess the degree of dehydration using reliable indicators (e.g., vital signs) as some patients' hydration status may be more difficult to assess (e.g., elderly, very young, pregnant).
	Clinical Reasoning 
	Physical 
Investigation

	3
	In a dehydrated patient,
	a) Determine the appropriate volume of fluid for replacement of deficiency and ongoing needs,
	
Clinical Reasoning 
	
Treatment 
Diagnosis

	
		b) Use the appropriate route (oral if the patient is able; IV when necessary).
	Clinical Reasoning 
	Treatment 

	4
	When treating severe dehydration, use objective measures (e.g., lab values) to direct ongoing management.
	Clinical Reasoning 
	Investigation 
Treatment

	5
	In a dehydrated patient,
	a) Identify the precipitating illness or cause, especially looking for non-gastro-intestinal, including drug-related, causes,
	
Clinical Reasoning 
	
Hypothesis generation 

	
		b) Treat the precipitating illness concurrently.
	Clinical Reasoning 
	Treatment 

	6
	Treat the dehydrated pregnant patient aggressively, as there are additional risks of dehydration in pregnancy.
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment



[bookmark: _Toc274927070]
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	Key Feature
	Skill
	Phase

	1
	In patients with early, non-specific signs of cognitive impairment:
	a) Suspect dementia as a diagnosis.
	
Clinical Reasoning 
	
Hypothesis generation Diagnosis

	
		b) Use the Mini-Mental State Examination and other measures of impaired cognitive function, as well as a careful history and physical examination, to make an early positive diagnosis.
	Clinical Reasoning 
	Diagnosis 

	2
	In patients with obvious cognitive impairment, select proper laboratory investigations and neuroimaging techniques (r/o syphillis,HIV, or HIV related illness such as toxoplasmosis or CNS lymphoma)  to complement the history and physical findings and to distinguish between dementia, delirium, and depression.
	Clinical Reasoning 
	Investigation 

	3
	In patients with dementia, distinguish Alzheimer’s disease from other dementias, as treatment and prognosis differ.
	Clinical Reasoning 
	Diagnosis 

	4
	In patients with dementia who exhibit worsening function, look for other diagnoses (i.e., don’t assume the dementia is worsening). These diagnoses may include depression or infection.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	5
	Disclose the diagnosis of dementia compassionately, and respect the patient’s right to autonomy, confidentiality, and safety.
	Patient Centered Communication
	Diagnosis 
Treatment

	6
	In patients with dementia, assess competency. (Do not judge clearly competent patients as incompetent and vice versa.)
	Clinical Reasoning 
	Diagnosis 

	7
	In following patients diagnosed with dementia:
	a) Assess function and cognitive impairment on an ongoing basis.
	
Clinical Reasoning 
	
Follow-up 
Physical

	
		b) Assist with and plan for appropriate interventions (e.g., deal with medication issues, behavioural disturbance management, safety issues, caregiver issues, comprehensive care plans, driving safety, and placement).
	Clinical Reasoning 
Patient Centered
	Treatment 

	8
	Assess the needs of and supports for caregivers of patients with dementia.
	Patient Centered 
	History 

	9
	Report to the appropriate authorities patients with dementia who you suspect should not be driving.
	Professionalism 
Clinical Reasoning
	Treatment 

	10
	In patients with dementia, look for possible genetic factors to provide preventive opportunities to other family members, and to aid in appropriate decision-making (e.g., family planning).
	Clinical Reasoning 
Patient Centered
	Hypothesis generation History


[bookmark: _Toc274927071]
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	Key Feature
	Skill
	Phase

	1
	In a patient with a diagnosis of depression:
	a) Assess the patient for the risk of suicide.
	
Clinical Reasoning Selectivity
	
History 

	
		b) Decide on appropriate management (i.e., hospitalization or close follow-up, which will depend, for example, on severity of symptoms, psychotic features, and suicide risk).
	Clinical Reasoning Selectivity
	Treatment 

	2
	Screen for depression and diagnose it in high-risk groups (e.g., certain socio-economic groups, those who suffer from substance abuse, postpartum women, people with chronic pain).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	3
	In a patient presenting with multiple somatic complaints for which no organic cause is found after appropriate investigations, consider the diagnosis of depression and explore this possibility with the patient.
	Clinical Reasoning 
Patient Centered
	Hypothesis generation Treatment

	4
	After a diagnosis of depression is made, look for and diagnose other co-morbid psychiatric conditions (e.g., anxiety, bipolar disorder, personality disorder).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	5
	In a patient diagnosed with depression, treat appropriately:
 - drugs, psychotherapy.
 - monitor response to therapy.
 - active modification (e.g., augmentation, dose changes, drug changes).
 - referral as necessary.
	Clinical Reasoning 
	Treatment 
Follow-up

	6
	In a patient presenting with symptoms consistent with depression, consider and rule out serious organic pathology, using a targeted history, physical examination, and investigations (especially in elderly or difficult patients).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	7
	In patients presenting with depression, inquire about abuse:
 - sexual, physical, and emotional abuse (past and current, witnessed or inflicted).
 - substance abuse.
	Clinical Reasoning 
Patient Centered
	History Hypothesis generation

	8
	In a patient with depression, differentiate major depression from adjustment disorder, dysthymia, and a grief reaction.
	Clinical Reasoning Selectivity
	Diagnosis 

	9
	Following failure of an appropriate treatment in a patient with depression, consider other diagnoses (e.g., bipolar disorder, schizoaffective disorder, organic disease).
	Clinical Reasoning 
	Diagnosis 

	10
	In the very young and elderly presenting with changes in behaviour, consider the diagnosis of depression (as they may not present with classic features).
	Clinical Reasoning 
	Hypothesis generation Diagnosis


[bookmark: _Toc274927072]
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	Key Feature
	Skill
	Phase

	1
	Given a symptomatic or asymptomatic patient at high risk for diabetes (e.g., patients with gestational diabetes, obese, certain ethnic groups, and those with a strong family history), screen at appropriate intervals with the right tests to confirm the diagnosis.
	Clinical Reasoning Selectivity
	Investigation
 Hypothesis generation

	2
	Given a patient diagnosed with diabetes, either new-onset or established, treat and modify treatment according to disease status (e.g., use oral hypoglycemic agents, insulin, diet, and/or lifestyle changes).
	Clinical Reasoning 
	Treatment 
Follow-up

	3
	Given a patient with established diabetes, advise about signs and treatment of hypoglycemia/hyperglycemia during an acute illness or stress (i.e., gastroenteritis, physiologic stress, decreased intake.
	Clinical Reasoning 
Patient Centered
	Treatment 

	4
	In a patient with poorly controlled diabetes, use effective educational techniques to advise about the importance of optimal glycemic control through compliance, lifestyle modification, and appropriate follow-up and treatment.
	Communication Patient Centered
	Treatment 

	5
	In patients with established diabetes:
	a) Look for complications (e.g., proteinuria).
	
Clinical Reasoning 
	
Hypothesis generation Diagnosis

	
		b) Manage these complications appropriately, and refer as necessary when they are beyond your scope of practice.  
	Clinical Reasoning 
	Treatment 
Follow-up

	6
	In the acutely ill diabetic patient, diagnose the underlying cause of the illness and investigate for diabetic ketoacidosis and hyperglycemia.
	Clinical Reasoning Selectivity
	Diagnosis 
Treatment

	7
	Given a patient with diabetic ketoacidosis, manage the problem appropriately and advise about preventing future episodes.
	Clinical Reasoning Selectivity
	Treatment 
Follow-up
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	Key Feature
	Skill
	Phase

	1
	In all patients with diarrhea,
	a) Determine hydration status,
	
Clinical Reasoning 
	
Diagnosis 

	
		b) Treat dehydration appropriately.
	Clinical Reasoning 
	Treatment 

	2
	In patients with acute diarrhea, use history to establish the possible etiology (e.g., infectious contacts, travel, helminth infection, recent antibiotic or other medication use, common eating place for multiple ill patients).
	Clinical Reasoning 
	Hypothesis generation History

	3
	In patients with acute diarrhea who have had recent hospitalization or recent antibiotic use, look for clostridium difficile.
	Clinical Reasoning 
	Hypothesis generation 

	4
	In patients with acute diarrhea, counsel about the timing of return to work/school (re: the likelihood of infectivity).
	Clinical Reasoning 
	Treatment 

	5
	Pursue investigation, in a timely manner, of elderly with unexplained diarrhea, as they are more likely to have pathology.
	Clinical Reasoning Selectivity
	Hypothesis generation Investigation

	6
	In a young person with chronic or recurrent diarrhea, with no red flag symptoms or signs and after ruling out common infections, use established clinical criteria to make a positive diagnosis of irritable bowel syndrome (do not overinvestigate).
	Clinical Reasoning Selectivity
	Diagnosis 

	7
	In patients with chronic or recurrent diarrhea, look for both gastro-intestinal and non-gastro-intestinal symptoms and signs suggestive of specific diseases (e.g., inflammatory bowel disease, parasitic infection,  malabsorption syndromes, and compromised immune system).
	Clinical Reasoning 
	History 
Physical
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	Key Feature
	Skill
	Phase

	1
	When physician-patient interaction is deemed difficult, diagnose personality disorder when it is present in patients.
	Clinical Reasoning 
	Diagnosis 

	2
	When confronted with difficult patient interactions, seek out and update, when necessary, information about the patient’s life circumstances, current context, and functional status.
	Patient Centered 
	History 
Diagnosis

	3
	In a patient with chronic illness, expect difficult interactions from time to time. Be especially compassionate and sensitive at those times.
	Patient Centered Professionalism
	Treatment 
Follow-up

	4
	With difficult patients remain vigilant for new symptoms and physical findings to be sure they receive adequate attention (e.g., psychiatric patients, patients with chronic pain).
	Selectivity 
	Hypothesis generation Diagnosis

	5
	When confronted with difficult patient interactions, identify your own attitudes and your contribution to the situation.
	Professionalism 
	Treatment 
Diagnosis

	6
	When dealing with difficult patients, set clear boundaries.
	Professionalism 
	Treatment 

	7
	Take steps to end the physician-patient relationship when it is in the patient’s best interests or the theraputic bond has been broken.
	Professionalism 
Patient Centered
	Treatment 

	8
	With a difficult patient, safely establish common ground to determine the patient’s needs (eg. threatening or demanding patients).
	Patient Centered Professionalism
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	Determine whether a specific decline in functioning (e.g., social, physical, emotional) is a disability for that specific patient.
	Patient Centered 
Clinical Reasoning
	Diagnosis 

	2
	Screen elderly patients for disability risks (e.g., falls, cognitive impairment, immobilization, decreased vision) on an ongoing basis.
	Clinical Reasoning 
	History 
Hypothesis generation

	3
	In patients with chronic physical problems (e.g., arthritis, multiple sclerosis) or mental problems (e.g., depression), assess for and diagnose disability when it is present.
	Clinical Reasoning 
Patient Centered
	Diagnosis 
Hypothesis generation

	4
	In a disabled patient, assess all spheres of function (emotional, physical, and social, the last of which includes finances, employment, and family).
	Patient Centered 
	History 

	5
	For disabled patients, offer a multi-faceted approach (e.g., orthotics, lifestyle modification, time off work, community support) to minimize the impact of the disability and prevent further functional deterioration.
	Patient Centered Professionalism
	Treatment 

	6
	In patients at risk for disability (e.g., those who do manual labour, the elderly, those with mental illness), recommend primary prevention strategies (e.g., exercises, braces, counselling, work modification).
	Clinical Reasoning 
Patient Centered
	Treatment 

	7
	Do not limit treatment of disabling conditions to a short-term disability leave (i.e., time off is only part of the plan).
	Clinical Reasoning 
Patient Centered
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	In patients complaining of dizziness, rule out serious cardiovascular, cerebrovascular, and other neurologic disease (e.g., arrhythmia, myocardial infarction [MI], stroke, multiple sclerosis).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	In patients complaining of dizziness, take a careful history to distinguish vertigo, presyncope, and syncope.
	Clinical Reasoning 
	History 

	3
	In patients complaining of dizziness, measure postural vital signs.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Physical 

	4
	Examine patients with dizziness closely for neurologic signs.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Physical 
Hypothesis generation

	5
	In hypotensive dizzy patients, exclude serious conditions (e.g., MI, abdominal aortic aneurysm, sepsis, gastrointestinal bleeding) as the cause.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	6
	In patients with chronic dizziness, who present with a change in baseline symptoms, reassess to rule out serious causes.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	7
	In a dizzy patient, review medications (including prescription,  over-the-counter and herbal medications) for possible reversible causes of the dizziness.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	8
	Investigate further those patients complaining of dizziness who have:
 - signs or symptoms of central vertigo.
 - a history of trauma.
 - signs, symptoms, or other reasons (e.g., anticoagulation) to suspect a possible serious underlying cause.
	Selectivity 
	Investigation 
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	Key Feature
	Skill
	Phase

	1
	In a patient with new, obvious risks for domestic violence, take advantage of opportunities in pertinent encounters to screen for domestic violence (e.g., periodic annual exam, visits for anxiety/depression, pregnancy, ER visits).
	Patient Centered 
Clinical Reasoning
	History 

	2
	In a patient in a suspected or confirmed situation of domestic violence:
	a) Assess the level of risk and the safety of children (i.e., the need for referral to child protection services).
	
Selectivity 
Clinical Reasoning
	
History 

	
		b) Advise about the escalating nature of domestic violence.
	Clinical Reasoning 
Patient Centered
	Treatment 

	3
	In a situation of suspected or confirmed domestic violence, develop, in collaboration with the patient, an appropriate emergency plan to ensure the safety of the patient and other household members.
	Clinical Reasoning 
Patient Centered
	Treatment 

	4
	In a patient living with domestic violence, counsel about the cycle of domestic violence and feelings associated with it (e.g., helplessness, guilt), and its impact on children.
	Patient Centered Communication
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	In a patient presenting with dyspepsia, include cardiovascular disease in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	2
	Attempt to differentiate, by history and physical examination, between conditions presenting with dyspepsia (e.g., gastroesophageal reflux disease, gastritis, ulcer, cancer), as plans for investigation and management may be very different.
	Clinical Reasoning 
	History 
Physical

	3
	In a patient presenting with dyspepsia, ask about and examine the patient for worrisome signs/symptoms (e.g., gastrointestinal bleeding, weight loss, dysphagia).
	Clinical Reasoning 
	History 
Physical
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Dysuria
	
	Key Feature
	Skill
	Phase

	1
	In a patient presenting with dysuria, use history and dipstick urinalysis to determine if the patient has an uncomplicated urinary tract infection.
	Clinical Reasoning Selectivity
	Diagnosis 

	2
	When a diagnosis of uncomplicated urinary tract infection is made, treat promptly without waiting for a culture result.
	Clinical Reasoning Selectivity
	Treatment 

	3
	Consider non-urinary tract infection related etiologies of dysuria (e.g., prostatitis, vaginitis, sexually transmitted disease, chemical irritation, schistosomiasis) and look for them when appropriate.
	Clinical Reasoning 
	Hypothesis generation 

	4
	When assessing patients with dysuria, identify those at higher risk of complicated urinary tract infection (e.g., pregnancy, children, diabetes, urolithiasis).
	Clinical Reasoning Selectivity
	Hypothesis generation 

	5
	In patients with recurrent dysuria, look for a specific underlying cause (e.g., post-coital urinary tract infection, atrophic vaginitis, retention).
	Clinical Reasoning 
	Hypothesis generation 
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	Key Feature
	Skill
	Phase

	1
	Make the diagnosis of otitis media (OM) only after good visualization of the eardrum (i.e., wax must be removed), and when sufficient changes are present in the eardrum, such as bulging or distorted light reflex (i.e., not all red eardrums indicate OM).
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Diagnosis 
Physical

	2
	Include pain referred from other sources in the differential diagnosis of an earache (eg. Tooth abscess, trigeminal Neuralgia, TMJ dysfunction, pharyngitis, etc.).
	Clinical Reasoning 
	Hypothesis generation 

	3
	Consider serious causes in the differential diagnosis of an earache (eg. tumors, temporal arteritis, mastoiditis).
	Clinical Reasoning 
	Hypothesis generation 

	4
	In the treatment of otitis media, explore the possibility of not giving antibiotics, thereby limiting their use (e.g., through proper patient selection and patient education because most otitis media is of viral origin), and by ensuring good follow-up (e.g., reassessment in 48 hours).
	Selectivity 
Communication
	Treatment 

	5
	Make rational drug choices when selecting antibiotic therapy for the treatment of otitis media. (Use first-line agents unless given a specific indication not to.)
	Selectivity 
Professionalism
	Treatment 

	6
	In patients with earache (especially those with otitis media), recommend appropriate pain control (oral analgesics).
	Clinical Reasoning 
	Treatment 

	7
	In a child with a fever and a red eardrum, look for other possible causes of the fever (i.e., do not assume that the red ear is causing the fever).*
	Clinical Reasoning 
	Hypothesis generation 

	8
	Test children with recurrent ear infections for hearing loss.
	Clinical Reasoning 
	Investigation 

	
	 Note:  *See the key features on fever.
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	Key Feature
	Skill
	Phase

	1
	Whenever teenagers present for care, include an assessment of their risk of eating disorders (e.g., altered body image, binging, and type of activities, as dancers, gymnasts, models, etc., are at higher risk). as this may be the only opportunity to do an assessment.
	Clinical Reasoning 
	History 

	2
	When diagnosing an eating disorder, take an appropriate history to differentiate anorexia nervosa from bulimia, as treatment and prognosis differ.
	Clinical Reasoning 
	History 

	3
	In a patient with an eating disorder, rule out co-existing psychiatric conditions (e.g., depression, personality disorder, obsessive-compulsive disorder, anxiety disorder).
	Clinical Reasoning 
	Hypothesis generation History

	4
	When managing a patient with an eating disorder, use a multidisciplinary approach (e.g., work with a psychiatrist, a psychologist, a dietitian).
	Clinical Reasoning Professionalism
	Treatment 
Referral

	5
	When assessing a patient presenting with a problem that has defied diagnosis (e.g., arrhythmias without cardiac disease, an electrolyte imbalance without drug use or renal impairment, amenorrhea without pregnancy), include “complication of an eating disorder” in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	6
	In the follow-up care of a patient with a known eating disorder:
	a) Periodically look for complications (e.g., tooth decay, amenorrhea, an electrolyte imbalance).
	
Clinical Reasoning 
	
History 
Diagnosis

	
		b) Evaluate the level of disease activity (e.g., by noting eating patterns, exercise, laxative use).
	Clinical Reasoning 
	Hypothesis generation 
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Elderly
	
	Key Feature
	Skill
	Phase

	1
	In the elderly patient taking multiple medications, avoid polypharmacy by:
 - monitoring side effects.
 - periodically reviewing medication (e.g., is the medication still indicated, is the dosage appropriate).
 - monitoring for interactions.
	Clinical Reasoning 
	Treatment 
Follow-up

	2
	In the elderly patient, actively inquire about non-prescription medication use (e.g., herbal medicines, cough drops, over-the-counter drugs, vitamins).
	Clinical Reasoning 
	History 

	3
	In the elderly patient, screen for modifiable risk factors (e.g., visual disturbance, impaired hearing) to promote safety and prolong independence.
	Clinical Reasoning 
	History 
Hypothesis generation

	4
	In the elderly patient, assess functional status to:
 - anticipate and discuss the eventual need for changes in the living environment.
 - ensure that social support is adequate.
	Clinical Reasoning 
Patient Centered
	Treatment 
History

	5
	In older patients with diseases prone to atypical presentation, do not exclude these diseases without a thorough assessment (e.g., pneumonia, appendicitis, depression).
	Selectivity 
Clinical Reasoning
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	Through history and/or physical examination, assess the hemodynamic stability of patients with epistaxis.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	While attending to active nose bleeds, recognize and manage excessive anxiety in the patient and accompanying family.
	Patient Centered 
Clinical Reasoning
	Treatment 
Diagnosis

	3
	In a patient with an active or recent nosebleed, obtain a focused history to identify possible etiologies (e.g., recent trauma, recent upper respiratory infection, medications).
	Clinical Reasoning 
	History 
Hypothesis generation

	4
	In a patient with an active or recent nosebleed,
	a) Look for and identify anterior bleeding sites,
	
Clinical Reasoning 
	
Physical 

	
		b) Stop the bleeding with appropriate methods.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Treatment 

	5
	In a patient with ongoing or recurrent bleeding in spite of treatment, consider a posterior bleeding site.
	Clinical Reasoning 
	Hypothesis generation 

	6
	In a patient with a nosebleed, obtain lab work only for specific indications (e.g., unstable patient, suspicion of a bleeding diathesis, use of anticoagulation)
	Clinical Reasoning Selectivity
	Investigation 
Hypothesis generation

	7
	In a patient with a nosebleed, provide thorough aftercare instructions (e.g., how to stop a subsequent nose bleed, when to return, humidification, etc.)
	Clinical Reasoning 
	Treatment 
Follow-up
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	Key Feature
	Skill
	Phase

	1
	Routinely ask about family issues to understand their impact on the patient’s illness and the impact of the illness on the family.
	Patient Centered 
	History 

	2
	Ask about family issues
- periodically, 
 - at important life-cycle points (e.g., when children move out, after the birth of a baby).
 - when faced with problems not resolving in spite of appropriate therapeutic interventions (e.g. medication compliance, fibromyalgia, hypertension).
	Patient Centered 
Clinical Reasoning
	Hypothesis generation History
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	Key Feature
	Skill
	Phase

	1
	In all patients complaining of fatigue, include depression in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	2
	Ask about other constitutional symptoms as part of a systematic approach to rule out underlying medical causes including TB and HIV in all patients complaining of fatigue.
	Clinical Reasoning 
	History 

	3
	Exclude adverse effects of medication as the cause in all patients complaining of fatigue.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	4
	Avoid early, routine investigations in patients with fatigue unless specific indications for such investigations are present.
	Selectivity 
	Investigation 

	5
	Given patients with fatigue in whom other underlying disorders have been ruled out, assist them to place, in a therapeutic sense, the role of their life circumstances in their fatigue.
	Patient Centered Communication
	Treatment 

	6
	In patients whose fatigue has become chronic, manage supportively, while remaining vigilant for new diseases and illnesses.
	Patient Centered 
Clinical Reasoning
	Hypothesis generation Treatment



[bookmark: _Toc274927086]

[bookmark: _Toc477772368][bookmark: _Toc477772807][bookmark: _Toc477772964]Fever
	
	Key Feature
	Skill
	Phase

	1
	In febrile infants 0-3 months old:
	a) Recognize the risk of occult bacteremia.
	
Clinical Reasoning 
	
Hypothesis generation Diagnosis

	
		b) Investigate thoroughly (e.g., blood cultures, urine, lumbar puncture +/- chest X-ray, HIV), referring the infant to the hospital urgently, when seeing them at the health centre
	Clinical Reasoning 
	Investigation
Referral 

	2
	In a febrile patient with a viral infection, do NOT prescribe antibiotics.
	Clinical Reasoning 
	Treatment 

	3
	In a febrile patient requiring antibiotic therapy, prescribe the appropriate antibiotic(s) according to likely causative organism(s) and local resistance patterns.
	Clinical Reasoning 
	Treatment 

	4
	Investigate patients with fever of unknown origin appropriately (e.g., with blood cultures, echocardiography, bone scans, HIV, and r/o TB with CXR, AFB and cultures).
	Clinical Reasoning 
	Investigation 

	5
	In febrile patients, consider life-threatening infectious causes (e.g., endocarditis, meningitis, TB, HIV, Dengue, Malaria)
	Selectivity 
	Hypothesis generation Diagnosis

	6
	Aggressively and immediately treat patients who have fever resulting from serious causes before confirming the diagnosis, whether these are infectious (e.g., febrile neutropenia, septic shock, meningitis) or non-infectious (e.g., heat stroke, drug reaction, malignant neuroleptic syndrome).
	Selectivity 
	Treatment 

	7
	In the febrile patient, consider  causes of hyperthermia other than infection (e.g., heat stroke, drug reaction, malignant neuroleptic syndrome).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	8
	In an elderly patient, be aware that no good correlation exists between the presence or absence of fever and the presence or absence of serious pathology.
	Clinical Reasoning 
	Hypothesis generation 



[bookmark: _Toc274927087][bookmark: _Toc477772369][bookmark: _Toc477772808][bookmark: _Toc477772965]
Fractures
	
	Key Feature
	Skill
	Phase

	1
	In a patient with multiple injuries, stabilize the patient (e.g., airway, breathing, and circulation, and life-threatening injuries) before dealing with any fractures.
	Clinical Reasoning 
	Treatment 

	2
	When examining patients with a fracture, assess neurovascular status and examine the joint above and below the injury.
	Clinical Reasoning 
	Physical 

	3
	In patients with suspected fractures that are prone to have normal X-ray findings (e.g., scaphoid fractures in wrist injuries, elbow fracture, growth plate fracture in children, stress fractures), manage according to your clinical suspicion, even if X-ray apprears normal. 
	Clinical Reasoning Selectivity
	Treatment 

	4
	Identify and manage limb injuries that require urgent immobilization and/or reduction in a timely manner.
	Selectivity 
	Treatment 
Diagnosis

	5
	In assessing patients with suspected fractures, provide analgesia that is timely (i.e., before X-rays) and adequate (e.g., narcotic) analgesia.
	Clinical Reasoning 
	Treatment 

	6
	In patients presenting with a fracture, look for and diagnose high-risk complications (e.g., an open fracture, unstable cervical spine, compartment syndrome).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	7
	Use clinical decision rules (e.g., Ottawa ankle rules, C-spine rules, and knee rules) to guide the use of X-ray examinations.
	Clinical Reasoning Selectivity
	Investigation 

	
	Note:  These key features do not include technical and or psychomotor skills such as casting, reduction of dislocations, etc. See Procedural Skills.



[bookmark: _Toc274927088]

[bookmark: _Toc477772370][bookmark: _Toc477772809][bookmark: _Toc477772966]Gastro-intestinal Bleed
	
	Key Feature
	Skill
	Phase

	1
	In a patient with blood in the stools who is hemodynamically stable, use history to differentiate upper vs. lower gastro-intestinal (GI) bleed as the investigation differs.
	Clinical Reasoning 
	Diagnosis 
History

	2
	In a patient with suspected blood in the stool, explore other possible causes (e.g., iron) before doing extensive investigation.
	Clinical Reasoning 
	Hypothesis generation History

	3
	Look for patients at higher risk for GI bleed (e.g., previous GI bleed, intensive care unit admission, nonsteroidal anti-inflammatory drugs, alcohol) so as to modify treatment to reduce risk of GI bleed (e.g  cytoprotection).
	Clinical Reasoning 
	Hypothesis generation History

	4
	In a patient with obvious GI bleeding, identify patients who may require timely treatment even though they are not yet in shock.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	5
	In a stable patient with lower GI bleeding, look for serious causes (e.g., malignancy, inflammatory bowel disease, ulcer, varices) even when there is an apparent obvious cause for the bleeding (e.g., do not attribute a rectal bleed to hemorrhoids or to oral anticoagulation).
	Clinical Reasoning Selectivity
	Hypothesis generation 

	6
	In a patient with an upper GI bleed,
	a) Include variceal bleeding in your differential,
	Clinical Reasoning 
	Hypothesis generation 

	
		b) Use history and physical examination to assess the likelihood of a variceal bleed as its management differs.
	Clinical Reasoning 
	History 
Physical



[bookmark: _Toc274927089]

[bookmark: _Toc477772371][bookmark: _Toc477772810][bookmark: _Toc477772967]Gender Specific Issues
	
	Key Feature
	Skill
	Phase

	1
	In the assessment of clinical problems that might present differently in men and women, maintain an inclusive differential diagnosis that allows for these differences (e.g., women with coronary artery disease, depression in males).
	Clinical Reasoning 
	Hypothesis generation 

	2
	As part of caring for women with health concerns, assess the possible contribution of domestic violence.
	Clinical Reasoning 
	Hypothesis generation History

	3
	When men and women present with stress-related health concerns, assess the possible contribution of role-balancing issues (e.g., work-life balance or between partners).
	Patient Centered 
Clinical Reasoning
	Hypothesis generation History

	4
	Establish office policies and practices to ensure patient comfort and choice, especially with sensitive examinations (e.g., positioning for VIA/Pap smears, nurse chaperones for pelvic/genital/rectal/breast exams).
	Professionalism 
	Physical 

	5
	Interpret and apply research evidence for your patients in light of gender bias present in clinical studies (e.g., ASA use in women).
	Clinical Reasoning Professionalism
	Hypothesis generation 



[bookmark: _Toc274927090][bookmark: _Toc477772372][bookmark: _Toc477772811][bookmark: _Toc477772968]
Grief
	
	Key Feature
	Skill
	Phase

	1
	In patients who have undergone a loss, prepare them for the types of reactions (e.g., emotional, physical) that they may experience.
	Patient Centered Communication
	Treatment 

	2
	In all grieving patients, especially those with a prolonged or abnormal grief reaction, inquire about depression or suicidal ideation.
	Clinical Reasoning 
Patient Centered
	Hypothesis generation History

	3
	Recognize atypical grief reactions and complicated grief. 
	Clinical Reasoning 
Patient Centered
	Diagnosis 

	4
	In patients with a presentation suggestive of a grief reaction without an obvious trigger, look for triggers that may be unique to the patient (e.g., loss of a job).
	Patient Centered 
	History 


[bookmark: _Toc274927091]


[bookmark: _Toc477772373][bookmark: _Toc477772812][bookmark: _Toc477772969]Headache
	
	Key Feature
	Skill
	Phase

	1
	Given a patient with a new-onset headache, differentiate benign from serious pathology through history and physical examination.
	Selectivity 
	History 
Physical

	2
	Given a patient with worrisome headache suggestive of serious pathology (e.g., meningitis, tumour, temporal arteritis, malaria, toxoplamosis, cerebral TB, CNS lymphoma, chikungunya, subarachnoid bleed):
	a) Given available resources, do the appropriate work-up (e.g., biopsy, computed tomography [CT], lumbar puncture [LP], serology, thick and thin blood smear microscopy,   erythrocyte sedimentation rate), referring directly to hospital for this work-up if necessary.
	Selectivity 
Clinical Reasoning
	Investigation 

	
		b) Make the diagnosis.
	Selectivity 
Clinical Reasoning
	Diagnosis 

	
		c) Begin timely appropriate treatment (i.e., treat before a diagnosis of temporal arteritis or meningitis is confirmed).
	Selectivity 
	Treatment 

	
		d) Do not assume that relief of symptoms with treatment excludes serious pathology.
	Clinical Reasoning 
	Diagnosis 

	3
	Given a patient with a history of chronic and/or relapsing headache (e.g., tension, migraine, cluster, narcotic-induced, medication-induced), treat appropriately, and avoid narcotic, barbiturate dependence.
	Clinical Reasoning 
	Treatment 

	4
	In a patient with a history of suspected subarachnoid bleed and a negative CT scan, arrange for lumbar puncture.
	Selectivity 
Clinical Reasoning
	Hypothesis generation Investigation

	5
	In a patient suffering from acute migraine headache:
	a) Treat the episode.
	
Clinical Reasoning 
	
Treatment 

	
		b) Assess the ongoing treatment plan. (referral when necessary, take a stepwise approach).
	Clinical Reasoning 
Patient Centered
	Treatment 
Referral



[bookmark: _Toc274927092]
[bookmark: _Toc477772374][bookmark: _Toc477772813][bookmark: _Toc477772970]Hepatitis
	
	Key Feature
	Skill
	Phase

	1
	In a patient presenting with hepatitis symptoms and/or abnormal liver function tests, take a focused history to assist in establishing the etiology (e.g., new drugs, alcohol, blood or body fluid exposure, viral hepatitis, hepatic TB, HIV seroconversion, malaria or other infectious etiology).
	Clinical Reasoning 
	History 
Hypothesis generation

	2
	In a patient with abnormal liver enzyme tests interpret the results to distinguish between obstructive and hepatocellular causes for hepatitis as the subsequent investigation differs.
	Clinical Reasoning 
	Diagnosis 

	3
	In a patient where an obstructive pattern has been identified,
	a) Promptly arrange for imaging,
	
Clinical Reasoning Selectivity
	
Investigation 

	
		b) Refer for more definitive management in a timely manner.
	Clinical Reasoning Selectivity
	Treatment 
Referral

	4
	In patients positive for Hepatitis B and/or C,
	a) Assess for complications of chronicity
	
Clinical Reasoning 
	
Hypothesis generation Investigation

	
		b) Determine human immunodeficiency virus status.
	Clinical Reasoning 
	Hypothesis generation Investigation

	7
	In patients who are at risk for Hepatitis A, B,or C exposure,
	a) Counsel about harm reduction strategies, risk of other blood borne diseases,
	

Patient Centered Communication
	

Treatment 

	
		b) Vaccinate accordingly, including patients at risk for liver damage, such as those living with HIV or chronic alcohol abuse
	Clinical Reasoning 
	Treatment 

	8
	Offer post-exposure prophylaxis (vaccination) to patients who are exposed or possibly exposed to Hepatitis B, and understand the prenatial and intrapartum care for mothers with hepatitis B and C , and post partum care and follow up care of infants born to mothers with hepatitis B and or C infection.
	Clinical Reasoning 
	Treatment 
Hypothesis generation




[bookmark: _Toc477772375][bookmark: _Toc477772814][bookmark: _Toc477772971]HIV
	
	Key Feature
	Skill
	Phase

	1
	Preform appropriate HIV prevention counselling.  Counsell and screen appropriate patients for HIV testing.
	Clinical Reasoning 
Patient Centered
	Hypothesis generation History

	2
	Understand the comorbidites associate with HIV, and appropriate testing for these (Hepatitis, TB etc), and screening and prevention (ie Hep B vaccination) 
	Clinical Reasoning
Patient Centered 
	Investigation 

	3
	Understand prevention of mother to child transmission of HIV. 
- expediting immediate referral to begin anteretrviral prophylaxis as early as possible after the 1st trimester. 
	Clinical Reasoning 
Patient Centered
	Hypothesis generation History
Investigation 
Treatment 
Follow-up 

	4
	Know how to perform and HIV specific clinical examination, and to dx and treat opportunistic infections, including TB (see TB) 
	Clinical Reasoning 
Selectivity
	Investigation 
Diagnosis
Treatment 
Follow-up

	5
	Understand the principles of antiretroviral prescribing, side effects, toxicities and drug drug interactions , and assessment for compliance 
	Clinical Reasoning 
Selectivity
Patient Centred
	Hypothesis generation History
Diagnosis
Investigation 
Treatment 
Follow-up

	6 
	Understand how to assess for HIVresistance,  when an HIV regimen change is necessary, and when to refer to an HIV specialist for treatment and care. 
	Clinical Reasoning 
Selectivity
Patient Centred
	Hypothesis generation History
Diagnosis
Investigation 
Treatment 
Follow-up


[bookmark: _Toc274927093]

[bookmark: _Toc477772376][bookmark: _Toc477772815][bookmark: _Toc477772972]Hyperlipidemia
	
	Key Feature
	Skill
	Phase

	1
	Screen appropriate patients for hyperlipidemia.
	Clinical Reasoning 
	Hypothesis generation History

	2
	When hyperlipidemia is present, take an appropriate history, and examine and test the patient for modifiable causes (e.g., alcohol abuse, thyroid disease).
	Clinical Reasoning 
	Hypothesis generation History

	3
	Ensure that patients diagnosed with hyperlipidemia receive appropriate lifestyle and dietary advice. Periodically reassess compliance with this advice (especially in patients at overall low or moderate CV risk).
	Clinical Reasoning 
Patient Centered
	Treatment 
Follow-up

	4
	In treating hyperlipidemic patients, establish target lipid levels based on overall CV risk.
	Clinical Reasoning 
	Diagnosis 

	5
	In patients receiving medication for hyperlipidemia, periodically assess compliance with and side effects of treatment, and drug drug interactions.
	Clinical Reasoning 
Patient Centered
	Treatment 
Follow-up


[bookmark: _Toc274927094]

[bookmark: _Toc477772377][bookmark: _Toc477772816][bookmark: _Toc477772973]Hypertension
	
	Key Feature
	Skill
	Phase

	1
	Screen for hypertension.
	Clinical Reasoning 
	Hypothesis generation Physical

	2
	Use correct technique and equipment to measure blood pressure.
	Psychomotor Skills/ Procedure Skills 
	Physical 

	3
	Make the diagnosis of hypertension only after multiple BP readings (i.e., at different times and during different visits).
	Clinical Reasoning 
	Diagnosis 

	4
	In patients with an established diagnosis of hypertension, assess and re-evaluate periodically the overall cardiovascular risk and end-organ complications:
	a) Take an appropriate history.
	


Clinical Reasoning 
	


History 

	
		b) Do the appropriate physical examination.
	Clinical Reasoning 
	Physical 

	
		c) Arrange appropriate laboratory investigations.
	Clinical Reasoning 
	Investigation 

	5
	In appropriate patients with hypertension (e.g., young patients requiring multiple medications, patients with  an abdominal bruit, patients with hypokalemia in the absence of diuretics):
	a) Suspect secondary hypertension.
	

Selectivity 
Clinical Reasoning
	

Hypothesis generation 

	
		b) Investigate appropriately.
	Clinical Reasoning Selectivity
	Investigation 
Treatment

	6
	Suggest individualized lifestyle modifications to patients with hypertension. (e.g., weight loss, exercise, limit alcohol consumption, dietary changes).
	Clinical Reasoning 
Patient Centered
	Treatment 

	7
	In a patient diagnosed with hypertension, treat the hypertension with appropriate pharmacologic therapy (e.g., consider the patient’s age, concomitant disorders, other cardiovascular risk factors).
	Clinical Reasoning 
	Treatment 

	8
	Given a patient with the signs and symptoms of hypertensive urgency or crisis, make the diagnosis and treat promptly.
	Selectivity 
	Diagnosis 
Treatment

	9
	In all patients diagnosed with hypertension, assess response to treatment, medication compliance, and side effects and drug drug interactions at follow-up visits.
	Clinical Reasoning 
	Follow-up 



[bookmark: _Toc274927096]

[bookmark: _Toc477772378][bookmark: _Toc477772817][bookmark: _Toc477772974]Immunization
	
	Key Feature
	Skill
	Phase

	1
	Do not delay immunizations unnecessarily (e.g., vaccinate a child even if he or she has a runny nose).
	Clinical Reasoning 
	Treatment 

	2
	With parents who are hesitant to vaccinate their children, explore the reasons, and counsel them about the risks of deciding against routine immunization of their children.
	Patient Centered Communication
	Treatment 
History

	3
	Identify patients who will specifically benefit from immunization (e.g., not just the elderly and children, but also the immunosuppressed, travellers, those with sickle cell anemia, and those at special risk for pneumonia and Hepatitis B), and ensure it is offered.
	Clinical Reasoning 
	Treatment 
Hypothesis generation

	4
	Clearly document immunizations given to your patients.
	Clinical Reasoning Professionalism
	Treatment 

	5
	In patients presenting with a suspected infectious disease, assess immunization status, as the differential diagnosis and consequent treatment in unvaccinated patients is different.
	Clinical Reasoning 
	History 
Hypothesis generation

	6
	In patients presenting with a suspected infectious disease, do not assume that a history of vaccination has provided protection against disease (e.g., pertussis, rubella, diseases acquired while travelling).
	Clinical Reasoning Selectivity
	Hypothesis generation 



[bookmark: _Toc274927097]

[bookmark: _Toc477772379][bookmark: _Toc477772818][bookmark: _Toc477772975]In Children
	
	Key Feature
	Skill
	Phase

	1
	When evaluating children, generate a differential diagnosis that accounts for common medical problems, which may present differently in children (e.g., urinary tract infections, pneumonia, appendicitis, depression, malaria).
	Clinical Reasoning 
	Hypothesis generation 

	2
	As children, especially adolescents, generally present infrequently for medical care, take advantage of visits to ask about:
 - unverbalized problems (e.g., school performance).
 - social well-being (e.g., relationships, home, friends).
 - modifiable risk factors (e.g., exercise, diet).
 - risk behaviours (e.g., use of bike helmets and seatbelts).
- sexual relationships develping and birth control
	Clinical Reasoning 
Patient Centered
	History 
Treatment

	3
	At every opportunity, directly ask questions about risk behaviours (e.g., drug use, sex, smoking, driving) to promote harm reduction.
	Clinical Reasoning Communication
	History 
Treatment

	4
	In adolescents, ensure the confidentiality of the visit, and, when appropriate, encourage open discussion with their caregivers about specific problems (e.g., pregnancy, depression and suicide, bullying, drug abuse).
	Communication 
Patient Centered
	Treatment 

	5
	In assessing and treating children, use age-appropriate language.
	Communication 
Patient Centered
	Treatment 
History

	6
	In assessing and treating children, obtain and share information with them directly (i.e., don’t just talk to the parents).
	Communication 
Patient Centered
	History 
Treatment

	7
	When investigation is appropriate, do not limit it because it may be unpleasant for those involved (the child, parents, or health care providers).
	Clinical Reasoning Selectivity
	Treatment 
Investigation


[bookmark: _Toc274927098]

[bookmark: _Toc477772380][bookmark: _Toc477772819][bookmark: _Toc477772976]Infections
	
	Key Feature
	Skill
	Phase

	1
	In patients with a suspected infection,
	a) Determine the correct tools (e.g., swabs, culture/transport medium), techniques, and protocols for cultures,
	

Clinical Reasoning 
	

Investigation 

	
		b) Culture when appropriate (e.g., throat swabs/sore throat guidelines).
	Clinical Reasoning Selectivity
	Investigation 

	2
	When considering treatment of an infection with an antibiotic, do so
	a) Judiciously (e.g., delayed treatment in otitis media with comorbid illness in acute bronchitis),
	

Clinical Reasoning Selectivity
	

Treatment 

	
		b) Rationally (e.g., cost, guidelines, comorbidity, local resistance patterns).
	Clinical Reasoning Selectivity
	Treatment 

	3
	Treat infections empirically when appropriate (e.g., in life threatening sepsis without culture report or confirmed diagnosis, candida vaginitis post-antibiotic use).
	Clinical Reasoning Selectivity
	Treatment 

	4
	Look for infection as a possible cause in a patient with an ill-defined problem (e.g., confusion in the elderly, failure to thrive, unexplained pain [necrotizing fasciitis, abdominal pain in children with pneumonia]).
	Clinical Reasoning 
	Hypothesis generation 

	5
	When a patient returns after an original diagnosis of a simple infection and is deteriorating or not responding to treatment, think about and look for more complex infection. (i.e., When a patient returns complaining they are not getting better, don’t assume the infection is just slow to resolve).
	Clinical Reasoning 
	Hypothesis generation 

	6
	When treating infections with antibiotics use other therapies when appropriate (e.g., aggressive fluid resuscitation in septic shock, incision and drainage abscess, pain relief).
	Clinical Reasoning 
	Treatment 



[bookmark: _Toc274927099]

[bookmark: _Toc477772381][bookmark: _Toc477772820][bookmark: _Toc477772977]Infertility
	
	Key Feature
	Skill
	Phase

	1
	When a patient consults you with concerns about difficulties becoming pregnant:
	a) Take an appropriate history (e.g., ask how long they have been trying, assess menstrual history, determine coital frequency and timing) before providing reassurance or investigating further.

	


Clinical Reasoning 
	


History 

	
		b) Ensure follow-up at an appropriate time (e.g., after one to two years of trying; in general, do not investigate infertility too early).
	Clinical Reasoning 
	Treatment 

	2
	In patients with fertility concerns, provide advice that accurately describes the likelihood of fertility.
	Clinical Reasoning 
	Treatment 

	3
	With older couples who have fertility concerns, refer earlier for investigation and treatment, as their likelihood of infertility is higher.
	Clinical Reasoning Selectivity
	Hypothesis generation Referral

	4
	When choosing to investigate primary or secondary infertility, ensure that both partners are assessed.
	Clinical Reasoning 
	Hypothesis generation 

	5
	In couples who are likely infertile, discuss adoption when the time is right. (Remember that adoption often takes a long time.)
	Patient Centered 
Clinical Reasoning
	Treatment 

	6
	In evaluating female patients with fertility concerns and menstrual abnormalities, look for specific signs and symptoms of certain conditions (e.g., polycystic ovarian syndrome, hyperprolactinemia, thyroid disease) to direct further investigations (e.g., prolactin, thyroid-stimulating hormone, and luteal phase progesterone testing).
	Clinical Reasoning 
	Hypothesis generation History


[bookmark: _Toc274927100]


[bookmark: _Toc477772382][bookmark: _Toc477772821][bookmark: _Toc477772978]Insomnia
	
	Key Feature
	Skill
	Phase

	1
	In patients presenting with sleep complaints, take a careful history to:
 - distinguish insomnia from other sleep-related complaints that require more specific treatment (e.g., sleep apnea or other sleep disorders, including periodic limb movements, restless legs syndrome, sleepwalking, or sleep talking). 
- assess the contribution of drugs (prescription, over-the-counter-, recreational), caffeine, and alcohol.
- make a specific psychiatric diagnosis if one is present.
	Clinical Reasoning Selectivity
	History 
Diagnosis

	2
	When assessing patients with sleep complaints, obtain a collateral history from the bed partner, if possible.
	Clinical Reasoning 
	History 

	3
	In all patients with insomnia, provide advice about sleep hygiene (e.g., limiting caffeine, limiting naps, restricting bedroom activities to sleep and sex, using an alarm clock to get up at the same time each day).
	Clinical Reasoning 
Patient Centered
	Treatment 

	4
	In appropriate patients with insomnia, use hypnotic medication judiciously (e.g., prescribe it when there is a severe impact on function, but do not prescribe it without a clear indication).
	Clinical Reasoning 
	Treatment 



[bookmark: _Toc274927101]

[bookmark: _Toc477772383][bookmark: _Toc477772822][bookmark: _Toc477772979]Ischemic Heart Disease
	
	Key Feature
	Skill
	Phase

	1
	Given a specific clinical scenario in the office or emergency setting, diagnose presentations of ischemic heart disease (IHD) that are:
 - classic
 - atypical (e.g., in women, those with diabetes, the young, those at no risk).
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	2
	In a patient with modifiable risk factors for ischemic heart disease (e.g., smoking, diabetes control, obesity), develop a plan in collaboration with the patient to reduce her or his risk of developing the disease.
	Clinical Reasoning 
	Treatment 

	3
	In a patient presenting with symptoms suggestive of ischemic heart disease but in whom the diagnosis may not be obvious, do not eliminate the diagnosis solely because of tests with limited specificity and sensitivity (e.g., electrocardiography, exercise stress testing, normal enzyme results). 
	Selectivity 
Clinical Reasoning
	Diagnosis 
Investigation

	4
	In a patient with stable ischemic heart disease manage changes in symptoms with self-initiated adjustment of medication (e.g., nitroglycerin) and appropriate physician contact (e.g., office visits, phone calls, emergency department visits), depending on the nature an severity of symptoms.
	Clinical Reasoning 
	Treatment 

	5
	In the regular follow-up care of patients with established ischemic heart disease, specifically verify the following to detect complications and suboptimal control: 
 - symptom control.
 - medication adherence.
 - impact on daily activities.
 - lifestyle modification.
- clinical screening (i.e., symptoms and signs of complications).
- end of life care/advanced directives/code status
	Clinical Reasoning 
Patient Centered
	History 
Diagnosis

	6
	In a person with diagnosed acute coronary syndrome (e.g., cardiogenic shock, arrhythmia, pulmonary edema, acute myocardial infarction, unstable angina), manage the condition in an appropriate and timely manner.
- ie stabilise and arrange emergency transport to the nearest hospital, calling through the referral.
	Clinical Reasoning 
Selectivity 
	Treatment 
Referral



[bookmark: _Toc274927102]
[bookmark: _Toc477772384][bookmark: _Toc477772823][bookmark: _Toc477772980]Joint Disorder
	
	Key Feature
	Skill
	Phase

	1
	In a patient presenting with joint pain, distinguish benign from serious pathology (e.g., sarcoma, septic joint, rheumatic fever or arbovirus):
	a) By taking pertinent history
	

Selectivity 
Clinical Reasoning
	

Hypothesis generation History

	
		b) By investigating in a timely and appropriate manner (e.g., aspirate, blood work, an X-ray examination).
	Clinical Reasoning Selectivity
	Investigation 
Diagnosis

	2
	In a patient presenting with non-specific musculoskeletal pain, make a specific rheumatologic diagnosis when one is evident through history, physical examination, and investigations. (e.g., gout, fibromyalgia, monoarthropathy vs. polyarthropathy).
	Clinical Reasoning 
	Diagnosis 

	3
	In a patient presenting with a monoarthropathy, rule out infectious causes. (e.g., sexually transmitted diseases).
	Selectivity 
Clinical Reasoning
	Diagnosis 
Hypothesis generation

	4
	In patients presenting with musculoskeletal pain, include referred and visceral sources of pain in the differential diagnosis. (e.g., angina, slipped capital epiphysis presenting as knee pain, neuropathic pain).
	Clinical Reasoning 
	Hypothesis generation 

	5
	Clinically diagnose ligamentous injuries. Do NOT do an X-ray examination.
	Clinical Reasoning Psychomotor Skills/ Procedure Skills
	Physical 
Diagnosis

	6
	In a patient presenting with joint pain, include systemic conditions in the differential diagnosis (e.g., Wegener’s granulomatosis, lupus, ulcerative colitis).
	Clinical Reasoning 
	Hypothesis generation 

	7
	In patients with a diagnosed rheumatologic condition:
	a) Actively inquire about pre-existing co-morbid conditions that may modify the treatment plan.
	Clinical Reasoning 
	History 

	
		b) Choose the appropriate treatment plan (e.g., no nonsteroidal anti-inflammatory drugs in patients with renal failure or peptic ulcer disease).
	Clinical Reasoning 
	Treatment 

	8
	In assessing patients with a diagnosed rheumatologic condition, search for disease-related complications (e.g., iritis).
	Clinical Reasoning 
	Hypothesis generation 

	9
	In patients experiencing musculoskeletal pain:
	a) Actively inquire about the impact of the pain on daily life.
	

Patient Centered 
	

History 

	
		b) Treat with appropriate doses of analgesics.
	Clinical Reasoning 
	Treatment 

	
		c) Arrange for community resources and aids (e.g., splints, cane), if necessary.
	Clinical Reasoning 
	Treatment 
Referral

	10
	In patients with rheumatoid arthritis, start treatment with disease-modifying agents If available within an appropriate time interval.
	Clinical Reasoning 
	Treatment 


[bookmark: _Toc274927103]

[bookmark: _Toc477772385][bookmark: _Toc477772824][bookmark: _Toc477772981]Lacerations
	
	Key Feature
	Skill
	Phase

	1
	When managing a laceration, identify those that are more complicated and may require special skills for repair (e.g., a lip or eyelid lacerations involving margins, tendon involvement, arterial lacerations).
	Clinical Reasoning Selectivity
	Diagnosis 
Physical

	2
	When managing a laceration, look for complications (e.g., flexor tendon lacerations, open fractures, bites to hands or face, neurovascular injury, foreign bodies) requiring more than simple suturing.
	Clinical Reasoning 
	Diagnosis 
Physical

	3
	Given a deep or contaminated laceration, thoroughly clean with copious irrigation and debride when appropriate, before closing.
	Clinical Reasoning 
	Treatment 

	4
	Identify wounds at high risk of infection (e.g., puncture wounds, some bites, some contaminated wounds), and do not close them.
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment

	5
	When repairing lacerations in children, ensure appropriate analgesia (e.g., topical anesthesia) and/or sedation (e.g., procedural sedation) to avoid physical restraints.
	Clinical Reasoning 
	Treatment 

	6
	When repairing a laceration, allow for and take adequate time to use techniques that will achieve good cosmetic results (e.g., layer closure, revision if necessary, use of regional rather than local anesthesia).
	Clinical Reasoning 
	Treatment 

	7
	In treating a patient with a laceration:
	a) Ask about immunization status for tetanus.
	Clinical Reasoning 
	History 

	
		b) Immunize the patient appropriately.
	Clinical Reasoning 
	Treatment 



[bookmark: _Toc274927104]
[bookmark: _Toc477772386][bookmark: _Toc477772825][bookmark: _Toc477772982]Learning (Patients/Self) 
Patients
	
	Key Feature
	Skill
	Phase

	1
	As part of the ongoing care of children, ask parents about their children’s functioning in school to identify learning difficulties.
	Clinical Reasoning 
	History 

	2
	In children with school problems, take a thorough history to assist in making a specific diagnosis of the problem (e.g., mental health problem, learning disability, hearing).
	Clinical Reasoning 
	History 
Hypothesis generation

	3
	When caring for a child with a learning disability, regularly assess the impact of the learning disability on the child and the family.
	Patient Centered Communication
	Hypothesis generation Follow-up

	4
	When caring for a child with a learning disability, ensure the patient and family have access to available community resources to assist them.
	Patient Centered 
Clinical Reasoning
	Treatment 
Referral

	5
	To maximize the patient’s understanding and management of their condition,
	a) Determine their willingness to receive information,
	

Patient Centered Communication
	

Diagnosis 
History

	
		b) Match the complexity and amount of information provided with the patient’s ability to understand.
	Communication Patient Centered
	Treatment 

	6
	Utilise every opportunity to increase patient health literacy and ensure patient understanding through appropriate techniques such as repeating back
	Patient Centered Communication
	

	
	
Self Learning
	
	

	
	Key Feature
	Skill
	Phase

	7
	Continuously assess your learning needs.
	Professionalism 
	NA 

	8
	Effectively address your learning needs.
	Professionalism 
Selectivity
	NA 

	9
	Incorporate your new knowledge into your practice.
	Professionalism 
	NA 



[bookmark: _Toc274927105]
[bookmark: _Toc477772387][bookmark: _Toc477772826][bookmark: _Toc477772983]Leadership (self) 
	
	Key Feature
	Skill
	Phase

	1
	Recognize the leadership role that at physician plays in society, within their local centre health care team, amongst their colleagues and the greater medical community. 
	Professionalism
	n/a

	2
	Recognize the leadership evolves and changes throughout ones career and CME and development in leadership is required. 
	Professionalism  
	n/a





[bookmark: _Toc477772388][bookmark: _Toc477772827][bookmark: _Toc477772984]Lifestyle
	
	Key Feature
	Skill
	Phase

	1
	In the ongoing care of patients, ask about behaviours that, if changed, can improve health (e.g., diet, exercise, alcohol use, substance use, safer sex, injury prevention(e.g., seatbelts and helmets).
	Patient Centered Communication
	History 

	2
	Before making recommendations about lifestyle modification, explore a patient’s readiness to change, as it may alter advice.
	Patient Centered 
	Treatment 
History

	3
	Explore a person’s context (e.g., poverty) before making recommendations about lifestyle modification (e.g., healthy eating choices, exercise suggestions) so as to avoid making recommendations incompatible with the patient’s context.
	Patient Centered 
	Treatment 
History

	4
	In the ongoing care of patients, periodically review their behaviours, recognizing that these may change.
	Clinical Reasoning 
	Hypothesis generation Follow-up

	5
	In the ongoing care of a patient, regularly reinforce advice about lifestyle modification, whether or not the patient has instituted a change in behaviour.
	Clinical Reasoning 
	Treatment 
Follow-up



[bookmark: _Toc274927106][bookmark: _Toc477772389][bookmark: _Toc477772828][bookmark: _Toc477772985]
Loss of Consciousness
	
	Key Feature
	Skill
	Phase

	1
	In an unconscious patient, assess ABC’s and resuscitate as needed.
	Clinical Reasoning Selectivity
	Diagnosis 
Treatment

	2
	As part of the assessment of a patient who has lost consciousness, obtain focused history from the patient or witnesses that would include duration, trauma, preexisting conditions, drugs, toxins, medications, fever, illness and seizure activity.
	Clinical Reasoning 
	Hypothesis generation History

	3
	Examine unconscious patients for localizing and diagnostic signs (e.g., ketone smell, liver flap, focal neurologic signs).
	Clinical Reasoning 
	Hypothesis generation Physical

	4
	In patients with a loss of consciousness and a history of head trauma, rule out intracranial bleeding.
	Clinical Reasoning 
	Hypothesis generation Investigation

	5
	In patients with a loss of consciousness who are anticoagulated, rule out intracranial bleeding.
	Clinical Reasoning 
	Hypothesis generation Investigation

	6
	Assess and treat unconscious patients urgently for reversible conditions (e.g., shock, hypoxia, hypoglycemia, hyperglycemia, and narcotic overdose).
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment

	7
	When following up patients who have lost consciousness, assess and advise regarding return to work, sporting, driving and recreational activities to minimize the possibility of injury to self or others in the event of a recurrence.
	Clinical Reasoning Communication
	Hypothesis generation Treatment

	8
	In patients who have had a loss of consciousness without a clear diagnosis, pursue investigations (e.g., rule out transient arythmia, seizure).
	Clinical Reasoning 
	Hypothesis generation Investigation

	9
	When following up patients who have lost consciousness and where there is potential for recurrent episodes, discuss specific preventive and protective measures (e.g., position changes with orthostatic pressure changes).
	Clinical Reasoning 
	Treatment Hypothesis generation

	10
	In patients with loss of consciousness following head trauma, treat and follow up according to current concussion guidelines.
	Clinical Reasoning Professionalism
	Treatment 
Follow-up



[bookmark: _Toc274927107][bookmark: _Toc477772390][bookmark: _Toc477772829][bookmark: _Toc477772986]
Loss of Weight
	
	Key Feature
	Skill
	Phase

	1
	Pursue an underlying cause in a patient with unexplained weight loss through history, physical examination (including weight) and appropriate investigations.
	Clinical Reasoning 
	Hypothesis generation 

	2
	Maintain an ongoing record of patients’ weights so as to accurately determine when true weight loss has occurred.
	Professionalism 
	Physical 

	3
	In patients with persistent weight loss of undiagnosed cause, follow-up and reevaluate in a timely manner in order to decide whether anything needs to be done.
	Clinical Reasoning 
	Follow-up 



[bookmark: _Toc274927108]

[bookmark: _Toc477772391][bookmark: _Toc477772830][bookmark: _Toc477772987]Low-back Pain
	
	Key Feature
	Skill
	Phase

	1
	In a patient with undefined acute low-back pain (LBP):
	a) Rule out serious causes (e.g., cauda equina syndrome, pyelonephritis, discitis, Pott’s dz, ruptured abdominal aortic aneurysm, cancer) through appropriate history and physical examination.
	
Selectivity 
	
Hypothesis generation Diagnosis

	
		b) Make a positive diagnosis of musculoskeletal pain (not a diagnosis of exclusion) through an appropriate history and physical examination.
	Clinical Reasoning 
	Diagnosis 

	2
	In a patient with confirmed mechanical low back pain:
	a) Do not over-investigate in the acute phase.
	
Clinical Reasoning Selectivity
	
Investigation 
Treatment

	
		b) Advise the patient:
 - that symptoms can evolve, and ensure adequate follow-up care.
 - that the prognosis is positive (i.e., the overwhelming majority of cases will get better).
	Clinical Reasoning 
	Treatment 

	3
	In a patient with mechanical low back pain, whether it is acute or chronic, give appropriate analgesia and titrate it to the patient’s pain.
	Clinical Reasoning 
	Treatment 

	4
	Advise the patient with mechanical low back pain to return if new or progressive neurologic symptoms develop.
	Clinical Reasoning 
	Follow-up 
Treatment

	5
	In all patients with mechanical low back pain, discuss exercises, weight loss and posture strategies to prevent recurrences.
	Clinical Reasoning 
Patient Centered
	Treatment 





[bookmark: _Toc477772831][bookmark: _Toc477772988]
Malaria & parasitic infections
	
	Key Feature
	Skill
	Phase

	1
	In all patients from areas endemic with Malaria, Dengue, Filiariasis, Leptospirosis and other parasitic diseases, who present with consistent signs and symptoms, consider the relevant diagnoses as differentials and pursue the appropriate investigations and management.
-   In patients not from endemic areas, but presenting with consistent signs and symptoms, enquire about travel history to endemic areas.
	Clinical Reasoning
Selectivity
	Hypothesis generation
Physical 
Investigation
Treatment 
Diagnosis

	2
	In all patients from endemic areas who present with life threatening signs of parasitic infection, eg Cerebral Malaria or severe malaria in pregnancy, begin presumptive parenteral therapy while awaiting confirmation of the diagnosis.  
	Clinical Reasoning

	Hypothesis generation
Physical 
Treatment 

	3
	In parasitic endemic areas, be aware and comply with the relevant screening  recommendations for those diseases with asymptomatic phases, such as  filiariasis and malaria (eg malaria smears at each antenatal visits)
	Clinical Reasoning

	Investigation


	4
	In endemic areas or during epidemics, be aware of and communicate to patients and the community, recommended prevention strategies (eg Insecticide treated bed nets) and danger signs and symptoms to trigger presentation for medical care.
	Clinical Reasoning
Patient Centered

	Treatment 


	5
	Be aware of the chronic complications of parasitic diseases eg chronic lymphoedema in filiariasis, and for relevant patients monitor, educate on prevention strategies and warning signs and treat acute complications promptly.
	Clinical Reasoning
Patient Centered

	Diagnosis 
Follow-up

	6
	For all patients diagnosed with infectious notifiable conditions, eg leprosy, be familiar with and follow the local guidelines for notification and contact tracing.
	Professionalism 

	Diagnosis
Referral


[bookmark: _Toc274927109]

[bookmark: _Toc477772392][bookmark: _Toc477772832][bookmark: _Toc477772989]Medical Educator
	
	Key Feature
	Skill
	Phase

	1
	To become an expert educator for your patients and their conditions, having both resources and communication skills that are at the patients level (this will vary with patients).
	Clinical Reasoning Selectivity
Professionalism 
	Diagnsosis
Treatment  

	2
	To take on an active role as a medical educator within medical education, training medical students, residents and peer. 
	Professionalism
	Investigation 

	3
	To become a life long learner, and continue medical education throughout your career. 
	Professionalism 
	Diagnosis 


[bookmark: _Toc477772393][bookmark: _Toc477772833][bookmark: _Toc477772990]Meningitis
	
	Key Feature
	Skill
	Phase

	1
	In the patient with a non-specific febrile illness, look for meningitis, especially in patients at higher risk (e.g., immuno-compromised individuals, alcoholism, recent neurosurgery, head injury, recent abdominal surgery, neonates, students living in residence).
	Clinical Reasoning Selectivity
	Hypothesis generation 

	2
	When meningitis is suspected ensure a timely lumbar puncture.
	Selectivity 
	Investigation 

	3
	In the differentiation between viral and bacterial meningitis, adjust the interpretation of the data in light of recent antibiotic use.
	Clinical Reasoning 
	Diagnosis 

	4
	For suspected bacterial meningitis, initiate urgent empiric IV antibiotic therapy (i.e., even before investigations are complete).
	Selectivity 
Clinical Reasoning
	Treatment 



[bookmark: _Toc274927110]

[bookmark: _Toc477772394][bookmark: _Toc477772834][bookmark: _Toc477772991]Menopause
	
	Key Feature
	Skill
	Phase

	1
	In any woman of menopausal age, screen for symptoms of menopause and (e.g., hot flashes, changes in libido, vaginal dryness, incontinence, and psychological changes).
	Clinical Reasoning 
Patient Centered
	History 
Hypothesis generation

	2
	In a patient with typical symptoms suggestive of menopause, make the diagnosis without ordering any tests. (This diagnosis is clinical and tests are not required.)
	Clinical Reasoning 
	Diagnosis 

	3
	In a patient with atypical symptoms of menopause (e.g., weight loss, blood in stools), rule out serious pathology through the history and selective use of tests, before diagnosing menopause.
	Selectivity 
	Hypothesis generation History

	4
	Explore other therapeutic options for menopausal symptoms, and only use hormone replacement therapy for vasomotor symptoms that can not otherwise be controlled, after wieghing the risk and benefits with the patient. 
	Clinical Reasoning 
Patient Centered
	Treatment 

	6
	In a menopausal or perimenopausal women, provide counselling about preventive health measures (e.g., breast checks/ mammography).
	Clinical Reasoning 
	Treatment 

	8
	Establish by history a patient’s hormone-replacement therapy risk/benefit status.
	Clinical Reasoning Selectivity
	History 


[bookmark: _Toc274927111]


[bookmark: _Toc477772395][bookmark: _Toc477772835][bookmark: _Toc477772992]Mental Competency
	
	Key Feature
	Skill
	Phase

	1
	In a patient with subtle symptoms or signs of cognitive decline (e.g., family concerns, medication errors, repetitive questions, decline in personal hygiene),
	a) Initiate assessment of mental competency, including use of a standardized tool,
	Clinical Reasoning Communication
	History 
Physical

	
		b) Refer for further assessment when necessary.
	Clinical Reasoning 
	Referral 

	2
	In a patient with a diagnosis that may predict cognitive impairment, (e.g., dementia, recent stroke, severe mental illness) identify those who require more careful assessment of decision-making capability.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	3
	When a patient is making decisions (e.g., surgery/no surgery, resuscitation status) think about the need to assess their mental competency.
	Clinical Reasoning Professionalism
	Hypothesis generation 

	4
	In a patient with cognitive impairment, identify intact decision-making abilities, as many may be retained.
	Clinical Reasoning Selectivity
	Hypothesis generation Treatment


[bookmark: _Toc274927112]

[bookmark: _Toc477772396][bookmark: _Toc477772836][bookmark: _Toc477772993]Managing Multiple Medical Problems
	
	Key Feature
	Skill
	Phase

	1
	In all patients presenting with multiple medical concerns (e.g., complaints, problems, diagnoses), take an appropriate history to determine the primary reason for the consultation.
	Selectivity 
Clinical Reasoning
	History 

	2
	In all patients presenting with multiple medical concerns, prioritize problems appropriately to develop an agenda that both you and the patient can agree upon (i.e., determine common ground).
	Patient Centered 
	Treatment 

	3
	In a patient with multiple medical complaints (and/or visits), consider underlying depression, anxiety, or abuse (e.g., physical, medication, or drug abuse) as the cause of the symptoms, while continuing to search for other organic pathology.
	Clinical Reasoning 
	Hypothesis generation 

	4
	Given a patient with multiple defined medical conditions, periodically assess for secondary depression, as they are particularly at risk for it.
	Clinical Reasoning 
	Hypothesis generation History

	5
	Periodically re-address and re-evaluate the management of patients with multiple medical problems in order to:
 - simplify their management (pharmacologic and other).
 - limit polypharmacy.
 - minimize possible drug interactions.
 - update therapeutic choices (e.g., because of changing guidelines or the patient’s situation).
	Clinical Reasoning 
	Treatment 
Follow-up

	6
	In patients with multiple medical problems and recurrent visits for unchanging symptoms, set limits for consultations when appropriate (e.g., limit the duration and frequency of visits).
	Patient Centered Professionalism
	Treatment 
Follow-up


[bookmark: _Toc274927113]

[bookmark: _Toc477772397][bookmark: _Toc477772837][bookmark: _Toc477772994]Neck Pain
	
	Key Feature
	Skill
	Phase

	1
	In patients with non-traumatic neck pain, use a focused history, physical examination and appropriate investigations to distinguish serious, non-musculoskeletal causes (e.g., lymphoma, carotid dissection), including those referred to the neck (e.g., myocardial infarction, pseudotumour cerebri) from other non-serious causes.
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	2
	In patients with non-traumatic neck pain, distinguish by history and physical examination, those attributable to nerve or spinal cord compression from those due to other mechanical causes (e.g., muscular).
	Clinical Reasoning 
	History 
Physical

	3
	In patients with chronic neck pain (e.g., degenerative disc disease +/- soft neuro signs), be aware of the role of multi-modal treatment (e.g., physiotherapy, acupuncture, massage) and refer when available. 
	Clinical Reasoning 
Selectvity
	Treatment 

	4
	In patients with neck pain following injury, distinguish by history and physical examination, those requiring an X-ray to rule out a fracture from those who do not require an X-ray (e.g., current guideline/C-spine rules).
	Clinical Reasoning Selectivity
	Diagnosis 
Investigation

	5
	When reviewing neck X-rays of patients with traumatic neck pain, be sure all vertebrae are visualized adequately.
	Clinical Reasoning 
	Diagnosis 
Investigation


[bookmark: _Toc274927114]

[bookmark: _Toc477772398][bookmark: _Toc477772838][bookmark: _Toc477772995]Newborn
	
	Key Feature
	Skill
	Phase

	1
	When examining a newborn, systematically look for subtle congenital anomalies (e.g., ear abnormalities, sacral dimple) as they may be associated with other anomalies and genetic syndromes.
	Clinical Reasoning 
	Hypothesis generation Physical

	2
	In a newborn, where a concern has been raised by a caregiver (parent, nurse),
	a) Think about sepsis, and
	

Clinical Reasoning 
	

Hypothesis generation 

	
		b) Look for signs of sepsis, as the presentation can be subtle (i.e. not the same as in adults, non-specific, feeding difficulties, respiratory changes)
	Clinical Reasoning Selectivity
	Physical 
History

	
		c) Make a provisional diagnosis of sepsis.
	Clinical Reasoning 
	Diagnosis 

	3
	Regarding neonatal jaundice
a) consider in the list of differential diagnoses in any neonate that is lethargic, dehydrated, unwell
	b) examine for signs of jaundice & refer to the nearest hospital for investigation when concerned
	
Clinical Reasoning 

Clinical Reasoning Selectivity
	
Diagnosis

Physical
Investigation
Referral

	4
	Resuscitate newborns according to current guidelines.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Treatment 

	4
	Maintain neonatal resuscitation skills if appropriate for your practice.
	Professionalism 
	Treatment 

	5
	Encourage breastfeedning of infants of HIV negative mothers, and explain to the parents the benefits for the child.  When a parent elects to bottle feed, support their decision in a non-judgemental manner. 
	Professionalism 
Patient Centered
	Treatment 

	6
	In caring for a newborn ensure repeat evaluations for abnormalities that may become apparent over time (e.g., hips, heart, hearing).
	Clinical Reasoning 
	Follow-up 
Physical

	7
	When reviewing a neonate in any setting:
	a) Advise parent(s) of warning signs of serious or impending illness, and
	
Clinical Reasoning Communication
	
Treatment 
Follow-up

	
		b) Develop a plan with them to access appropriate care should a concern arise.
	Clinical Reasoning 
Patient Centered
	Follow-up 


[bookmark: _Toc274927115]

[bookmark: _Toc477772399][bookmark: _Toc477772839][bookmark: _Toc477772996]Obesity
	
	Key Feature
	Skill
	Phase

	1
	In patients who appear to be obese, make the diagnosis of obesity using a clear definition (i.e., currently body mass index) and inform them of the diagnosis with this definition and explaination.
	Clinical Reasoning 
Patient Centered
	Diagnosis 

	2
	In all obese patients, assess for treatable co-morbidities such as hypertension, diabetes, coronary artery disease, sleep apnea, and osteoarthritis, as these are more likely to be present.
	Clinical Reasoning 
	Hypothesis generation 

	3
	In patients diagnosed with obesity who have confirmed normal thyroid function, avoid repeated thyroid-stimulating hormone testing.
	Clinical Reasoning Selectivity
	Investigation 
Treatment

	4
	In obese patients, inquire about the effect of obesity on the patient’s personal and social life to better understand its impact on the patient.
	Patient Centered 
	History 

	5
	In a patient diagnosed with obesity, establish the patient’s readiness to make changes necessary to lose weight, as advice will differ, and reassess this readiness periodically.
	Patient Centered 
	History 
Follow-up

	6
	Advise the obese patient seeking treatment that effective management will require appropriate diet, adequate exercise, and support (independent of any medical or surgical treatment), and facilitate the patient’s access to these as needed and as possible.
	Clinical Reasoning 
	Treatment 

	7
	As part of preventing childhood obesity, advise parents of healthy activity levels for their children.
	Clinical Reasoning 
	Treatment 

	8
	In managing childhood obesity, challenge parents to make appropriate family-wide changes in diet and exercise, and to avoid counterproductive interventions (e.g., berating or singling out the obese child) .
	Clinical Reasoning Communication
	Treatment 


[bookmark: _Toc274927116]

[bookmark: _Toc477772400][bookmark: _Toc477772840][bookmark: _Toc477772997]Osteoporosis
	
	Key Feature
	Skill
	Phase

	1
	Assess osteoporosis risk of all adult patients as part of their periodic health examination.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	Counsel all patients about primary prevention of osteoporosis (i.e., dietary calcium, physical activity, smoking cessation), especially those at higher risk. 
	Clinical Reasoning Communication
	Treatment 

	3
	In menopausal or peri-menopausal women, provide advice about fracture prevention that includes improving their physical fitness, reducing alcohol, smoking cessation, risks of physical abuse, and environmental factors that may contribute to falls (e.g., don’t stop at suggesting calcium and vitamin D).
	Clinical Reasoning Communication
	Treatment 
Hypothesis generation

	4
	In patients with osteoporosis, avoid prescribing medications that may increase the risk of falls.
	Clinical Reasoning 
	Hypothesis generation Treatment

	5
	Provide advice and counseling about fracture prevention to older men, as they too are at risk for osteoporosis.
	Clinical Reasoning 
	Hypothesis generation Treatment

	6
	Treat patients with established osteoporosis regardless of their gender (e.g., use bisphosphonates in men).
	Clinical Reasoning 
	Hypothesis generation Treatment



[bookmark: _Toc274927117][bookmark: _Toc477772401][bookmark: _Toc477772841][bookmark: _Toc477772998]Palliative Care
	
	Key Feature
	Skill
	Phase

	1
	In all patients with terminal illnesses (e.g., end-stage congestive heart failure, renal disease), use the principles of palliative care to address symptoms (i.e.., do not limit the use of palliative care to cancer patients).
	Patient Centered 
Clinical Reasoning
	Treatment 

	2
	In patients requiring palliative care, provide support through self, other related disciplines, or community agencies, depending on patient needs (i.e.., use a team approach when necessary).
	Patient Centered 
	Treatment 

	3
	In patients approaching the end of life:
	a) Identify the individual issues important to the patient, including physical issues (e.g., dyspnea, pain, constipation, nausea), emotional issues, social issues (e.g., guardianship, wills, finances), and spiritual issues.
	

Patient Centered 
Clinical Reasoning
	

History 

	
		b) Attempt to address the issues identified as important to the patient.
	Patient Centered 
Clinical Reasoning
	Treatment 

	4
	In patients with pain, manage it (e.g., adjust dosages, change analgesics) proactively through: 
 - frequent reassessments.
 - monitoring of drug side effects (e.g., nausea, constipation, cognitive impairment).
	Clinical Reasoning 
	Treatment 
Follow-up

	5
	In patients diagnosed with a terminal illness, identify and repeatedly clarify wishes about end-of-life issues (e.g., wishes for treatment of infections, intubation, dying at home)
	Patient Centered 
Clinical Reasoning
	History 
Hypothesis generation


[bookmark: _Toc274927118]

[bookmark: _Toc477772402][bookmark: _Toc477772842][bookmark: _Toc477772999]Parkinsonism
	
	Key Feature
	Skill
	Phase

	1
	In patients with suspected Parkinson’s disease, accurately distinguish idiopathic Parkinson’s disease from atypical Parkinson’s disease (e.g., disease at a young age, drug-related disease), as treatment differs.
	Clinical Reasoning 
	Diagnosis 

	2
	In the care of all patients with Parkinson’s disease, involve other health care professionals such as physiotherapy to enhance the patient’s functional status.
	Clinical Reasoning Professionalism
	Treatment 
Referral

	3
	In an elderly patient with a deterioration in functional status, look for and recognize Parkinson’s disease when it is present, as it is a potentially reversible contribution to the deterioration.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	4
	In a patient with a tremor, do an appropriate physical examination (e.g., observation, use of techniques to enhance the tremor) to distinguish the resting tremor of parkinsonism from other (e.g., essential) tremors.
	Clinical Reasoning 
	Physical 

	5
	As part of the management of patients with Parkinson’s disease, identify anticipated side effects of medications, especially those with which you are unfamiliar.
	Clinical Reasoning Professionalism
	Treatment 

	6
	As part of the ongoing follow-up care of patients with Parkinson’s disease:
 - Assess functional status.
 - Monitor them for medication side effects.
 - Look for other problems (e.g., depression, dementia, falls, constipation), as they are more common
	Clinical Reasoning 
	Hypothesis generation Follow-up


[bookmark: _Toc274927119]

[bookmark: _Toc477772403][bookmark: _Toc477772843][bookmark: _Toc477773000]Periodic Health Assessment/Screening
	
	Key Feature
	Skill
	Phase

	1
	Do a periodic health assessment in a proactive or opportunistic manner (i.e., address health maintenance even when patients present with unrelated concerns).
	Clinical Reasoning 
	Treatment 

	2
	In any given patient, selectively adapt the periodic health examination to that patient’s specific circumstances (i.e., adhere to inclusion and exclusion criteria of each manoeuvre/intervention, such as the criteria for breast and prostate examination.
	Selectivity 
Patient Centered
	Investigation 
Hypothesis generation

	3
	In a patient requesting a test (e.g., PSA testing, mammography) that may or may not be recommended:
	a) Inform the patient about limitations of the screening test (i.e., sensitivity and specificity).
	

Clinical Reasoning 
	

Treatment 
Investigation

	
		b) Counsel the patient about the implications of proceeding with the test.
	Clinical Reasoning 
Patient Centered
	Treatment Investigation

	4
	Keep up to date with new recommendations for the periodic health examination, and critically evaluate their usefulness and application to your practice.
	Professionalism 
	Treatment 
Diagnosis



[bookmark: _Toc274927120]

[bookmark: _Toc477772404][bookmark: _Toc477772844][bookmark: _Toc477773001]Personality Disorder
	
	Key Feature
	Skill
	Phase

	1
	Clearly establish and maintain limits in dealing with patients with identified personality disorders. For example, set limits for:
 - appointment length.
 - drug prescribing.
  - accessibility.
	Professionalism Communication
	Treatment 
Follow-up

	2
	In a patient with a personality disorder, look for medical and psychiatric diagnoses when the patient presents for assessment of new or changed symptoms. (Patients with personality disorders develop medical and psychiatric conditions, too.)
	Clinical Reasoning 
	Hypothesis generation 

	3
	Look for and attempt to limit the impact of your personal feelings (e.g., anger, frustration) when dealing with patients with personality disorders (e.g.,stay focused, do not ignore the patient’s complaint).
	Professionalism Communication
	Treatment 

	4
	In a patient with a personality disorder, limit the use of benzodiazepines but use them judiciously when necessary.
	Clinical Reasoning Selectivity
	Treatment 

	5
	When seeing a patient whom others have previously identified as having a personality disorder, evaluate the person yourself because the diagnosis may be wrong and the label has significant repercussions.
	Clinical Reasoning Selectivity
	Diagnosis 
History


[bookmark: _Toc274927121]

[bookmark: _Toc477772405][bookmark: _Toc477772845][bookmark: _Toc477773002]Pneumonia
	
	Key Feature
	Skill
	Phase

	1
	In a patient who presents without the classic respiratory signs and symptoms (e.g., deterioration, delirium, abdominal pain), include pneumonia in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	2
	In a patient with signs and symptoms of pneumonia, do not rule out the diagnosis on the basis of a normal chest X-ray film (e.g., consider dehydration, neutropenia, human immunodeficiency virus [HIV] infection).
	Clinical Reasoning Selectivity
	Diagnosis 
Hypothesis generation

	3
	In a patient with a diagnosis of pneumonia, assess the risks for other causes (e.g., a history of tuberculosis, exposure to birds, travel, HIV infection, aspiration).
	Clinical Reasoning 
	History 
Hypothesis generation

	4
	In patients with pre-existing medical problems (e.g., asthma, diabetes, congestive heart failure) and a new diagnosis of pneumonia:
	a) Treat both problems concurrently (e.g., with prednisone plus antibiotics).
	


Clinical Reasoning Selectivity
	


Treatment 

	
		b) Adjust the treatment plan for pneumonia, taking into account the concomitant medical problems (e.g., be aware of any drug interactions, such as that between warfarin [Coumadin] and antibiotics).
	Clinical Reasoning Selectivity
	Treatment 
Hypothesis generation

	5
	Identify patients, through history-taking, physical examination, and testing, who are at high risk for a complicated course of pneumonia and would benefit from hospitalization, even though clinically they may appear stable.
	Selectivity 
	History 
Diagnosis

	6
	In the patient with pneumonia and early signs of respiratory distress, assess, and reassess periodically, the need for admission to hospital for respiratory support  (i.e., look for the need before decompensation occurs).
	Clinical Reasoning Selectivity
	Treatment 

	7
	For a patient with a confirmed diagnosis of pneumonia, make rational antibiotic choices (e.g., outpatient + healthy = first-line antibiotics; avoid the routine use of  broad spectum antibiotics unless necessary. 
	Clinical Reasoning Professionalism
	Treatment 

	8
	In a patient who is receiving treatment for pneumonia and is not responding:
	a) Revise the diagnosis (e.g., identify other or contributing causes, such as cancer, chronic obstructive pulmonary disease, or bronchospasm), consider other pathogens (e.g., Pneumocystis carinii,TB, and diagnose complications (e.g., empyema, pneumothorax). 
b) Modify the therapy appropriately (e.g., change antibiotics).
	

Clinical Reasoning
Clinical Reasoning
	

Hypothesis generation Diagnosis
Treatment 
Diagnosis

	9
	Identify patients (e.g., HIV +, splenectomy) who would benefit from immunization or other treatments (e.g., Pneumovax) to reduce the incidence of pneumonia.
	Clinical Reasoning Selectivity
	Treatment 

	10
	In patients with a diagnosis of pneumonia, ensure appropriate follow-up care (e.g., patient education, repeat chest X-ray examination, instructions to return if the condition worsens).
	Clinical Reasoning 
	Follow-up 



[bookmark: _Toc274927122]
[bookmark: _Toc477772406][bookmark: _Toc477772846][bookmark: _Toc477773003]Poisoning
	
	Key Feature
	Skill
	Phase

	1
	As part of well-child care, discuss preventing and treating poisoning with parents (e.g., “child-proofing”).
	Communication 
Clinical Reasoning
	Treatment 

	2
	In intentional poisonings (overdose) think about multi-toxin ingestion.
	Clinical Reasoning 
	Hypothesis generation 

	3
	When assessing a patient with a potentially toxic ingestion, take a careful history about the timing and nature of the ingestion.
	Clinical Reasoning 
	History 

	4
	When assessing a patient with a potential poisoning, do a focused physical examination to look for the signs of toxidromes.
	Clinical Reasoning 
	Physical 

	5
	When assessing a patient exposed (contact or ingestion) to a substance, clarify the consequences of the exposure (e.g., don’t assume it is non-toxic).
	Clinical Reasoning 
	Hypothesis generation Treatment

	6
	When managing a toxic ingestion, utilize poison control protocols that are current.
	Clinical Reasoning Professionalism
	Treatment 

	7
	When managing a patient with a poisoning,
	a) Assess ABC's,
	
Clinical Reasoning 
	
Hypothesis generation Diagnosis

	
		b) Manage ABC's,
	Clinical Reasoning 
	Treatment 

	
		c) Regularly reassess the patient’s ABC’s (i.e., do not focus on antidotes and decontamination while ignoring the effect of the poisoning on the patient).

	Clinical Reasoning 
	Hypothesis generation Treatment

	8   
	Be aware of the local venomous snakes and scorpions, the toxidromes they cause, and antidotes and treatments for each. 
	Clinical Reasoning
	Hypothesis generation Diagnosis
Treatment



[bookmark: _Toc274927123]
[bookmark: _Toc477772407][bookmark: _Toc477772847][bookmark: _Toc477773004]Pregnancy
	
	Key Feature
	Skill
	Phase

	1
	In a patient who is considering pregnancy:
	a) Identify risk factors for complications.
	
Clinical Reasoning 
Patient Centered
	
Hypothesis generation Diagnosis

	
		b) Recommend appropriate changes (e.g., folic acid intake, smoking cessation, medication changes).
	Clinical Reasoning 
Patient Centered
	Treatment 

	2
	In a female or male patient who is sexually active, who is considering sexual activity, or who has the potential to conceive or engender a pregnancy, use available encounters to educate about fertility.
	Communication 
Patient Centered
	Treatment 

	3
	In a patient with suspected or confirmed pregnancy, establish the desirability of the pregnancy.  If the pregnancy is unwanted, counsell about termination options.  If you are not comforatble, ensure you quickly refer the patient to a physician who will counsell her regarding treatment options. 
	Clinical Reasoning 
Patient Centered
Professionalism
	History 
Treatment

	4
	In a patient presenting with a confirmed pregnancy for the first encounter:
	a) Assess maternal risk factors (medical and social).
	

Clinical Reasoning 
Patient Centered
	

Hypothesis generation History

	
		b) Establish accurate dates.
	Clinical Reasoning 
	Diagnosis 

	
		c) Advise the patient about ongoing care.
	Clinical Reasoning 
	Treatment 

	5
	In pregnant patients:
	a) Identify those at high risk (e.g., teens, domestic violence victims, single parents, people who use illicit drugs, impoverished women).
	
Clinical Reasoning Selectivity
	
Hypothesis generation History

	
		b) Refer these high-risk patients to appropriate resources throughout the antepartum and postpartum periods.
	Clinical Reasoning 
	Treatment 
Referral

	6
	In a pregnant patient presenting with features of an antenatal complication (e.g., premature rupture of membranes, hypertension, bleeding):
	a) Establish the diagnosis.
	


Clinical Reasoning Selectivity
	


Hypothesis generation Diagnosis

	
		b) Provide initial management as appropriate and refer to local hospital or high-risk clinic as appropriate, communicating directly when it is an emergency.  
	Clinical Reasoning Selectivity
	Treatment 

	
		b) Manage the problem appropriately.
	Clinical Reasoning Selectivity
	Treatment 

	11
	In pregnant or postpartum patients, identify postpartum depression by screening for risk factors, monitoring patients at risk, and distinguishing postpartum depression from the “blues.’’
	Selectivity 
Clinical Reasoning
	Hypothesis generation Diagnosis

	12
	In a breast-feeding woman, screen for and characterize dysfunctional breast-feeding (e.g., poor latch, poor production, poor letdown).
	Clinical Reasoning 
Patient Centered
	Hypothesis generation History

	13
	With all pregnant and post partum patients discuss plans for Family Planning
	Clinical reasoning
Patient centered
	Treatment

	
	
	
	


[bookmark: _Toc274927124]
[bookmark: _Toc477772848][bookmark: _Toc477773005]Prostate
	
	Key Feature
	Skill
	Phase

	1
	Appropriately identify patients requiring prostate cancer screening.
	Selectivity 
	Diagnosis 
History

	2
	In a patient suitable for prostate cancer screening, use and interpret tests (e.g., prostate-specific antigen testing, digital rectal examination [DRE]) in an individualized/ sequential manner to identify potential cases.
	Selectivity 
Patient Centered
	Investigation 
Diagnosis

	3
	In patients with prostate cancer, actively search out the psychological impact of the diagnosis and treatment modality.
	Patient Centered Communication
	History 

	4
	In patients with prostate cancer, considering a specific treatment option as available (e.g., surgery, radiation, chemotherapy, hormonal treatment, no treatment):
	a) Advise about the risks and benefits of treatment.
	


Clinical Reasoning 
Patient Centered
	


Treatment 

	
		b) Monitor patients for complications following treatment.
	Clinical Reasoning 
	Hypothesis generation 
Follow-up

	5
	In patients with prostate cancer, actively ask about symptoms of local recurrence or distant spread.
	Clinical Reasoning 
	History 
Hypothesis generation

	6
	Given a suspicion of benign prostatic hypertrophy, diagnose it using appropriate history, physical examination, and investigations.
	Clinical Reasoning 
	Diagnosis 

	7
	In patients presenting with specific or non-specific urinary symptoms:
	a) Identify the possibility of prostatitis.
	

Clinical Reasoning 
	

Hypothesis generation Diagnosis

	
		b) Interpret investigations (e.g., urinalysis, urine culture-and-sensitivity testing (if available), Digital Rectal Exam) appropriately.
	Clinical Reasoning 
	Diagnosis 
Investigation


[bookmark: _Toc274927125]

[bookmark: _Toc477772408][bookmark: _Toc477772849][bookmark: _Toc477773006]Rape/Sexual Assault
	
	Key Feature
	Skill
	Phase

	1
	Provide comprehensive care to all patients who have been sexually assaulted, regardless of their decision to proceed with evidence collection or not.
	Clinical Reasoning Professionalism
	Treatment 

	2
	Apply the same principles of managing sexual assault in the acute setting to other ambulatory settings (i.e. medical assessment, pregnancy prevention, STI screening/treatment/prophylaxis, counselling).
	Clinical Reasoning 
	Treatment 

	3
	Ensure documentation in sexual assault patients contains objective observations and other necessary medical information (i.e., avoid recording hearsay information).
	Clinical Reasoning Professionalism
	History 

	4
	In addition to other post-exposure prophylactic measures taken, assess the need for human immunodeficiency virus and hepatitis B prophylaxis in patients who have been sexually assaulted.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	5
	Offer counselling to all patients affected by sexual assault, whether they are victims, family members, friends, or partners; do not discount the impact of sexual assault on all of these people.
	Clinical Reasoning 
	Treatment 

	6
	Revisit the need for counselling in patients affected by sexual assault.
	Clinical Reasoning 
	Treatment 
Follow-up

	7
	Enquire about undisclosed sexual assault when seeing patients who have symptoms such as depression, anxiety, and somatization.
	Clinical Reasoning 
	Hypothesis generation History


[bookmark: _Toc274927126][bookmark: _Toc477772409]
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	Key Feature
	Skill
	Phase

	1
	In addressing eye complaints, always assess visual acuity using history, physical examination, or the Snellen chart, as appropriate.
	Clinical Reasoning 
	History 
Physical

	2
	In a patient with a red eye, distinguish between serious causes (e.g., keratitis, glaucoma, perforation, temporal arteritis) and non-serious causes (i.e., do not assume all red eyes are caused by conjunctivitis):
	a) Take an appropriate history (e.g., photophobia, changes in vision, history of trauma).
	Clinical Reasoning 
	History 

	
	b)  Do a focused physical examination (e.g., pupil size, visual acuity)
c)  Understand the role of fluorescein and the opthalmoscope and utilize appropriately when available.
	Clinical Reasoning
Clinical Reasoning
Procedure Skills
	Physical
Physical

	
		d) Do appropriate investigations as necessary (e.g., erythrocyte sedimentation rate measurement, tonometry).
	Clinical Reasoning 
	Investigation 

	
		e) Refer the patient appropriately (if unsure of the diagnosis or if further work-up is needed).
	Clinical Reasoning 
	Referral 

	3
	In patients presenting with an ocular foreign body sensation, correctly diagnose an intraocular foreign body by clarifying  the mechanism of injury (e.g., high speed, metal on metal, no glasses) and investigating (e.g., with computed tomography, X-ray examination) when necessary.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	4
	In patients presenting with an ocular foreign body sensation, evert the eyelids to rule out the presence of a conjunctival foreign body.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Hypothesis generation Physical

	5
	In neonates with conjunctivitis look for a systemic cause and treat it appropriately (i.e., with antibiotics).
	Clinical Reasoning 
	Hypothesis generation Treatment

	6
	In patients with conjunctivitis, distinguish by history and physical examination between allergic and infectious causes (viral or bacterial).
	Clinical Reasoning 
	Diagnosis 
History

	7
	In patients who have bacterial conjunctivitis and use contact lenses, provide treatment with antibiotics that cover for Pseudomonas.
	Clinical Reasoning 
	Treatment 

	8
	Use steroid treatment only when indicated (e.g., to treat iritis; avoid with keratitis and conjunctivitis).
	Clinical Reasoning 
	Treatment 

	9
	In patients with iritis, consider and look for underlying systemic causes (e.g., Crohn’s disease, lupus, ankylosing spondylitis).
	Clinical Reasoning 
	Hypothesis generation 


[bookmark: _Toc274927127][bookmark: _Toc477772410]
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	Key Feature
	Skill
	Phase

	1
	In adolescents presenting with problem behaviours, consider schizophrenia in the differential diagnosis.
	Clinical Reasoning 
	Hypothesis generation 

	2
	In “apparently” stable patients with schizophrenia (e.g., those who are not floridly psychotic), provide regular or periodic assessment in a structured fashion e.g., positive and negative symptoms, ther performance of activities of daily living, and the level of social functioning at each visit:
 - seeking collateral information from family members and other caregivers to develope a more complete assessment of symptoms and functional status;
 - competency to accept or refuse treatement, and document specifically;
 - suicidal and homicidal ideation, as well as the risk for violence;
- medication compliance and side effects.
	Clinical Reasoning 
Patient Centered
	Follow-up History

	4
	Consider the possibility of substance abuse and look for it in patients with schizophrenia, as this is a population at risk.
	Clinical Reasoning 
	Hypothesis generation History

	5
	In patients with schizophrenia, assess and treat substance abuse appropriately.
	Clinical Reasoning 
	Treatment 

	6
	In decompensating patients with schizophrenia, determine:
 - if substance abuse is contributory.
 - the role of medication compliance and side-effect problems.
 - if psychosocial supports have changed.
	Clinical Reasoning 
Patient Centered
	History 
Hypothesis generation

	7
	Sceen for, diagnose and treat serious complications/side effects of antipsychotic medications (e.g., neuroleptic malignant syndrome, tardive dyskinesia).
	Clinical Reasoning 
	Treatment 
Diagnosis

	8
	Include psychosocial supports (e.g., housing, family support, disability issues, vocational rehabilitation) as part of the treatment plan for patients with schizophrenia.
	Patient Centered 
Clinical Reasoning
	Treatment 

	9
	In all patients presenting with psychotic symptoms (including those with history of schizophrenia, consider and exclude etiologies such
  - substance use and abuse
  - sepsis or metabolic disorders
  - post natal psychosis (if postpartum)
	Clinical Reasoning

	Hypothesis generation
History
Examination
Investigation


	10
	In all patients presenting with psychosis
a) assess risk of harm to patient and others
b) ensure safety for patient and health care providers, calling for help when necessary
c) provide medical management and sedation as appropriate
d) after acute management consider and arrange appropriate referral, admission or supervised community placement as appropriate. 
	
Clinical Reasoning

Clinical Reasoning
Professionalism
Clinical Reasoning
Procedure Skills

Clinical Reasoning
Selectivity
	
Hypothesis generation
History
Examination
Diagnosis
Treatment

Treatment
Referral


[bookmark: _Toc274927128]
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	Key Feature
	Skill
	Phase

	1
	In a patient having a seizure:
	a) Ensure proper airway control (e.g., oropharyngeal airway or nasal trumpet, lateral decubitus to prevent aspiration).
	
Clinical Reasoning 
	
Treatment 

	
		b) Use antiseizure medications promptly to stop the seizure, even before the etiology is confirmed.
	Clinical Reasoning 
	Treatment 

	
		c) Rule out reversible metabolic causes in a timely fashion (e.g., hypoglycemia, hypoxia, heat stroke, electrolytes abnormalities).
	Clinical Reasoning Selectivity
	Diagnosis 
Hypothesis generation

	2
	In a patient presenting with an ill-defined episode (e.g., fits, spells, turns), take a history to distinguish a seizure from other events.
	Clinical Reasoning 
	History 

	3
	In a patient presenting with a seizure, take an appropriate history to direct the investigation (e.g., do not overinvestigate; while new or changing seizures may require an extensive work-up).
	Clinical Reasoning 
	History 

	4
	In all patients presenting with a seizure, examine carefully for focal neurologic findings.
	Clinical Reasoning 
	Physical 

	5
	In a patient with a previously known seizure disorder, who presents with a seizure or a change in the pattern of seizures:
	a) Assess by history the factors that may affect the primary seizure disorder (e.g., medication compliance, alcohol use, lifestyle, recent changes in medications [not just antiepileptic medications], other illnesses).
	

Clinical Reasoning 
	

History 

	
		b) Include other causes of seizure in the differential diagnosis. (Not all seizures are caused by epilepsy.)
	Clinical Reasoning 
	Hypothesis generation 

	6
	In the ongoing care of a patient with a stable seizure disorder:
	a) Regularly inquire about compliance (with medication and lifestyle measures). side effects of anticonvulsant medication, and the impact of the disorder and its treatment on the patient’s life (e.g., on driving, when seizures occur at work or with friends).
	
Clinical Reasoning 
Patient Centered
	
Treatment 
History

	
		b) Monitor for complications of the anticonvulsant medication (e.g., hematologic complications, osteoporosis).
	Clinical Reasoning 
	Hypothesis generation 

	
		c) Modify management of other health issues taking into account the anticonvulsant medication (e.g., in prescribing antibiotics, pregnancy).
	Clinical Reasoning 
	Treatment 





[bookmark: _Toc274927129][bookmark: _Toc477772412][bookmark: _Toc477772853][bookmark: _Toc477773010]Sex
	
	Key Feature
	Skill
	Phase

	1
	In all patients, and espcially adolescents:
a) Inquire about sexuality (e.g., normal sexuality, safe sex, contraception, sexual orientation, and sexual dysfunction).
	

Patient Centered 
Clinical Reasoning
	

History 

	
		b) Counsel the patient on sexuality (e.g., normal sexuality, safe sex, contraception, sexual orientation, and sexual dysfunction).
	Patient Centered Communication
	Treatment 

	2
	Screen high-risk patients (e.g., post-myocardial infarction patients, diabetic patients, patients with chronic disease) for sexual dysfunction, and screen other patients when appropriate (e.g., during the periodic health examination).
	Selectivity 
Clinical Reasoning
	Hypothesis generation History

	3
	In patients presenting with sexual dysfunction, identify features that suggest organic and non-organic causes.
	Clinical Reasoning 
	Hypothesis generation History

	4
	In patients who have sexual dysfunction with an identified probable cause, manage the dysfunction appropriately.
	Clinical Reasoning 
	Treatment 

	5
	In patients with identified sexual dysfunction, inquire about partner relationship issues.
	Patient Centered 
	History 
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	Key Feature
	Skill
	Phase

	1
	In a patient who is sexually active or considering sexual activity, take advantage of opportunities to advise her or him about prevention, screening, and complications of sexually transmitted diseases (STIs).
	Patient Centered 
Clinical Reasoning
	Treatment 

	2
	In a patient with symptoms that are atypical or non-specific for STIs (e.g., dysuria, recurrent vaginal infections):
	a) Consider STIs in the differential diagnosis.
	

Selectivity 
Clinical Reasoning
	

Hypothesis generation 

	
	 b) Understand the role of investigations and utilise appropriate when available
 c) Understand the principles of syndromic management and in the absence of diagnostic tools, provide treatment accordingly.
	Clinical Reasoning Selectivity
	Investigation 

	3
	In high-risk patients who are asymptomatic for STIs, screen and advise them about preventive measures.
	Clinical Reasoning 
Patient Centered
	Treatment 
Investigation

	4
	In high-risk patients who are symptomatic for STIs, provide treatment before confirmation by laboratory results.
	Clinical Reasoning Selectivity
	Treatment 

	5
	In a patient requesting STI testing:
	a) Identify the reason(s) for requesting testing.
	
Clinical Reasoning 
Patient Centered
	
Hypothesis generation Treatment

	
		b) Assess the patient’s risk.
	Clinical Reasoning 
Patient Centered
	History 
Diagnosis

	
		c) Provide counselling appropriate to the risk (i.e., human immunodeficiency virus [HIV] infection risk, non-HIV risk).
	Clinical Reasoning 
Patient Centered
	Diagnosis 
Treatment

	6
	In a patient with an STI, initiate: 
 - treatment of partner(s).
 - contact tracing through a public health or community agency.
	Clinical Reasoning 
	Treatment 
Follow-up

	7
	Use appropriate techniques for collecting specimens.
	Psychomotor Skills/Procedure Skills Clinical Reasoning
	Investigation 
Physical

	8
	Given a clinical scenario that is strongly suspicious for an STI and a negative test result, do not exclude the diagnosis of an STI (i.e., because of sensitivity and specificity problems or other test limitations).
	Selectivity 
Clinical Reasoning
	Diagnosis 
Investigation





[bookmark: _Toc274927131][bookmark: _Toc477772413][bookmark: _Toc477772855][bookmark: _Toc477773012]Skin Disorder
	
	Key Feature
	Skill
	Phase

	1
	In dealing with a persistent skin problem that is not responding to treatment as expected:
	a) Reconsider the diagnosis (e.g., “eczema” may really be a fungal infection).
	

Clinical Reasoning 
	

Hypothesis generation Diagnosis

	
		b) Investigate or modify treatment (e.g., for acne).
	Clinical Reasoning 
	Treatment 
Investigation

	2
	In a patient presenting with a skin lesion, distinguish benign from serious pathology (e.g., melanoma, pemphigus, cutaneous T-cell lymphoma, Kaposis sarcoma) by physical examination and appropriate investigations (e.g., biopsy or excision).
	Selectivity 
Clinical Reasoning
	Physical 
Investigation

	3
	In a patient presenting with a cutaneous manifestation of a systemic disease or condition (e.g., Wegener’s granulomatosis, lupus, a drug reaction), consider the diagnosis of systemic disease and confirm it through history, physical examination, and appropriate investigations.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	4
	When prompted by a patient with a concern about a localized skin lesion or when screening for mucocutaneous lesions, inspect all areas of the skin (e.g., nails, scalp, oral cavity, perineum, soles of the feet, back of the neck).
	Clinical Reasoning 
	Physical 

	5
	Diagnose and promptly treat suspected life-threatening dermatologic emergencies (e.g., Stevens-Johnson syndrome, invasive cellulitis, chemical or non-chemical burns).
	Selectivity 
	Diagnosis 
Hypothesis generation

	6
	In high-risk patients (diabetics, bed  or chair bound, peripheral vascular disease):
	a) Examine the skin even when no specific skin complaint is present.
	

Clinical Reasoning Selectivity
	

Physical 

	
		b) Treat apparently minor skin lesions aggressively.
	Clinical Reasoning Selectivity
	Treatment 

	7
	In a patient being treated for a new or persistent skin condition (e.g., acne, psoriasis), determine the impact on the patient’s personal and social life.
	Patient Centered 
	Treatment 
History


[bookmark: _Toc274927132]
[bookmark: _Toc477772856][bookmark: _Toc477773013]Smoking Cessation
	
	Key Feature
	Skill
	Phase

	1
	In all patients, regularly evaluate and document smoking status, recognizing that people may stop or start at any time.
	Clinical Reasoning 
	Hypothesis generation
Follow-up

	2
	In smokers:
	a) Discuss the benefits of quitting or reducing smoking.
	
Clinical Reasoning 
Patient Centered
	
Treatment 

	
		b) Regularly assess interest in quitting or reducing smoking.
	Clinical Reasoning 
	History 
Follow-up

	3
	In smokers motivated to quit, advise the use of a multi-strategy approach to smoking cessation.
	Clinical Reasoning Communication
	Treatment 
Follow-up


[bookmark: _Toc274927133][bookmark: _Toc477772414]
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	Key Feature
	Skill
	Phase

	1
	In patients with recurrent physical symptoms, diagnose somatization only after an adequate work-up to rule out any medical or psychiatric condition (e.g., depression).
	Clinical Reasoning 
	Diagnosis 
Hypothesis generation

	2
	Do not assume that somatization is the cause of new or ongoing symptoms in patients previously diagnosed as somatizers. Periodically reassess the need to extend/repeat the work-up in these patients.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	3
	Acknowledge the illness experience of patients who somatize, and strive to find common ground with them concerning their diagnosis and management, including investigations. This is usually a long-term project, and should be planned as such.
	Patient Centered 
	Treatment 
Follow-up

	4
	In patients who somatize, inquire about the use of and suggest therapies that may provide symptomatic relief, and/or help them cope with their symptoms (e.g., with biofeedback, acupuncture, or naturopathy).
	Clinical Reasoning 
	Treatment 
History



[bookmark: _Toc274927134]
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	Key Feature
	Skill
	Phase

	1
	In a patient presenting with a symptom that could be attributed to stress (e.g., headache, fatigue, pain) consider and ask about stress as a cause or contributing factor.
	Clinical Reasoning Communication
	Hypothesis generation History

	2
	In a patient in whom stress is identified, assess the impact of the stress on their function (i.e., coping vs. not coping, stress vs. distress).
	Patient Centered 
	History 
Diagnosis

	3
	In patients not coping with stress, look for and diagnose, if present, mental illness (e.g., depression, anxiety disorder).
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	4
	In patients not coping with the stress in their lives,
	a) Clarify and acknowledge the factors contributing to the stress,
	
Patient Centered 
Clinical Reasoning
	
History 

	
		b) Explore their resources and possible solutions for improving the situation.
	Patient Centered 
	History 
Treatment

	5
	In patients experiencing stress, look for inappropriate coping mechanisms (e.g., drugs, alcohol, eating, violence).
	Clinical Reasoning Communication
	Hypothesis generation History
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	Key Feature
	Skill
	Phase

	1
	In patients presenting with symptoms and/or signs suggestive of stroke, include other diagnoses in the differential diagnosis (e.g., transient ischemic attack [TIA], brain tumour, hypoglycemia, subdural hematoma, subarachnoid bleed, toxoplasmosis).
	Clinical Reasoning 
	Hypothesis generation 

	2
	In a patient presenting with a stroke, differentiate, if possible, hemorrhagic from embolic/thrombotic stroke (e.g., through the history, physical examination, and ancillary testing, such as scanning and electrocardiography), as treatment differs.
	Clinical Reasoning 
	Diagnosis 

	4
	In a patient diagnosed with stroke, be aware of the role of other professionals and involve as needed and available (e.g., a physical therapist, an occupational therapist, social service personnel, a neurologist/ Internal medicine specialist) to ensure the best outcome for the patient.
	Clinical Reasoning 
Patient Centered
	Treatment 
Referral

	5
	When caring for a stroke patient with severe/serious deficits, involve the patient and her or his family in decisions about intervention (e.g., resuscitation, use of a feeding tube, treatment of pneumonia).
	Patient Centered Communication
	Treatment 

	6
	In patients who have suffered stroke, diagnose cognitive deficits (not associated with sensory or motor symptoms or signs, such as inattention and impulsivity) when they are present.
	Clinical Reasoning 
	Diagnosis 

	7
	Provide realistic prognostic advice about their disabilities to stroke patients and their families.
	Patient Centered 
	Treatment 

	8
	In stroke patients with disabilities, evaluate the resources and supports needed to improve function (e.g., a cane, a walker, care in the home).
	Clinical Reasoning 
Patient Centered
	Treatment 

	9
	In the continuing care of stroke patients with deficits (e.g., dysphagia, being bedridden), include the prevention of certain complications (e.g., aspiration pneumonia, decubitus ulcer) in the treatment plan, as they are more common.
	Clinical Reasoning 
	Treatment 
Hypothesis generation

	10
	In patients at risk of stroke, treat modifiable risk factors (e.g., atrial fibrillation, diabetes, hyperlipidemia, and hypertension).
	Clinical Reasoning 
	Treatment 

	11
	Be aware of the most recent anticoagulation guidelines for patients at high risk for stroke, patients with TIAs and patients with completed strokes, and follow as resources are available.  Keep comorbid conditions and bleeding risk in mind.  
	Clinical Reasoning 
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	In all patients, and especially in high-risk groups (e.g., mental illness, chronic disability), opportunistically screen for substance use and abuse (tobacco, alcohol, illicit drugs).
	Clinical Reasoning 
	History 

	2
	In people who use intravenous drugs :
	a) Screen for blood-borne illnesses (e.g., human immunodeficiency virus infection, hepatitis).
	
Clinical Reasoning 
	
Hypothesis generation Investigation

	
		b) Offer Hepatitis B vaccination.
	Clinical Reasoning 
	Treatment 

	3
	In patients with signs and symptoms of withdrawal or acute intoxication, diagnose and manage it appropriately.
	Clinical Reasoning 
	Diagnosis 
Treatment

	4
	Discuss substance use or abuse with adolescents and their caregivers when warning signs are present (e.g., school failure, behaviour change).
	Clinical Reasoning 
Patient Centered
	Treatment 
Diagnosis

	5
	Consider and look for substance use or abuse as a possible factor in problems not responding to appropriate intervention (e.g., alcohol abuse in patients with hypertriglyceridemia, inhalational drug abuse in asthmatic patients).
	Selectivity Patient Centered
	Hypothesis generation History

	6
	Offer support to patients and family members affected by substance abuse. (The person using IVDs may not be your patient.)
	Patient Centered 
	Treatment 

	7
	In patients abusing substances, determine whether or not they are willing to agree with the diagnosis.
	Patient Centered 
	History 
Diagnosis

	8
	In substance users or abusers, routinely determine willingness to stop or decrease use.
	Patient Centered 
	History 
Treatment

	9
	In patients who abuse substances, take advantage of opportunities to screen for co-morbidities (e.g., poverty, crime, sexually transmitted infections, mental illness) and long-term complications (e.g., cirrhosis).
	Clinical Reasoning 
Patient Centered
	History 



[bookmark: _Toc274927137]
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	Key Feature
	Skill
	Phase

	1
	In any patient with mental illness (i.e., not only in depressed patients), actively inquire about suicidal ideation (e.g., ideas, thoughts, a specific plan).
	Clinical Reasoning 
	History 

	2
	Given a suicidal patient, assess the degree of risk (e.g., thoughts, specific plans, access to means) in order to determine an appropriate intervention and follow-up plan (e.g., immediate hospitalization, including involuntary admission; outpatient follow-up; referral for counselling).
	Clinical Reasoning Selectivity
	Diagnosis 
Treatment

	3
	Manage low-risk patients as outpatients, but provide specific instructions for follow-up if suicidal ideation progresses/worsens (e.g., return to the emergency department [ED], represent to  the health centre or specialty care).
	Clinical Reasoning 
	Treatment 
Follow-up

	4
	In suicidal patients presenting at the emergency department with a suspected drug overdose, always screen for acetylsalicylic acid, acetaminophen or anticholinergic overdoses, as these are common, dangerous, and frequently overlooked.
	Clinical Reasoning 
	Investigation 

	5
	In trauma patients, consider attempted suicide as a precipitating cause.
	Clinical Reasoning 
	Hypothesis generation 
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	Key Feature
	Skill
	Phase

	1
	Limit testing for thyroid disease to appropriate patients, namely those with a significant pre-test probability of abnormal results, such as:
 - those with classic signs or symptoms of thyroid disease.
 - those whose symptoms or signs are not classic, but who are at a higher risk for disease (e.g., the elderly, postpartum women, those with a history of atrial fibrillation, those with other endocrine disorders).
	Clinical Reasoning Selectivity
	Investigation 

	2
	In patients with established thyroid disease, check TSH only at appropriate times, such as:
 - after changing medical doses.
 - when following patients with mild disease before initiating treatment.
 - periodically in stable patients receiving treatment.
	Clinical Reasoning Selectivity
	Investigation 

	3
	When examining the thyroid gland, use proper technique (i.e., from behind the patient, ask the patient to swallow), especially to find nodules (which may require further investigation).
	Psychomotor Skills/ Procedure Skills 
	Physical 

	4
	Investigate thyroid nodules based on TSH level 
	Clinical Reasoning
Selectivity
	Investigation


[bookmark: _Toc274927139]
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	Key Feature
	Skill
	Phase

	1
	Assess and stabilize trauma patients with an organized approach, anticipating complications in a timely fashion, using the primary and secondary surveys.
	Clinical Reasoning 
	Treatment 
Physical

	2
	Suspect, identify, and immediately begin treating life-threatening complications (e.g., tension pneumothorax, tamponade).
	Selectivity 
	Treatment 
Diagnosis

	3
	When faced with several trauma patients, triage according to resources and treatment priorities.
	Selectivity 
	Treatment 

	4
	In trauma patients, secure the airway appropriately (e.g., assume cervical spine injury, use conscious sedation, recognize a difficult airway, plan for back-up methods/cricothyrotomy).
	Clinical Reasoning Selectivity
	Treatment 
Hypothesis generation

	5
	In a patient with signs and symptoms of shock:
	a) Recognize the shock.
	
Clinical Reasoning Selectivity
	
Hypothesis generation Diagnosis

	
		b) Define the severity and type (neurogenic, hypovolemic, septic).
	Clinical Reasoning Selectivity
	Physical 
Diagnosis

	
		c) Treat the shock.
	Clinical Reasoning Selectivity
	Treatment 

	6
	In trauma patients, rule out hypothermia on arrival and subsequently (as it may develop during treatment).
	Clinical Reasoning 
	Hypothesis generation Physical

	7
	Suspect certain medical problems (e.g., seizure, drug intoxication, hypoglycemia, attempted suicide) as the precipitant of the trauma.
	Clinical Reasoning 
	Hypothesis generation 

	8
	Do not move potentially unstable patients from treatment areas for investigations (e.g., computed tomography, X-ray examination).
	Clinical Reasoning 
	Treatment Investigation

	9
	Determine when patient transfer is necessary (e.g., central nervous system bleeds, when no specialty support is available).
	Selectivity 
Clinical Reasoning
	Treatment 
Referral

	10
	Transfer patients in an appropriate manner (i.e., stabilize them before transfer and choose the method, such as ambulance or flight).
	Clinical Reasoning 
	Treatment 
Referral

	11
	Find opportunities to offer advice to prevent or minimize trauma (e.g., do not  drive drunk, use seatbelts and helmets).
	Clinical Reasoning 
	Treatment 

	12
	In children with traumatic injury, rule out abuse. (Carefully assess the reported mechanism of injury to ensure it corresponds with the actual injury.)
	Clinical Reasoning Selectivity
	Diagnosis 
Hypothesis generation
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	Key Feature
	Skill
	Phase

	1
	Given an appropriate history and/or physical examination:
	a) Differentiate life-threatening conditions (epiglottitis, retropharyngeal abscess) from benign conditions.
	
Selectivity 
	
Diagnosis 

	
		b) Manage the condition appropriately.
	Clinical Reasoning 
	Treatment 

	2
	Make the diagnosis of bacterial sinusitis by taking an adequate history and performing an appropriate physical examination, and prescribe appropriate antibiotics for the appropriate duration of therapy.
	Clinical Reasoning 
	History 
Treatment

	3
	In a patient presenting with upper respiratory symptoms:
	a) Differentiate viral from bacterial infection (through history and physical examination).
	
Clinical Reasoning 
	
History 
Diagnosis

	
		b) Diagnose a viral upper respiratory tract infection (URTI) (through the history and a physical examination).
	Clinical Reasoning 
	Diagnosis 

	
		c) Manage the condition appropriately (e.g., do not give antibiotics without a clear indication for their use).
	Clinical Reasoning Communication
	Treatment 

	4
	Given a history compatible with otitis media, differentiate it from otitis externa and mastoiditis, according to the characteristic physical findings.
	Clinical Reasoning 
	Diagnosis 
Physical

	5
	In high-risk patients (e.g., those who have human immunodeficiency virus infection, chronic obstructive pulmonary disease, or cancer) with upper respiratory infections: Look for complications more aggressively, and follow up more closely.
	Clinical Reasoning 
	Hypothesis generation Follow-up

	6
	In a presentation of pharyngitis, consider mononucleosis.
	Clinical Reasoning 
	Hypothesis generation Physical

	7
	In high-risk groups:
	a) Take preventive measures (e.g., use flu and pneumococcal vaccines).
	
Selectivity Patient Centered
	
Treatment 

	
		b) Treat early to decrease individual and population impact (e.g., with oseltamivir phosphate [Tamiflu], amantadine).
	Clinical Reasoning Professionalism
	Treatment 
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	Key Feature
	Skill
	Phase

	1
	Take an appropriate history and do the required testing to exclude serious complications of urinary tract infection (UTI) (e.g., sepsis, pyelonephritis, impacted infected stones).
	Clinical Reasoning 
	Hypothesis generation Investigation

	2
	Appropriately investigate all boys with urinary tract infections, and young girls with recurrences(e.g., ultrasound).
	Clinical Reasoning 
	Investigation 

	3
	In diagnosing urinary tract infections, search for and/or recognize high-risk factors on history (e.g., pregnancy; immune compromise, neonate, a young male, or an elderly male with prostatic hypertrophy).
	Clinical Reasoning 
	Hypothesis generation History

	4
	In a patient with a diagnosed urinary tract infection, modify the choice and duration of treatment according to risk factors (e.g., pregnancy, immunocompromise, male extremes of age); and treat before confirmation of culture results in some cases (e.g.,pregnancy, sepsis, pyelonephritis).
	Selectivity 
	Treatment 

	5
	Given a non-specific history (e.g., abdominal pain, fever, delirium) in elderly or very young patients, suspect the diagnosis and do an appropriate work-up.
	Clinical Reasoning 
	Hypothesis generation Investigation

	6
	In a patient with dysuria, exclude other causes (e.g., sexually transmitted diseases, vaginitis, stones, interstitial cystitis, prostatitis) through an appropriate history, physical examination, and investigation before diagnosing a urinary tract infection.
	Clinical Reasoning 
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	In any woman with vaginal bleeding, rule out pregnancy.
	Clinical Reasoning 
	Hypothesis generation Diagnosis

	2
	In pregnant patients with vaginal bleeding
	a) Consider worrisome causes (e.g., ectopic pregnancy, abruption, abortion), and confirm or exclude the diagnosis through appropriate interpretation of test results.
	
Clinical Reasoning 
	
Hypothesis generation Diagnosis

	
		b) Do not forget blood typing and screening, and offer Rh immunoglobulin treatment, if appropriate.
	Clinical Reasoning 
	Treatment 
Hypothesis generation

	
		c) Diagnose (and treat) hemodynamic instability.
	Selectivity 
Clinical Reasoning
	Diagnosis 
Treatment

	3
	In a non-pregnant patient with vaginal bleeding:
	a) Do an appropriate work-up and testing to diagnose worrisome causes (e.g., cancer), using an age-appropriate approach.
	
Clinical Reasoning 
	
Investigation 
Diagnosis

	
		b) Diagnose (and treat) hemodynamic instability.
	Clinical Reasoning Selectivity
	Diagnosis 
Treatment

	
		c) Manage hemodynamically stable but significant vaginal bleeding (e.g., with medical versus surgical treatment).
	Clinical Reasoning 
	Treatment 

	4
	In a post-menopausal woman with vaginal bleeding, investigate any new or changed vaginal bleeding in a timely manner (e.g., ultrasonography, VIA testing with a pelvic examination) and refer for endometrial and cervical biopsy as appropriate.
	Clinical Reasoning 
	Investigation
Referral 
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	Key Feature
	Skill
	Phase

	1
	In patients with recurrent symptoms of vaginal discharge and/or perineal itching, have a broad differential diagnosis (e.g., lichen sclerosus, atropic vaginitis, vulvar cancer, contact dermatitis, colovaginal fistula), take a detailed history, and perform a careful physical examination to ensure appropriate investigation or treatment. (Do not assume that the symptoms indicate just a yeast infection.)
	Clinical Reasoning 
	Hypothesis generation Physical

	2
	In patients with recurrent vaginal discharge, no worrisome features on history or physical examination, and negative tests, make a positive diagnosis of physiologic discharge and communicate it to the patient to avoid recurrent consultation, inappropriate trreatment, and investigation in the future.
	Clinical Reasoning 
	Diagnosis 

	3
	When bacterial vaginosis and candidal infections are identified through routine screening (eg VIA), ask about symptoms and provide treatment only when it is appropriate.
	Clinical Reasoning Selectivity
	History 
Treatment

	4
	In a child with a vaginal discharge, rule out sexually transmitted infections and foreign bodies. (Do not assume that the child has a yeast infection.)
	Clinical Reasoning Selectivity
	Hypothesis generation Diagnosis

	5
	In a child with a candidal infection, look for underlying illness (e.g., immunocompromise, diabetes).
	Clinical Reasoning 
	Hypothesis generation Diagnosis
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	Key Feature
	Skill
	Phase

	1
	In certain patient populations (e.g., intoxicated patients, psychiatric patients, patients with a history of violent behaviour):
	a) Anticipate possible violent or aggressive behaviour.
	


Clinical Reasoning 
	


Hypothesis generation 

	
		b) Recognize warning signs of violent/aggressive behaviour.
	Clinical Reasoning 
	Diagnosis 

	
		c) Have a plan of action before assessing the patient (e.g., stay near the door, be accompanied by security or other personnel, prepare physical and/or chemical restraints if necessary).
	Clinical Reasoning 
	Treatment 

	2
	In all violent or aggressive patients, including those who are intoxicated, rule out underlying medical or psychiatric conditions (e.g., hypoxemia, neurologic disorder, schizophrenia) in a timely fashion (i.e., don`t wait for them to sober up, and realize that their calming down with or without sedation does not necessariy mean they are better).
	Clinical Reasoning Selectivity
	Hypothesis generation 

	3
	In a violent or aggressive patient, ensure the safety (including appropriate restraints) of the patient and staff before assessing the patient.
	Clinical Reasoning Professionalism
	Treatment 

	4
	In managing your practice environment (e.g., office, emergency department), draw up a plan to deal with patients who are verbally or physically aggressive, and ensure your staff is aware of this plan and able to apply it.
	Professionalism 
	Treatment 



[bookmark: _Toc274927146]
[bookmark: _Toc477772426][bookmark: _Toc477772869][bookmark: _Toc477773026]Well-baby Care
	
	Key Feature
	Skill
	Phase

	1
	Measure and chart growth parameters, including head circumference, at each assessment; examine appropriate systems at appropriate ages, with the use of an evidence-based pediatric flow sheet.
	Clinical Reasoning Psychomotor Skills/Procedure Skills
	Physical 

	2
	Modify the routine immunization schedule in those patients who require it (e.g., those who are immunocompromised, those who have allergies).
	Clinical Reasoning Selectivity
	Treatment 

	3
	Anticipate and advise on breast-feeding issues (e.g., weaning, returning to work, sleep patterns) beyond the newborn period to promote breast-feeding for as long as it is desired.
	Clinical Reasoning 
Patient Centered
	Hypothesis generation Treatment

	4
	At each assessment, provide parents with anticipatory advice on pertinent issues (e.g., feeding patterns, development, immunization, parenting tips, antipyretic dosing, safety issues).
	Clinical Reasoning 
	Treatment 

	5
	Ask about family adjustment to the child (e.g., sibling interaction, changing roles of both parents, involvement of extended family).
	Patient Centered 
	History 

	6
	With parents reluctant to vaccinate their children, address the following issues so that they can make an informed decision:
 - their understanding of vaccinations.
 - the consequences and safety risk of not vaccinating (e.g., congenital rubella, death).
	Patient Centered 
Clinical Reasoning
	Treatment 
History

	7
	When recent innovations (e.g., new vaccines) and recommendations (e.g., infant feeding, circumcision) have conflicting, or lack defined, guidelines, discuss this information with parents in an unbiased way to help them arrive at an informed decision.
	Professionalism 
Patient Centered
	Treatment 

	8
	Even when children are growing and developing appropriately, evaluate their nutritional intake (e.g., type, quality, and quantity of foods) to prevent future problems (e.g., anemia, tooth decay), especially in at-risk populations (e.g., the socioeconomicaly disadvantaged, those with voluntarily restricted diets, those with cultural variations)
	Clinical Reasoning 
	History 
Treatment
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Essential Procedural Skills
The following section has been adapted from the CFPC Core procedural skills as outlined in the Defining Competence1.  The list has been adapted to the scope of practice required for Family Physicians in Guyana.  Procedures in italics are considered within the scope of practice for a Family Physician in Guyana but the required resources are not currently readily available to make them a mandatory part of the curriculum.  They are included in the document to indicate anticipated developments.

Procedure Skills
Certification for independent practice requires a certain level of experiential competence: this includes the technical skills to perform a certain number of procedures. It should be remembered that it is not only the technical aspects of the individual procedures that are important. The higher levels of competence must also be assessed, as always, in the context of family medicine—the key features describe this aspect.

The General Key Features of Procedure Skills*
· In order to decide whether or not you are going to do a procedure, consider the following: 
a) The indications and contraindications to the procedure 
b) Your own skills and readiness to do the procedure (e.g., your level of fatigue and any personal  distractions) 
c) The context of the procedure, including the patient involved, the complexity of the task, the  time needed, the need for assistance, and location 
· Before deciding to go ahead with the procedure: 
a) Discuss the procedure with the patient, including a description of the procedure and possible outcomes, both positive and negative, as part of obtaining their consent. 
b) Prepare for the procedure by ensuring the appropriate equipment is ready. 
c) Mentally rehearse the following:
· The anatomic landmarks necessary for procedure performance. 
· The technical steps necessary in sequential fashion, including any preliminary examination. 
· The potential complications and their management. 
· During performance of the procedure: 
· Keep the patient informed to reduce anxiety.
· Ensure patient comfort and safety always. 
· When the procedure is not going as expected, re-evaluate the situation, and stop and/or seek  assistance as required. 
· Develop a plan with your patient for after care and follow-up after completion of a procedure. 

* Apply to all procedures. These can be used to guide the development of specific evaluation tools for specific procedures.
______________________________________________________________________
1. Defining competence for the purposes of certification by the College of Family Physicians of Canada: The evaluation objectives in family medicine. The College of Family Physicians Canada. Mississauga, ON. 2010.



	Core Procedures
	Core Procedures (cont’d)

	Integumentary Procedures
Abscess incision and drainage 
Wound debridement 
Insertion of sutures; simple, mattress & subcuticular 
Laceration repair; suture and gluing 
Excision of dermal lesions, e.g. papilloma, nevus, or cyst 
Release subungual hematoma 
Drainage acute paronychia 
Partial toenail removal 
Wedge excision for ingrown toenail 
Removal of foreign body, e.g., fish hook, splinter, or glass 
Pare skin callus
Skin biopsy; shave, punch, and excisional
Cryotherapy of skin lesions
Skin scraping for fungus determination 
Use of Wood’s lamp   
	Musculoskeletal Procedures
Splinting of injured extremities 
Application of sling—upper extremity Reduction of dislocated finger 
Reduce dislocated radial head (pulled elbow) 
Reduce dislocated shoulder   
Aspiration and injection: knee & shoulder joint 
Injection of lateral epicondyle (tennis elbow) 
Aspiration and injection of bursae, e.g., patellar, subacromial
Application of casts: forearm, scaphoid, below knee 
Application of ulnar gutter splint

	Local Anesthetic Procedures
Infiltration of local anesthetic 
Digital block in finger or toe
	Gastrointestinal Procedures
Nasogastric tube insertion: adult & child 
Incise and drain thrombosed external hemorrhoid
Fecal occult blood testing


	Eye Procedures 
Removal of corneal or conjunctival foreign body 
Application of eye patch
Instillation of fluorescein 
Slit lamp examination

	Nose Procedures
Removal of foreign body 
Anterior nasal packing


	Ear Procedures
Removal of cerumen 
Removal of foreign body
	Genitourinary and Women’s Health Procedures 
Placement of transurethral catheter
VIA (Visual Inspection with Ascetic acid)
Insertion of intrauterine device 
Endometrial aspiration biopsy
Cryotherapy or chemical therapy genital warts
Pap smear   


	Resuscitation Procedures
Oral airway insertion 
Bag-and-mask ventilation 
Cardiac defibrillation

	Injections and Cannulations
Injections: Intramuscular, subcutaneous intradermal  
Venipuncture 
Peripheral intravenous line: adult & child




NB: Procedures in italics are considered within the scope of practice of a Family Physician in Guyana, however, the resources are not currently widely available.  The have been included in this list to pursue once the resources become widely available.
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As Family Medicine is a community-based discipline, the aim of the program is to conduct as much of the training as possible in the community setting, while still providing a comprehensive training experience.  Residents will gain their clinical experience while stationed in a community health centre, being the primary care provider for the population served by these facilities.  They will learn to provide holistic care in the context they practice, with gradually increasing competency requirements.  
Teaching will occur through a variety of modalities
· Regular visits to clinical setting by medical educator/ clinical preceptor
· Weekly group tutorials for case discussion & teaching- these may occur via internet conferencing 
· Remotely join University of Ottawa, Family Medicine Monthly Academic days
· Quarterly weekend workshops for procedural skills & lectures by specialists or visiting faculty
· Specialty clinic rotations: mandatory and elective, to cover locally relevant, outpatient specific, specialty medical care
· Instead of rotations in other specialty areas, residents will learn from following their patients through inpatient episodes, visiting them in hospital and direct discussion with the admitting Consultant/ Staff specialist regarding their inpatient management and outpatient follow-up care.
· Supervised scholarly activities
Clinic site visits
Supervision will occur via regular visits from a medical educator.  These half-day visits will decrease in frequency as the resident progresses through their training, becoming increasingly competent and independent.  The visit will be weekly in the first 6 months, progressively decreasing to quarterly in the third year.
The purpose of these visits will be to 
· observe & teach clinical & communication skills
· observe & teach procedural skills
· observe & advise on medical record keeping and other professional requirements
· chart review of other patient encounters and management plans
· provide individual opportunity for resident- educator case discussion
Group tutorials
Weekly group tutorials via internet conferencing facilities will involve all the residents in each year group and a family medicine educator.  It will be a platform to deliver some structured teaching as well as an opportunity for the residents to present cases and discuss management issues and options with their peers.  The residents will also take turns at providing the teaching, under the supervision of the medical educator and inviting specialists to attend if relevant and available.  As internet facilities are not available at all health centres, residents will congregate in hubs, where internet facilities are ensured.  Each hub will take turns hosting the tutorial.  The host site will be where the medical educator is and this can coincide with clinical site visits.
Monthly teleconference teaching with Ottawa
Once a month, the University of Ottawa holds Resident teaching days, with a variety of speakers covering the core topics of the Canadian curriculum.  These seminars will be broadcast on line to Guyana and watched live with a faculty member onsite.  Ideally there will be the possibility to interact and ask the presenters questions directly but if not, the onsite faculty can answer, forward questions to Canada for later review as well as provide a local context.
Annex A: Academic Day teaching schedule
Workshops
Weekend workshops, held quarterly, will be used to teach procedures and specialty areas such as sports medicine, fracture management, removal of skin lesions & suture skills etc.  The aim is to teach as much of the specialty area curriculum as possible in these workshops, removing the need for residents to have prolonged hospital attachments that keep them away from their communities.  Courses such as ACLS, ALARM (Canadian emergency obstetric course), VIA and Trauma team training will also be a requirement of the program and will be attended as they occur.  These workshops will also provide opportunity for the residents to meet together in person to share experiences and discuss relevant needs and issues.
Hospital based experience
Emergency- Family physicians need to be competent in recognising and managing emergency cases and stabilising and arranging transfer of those who require care beyond the resources of their facility.  During their first year the residents will be required to do shifts in an emergency department, under the supervision of the Emergency Medicine residency’s faculty and senior residents. In their second year their emergency shifts may be in a regional hospital closer to their health centre or at their health centre if after hours services become available
Outpatient clinics- Mandatory exposure to specialty outpatient clinics including general medicine, surgical, obstetrics & gynaecology, ENT, ophthalmology, HIV, TB and malaria.  In their second and third year, residents will identify their own learning needs and arrange intermittent exposure to the relevant clinics.
Scholarship
Throughout the three years, resident will have a continuing theme of scholarship throughout the program. 
Case of the week/ practice based learning
At each academic ½ day, one resident will be responsible for presenting an interesting case of the week, having completed the appropriate literature and evidence review around the case to present to fellow students. 
Journal clubs
A bi-monthly journal club will be held, to review new family practice literature and practice critical appraisal and evidence based medicine skills. This will be a resident driven activity, and will be supervised by staff in Guyana or remotely in Ottawa. 
Clinical Audits and Quality Improvement
They will conduct clinical audits and quality improvement projects within the clinics. It is anticipated that these quality improvements will be rolled out into all of the health centres as the program expands. 
Evidenced Based Treatment Guidelines 
Throughout the residency, residents will develop family practice specific evidenced based treatment guidelines, which can also be rolled out to health centres throughout Guyana. These will be based on ongoing scholarship through journal club, lectures and independent study. 
Research Project 
Residents will work on a research project over their 3 years, involving a community based primary care intervention.  They will work with their program director to develop and execute and research plan, with support from the Bruyère Research Institute CT Lamont Centre. Their clinical question will be developed in the first 6 months of their residency, and completed before the end of year 3. 
Community needs assessments
Residents will conduct community needs assessments, and develop a health response to meet these needs. 
Community health promotion program
Residents will be responsible for identifying a community health need (through their community needs assessments or clinical audit) and develop and evidence based community intervention. 
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	Semester
	Clinical Sites/Experience
	Teaching and Supervision
	Research

	1
	Orientation Weeks
Health Centre and Emergency shifts at the Georgetown Public Hospital
	Orientation Weeks
Weekly residency teaching
Weekly supervisory visit
	Research workshop
Health Centre audit

	2
	Health Centre and Emergency shifts at the Georgetown Public Hospital
	Weekly residency teaching
Weekly supervisory visit
	Community needs assessment

	3
	Health Centre and after hours call (Health Centre or Regional Hospital)
	Weekly residency teaching
Twice monthly supervisory visits
	Intervention

	4
	Health Centre and after hours call (Health Centre or Regional Hospital)
2-4 week clinical attachment in Ottawa
	Weekly residency teaching
Twice monthly supervisory visits
	Write-up

	5
	Regional/remote rotation
Health Centre and teaching
	Remote: weekly teleconference, 2 onsite visits
	Needs assessment +/- intervention in regional area

	6
	Regional/remote rotation
Health Centre and teaching
	Teaching: weekly observation, Clinical: monthly supervisory visit
	Write-up
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Academic Profile for 3 year Family Medicine Residency
MMed (Family Medicine)
University of Guyana / Georgetown Public Hospital Corporation

	
	Credits assigned
	Evaluation tools

	1st year 
	
	

	Semester 1: Family Medicine 101 
	
	

	Family Medicine Clinical
	12
	Combined review of field notes, ITERs & structured progress review.

	Outpatient Clinics
	4
	Field notes

	Academics
	8
	Combined scores from weekly quiz, exams, presentations & research tasks 

	Semester 1 total credits
	24
	

	Semester 2: Family Medicine 102
	
	

	Family Medicine Clinical
	10
	Combined review of field notes, ITERs & structured progress review.

	uOttawa supervised attachment
	2
	Field notes & clinical attachment review

	Outpatient Clinics
	4
	Field notes & clinical attachment review

	Academics
	8
	Combined scores from weekly quiz, exams, presentations & research tasks 

	Semester 2 total credits
	24
	

	2nd year
	
	

	Semester 3: Family Medicine 201
	
	

	Family Medicine Clinical
	12
	Combined review of field notes, ITERs & structured progress review.

	Outpatient Clinics
	4
	Field notes & clinical attachment review

	Academics
	8
	Combined scores from weekly quiz, exams, presentations & research tasks 

	Semester 3 total credits
	24
	

	Semester 4: Family Medicine 202
	
	

	Family Medicine Clinical
	12
	Combined review of field notes, ITERs & structured progress review.

	Outpatient Clinics
	4
	Field notes & clinical attachment review

	Academics
	8
	Combined scores from weekly quiz, exams, presentations & research tasks 

	Semester 4 total credits
	24
	

	3rd  year
	
	

	Semester 5: Family Medicine 301
	
	

	Regional Family Medicine placement
	24
	Combined review of field notes, ITERs & structured progress review.

	Semester 5 total credits
	24
	

	Semester 6: Family Medicine 302
	
	

	Family Medicine Clinical
	12
	Combined review of field notes, ITERs & structured progress review.

	Outpatient Clinics
	2
	Field notes

	Academics
	10
	Combined scores from weekly quiz, exams, presentations & research tasks 

	Semester 4 total credits
	24
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The aim of assessment is to ensure the resident is gaining the skills required to be competent Family Physician.  Competency must be met in each of the 5 objective areas.  Hence, each area must be assessed.
Skilled clinicians  
The resident’s academic knowledge & more importantly the clinical application of this, will be assessed throughout the program.  Informal assessment will occur at each educator visit, including written & verbal feedback, with a formative assessment every 6 months.  There will be a weekly quiz at each tutorial, covering the topic of the previous week.  A written & clinical examination will occur at the end of each year. Procedural skills will be recorded in a procedural logbook.
Adept at communication & patient centred care
Communication skills & the resident’s ability to integrate a patient’s needs with their values & circumstances and negotiate a management plan, will be informally & formally assessed at the medical educator visits.  These skills will also be formally assessed at the annual clinical exam.  Formal feedback from patients will also contribute to these assessments.
Community based member of the health care team
Through case studies in written examinations and real life scenarios presenting at each educator’s visit, the resident’s ability to identify & utilise the resources in their community (including other health professionals & specialty services) to provide the best care their setting allows, will be assessed.   Assessments will include formal feedback from patients, other health care providers at the clinic & allied health & specialists the resident refers to.
Public health, health promotion & disease prevention
The resident’s understanding of the principles of public health will be assessed in the annual examinations.  Their ability to apply these will be observed at each educator visit & examined at the formative onsite assessment.  Throughout the program the resident, will be required to undertake community needs assessments & with other members of their clinic & community plan & undertake health promotion projects.
Evidenced based medicine, continuing medical education, professional development & research
The resident’s ability to practice EBM skills to analyse and clinically apply evidence will be assessed through presentations they give at journal clubs & weekly tutorials. They will also complete a biannual practice audit & annual primary care research project.

Residents will be exposed to each type of assessment prior to the summative occasion.  Feedback will be provided at each educator visit as well as formative & summative assessments.  Standardised forms will be used for all clinical assessments to ensure consistency in evaluation
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The evaluations of resident physicians will occur through the program using Field Notes, Mid Rotation Evaluations, In-Training Evaluation Reports (ITERS), and Structured Progress Reviews (SPRs).  These evaluation tools have all been adapted from those created by the University of Ottawa Department of Family Medicine for their post graduate program. We acknowledge and are grateful for their contribution.  They have been adapted to reflect differences in curriculum emphasis and program delivery.
Field Notes 
Field notes will be the evaluation tool that is used on a regular basis.  Field notes are co-created by the supervisor and resident during clinical teaching and form a record of residents’ progress towards becoming competent family physicians, as well as supervisor feedback. FieldNotes can be initiated by either the resident or supervisor, and each time a resident is observed by a faculty member. They can be collated by a faculty or the program director to complete the Mid Rotation Evaluation, ITER, or SPR.   Appendix B: Examples of a field notes. 
In-Training Evaluation Reports (ITERS) are the evaluation tool that will be used at the end of a concentrated rotation by supervising staff, or every 3 months by one of the program directors (whichever occurs first).  Appendix C: ITERS 
Peer Evaluations Peers in the program will have the opportunity to evaluate their colleagues after each teaching session the resident provides to the group. 
Appendix D: Peer Evaluation 
The Structured Progress Reviews (SPRS) will occur every 6 months for each resident by the program director. This is an opportunity to review the collated Field Notes, Mid Term Evaluations, and ITERs, competence and bench marks obtained, research, and set learning objectives for the upcoming 6 months. Appendix E: SPRS
Faculty Evaluation 
Guyanese family residents will complete a short faculty evaluation and teaching evaluation after each formal lecture. They will also complete a long form evaluate their faculty after working with the faculty for 1 week or more.  These evaluations will be confidential collated so feedback cannot be linked back to an individual. 
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Residents will progress year to year through the program by meeting the competencies for each year. Appendix F: benchmarks document.  Progress will be continually reviewed through the ITERS and SPRs, therefore residents will always be aware of their progress in the program. 
Residents in difficulty, or not progressing by meeting their bench marks will be placed on a learning plan.  If the Family Medicine Education Committee deems it necessary, the resident will be entered into formal remediation.  If the resident has a grievance regarding an evaluation, this will be taken up with the Family Medicine Education Committee, as well as the GPHC Post Graduate Education Committee.  The University of Ottawa Post Graduate Medical Education Committee may also be consulted as a resource. 
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Remediation and Probation
Institute of Health Science Education
COMMON RESIDENCY GUIDELINES
Preamble
Each residency program has a set of core competencies appropriate for their specialty. Both academic and professional performance should be evaluated.
The Post Graduate Education Committee (PGEC) sets forth a framework to address failures to meet the standards set by each residency. It should be noted that the goal of PGEC is to support the residencies and their residents to successfully complete their respective programs. All warnings and probations are intended to be accompanied by steps needed to remediate any deficiency giving the resident a pathway to success. 
Warnings
A warning is the first written document detailing the failure of a resident to meet one of the core competencies. It is intended as a document internal to a program that gives a resident an early opportunity to remedy a weakness. Examples of grounds for a warning include but are not limited to: 
1.  Failure to report for a clinical shift.
2.  Failure to present for clinical duties on any off-service rotation.
3.  Repeated tardiness for either clinical or educational activities.
4. Behavior that reflects an inability to work professionally with patients, staff, peers or supervising personnel.
5.  Violation of the moonlighting policy
6.  Below average grades or evaluations with no effort for improvement
If the resident fails to address the issues of the warning, the resident will be considered for academic probation or dismissal.
Academic Probation
If the resident fails to complete any portion of the plan formulated in the warning letter, academic probation will result. However, certain egregious violations can lead to immediate probation or even dismissal. Examples include but are not limited to:
1.  Insubordination to attending staff in the clinical areas
2.  Gross violations of the moonlighting policy
3.  False statements to a supervisor
After consultation with the faculty from the program and the head of the Institute of Health Science Education (IHSE), the final decision rests with the Program Director. A written letter detailing the grounds for probation as well as the requirements to lift the warning will be delivered to the resident and a copy kept at IHSE.
Options After Failure of Probation
If a resident fails to meet the requirements of his or her probation, the residency, in consultation with IHSE can consider a leave of absence or prolongation of the duration of the residency. Other options can be created on a case by case basis but should be done in consultation with the head of IHSE. A PGEC meeting can be called as needed.
Dismissal From A Residency Program
This is the last step in the disciplinary process and is taken only as a last resort when a resident has failed to satisfy the requirements of a probation letter and it is felt that the resident will not be able to remedy his or her issues with the above options.  The Program Director presents the case to the Program’s Education Committee and the recommendation for dismissal is taken and communicated to the Resident.  The resident will then have a minimum of 7 days to appeal the decision in writing. After that time an emergency PGEC meeting must be called to review the decision to dismiss and the merits of the appeal. The PGEC’s decision will be final and will only pertain to a dismissal from a residency training program, and not to any service employment. 
Due Process and Appeals
Before any of the above actions are taken, the resident will have the opportunity to present any mitigating circumstances to the residency office or PGEC as appropriate. If the resident presents a reasonable explanation for the apparent violation, no action will be taken. At any step, the resident may appeal to the head of IHSE. In the case of a disagreement between the head of IHSE and the residency director, a PGEC meeting will be called to resolve the differences. The Program Director will make the final decision within the department for matters relating to warnings and probation.
IMMEDIATE DISMISSAL will be considered in any case where:
1)	A resident has falsified medical records.
2) A resident has acted in a grossly unprofessional manner including, but not limited to, physical violence, abuse of a patient, or other unacceptable behavior involving either patients or staff.
Licensure
Residents are expected to maintain good standing with the Medical Council of Guyana. Any changes to your license must be reported to the residency director and IHSE immediately.
Policy on Moonlighting
Moonlighting is paid overtime, above the residents’ set schedule, chosen by the resident.  This includes any additional work at GPHC (in any department) or at a private clinic or institution.  Moonlighting during residency is a privilege. No moonlighting is allowed outside of GPHC during year 1 of a residency. The following limitations apply:
1. Residents must be in good standing in the residency to be granted permission to moonlight
2. Overtime does not excuse a resident from either clinical & academic duties
3. Overtime does not impact the resident's clinical or academic performance
4. Infringements to this policy, outside the approval of the residency director & IHSE, may lead to disciplinary action. 

If there are any deficiencies in the resident’s work, overtime privileges will be withdrawn.
Individual Residency programs are encouraged to develop specific Moonlighting directions regarding hours worked etc.
Moonlighting privileges outside of GPHC will be considered on a case by case basis. 
Vacation & Leave Policy
Each residency program will have particular requirements according to their departments needs but in general will reflect the policy of the GPHC Post Graduate Education Committee. Individual program requirements will be outlined in their program manuals which will be presented to the residents during their orientation.
Vacation leave allowances during residency training are as follows:
 - 2 weeks vacation per year throughout the period of training
[bookmark: _Toc404767287]Conference leave is considered separate to Vacation leave.  Residents are encouraged to attend 1 international conference during their residency and are entitled to 5 days conference leave in the duration of the residency in addition to their vacation.  Residents who are presenting at a conference should be allowed additional leave to attend. This leave will be at the discretion of the Residency Director, in discussion with the Director of the IHSE.
[bookmark: _Toc404767288]Maternity leave will be granted up to 3 months. Residents should notify their program director as soon as possible to arrange sufficient coverage.
All leave must be approved by the Program Director & Head of Department.
[bookmark: _Toc404767289]Sick leave
Residents are trained to be the future leaders of their specialties, and as such are expected to demonstrate resilience and self-sacrifice in the pursuit of their degree. While unexpected illnesses and accidents happen, every effort should be made to report to a shift/call. Repeated absences or unexcused absences fall under a failure of professionalism and can lead to disciplinary action. Extra-ordinary circumstances such as a prolonged illness should be discussed with the program director urgently to elaborate a solution.
[bookmark: _Toc404767290]Maximum Leave to be Taken During Residency
Two weeks per year over and above vacation leave OR 1 month leave throughout the residency program over and above vacation leave, may require delay in promotion to the following year or prolongation of the residency program.  These decisions and arrangements will be made by the Program Director. 
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[bookmark: _Toc477772882][bookmark: _Toc477773039]Meaghan McLaren MD CCFP MPH Assistant Professor of Family Medicine uOttawa 
Dr. Meaghan McLaren graduated from McMaster University Medicine in 2003,  completing  family medicine residency postgraduate training at the University of Ottawa in 2005.  After locuming in remote and underserved communities in Canada’s north for a year, she enrolled in the inaugural HIV Primary Care fellowship supported by the Ontario HIV Treatment Network Residency in HIV Care award. She opened two new HIV primary care practices – one in an academic family health team, the other in a homeless shelter serving homeless and street involved people living with HIV, joining the University of Ottawa Department of Family Medicine as an assistant professor in 2007 and is the Director of Global Health for the Department.  She has also completed a Masters in Public Health at Johns Hopkins University.  Her research interests lie in health inequities, public health, HIV primary care, and how to best teach the social determinant of health in medical education. 
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MSc(Int Prim Care), Associate Professor, Dept. of Family Medicine, uOttawa
Dr. David Ponka is a family physician in Ottawa and on faculty at the University there since 2004. Besides his interest in clinical practice and teaching, he is also involved in public health initiatives at the provincial level, and international initiatives looking to strengthen the impact of family medicine. He has published several series on basic bedside skills and forgotten procedures in primary care.
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[bookmark: _Toc477772884][bookmark: _Toc477773041]Ruth Derkenne, BMed FRACGP AdvDRANZCOG DTMH MPH 
Born and raised in Australia, Dr Ruth Derkenne, is a Family physician with additional training in Obstetrics & Gynecology, Tropical Medicine & Public Health.  Her career interests include cross cultural medicine, underserved populations, health promotion, medical education and capacity building.  Her postgraduate training and subsequent practice were in remote indigenous communities of Northern Australia providing primary care as well as inpatient emergency, pediatric and procedural obstetric care.  Dr Derkenne moved to Guyana in 2010 and since this time has been involved in education of students, doctors, nurses, midwives and allied health in many aspects of Women’s health including Emergency Obstetric care, Cervical Cancer screening, Family planning and Prevention of Mother to Child Transmission. Since mid 2012 she has been the Assistant Director of the ObGyn Residency Program where she has continued to teach and facilitate system strengthening.  She is very eager to do the same in the area of Family Medicine and primary care for Guyana.
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Graduated with highest distinction "summa cum laude" in General Medicine at Medical University Innsbruck, Austria 2005. Experience in both experimental (transplant surgery) and clinical research (neonatology). Residency in Austria, Belgium and the Philippines. Licensure in General and Family medicine 01.06.2012. Special interest within the field of Family medicine: pediatrics, neurology. Has been living in Guyana since June 2013 accompanying her husband who is a foreign government official. Mother of four children (born 2008, 2010, 2012, 2013) 
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III.  EVALUATION OF SESSION BY A RESIDENT: TEACHING SESSION EVALUATION
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IV.  RESIDENT CONFIDENCE SURVEY : SAMPLE
still to be adapted for Guyana  7.12.14
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What two aspects of this presentation did you like the most?
1.

What two aspects of this presentation would you suggest be changed in the future?
1.

2.

Overall how would you rate this session?

Needs Work Fair Good Very Good Excellent

Do you have any suggestions for future topics?

2 S:\DFM\Global Health\3.5 Guyana\Setting up in Guyana& Curriculum\Evaluations\Evaluation of session FINAL .docx
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Learning plan

This is a learning plan for Dr

program

The proposed period of the learning plan is scheduled to begin

,aPGY

until

in the University of Guyana Family Medicine Residency training

The sources of information used to create this plan have been documented in the “Learning Plan” along with the trainee’s strengths
and areas for improvement. Complete the table below linking a specified area for improvement (learning issue) with a learning
objective. Document the method by which the trainee will achieve the objective (the learning strategy) and state the assessment
methods, frequency, timing and expectations that will be used to evaluate whether the resident has achieved the objectives (the

expected outcome). The learning strategy and expected outcomes should be SMART (example provided in italics)

Specific — are there specific steps and plans on how to accomplish each step?
Measurable — are there measureable outcomes?

Accountable — is the plan linked to the issues that were identified?

Realistic — is it realistic for the resident and program to carry out this plan ?
Timeline — does the plan outline a timeline?

Identified learning issue

(list specific performance issue,

include CanMEDs role and/or
personal issue)

Learning objective

Learning Strategies

(include Strategy, Frequency,
Individual responsible)

Outcome Expected
(State planned assessment
method(s), frequency, timing
and performance standard to
be used to evaluate outcome)

Outcome Achieved

Completion of Dictations
(Communicator/Manager)

To complete dictations for
all patients seen in clinic
and on the ward in a
timely manner.

Dr. XX should expect to
spend time after a clinic
completing dictations.
All faculty members will
keep track of patients
seen by Dr.XX and
whether or not a
dictation has been
completed.

Dictations must be
completed within 48
hours of the patient
encounter/discharge.

1t is expected that this
objective be met at the
beginning of the
remediation period and
continue to be met
throughout.

Dictations were
consistently
completed within 48
hours of the patient
encounter/discharge










Learning plan 

 

This is a learning plan for Dr __________________, a PGY ____ in the University of Guyana Family Medicine Residency training 

program 

 

The proposed period of the learning plan is scheduled to begin __________________________ until _________________________.  

 

The sources of information used to create this plan have been documented in the “

Learning Plan

” along with the trainee’s strengths 

and areas for improvement. Complete the table below linking a specified area for improvement (learning issue) with a learning 

objective. Document the method by which the trainee will achieve the objective (the learning strategy) and state the assessment 

methods, frequency, timing and expectations that will be used to evaluate whether the resident has achieved the objectives (the 

expected outcome). The learning strategy and expected outcomes should be SMART 

(example provided in italics)

 

Specific – are there specific steps and plans on how to accomplish each step?

   

Measurable – are there measureable outcomes?

   

   

Accountable – is the plan linked to the issues that were identified?

     

Realistic – is it realistic for the resident and program to carry out this plan?  

 

Timeline – does the plan outline a timeline?

      : 

 

Identified learning issue 

(list specific performance issue, 

include CanMEDs role and/or 

personal issue)

 

Learning objective  Learning Strategies 

(include Strategy, Frequency, 

Individual responsible) 

Outcome Expected 

(State planned  assessment 

method(s), frequency, timing 

and performance standard to 

be used to evaluate outcome)

 

Outcome Achieved 

Completion of Dictations 

(Communicator/Manager) 

To complete dictations for 

all patients seen in clinic 

and on the ward in a 

timely manner. 

Dr. XX should expect to 

spend time after a clinic 

completing dictations. 

All faculty members will 

keep track of patients 

seen by Dr.XX and 

whether or not a 

dictation has been 

completed.  

Dictations must be 

completed within 48 

hours of the patient 

encounter/discharge. 

It is expected that this 

objective be met at the 

beginning of the 

remediation period and 

continue to be met 

throughout.   

Dictations were 

consistently 

completed within 48 

hours of the patient 

encounter/discharge 
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F I E L D N o I E Adaptedfrom the University of Ottawa Postgraduate working group Evaluation working group.

Daily Resident Feedback

j - PEY: 10 2073 - O Consultant
Res!dent 0 200 Date: [ Resident / Registrar
Settmg: [ Health Center ) i 0 Nurse / MedEX
Other: Supervisor: O Other
. N . I - 7 8 v 1.b. Curriculum Domain &/or Priority
1.a. Description of on (or more) educational interaction: patient(s) (i.e age, gender, problem, but NO patient name) and setting: topic/Ethics/EBM:
[ Maternity/Newborn Care
[ Care of Children/Adolescents
[1 Care of Adults
[ Care of the Elderly
[ End of Life Care
[ Procedural skills
[ Behavioural Medicine/Mental Health
O Ethics
[ Evidence-based Medicine (EBM)
[ 99 Pricrity Topics
2. Type of Observation: Discussion only (not observed). [] Direct observation: [] Complete examination observed: [] [ Other topic:
3.a. Resident/supervisor comments CanMEDS-FM Skills Dimension (if applicable)
What has been done well [ Communicator [ Clinical Reasoning Skills
[ Collaborator [ Communication Skills
[J FM Expert [ Patient-Centred Approach
[ Health Advocate [ Professionalism
[ Manager [J Procedure Skills
[ Professional [ Selectivity
[ Scholar
What could be done differently (feaching moment): - . i
[ Communicator [ Clinical Reasoning Skills
[ Collaborator [J Communication Skills
[ FM Expert [ Patient-Centred Approach
[ Health Advocate O Professionalism
[1 Manager [ Procedure Skills
[ Professional [ Selectivity
[ Scholar
% 4. Performance Today: a) Overall status: [1 Novice/Early [ Moderately competent [ Fully competent
b) Relative to level of training:  [] Below [ At [] Above
5. Suggest a plan for resident's next steps (foward attainment of competencies):
6. Sign-off:
[ Flagged / Mentor to review
[ Supervisor signature: [ Resident signature:
*PerformanceToday Descriptions K K K
NovicelEarly: ecrly stage of learning Supervisors: Please give the signed forms Som® Dra Uy or v, uOttawa
Moderately competent: clinical approach demonstrates clinical depth, adaptability and flexibility di rectly o your unit program coordinator. D‘P""‘“":‘M";ﬂ:‘"“"’"""‘
Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident
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Adapted from the University of Ottawa Postgraduate working group Evaluation working group.

MATERNITY & NEWBORN FIELD NOTE

Resident: POY: 1 200307 Date:
Setting: O Health Center -
Other: Supervisor:

O Consultant

O Resident/ Registrar
O Nurse / MedEX

1 Other:

1. Specific Maternity & Newhorn Competencies *See over page for details

*Doing this well implies doing it correctly and appropriately at the level of a Not | Doesnot |Isstarting | Does

A . I o ; Not | Doesnot |Isstarting | Does
' ' git tly : \ applicabler | do o hie el Doing t'hls well lmplles domg it §orregtly and appropnate{y at the leyel ofa applicable/ [N o do this well*
graduating PGY?2 in the subjective opinion of the evaluating supervisor/preceptor observed | this well* | this well* graduating PGY?2 in the subjective opinion of the evaluating supervisor/preceptor | observed | this well* | this well*

1.Provide pre-conception counselling

5. Detect and manage early pregnancy complications

2. Confirm and date pregnancies

6. Provide comprehensive prenatal care for low risk female patients

3. Perform early pregnancy counselling

ANTENATAL

7. Detect / manage late pregnancy complications

4. Complete antenatal record and stratify pregnancy risk 8. Family Planning

2. Type of Observation: Discussion only (telephone or face to face): [] Direct observation: [] Complete procedure observed: []

Complete delivery performed: []

3.a. Resident/supervisor comments

CanMEDS-FM

Skills Dimension (if applicable)

What has been done well:

[ Communicator
[ Collaborator

] FM Expert

[ Health Advocate
] Manager

] Professional

[ Scholar

[ Clinical Reasoning Skills
O Communication Skills

[] Patient-Centred Approach
[ Professionalism

[ Procedure Skills

O Selectivity

What could be done differently (feaching moment):

[J Communicator
[] Collaborator

O FM Expert

[ Health Advocate
] Manager

[ Professional

[] Scholar

[ Clinical Reasoning Skills
[J Communication Skills

[ Patient-Centred Approach
[ Professionalism

O Procedure Skills

[ Selectivity

% 4. Performance Today: a) Overall status: [J Novice/Early ] Moderately competent [ Fully competent

b) Relative to level of training:  [] Below O At [J Above

5. Suggest a plan for resident's next steps (foward attainment of competencies).

6. Sign-off:

[J Supervisor signature:

[J Resident signature:

[ Flagged / Mentor to review

Supervisors: Please give the signed forms
directly to your unit program coordinator.

A

Copyright © 2013 University of Ottawa,

Department of Family Medicine

uOttawa

Département de médecine familiale
Department of Family Medicine
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Table 1
Comparison of the Four Principles and CanMEDS-FM Roles

Four Principles of Family Medicine”

CanMEDS-FM Roles'™

“The family physician is a skilled clinician.

Family medicine is community-based.

“The family physician is a resource 0.3
defined practice population.

(foundation concepts) (Gt eaen)
‘The doctor- patient relationship i central 0 | 2. Communicator
the role of the family physician. 3. Collaborator

Professional
Family Medicine Expert
Communicator

Scholar

Collaborztor

1
2

3

3

4 Manager

5. Health Advocate
3

h

.

I3

Collaborztor

Manager
Health Advocate
Scholar

Several other modifications have been made t the CanVEDS 2005 Roles in the development of
CanMEDS-FM. These are outlined in “Modfications o the CanMEDS 2005 Roles” in this

section of the eport and in Appendix 4.
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PALLIATIVE CARE FIELD NOTE

Resident:. PGY: 100 20030

Setting: O Health Center
Other:

1. Specific Palliative Care Core Competencies *See over page for details

*Doing this well implies doing it correctly and appropriately at the level of a app,’;g,,,e/
graduating PGY?2 in the subjective opinion of the evaluating supervisor/preceptor observed

Adapted from the University of Ottawa Postgraduate working group Evaluation working group.

O Consultant

Date: O Resident / Registrar
. . O Nurse / MedEX
Supervisor: [ Other: oo

Does not | Is starting | Does . | "Doing this well implies doing it correctly and appropriately at the level of a
thisd:ve o thi'g gv‘; o thiswell* | o oduating PGY?2 in the subjective opinion of the evaluating supervisor/preceptor

Not Does not | Is starting Does
applicable/ |  do to do this well*
observed | snis well* | this well*

1. Identify patients who might benefit from a palliative approach and initiate this
early in the disease trajectory

6. Assess and manage pain by multiple modalities and delivery systems

7. Assess and manage common non-pain symptoms in the last year of life

2. Break bad news and discuss prognosis

8. Provide end of life care to patients in community (clinics, home, hospice,

3. Discuss the patient’s goals of care, and needs (physical, spiritual, emotional
and psychosocial)

long-term care) and in-patient settings.

9. Recognize ethical challenges and demonstrate the use of ethical

4. Communicate with patient, families and care team about palliative and EOL care

frameworks for decision making in palliative care.

5. Assess function and symptoms using palliative care tools (e.g., ESAS, PPS)

10. Use appropriate palliative care billing codes

2. Type of Observation: Discussion only (not observed): []

Direct Observation: []

Complete examination observed: []

3.a. Resident/supervisor comments

CanMEDS-FM

Skills Dimension (if applicable)

What has been done well:

O Communicator
O Collaborator

[ FM Expert

[ Health Advocate
[ Manager

] Professional

[J scholar

[ Clinical Reasoning Skills
O Communication Skills

O Patient-Centred Approach
[ Professionalism

O Procedure Skills

[ Selectivity

What could be done differently (feaching moment):

[J Communicator
] Collaborator

O FM Expert

[ Health Advocate
O Manager

] Professional

[ Scholar

[ Clinical Reasoning Skills
[0 Communication Skills

[ Patient-Centred Approach
O Professionalism

O Procedure Skills

O selectivity

% 4. Performance today: a) Overall status: [ Novice/Early

[ Moderately competent [ Fully competent

b) Relative to level of training:  [J Below

O At [ Above

5. Suggest a plan for resident’s next steps (foward aftainment of competencies):

6. Sign-off:

[ Supervisor signature:

[J Resident signature:

[ Flagged / Mentor to review

*PerformanceToday Descriptions
Novice/Early: early stage of learning
Moderately competent: clinical approach demonstrates clinical depth, adaptability and flexibility
Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident

Supervisors: Please give the signed forms
directly to your unit program coordinator.

A

Copyright © 2013 University of Ottawa,
Department of Family Medicine

uOttawa

Département de médecine familiale
Department of Family Medicine
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PROCEDURAL SKILLS FIELD NOTE

Adapted from the University of Ottawa Postgraduate working group Evaluation working group.

i . PGY: 1 211 3 . O Consultant
ReSI.dent ' 0 <00 Date: O Resident / Registrar
Setting: O Health Center ] ] 1 Nurse / MedEX
Other: Superwsor. ) O Other:
1. Specific Procedural Skills Competencies *See over page for details
*Doing this well implies doing it correctly and appropriately at the level of a appll;lc‘gble / & ozz""t = tsotac;'toing thg 0:,:”* *Doing this well implies doing it correctly and appropriately at the level of a appI’;I:atble / & ozznot e tsotan"g thg 0:,:”*
graduating PGY?2 in the subjective opinion of the evaluating supervisor/preceptor | observed | this well* | this well* graduating PGY? in the subjective opinion of the evaluating supervisor/preceptor observed | thiswell* | this well*
§ 1. Discussed procedure choice and obtains informed consent 11. Uses proper technique (Specify procedure; see list over):
E @ 2. Recognizes personal limitations
QO: w
o 3. Seeks support and advice appropriately x
Q
4. Adapts procedures to the specific patient g
5. Describes the technical approach to be used n
w 6. Describes potential complications
D
E @ 7. Prepares for the procedure
b § 8. Ensures personal and patient safety § 12. Dispenses post-procedure advice and plans
[
9. Monitors and communicates with the patient ‘§ % 13. Documents properly
10. Responds to the unexpected S
2. Type of Observation: Discussion only (not observed): [] Direct Observation: [] Complete examination observed: []
3.a. Resident/supervisor comments CanMEDS-FM Skills Dimension (if applicable)
What has been done well: 0] Communicator | [ Clinical Reasoning Skills
O Collaborator O Communication Skills
[1 FM Expert [ Patient-Centred Approach
[] Health Advocate O Professionalism
| Manager O Procedure Skills
O Professional O Selectivity
[ scholar
What could be done differently (feaching moment): ;
E gg[ggggf;t” [ Clinical Reasoning Skills
] FM Expert [J Communication Skills
[ Health Advocate [ Patient-Centred Approach
] Manager O Professionalism
ge O Procedure Skills
[ Professional Selectivi
[] Scholar L Selectivity
%* 4. Performance today: a) Overall status: O Novice/Early O Moderately competent [ Fully competent
b) Relative to level of training:  [J Below O At [ Above
5. Suggest a plan for resident's next steps (foward attainment of competencies).
6. Sign-off:
Flagged / Mentor to review
[J Supervisor signature: [J Resident signature: [ Flagg

*PerformanceToday Descriptions
Novice/Early: early stage of learning

Moderately competent: clinical approach demonstrates clinical depth, adaptability and flexibility
Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident

directly to your unit program coordinator.

Q Supervisors: Please give the signed forms

Department of Family Medicine

Copyright © 2013 University of Ottawa, u Ottawa

Département de médecine familiale
Department of Family Medicine
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Wo M E N N S H E A LT H F I E L D N OT E Adapted from the University of Ottawa Postgraduate working group Fvaluation working group.

Resident:. P 1o 20380 Date: ggggisdﬂmr}tRe istrar
Setting: O Health Center . O Nurse / MedEg(
Other: Superwsor: . 1 Other:

1. Specific Women's Health Competencies *See over page for details

*Doing this well implies doing it corectly and appropriately at the level of a 2 ppll;lc‘gb o/ & i g ts;ac;g"g thg ovev: " *Doing this well implies doing it comectly and appropriately at the level of a a pI’;I:atbl of & ozznot e tsotan"g thg ovev: -
graduating PGY? in the subjective opinion of the evaluating supervisor/preceptor | observed | this well* | this well* graduating PGY?2 in the subjective opinion of the evaluating supervisorjpreceptor | observed | this well* | this weli*
1. Manage issues related to normal and abnormal vaginal bleeding 5. Address issues of breast health:
2. Assess & manage conditions affected by female hormones 6. Address pelvic organ prolapse and urinary incontinence
3. Address female sexuality and sexual health concerns 7. Address domestic violence, assault and abuse issues
4. Address vulvovaginal and other pelvic concerns 8. Demonstrate an understanding of the role of Women’s Health Specific
Procedures (Evaluate using Procedural skills):
2. Type of Observation: Discussion only (not observed): [] Direct Observation: [] Complete examination observed: []
3.a. Resident/supervisor comments CanMEDS-FM Skills Dimension (if applicable)
What has been done well: i
E 80[{‘@””';’”” [ Clinical Reasoning Skills
offaborator [J Communication Skills
J FM Expert [ Patient-Centred A h
[ Health Advocate 0O Pa |?n -~en I(e pproac
rofessionalism
O Manage_r [ Procedure Skills
[ Professional O] Selectivity
[ Scholar
What could be done differently (feaching moment): [J Communicator [ Clinical Reasoning Skills
E Collaborator O Communication Skills
FM Expert [0 Patient-Centred Approach
[J Health Advocate [ Professionalism
O Manager ] Procedure Skills
[ Professional [ Selectivity
[ Scholar
% 4. Performance today: a) Overall status: [ Novice/Early [J Moderately competent O Fully competent
b) Relative to level of training:  [] Below [ At ] Above
5. Suggest a plan for resident's next steps (foward attainment of competencies).
6. Sign-off:
Flagged / Mentor to review
[J Supervisor signature: [J Resident signature: [ Flagg

*PerformanceToday Descriptions
Novice/Early: early stage of learning
Moderately competent: clinical approach demonstrates clinical depth, adaptability and flexibility
Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident

Department of Family Medicine

Département de médecine familiale
Department of Family Medicine

Q Supervisors: Please give the signed forms Copyright © 2013 Universy of Otta, uOttawa

directly to your unit program coordinator.
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PGY1 Core Family Medicine ITER

Were the rotation objectives discussed with the resident?
Was learning plan used?

If the rotational objectives were not met please explain:
Number of days absent (provided by admin staff):

oyes ono
oyes ono

Number of Rotational Field notes/Direct Observations used to produce this report should be recorded in the Faculty of Medicine section at the

end of the form.

DEFINITIONS:

. PGY1 Benchmark: Residents are expected to have various degrees of these skills when they start the program. They are expected to have
consistently met these benchmarks by the end of the PGY1 period {which is 12 months minimum).

Not Observed
/Not
Applicable

off
trajectory for
this PGY1
benchmark
(action
required)

On  trajectory
for this PGY1
benchmark

(minimal or no
action required)

Attained this
PGY1
benchmark
(no action
required)

1. Interviewing & Communication Skills {incl. Patient Education, Supportive Counselling & Psychotherapy) (CanME|

Health Advocate)

DS-FM roles: Communicator,

a) Uses patient centered interviewing principles to obtain / demonstrate
understanding of the context of the “whole person” & find common ground in
management. (e.g. Feelings, Ideas, effect on Function, Expectations to understand both
the patient’s illness & illness experience; develops contextual appreciation of the
patient’s family, education, employment, finances, religion & supports.)

b) Demonstrates adaptable & flexible communication style to meet the needs of a
wide variety of patients (e.g. different ages & cultures, vulnerable or special needs
patients involving cognitive deficits, developmental or other disabilities.)

c) Demonstrates a well-developed approach to geriatric cognitive & functional
assessment (incl. performing Mini-Mental Status Examination & Montreal Cognitive
Assessment - MoCA).

d) Provides effective education counselling & guidance routinely for common
conditions & life cycle events in primary care {e.g. contraception, parenting advice,
diabetes, hypertension, menopause and grief reactions.)

e) Promotes patient health behaviour change opportunistically using interviewing /
counselling skills {e.g. smoking cessation counselling, cardiovascular risk factor
modification).

Comments, examples and references to field notes:

2. Problem Formulation & Synthesis, Knowledge-base & Prescribing skills (incl. use of Evidence-Based approach to manage clinical problems)

(CanMEDS-FM roles: FM Expert, Manager, Health Advocate, Scholar)

a) Recognizes & appropriately initiates management of common urgent / emergent
conditions (e.g. shortness of breath, chest pain, loss of consciousness, anaphylaxis).

b) Demonstrates comfort with diagnostic uncertainty inherent to family medicine,
such that clinical assessment is appropriately selective.

c) Recognizes limitations, seeking appropriate support & assistance.

d) Demonstrates appropriate clinical reasoning (e.g. providing clear & salient case
presentations (oral & written) with relevant supportable differential diagnoses, &
organized management strategy.)

ool gl o

ool gl o

ool gl o

oo d
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Not

Off trajectory

On trajectory

Attained this

Observed for this PGY1 | for this PGYl | PGYL
/Not benchmark benchmark benchmark
Applicable (action (minimal or no | (no  action
required) action required) | required)
e) Performs age / gender-specific periodic health exams including relevant screening /
A ) . O O O O
health promotion for uncomplicated patients.
f) Manages care of uncomplicated children, adolescents, adults & antepartum women
y DO ; o O O O O
with episodic and/or chronic conditions.
g) Demonstrates effective strategy to manage common clinical presentations -
specific conditions (e.g. CAD, DM, sinusitis, MSK injury) & undifferentiated symptoms ] ] ] ]
(e.g. fatigue, dizziness, cough, weight loss, abdominal pain & chest pain).
h) Prescribes appropriately for management of common conditions guided by
evidence-based resources to develop solid, principled understanding & rationale for ] ] ] ]
pharmacotherapy.
i) Accesses & evaluates medical literature, interpreting articles using principles of
. - O O O O
evidence-based medicine.
Comments, examples and references to field notes:
3. Team Participant {CanMEDS-FM role: Collaborator, Scholar)
a) Displays awareness of scope of practice & communicates well with other O O O O
members of the health care team (e.g. other physicians, allied health, staff & nurses.)
b) Develops an approach to educating others formally & informally (incl. students, O O O O
patients, colleagues, & others.
c) Coordinates care of patient by assisting other health professionals effectively. (e.g. O ] ] O
Participates actively in case conferences or informal discussions)
Comments, examples and references to field notes:
4, Clinical and technical skills (CanMEDS-FM role: FM expert, Communicator, Health Advocate)
a) Performs procedures expected of a PGY1 resident effectively (e.g. suturing,
S ) O O O O
injections & pap tests (See procedure benchmarks list)
b) Demonstrates understanding & procedure of immunization (e.g. utilizing the
schedule, appreciating risks & benefits, addressing parental concerns & counselling ] ] ] ]
patients appropriately.)
Comments, examples and references to field notes:
5. Organizational Abilities (CanMEDS-FM roles: Manager, Communicator)
a) Demonstrates attention to & concern for time management (attempting to handle
8 o ) L O O O O
multiple responsibilities, seeking personal efficiencies.)
b) Communicates & documents appropriately (e.g. timely, clear, & organized). (incl. O O O O

medical record, consultation requests, hospital admission & discharges)

Comments, examples and references to field notes:
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Not Off trajectory | On trajectory | Attained
Observed for this PGY1 [ for this PGY1 | this PGY1
/Not benchmark benchmark benchmark
Applicable (action (minimal or no | (no action
required) action required) | required)
6. Self-Direction, Motivation, Responsibility, Professionalism, Self-care (CanMEDS-FM role: Professional)
a) Demonstrates commitment to the holistic role of the FM, beginning to develop the O O O O
longitudinal doctor-patient relationship.
b) Demonstrates dependability, timeliness & focus on clinical responsibilities with O O O O
awareness of appropriate patient scheduling (e.g. vacations, call etc.).
c) Demonstrates a recognition of the importance of professional responsibility for &
continuity of care of patients over time & in multiple domains while maintaining O O O O
appropriate boundaries (incl. maximizing opportunities for follow-up & manage
results).
d) Coordinates effective “hand over” (transfer of patient care responsibilities) to O O O O
other doctors when appropriate.
e) Seeks, accepts & responds to feedback from team (incl. supervisors, colleagues, O O O O
patients.)
f) Dewvelops an approach to reflection & awareness of gaps in medical knowledge &
professional practice (revealed in active multi-sourced feedback), engaging in remedial
- ) ) ; O O O O
strategies. (e.g. Searches for answers to patient care questions, strives to adapt &
increase knowledge / skills to meet patient needs.)
g) Begins to engage in scholarly activity (e.g. creation, dissemination, application &
translation of knowledge by completing a scholarly project / practice audit / quality ] ] ] ]
improvement process).
h) Demonstrates attention to work-life balance & personal care. ] ] ] ]

Comments, examples and references to field notes:

Overall assessment of PGY1 competence:
o Novice/beginner: early stage of learning
o Early emerging: textbook level knowledge, clinical approach is developing and forming
o Moderate competence: clinical approach demonstrates clinical depth, adaptability and flexibility
o Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident

Faculty of Medicine component:

1. Did the resident meet the objectives for this rotation?

[ Yes, Fully

[ Yes, Partially please explain below

[ No, due to unsatisfactory performance please explain below
[J No, due to absence please explain below

[ No, due to other reasons please explain below

All scores other than “Yes, Fully” will be identified as a low performance score for the review of program director and RPC

2. The assessment of this trainee’s performance on this rotation is based on
[ Informal observation throughout rotation

[ Formal direct observation (eg. Field Note, STACER, OSATS, mini-CEX etc.)
O written exam

[ Oral exam

[J osce

O oOther
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3. Summary of strengths

4. Summary of areas needing improvement

5. Recommendations for ongoing improvement

The following will be displayed on forms where feedback is enabled...

(for the evaluator to answer...)

*Did you have an opportunity to meet with this trainee to discuss their performance?
OYes

O No

(for the evaluee to answer...)

*Did you have an opportunity to discuss your performance with your preceptor/supervisor?
OYes

O No

*| did not have a face to face exit interview but | had ample feedback during the rotation from my supervisor.
OYes

O No
*Are you in agreement with this assessment?
OYes
O No

Please enter any comments you have(if any) on this evaluation
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PGY2 Core Family Medicine ITER

Were the rotation objectives discussed with the resident?
Was learning plan used?

If the rotational objectives were not met please explain:
Number of days absent (provided by admin staff):
Number of Rotational Field notes/Direct Observations used to produce this report should be recorded in the Faculty
of Medicine section at the end of the form.

DEFINITIONS:
* PGY2 Benchmark: Residents are expected to have started acquiring these skills in the PGY1 period, and are
expected to have consistently met these benchmarks by the end of the PGY2 period (which is a minimum of 24

months after commencement of residency).

oyes ©no
oyes ©no

Not Observed /
Not Applicable

Off trajectory for
this PGY2
benchmark
{action required)

On trajectory for
this PGY2
benchmark
{minimal or no
action required)

Attained this
PGY2 benchmark
{no action
required)

1.

(CanMEDS-FM roles: Communicator, Health Advocate)

Interviewing & Communication Skills (incl. Patient

Education, Supportive Counsel

ling & Psychotherapy)

a)

routinely & with mastery to obtain / demonstrate

Uses patient centered interviewing principles

understanding of the context of the “whole person” &
find common ground in management.

b)

opportunistically interviewing families or caregivers.

Obtains / utilizes multi-source information by

Y]

consistently & effectively using interviewing /

Promotes patient health behaviour change

counselling skills (e.g. smoking cessation counselling,
cardiovascular risk factor modification).

d)

appropriately using effective counselling skills /
techniques (e.g. cognitive therapies, brief
interventional supportive counselling, BATHE).

Supports patients in crisis or emotional distress

e)

patient issues effectively (e.g. sexuality and risk
behaviour discussions; placement; Power of
Attorney; Substitute Decision Making; Advance
Directives; informed consent; confidentiality;
Children’s Aid mandatory reporting; driving ability)

Manages sensitive, complex &/or challenging

Comments, examples and references to field notes:
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Not Off trajectory | Ontrajectory | Attained this
Applicable for this PGY2 for this PGY2 | PGY2
benchmark benchmark benchmark
{action {minimal or (no action
required) no action required)
required)

2. Problem Formulation & Synthesis, Knowledge-base & Prescribing skills {incl. use of Evidence-Based approach to

manage clinical problems) (CanMEDS-FM roles: FM Expert, Manager, Health Advocate, Scholar)

a) Anticipates, recognizes & appropriately manages common

urgent / emergent conditions (e.g. shortness of breath, chest O Od O Od

pain, loss of consciousness, anaphylaxis).

b) Recognizes and resolves ethical / legal issues in day to

day practice using a formal approach (e.g. an ethical O O O O

framework or knowledge of legislation).

c) Performs adapted age / gender-specific periodic health

exams including relevant screening / health promation for

complicated patients (e.g. patients with disabilities including ] [} ] [}

developmental disabilities, cognitive deficits, multiple co-

morbidities)

d) Demonstrates efficiency & selectivity in performing

clinical assessment (e.g. focussed history, physical exam and ] [} ] [}

investigation).

€) Manages care of children, adolescents and adults with

multiple and complex medical and social problems (e.g.

patients with disabilities including developmental disabilities, O Od O Od

cognitive deficits, multiple co-morbidities, socially complex

antenatal care).

f) Emplloys appro.prlat-e chronic disease management 0 O 0 O

strategies (e.g. diabetic flow sheets).

g) Recognizes & manages conditions common in vulnerable

patient groups (e.g. patients with significant disabilities, O Od O Od

aboriginal patients, homeless patients, migrant populations)

h) Recognizes & values the FM role in community-based

care, adapting & providing this care when required (e.g. Long O O O O

Term Care or home visits).

i) Prov!des end ?f Il'fe ca're,.derjonstratlng an understanding 0 0O 0 0O

of family dynamics in this situation.

j) Demonstrates awareness of advanced prescribing

principles (e.g. cost implications, adverse effects,

. N P k . O O O O

interactions, contraindications, impact of age, renal & hepatic

function).

k) Prescribes medications requiring special consideration

correctly & consistently (e.g. Limited Use codes, controlled O O O O

substances)

|) Evaluates medical literature critically (incl. clinical practice

guidelines) & uses evidence-based-medicine terms & O Od O Od

principles to justify clinical decisions.

Comments, examples and references to field notes:





image22.png
Not Applicable Off trajectory On trajectory Attained this
for this PGY2 for this PGY2 PGY2
benchmark benchmark benchmark (no
(action {minimal or no action
required) action required)

required)
3. Team Participant {CanMEDS-FM role: Collaborator, Scholar)
a) Suggests or leads educational, administrative or
quality improvement changes (in the team or family Od Od Od Od
medicine clinical setting).
b) Educates o.thers formally & informally {incl. O O O O
students, patients, colleagues, & others.)
c) Performs an active role in the health care team. O O O O
d) Coordinates care of patient with other health
professionals effectively. (e.g. Arranges & leads case O O O O
conferences or informal discussions)
Comments, examples and references to field notes:
4, Clinical and technical skills (CanMEDS-FM role: FM expert, Communicator, Health Advocate)
a) Performs procedures expected of a PGY2 resident
effectively (e.g. endometrial biopsy, IUD insertion, joint
- o . R . O O O O
injection, excisional biopsy, low risk obstetrical
delivery). (See procedure benchmarks list)
Comments, examples and references to field notes:
5. Organizational Abilities (CanMEDS-FM roles: Manager, Communicator)
a) Bills appropriately. O O ] O
b) Demonstrates effective strategies for time
management (efficiently handling multiple O Od d d
responsibilities).
c) Recognizes & appropriately allocates finite local
resources (e.g. allied health services, investigations, Od Od Od d
follow-up appointment frequency).
d) Communicates & documents appropriately (e.g. O O O O

timely, clear, efficient, selective & organized).

Comments, examples and references to field notes:
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Not Off trajectory | Ontrajectory | Attained this

Applicable for this PGY2 forthis PGY2 | PGY2
benchmark benchmark benchmark
(action {minimal or (no action
required) no action required)
required)

6. Self-Direction, Motivation, Responsibility, Professionalism, Self-care {CanMEDS-FM role: Professional)

a) Reflects routinely on_gaps in medical knowledge &
professional practice (revealed in active multi-sourced O O | Od
feedback), engaging in remedial strategies.

b) Attends actively to professional, educational & patient
obligations (incl. consistent teaching session attendance / O O | O
participation, managing lab results without prompting).

c) Supports the clinical team proactively (e.g completion
of unsolicited tasks or responsibilities).

d) Practices patient-centred, continuous and
comprehensive care, developing longitudinal doctor- O O | O
patient relationships.

e) Engages in scholarly activity (e.g. creation,
dissemination, application & translation of knowledge by

completing a scholarly project / practice audit / quality M M o 01
improvement process).
f) Maintains work-life balance & personal care, 0 0 = O

promoting care of colleagues.

Comments, examples and references to field notes:

Overall assessment of PGY2 competence:
o Novice/beginner: early stage of learning
o Early emerging: textbook level knowledge, clinical approach is developing and forming
<« Moderate competence: clinical approach demonstrates clinical depth, adaptability and flexibility
¢ Fully competent: trainee demonstrates ability to meet competence in this area to level of a graduating resident

Faculty of Medicine component:

1. Did the resident meet the objectives for this rotation?

1 Yes, Fully

1 Yes, Partially please explain below

1 No, due to unsatisfactory performance please explain below
1 No, due to absence please expiain below

1 No, due to other reasons please explain below

All scores other than “Yes, Fully” will be identified as a low performance score for the review of program director and RPC

2. The assessment of this trainee’s performance on this rotation is based on
I Informal observation throughout rotation

1 Formal direct observation (eg. Field Note, STACER, OSATS, mini-CEX etc.)
I Written exam

1 Oral exam

~1OSCE

“10ther__
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3. Summary of strengths

4. Summary of areas needing improvement

5. Recommendations for ongoing improvement

The following will be displayed on forms where feedback is enabled...

(for the evaluator to answer...)

*Did you have an opportunity to meet with this trainee to discuss their performance?
“1Yes

_INo

(for the evaluee to answer...)

*Did you have an opportunity to discuss your performance with your preceptor/supervisor?

T Yes

I No

*| did not have a face to face exit interview but | had ample feedback during the rotation from my supervisor.
_IYes

“INo

*Are you in agreement with this assessment?

1Yes

“INo

Please enter any comments you have(if any) on this evaluation.
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Teaching Session Evaluation

INSTITUTE OF HEALTH SCIENCE EDUCATION,
GEORGETOWN PUBLIC HOSPITAL
ORPORATION
SCHOOL OF MEDICINE FACULTY OF HEALTH
SCIENCES

UNIVERSITY OF GUYANA

Evaluated By : evaluator's name Evaluating: person (role) &

Dates: start date to end date

O 1 did not attend this session

Not applicable

Strongly Disagree | Agree Strongly Agree
disagree * *

The objectives of the session were met

The teaching strategies used were appropriate

Relevant resources and references were provided

I am likely to employ the skills’lknowledge taught

The presenter was engaging

The presenter encouraged questions and/or
interaction during this session

*If you indicated "Disagree", please provide comments in the spaces below.

*1. What was the most valuable aspect of the teaching session?

2. How could the teaching session be improved and/or what should be added (consider length, balance of theory and clinical

knowledge, teaching strategies, etc)?

The following will be displayed on forms where feedback is enabled...

(for the evaluator to answer...)

| have discussed this evaluation with the resident
Yes NO

(for the evaluee to answer...)

Did you have an opportunity to discuss your performance with your preceptor/supervisor?

Yes NO

Are you in agreement with this assessment?
Yes NO










 

 

 

 

Teaching Session Evaluation 

 

              

INSTITUTE OF HEALTH SCIENCE EDUCATION,

GEORGETOWN PUBLIC HOSPITAL  

ORPORATION 

SCHOOL OF MEDICINE  FACULTY OF HEALTH 

SCIENCES 

UNIVERSITY OF GUYANA 

 

 

Evaluated By : evaluator's name 

 

Evaluating : person (role) &  Dates: start date to end date 

 

 

 

□

 

I did not attend this session 

 

  Not applicable  Strongly 

disagree *  

Disagree

* 

Agree Strongly Agree   

The objectives of the session were met  

      

The teaching strategies used were appropriate 

 

      

Relevant resources and references were provided 

 

      

I am likely to employ the skills/knowledge taught 

 

      

The presenter was engaging 

 

      

The presenter encouraged questions and/or 

interaction during this session 

 

      

        

*If you indicated "Disagree", please provide comments in the spaces below. 

 

*1. What was the most valuable aspect of the teaching session? 

 

2. How could the teaching session be improved and/or what should be added (consider length, balance of theory and clinical 

knowledge, teaching strategies, etc)? 

 

 

 

The following will be displayed on forms where feedback is enabled... 

(for the evaluator to answer...) 

 

 

I have discussed this evaluation with the resident 

Yes                       NO   

 

(for the evaluee to answer...) 

 

Did you have an opportunity to discuss your performance with your preceptor/supervisor?  

Yes        NO   

 

 

Are you in agreement with this assessment?  

Yes                                         NO   
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University of Ottawa/Université Evaluated By :evaluator's name
d'Ottawa Evaluating  :person (role) or moment's name (if applicable)
Family Medicine (Bruyere) Dates :start date to end date

*indicates a mandatory response

Resident Confidence Survey/Sondage sur la confiance des
résidents

As of July 1, 2013 you are required to complete this survey as part of residency training program.

Your individual survey results will be shared with_you, your primary supervisor and your program directors to help you all
identify your perceived relative strengths and gaps to fill.

PLEASE NOTE that this is NOT an evaluation! Be honest about your strengths and weaknesses! It is a way to help us
consider and plan ways to meet your perceived needs.

Thanks for your participation in this important effort to provide you the best educational experience possible. The survey
should take approximately 15-20 minutes to complete.

Chers résidents,
A compter du ler juillet 2013, vous étes tenus de remplir ce sondage dans le cadre de votre programme de résidence.

Vos réponses individuelles vous seront communiquées, ainsi qu'a votre superviseur principal afin qu'ensemble, vous
puissiez cerner vos forces et vos lacunes relatives.

REMARQUE IMPORTANTE : ceci N'EST PAS une évaluation! Indiguez en toute honnéteté quelles sont vos forces et vos
faiblesses. Ainsi, nous pourrons penser a des moyens de répondre a vos besoins, puis faire la planification nécessaire
pour y arriver.

Nous vous remercions de participer a ce projet important en prenant de 15 a 20 minutes pour répondre au sondage. Aidez
nous a vous offrir la meilleure expérience d'apprentissage possible!

Question 1:

You are a (check one):

Vous étes (cocher une seule réponse) :
Question 2:

Question 2:
Select the # of months of residency training you have completed in the uOttawa Family Medicine program to date:
(Check one):

Indiquez le nombre de mois de formation que vous avez accomplis jusqu'a présent dans le programme de résidence en
médecine familiale de I'Université d'Ottawa :
(Cocher une seule réponse)

- =]
Question 3:

Describe your "home site."

Quel est votre centre de formation d'attache?
- =]
Question 4:

Sex/

Sexe

Page 1
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SCHOOL OF MEDICINE
FACULTY OF HEALTH SCIENCES
UNIVERSITY OF GUYANA

Structured Progress Review

Resident name

Date

General:

1) Residents goals

1.

Al ol

2) Upcoming rotation schedule and how will these goals be met?

3) If the resident is monitored or has needed to take a leave, review the reintegration and

supports -
Clinical Learning and Assessment:
4) ITERs —

a. Field notes —

5) Attendance at educational and clinical requirements —

6) Patient Profile: What exposure does the resident get to the following domains:

Domain

Not enough

Enough

Too much

Maternity/New Born

Care of Children

Care of Adults

Care of Elderly

End of Life Care

Special Populations

Procedural Skills

Behavioral Medicine/Mental Health

DRAFT —November 2014
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SCHOOL
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FACULTY

 

OF

 

HEALTH

 

SCIENCES 
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OF

 

GUYANA 

!

Structured!Progress!Review!

!

!

!

Resident!name!

!

Date!

!

!

General:!

&

1)

 

Residents&goals&

1.&

2.&

3.&

4.&

5.&

&

2)

 

Upcoming&rotation&schedule&and&how&will&these&goals&be&met?&

___________________________________________________________________________&

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________&

&

3)

 

If&the&resident&is&monitored&or&has&needed&to&take&a&leave,&review&the&reintegration&and&

supports&&K&&

Clinical!Learning!and!Assessment:!

4)

 

ITERs&–&&

&

a.

 

Field&notes&–&&

&

5)

 

Attendance&at&educational&and&clinical&requirements&–&

&

&

6)

 

Patient&Profile:&What&exposure&does&the&resident&get&to&the&following&domains:&

Domain! Not!enough! Enough! Too!much!

Maternity/New&Born& & & &

Care&of&Children& & & &

Care&of&Adults& & & &

Care&of&Elderly& & & &

End&of&Life&Care& & & &

Special&Populations& & & &

Procedural&Skills& & & &

Behavioral&Medicine/Mental&Health& & & &
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Evidence Based Medicine

99 Priority Topics

7) Benchmarking Review: Family Medicine and Procedure log

Please take the attached benchmarking document and fill out individually and then

compare together.

Comparison Comments:

8) Confidence Survey review

Scholarly Activities:
9) Scholarly Project progress

Question Ethics Agreement

Titl
e &Timeline | Required Form signed

Type of Project

Scholarly or
Research

10)Presentations / projects—

11) Courses taken:

12)Specialty/ Enrichment Clinics
Moving Forward:
13) Learning Plan (Would the resident benefit from one?)
Yes No

Rational:

14) PGY2 check in on exam preparation —

15) General well being check










DRAFT&–November&2014&&

!

Evidence&Based&Medicine& & & &

99&Priority&Topics& & & &

&

7)

 

Benchmarking&Review:&&Family&Medicine&and&Procedure&log&

Please&take&the&attached&benchmarking&document&and&fill&out&individually&and&then&

compare&together.&&

&

Comparison&Comments:&

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________&

___________________________________________________________________________

___________________________________________________________________________&

___________________________________________________________________________

___________________________________________________________________________&

&

8)

 

Confidence&Survey&review&&

&

Scholarly!Activities:!

9)

 

Scholarly&Project&progress&

&

10)

 

Presentations&/&projects–&&

&

11)

 

&Courses&taken:&&

&

&

12)

 

Specialty/&Enrichment&Clinics&

!

Moving!Forward:!

&

13)

 

&Learning&Plan&(Would&the&resident&benefit&from&one?)&

&

Yes&& & No& & & &

&

Rational:&

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________&

___________________________________________________________________________&

&

14)

 

&PGY2&check&in&on&exam&preparation&–&

&

15)

 

&General&well&being&check&

Title!

Question!

&Timeline!

Ethics!

Required!

Agreement!

Form!signed!

Type!of!Project!

Scholarly!or!

Research!

& & & & & &
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18) General well being check

19) Career planning

DRAFT —November 2014
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Core FM Benchmarks

————— e ———
PGY2 Period

PGY1 Period

1 - Interviewing & Communication Skills
Including: Patient Education, Supportive Counselling & Psychotherapy

PGY3 Period

CanMEDS-FM roles:
Communicator, Health Advocate

A. Uses patient centered interviewing principles to obtain / demonstrate
understanding of the context of the “whole person” & find common ground in
management. (e.g. Feelings, Ideas, effect on Function, Expectations to

understand both the patient’s illness & illness experience; develops contextual
appreciation of the patient’s family, education, employment, finances, religion

& supports.)

B. Demonstrates adaptable & flexible communication style to meet the
needs of a wide variety of patients (e.g. different ages & cultures, vulnerable
or special needs patients involving cognitive deficits, developmental or other -
disabilities.)

C. Demonstrates a well-developed approach to geriatric cognitive &
functional assessment (incl. performing Mini-Mental Status Examination &
Montreal Cognitive Assessment - MoCA).

D. Provides effective education counselling & guidance routinely for
common conditions & life cycle events in primary care (e.g. contraception,
parenting advice, diabetes, hypertension, menopause and grief reactions.)

E. Promotes patient health behaviour change opportunistically using
interviewing / counselling skills (e.g. smoking cessation counselling,
cardiovascular risk factor modification).

2 - Problem Formulation & Synthesis, Knowledge-base

& Prescribing skills

Including:. use of Evidence-Based approach to manage clinical problems

A. Uses patient centered interviewing principles routinely & with mastery to obtain /
demonstrate understanding of the context of the “whole person” & find common
ground in management.

B. Manages sensitive, complex &/or challenging patient issues effectively (e.g.
sexuality and risk behaviour discussions; placement; Power of Attorney; Substitute
Decision Making; Advance Directives; informed consent; confidentiality; child
protective services)

C. Supports patients in crisis or emotional distress appropriately using effective
counselling skills / techniques (e.g. cognitive therapies, brief interventional supportive
counselling).

D. Promotes patient health behaviour change consistently & effectively using
interviewing / counselling skills (e.g. smoking cessation counselling, cardiovascular
risk factor modification).

E. Obtains / utilizes multi-source information by opportunistically interviewing
families or caregivers.

CanMEDS-FM roles:
FM Expert, Manager,
Health Advocate, Scholar

A. Recognizes & appropriately initiates management of common

urgent / emergent conditions (e.g. shortness of breath, chest pain, loss of »
consciousness, anaphylaxis).

B. Demonstrates comfort with diagnostic uncertainty inherent to family
medicine, such that clinical assessment is appropriately selective.

q

C. Recognizes limitations, seeking appropriate support & assistance.

D. Demonstrates appropriate clinical reasoning (e.g. providing clear & salient
case presentations (oral & written) with relevant supportable differential
diagnoses, & organized management strategy.)

E. Performs age / gender-specific periodic health exams including relevant
screening / health promotion for uncomplicated patients.

F. Manages care of uncomplicated children, adolescents, adults &
antepartum women with episodic and/or chronic conditions.

A. Anticipates, recognizes & appropriately manages common urgent / emergent
conditions (e.g. shortness of breath, chest pain, loss of consciousness, anaphylaxis).

B. Demonstrates efficiency & selectivity in performing clinical assessment (e.g.
focussed history, physical exam and investigation).

C. Performs adapted age / gender-specific periodic health exams including relevant
screening / health promotion for complicated patients (e.g. patients with disabilities
including developmental disabilities, cognitive deficits, multiple co-morbidities)

D. Manages care of children, adolescents and adults with multiple and
complex medical and social problems (e.g. patients with disabilities including

developmental disabilities, cognitive deficits, multiple co-morbidities, socially complex

antenatal care).

G. Demonstrates effective strategy to manage common clinical presentations
- specific conditions (e.g. CAD, DM, sinusitis, MSK injury) & undifferentiated
symptoms (e.g. fatigue, dizziness, cough, weight loss, abdominal pain & chest
pain).

w

E. Recognizes & manages conditions common in vulnerable patient groups (e.g.
patients with significant disabilities, aboriginal patients, homeless patients, migrant
populations)

F. Recognizes & values the FM role in community-based care, adapting & providing
this care when required (e.g. Long Term Care or home visits).

G. Provides end of life care, demonstrating an understanding of family dynamics in
this situation.

H. Prescribes appropriately for management of common conditions guided
by evidence-based resources to develop solid, principled understanding &
rationale for pharmacotherapy.

q

[

H. Demonstrates awareness of advanced prescribing principles (e.g. cost
implications, adverse effects, interactions, contraindications, impact of age, renal &
hepatic function).

Prescribes medications requiring special consideration correctly & consistently

(e.g. Limited Use codes, controlled substances)

I. Accesses & evaluates medical literature, interpreting articles using principles
of evidence-based medicine.

J. Evaluates medical literature critically (incl. clinical practice guidelines) & uses
evidence-based-medicine terms & principles to justify clinical decisions.

K. Recognizes and resolves ethical / legal issues in day to day practice using a formal
approach (e.g. an ethical framework or knowledge of legislation).

L. Employs appropriate chronic disease management strategies (e.g. diabetic flow
sheets).

Core FM Benchmarks - April 22, 2013 © Department of Family Medicine, University of Ottawa
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3 - Team Participant

CanMEDS-FM role:
Collaborator, Scholar

A. Displays awareness of scope of practice & communicates well with other

A. Suggests or leads educational, administrative or quality improvement changes (in

members of the health care team (e.g. other physicians, allied health, staff & &7 the team or family medicine clinical setting).

nurses.)

B. Coordinates care of patient by assisting other health professionals
effectively. (e.g. Participates actively in case conferences or informal
discussions)

C. Develops an approach to educating others formally & informally (incl.
students, patients, colleagues, & others.

4 - Clinical and Technical skills

B. Performs an active role in the health care team.

C. Coordinates care of patient with other health professionals effectively. (e.g.
Arranges & leads case conferences or informal discussions)

D. Educates others formally & informally (incl. students, patients, colleagues, &
“ others.)

CanMEDS-FM role:
FM expert, Communicator, Health Advocate

A. Performs procedures expected of a PGY1 resident effectively (e.g.
suturing, injections & via testing (See procedure benchmarks list)

B. Demonstrates understanding & procedure of immunization (e.g. utilizing
the schedule, appreciating risks & benefits, addressing parental concerns &

counselling patients appropriately.)

5 - Organizational Abilities

A. Performs procedures expected of a PGY2 resident effectively (e.g. IUD insertion,
- joint injection, excisional biopsy). (See procedure benchmarks list)

CanMEDS-FM role:
Manager, Communicator

A. Demonstrates attention to & concern for time management (attempting to

handle multiple responsibilities, seeking personal efficiencies.)

B. Communicates & documents appropriately (e.g. timely, clear, & organized).

(incl. medical record, consultation requests, hospital admission & discharges)

6 - Self-Direction, Motivation, Responsibility,
Professionalism, Self-care

A. Demonstrates effective strategies for time management (efficiently handling
multiple responsibilities).

B. Communicates & documents appropriately (e.g. timely, clear, efficient, selective &

%) organized).

C. Recognizes & appropriately allocates finite local resources (e.g. allied health
services, investigations, follow-up appointment frequency).

CanMEDS-FM role:
Professional

A. Demonstrates commitment to the holistic role of the FM, beginning to
‘ develop the longitudinal doctor-patient relationship.

B. Demonstrates a recognition of the importance of professional

responsibility for & continuity of care of patients over time & in multiple

domains while maintaining appropriate boundaries (incl. maximizing

opportunities for follow-up & manage results).

D. Coordinates effective “hand over” (transfer of patient care responsibilities)

to other doctors when appropriate.

E. Seeks, accepts & responds to feedback from team (incl. supervisors,
colleagues, patients.)

F. Develops an approach to reflection & awareness of gaps in medical
knowledge & professional practice (revealed in active multi-sourced
feedback), engaging in remedial strategies. (e.g. Searches for answers to

patient care questions, strives to adapt & increase knowledge / skills to meet

patient needs.)

G. Begins to engage in scholarly activity (e.g. creation, dissemination,
application & translation of knowledge by completing a scholarly project /
practice audit / quality improvement process).

C. Demonstrates dependability, timeliness & focus on clinical responsibilities
with awareness of appropriate patient scheduling (e.g. vacations, call etc.).
q

A. Practices patient-centred, continuous and comprehensive care, developing

“7 longitudinal doctor-patient relationships.

B. Attends actively to professional, educational & patient obligations (incl. consistent
teaching session attendance / participation, managing lab results without prompting).

C. Supports the clinical team proactively (e.g completion of unsolicited tasks or |

% responsibilities).

D. Reflects routinely on_gaps in medical knowledge & professional practice
(revealed in active multi-sourced feedback), engaging in remedial strategies.

E. Engages in scholarly activity (e.g. creation, dissemination, application & translation

- of knowledge by completing a scholarly project / practice audit / quality improvement

process).

Core FM Benchmarks - April 22, 2013 © Department of Family Medicine, University of Ottawa
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INSTITUTE OF HEALTH SCIENCE EDUCATION,
GEORGETOWN PUBLIC HOSPITAL ORPORATION
SCHOOL OF MEDICINE FACULTY OF HEALTH SCIENCES
UNIVERSITY OF GUYANA

Method of Participation (Please Circle Box)

Attended presentation in | Viewed live group Viewed live webcast on
person on-site videoconference computer

Viewed archived webcast
on website at a later date

Please rate the characteristics of this presentation on the scale indicated.

Presenter:

Title:

Date:

Needs Work
Fair
Good

Very Good

Excellent

[N
N
w

H

The Presenter

Enthusiasm

Interaction with the audience

Apparent knowledge of the topic

The Presentation

Information was presented in an organized manner

Used case-based methods; related information presented to practical
problems

Quality of audiovisual aids

The Content

Volume and complexity of the information presented was appropriate

Content was relevant to your practice.

Disclosure of potential conflicts of interest was clearly communicated

Did you perceive any degree of commercial bias in any part of the session?

YES

NO

Did this presentation meet the stated learning objectives?

YES

NO

1 S:\DFM\Global Health\3.5 Guyana\Setting up in Guyana& Curriculum\Evaluations\Evaluation of session FINAL .docx











