
PRIME
MEDICAL & DENTAL COLLEGE (Pvt Ltd) ISLAMABAD
[image: A logo of a medical college

AI-generated content may be incorrect.]








MEDICINE & ALLIED
LOGBOOK
3RD YEAR MBBS











Personal Data of the 3rd Year MBBS Student


Name …………………………………………………………………… E-mail…………………………………………………………………….. 
10

The main goal of this Logbook is to ensure a minimum level of standardized training and continuous in-service formative evaluation to all medical graduates at Prime Medical and Dental College during the 3rd Year MBBS Student year.
To achieve that, the Logbook includes the following:
1. A list of the clinical competencies and practical skills which are related to each one of the main rotations.
2. A list of general manual skills, and the communication skills which are commonly practiced in all rotations.
3. A list of the communication skills which should be acquired by the trainees throughout the training year.
4. Standard forms for documenting the performance of required training activities, as well as the evaluation of the supervisors


Instructions to the 3rd Year MBBS Student: Trainees are instructed to:
1- Maintain the logbook throughout the training period.
2- Make the required entries and seek evaluation and signature of the supervisor in the same day of the event.
3- Follow the classical paradigm of the stepwise progression along the competency scale in acquiring the manual skills: observing (1), assisting (2), doing under supervision (3), doing independently (4).
4- Identify the required level of competence for each manual procedure, listed in each section, by carefully reading the related statements. Those which start by a verb that describes a real like “perform”, “do” or “insert”; should be repeatedly practiced to
reach mastery level. Statements which start by verbs like “observe”, “witness”, or “assist” refer to procedures that the trainee is required to achieve only level 1 or level 2 respectively.
5- Make use of the given feedback to improve their clinical competencies, manual procedures, and communication skills.


Instructions to the (supervisors) Trainers are requested to:
1- Carefully observe the performance of the trainees and point out the deficiencies; if any, in order to be corrected.
2- Sign the activities done or attended by the trainees in the same day of performance as possible.
3- Give constructive feedback to each trainee and document improvements in his/her performance with repeated practice.
4- Observe their progression along the competency scale in acquiring the manual skills: observing (1), assisting (2), doing under supervision (3), doing independently (4)
5- Clinical competencies mentioned against sub-specialty are fleas able and may
be improvised on Supervising Consultant’s Discretion.

The common training requirements
These requirements are not limited to a certain discipline and can be performed in all rotations. Each trainee is responsible for distributing those skills throughout the whole medical year and is encouraged to repeatedly practice them in all rotations in order to ensure mastery in various contexts, with different age groups, and in both sexes.
Practical skills:
By the end of the training year, each graduate should be able to
1. Perform CPR for cases of cardio-pulmonary arrest, either in real situations or using the CPR model.(5 times)
2. Give different medications by IV, IM or SC routes.(5 times each)
3. Insert IV cannula and give IV fluids (5 times).
4. Give oxygen therapy. (5 times)
5. Insert ureteral catheter. (4 times)
6. Insert a Ryle tube for oral feeding.(3 times)
7. Witness the insertion of a central venous catheter (1 time)
8. Witness the insertion of an endotracheal tube (1 time)


Communication skills
By the end of the training year, each graduate should be able to:
1. Obtain informed consent
2. Respond patiently to the patient’s queries and alleviate his concerns
3. Respond appropriately to requests of colleagues.
4. Counsel patients suffering from complicated illness
5. Understand how to deliver bad news

Common procedures
The trainee is to fill-in the following form and get the evaluation and signature of the supervisor in the last 2 columns

	Skill/ Procedure
	Date
	Venue (OP,
Ward, ER )
	Hospital record #
	Age & gender
	Competence level
	Supervisor ’s signature

	CPR (5 times)
	---------------------
	
	
	
	
	

	Venipuncture
(5 times)
	---------------------
---------------------
	
	
	
	
	

	IV cannulation (5 times)
	---------------------
---------------------
	
	
	
	
	

	IM injections (5 times)
	---------------------
---------------------
	
	
	
	
	

	SC injections
(5 times)
	---------------------
---------------------
	
	
	
	
	




	Oxygen therapy
(5 times)
	---------------------
---------------------
	
	
	
	
	

	Insertion of a urethral catheter (4
times)
	---------------------
---------------------
---------------------
---------------------
	
	
	
	
	

	Insertion of a Ryle tube
(3 times)
	---------------------
---------------------
---------------------
	
	
	
	
	

	Insertion of a central venous catheter
	---------------------
	
	
	
	
	

	Insertion of an endotracheal
tube
	--------------------
	
	
	
	
	




· Level of competence:
1-Observation., 2-Practice with direct supervision, 3-Practice with indirect supervision, 4- Independent practice.



	Skill
	Date
	Venue (OP, Ward, ER,)
	Hospital record #
	Age & gender
	Level of competence
	Supervisor’s
signature

	Counsel	patients of complicated illness (5 times)
	-----------------
-----------------
-----------------
	
	
	
	
	

	Obtain informed consent (5 times)
	-----------------
-----------------
-----------------
	
	
	
	
	

	Respond	to	the patient’s queries (5 queries)
	-----------------
-----------------
-----------------
	
	
	
	
	

	Deliver bad news
(5 times)
	------------------
---------------
	
	
	
	
	

	Respond to requests from colleagues (5 times)
	-----------------
-----------------
-----------------
-----------------
	
	
	
	
	


Communication skills




· Level of competence: 1-Observation., 2-Practice with direct supervision, 3-Practice with indirect supervision,
4-Independent practice.











Medicine & Allied Rotation

Starting date of the rotation:

Ending date of the rotation:

WARD:

Name & Title of the Supervisor:


Supervisor’s Report at End of Rotation
Attendance

	Regular
	Occasional Absent
	Frequently Absent

	General Attitude Satisfactory
	

Suboptimal
	

Unsatisfactory

	Overall Performance
All goal achieved
	

Most of goals achieved
	

only a few goals achieved

	Other Comments
	
	







I. Clinical competencies
I.i. Expected clinical competencies
By the end of the Internal Medicine Rotation, H.O. should be able to:
1. Carry out a focused history taking, perform physical examination, justify the diagnosis, discuss management plans, and perform relevant follow-up of the progress of the following clinical conditions (at least one patient in each clinical condition)
· Cardiology: Hypertension - Ischemic Heart Disease - Rheumatic heart disease - Heart failure - Arrhythmias
· GIT/Hepatology :Diarrhea - Vomiting - Abdominal pain - Hematemesis - Hepatitis - Hepatic encephalopathy
· Nephrology :Nephrotic syndrome - Acid-Base balance and electrolytes - Acute renal failure - Chronic renal failure
· Hematology : Bleeding tendency-Anaemia-Generalized lymphadenopathy
· Diabetes/Metabolism: Diabetes Mellitus

· Endocrinology :Thyrotoxicosis – Hypothyroidism- others
· Rheumatology: Arthritis - Systemic Lupus Erythematosis - Rheumatoid arthritis
· Emergency/ RR :Coma – Shock - Respiratory distress - Acute abdomen - GIT Bleeding - Diabetic Emergencies - Hypertensive emergencies - Food poisoning & drug intoxication
2. Should be able to advise appropriate diet for patients with diabetes, advanced liver failure, hypercholesterolemia and hypertension.
3. Prescribe, prepare and monitor parenteral fluid therapy.
4. Perform emergency measures for cases with poisoning or intoxication.
5. Write medical reports for referral and requests for investigations.

I.ii. Documenting the achievement of the expected clinical competencies
Please fill-in the following data for each patient seen. Total number of endorsed case records in the round should be at least 20. Estimated time required to complete each record is about 10 minutes.
	Part I: To be filled by the trainee

	Patient serial # (in the logbook):

	Hospital Record #:

	Seen at:
	Outpatient
	Inpatient
	ER
	Other (specify)

	Date:
	

	Age & gender:
	

	Main theme of
the case
	

	Case summary

	Role of HO (tick the appropriate boxes)
	History taking & Examination
	Discussing the differential
diagnosis
	Proposing plan of management
	Providing first aid/minor
procedure

	
	Writing case report
	Writing referral / request for investigation
	Prescribing appropriate diet/parenteral
fluid therapy
	Follow-up

	Signature of
the HO
	

	Part 2: To be fil led by the super visor

	Supervisor’s Evaluation of the performance of the trainee
	Excellent
	Very good
	Satisfactory
	Unsatisfactory




	Suggested areas of improvement (must be written if the evaluation is unsatisfactory):

	Supervisor’s name

	Supervisor’s signature




II. Practical Skills and manual procedures:

II.i. Expected practical skills and manual procedures

By the end of the Internal Medicine rotation, the H.O. should be able to:

1. Perform resusitative measures for the comatose patients.(3 times)
2. Perform and interpret an ECG.(5 times)
3. Witness pleural aspiration and abdominal paracenthesis.(one time each)



II.ii. Documenting the performance of practical skills and manual procedures The trainee is to fill-in the following form &to get the evaluation & signature of the supervisor in the last 2 columns

	Skill/Procedure
	Date
	Venue (OP,
Ward, ER,
)
	Hospital record #
	Age & gender
	Level of competence
	Supervisor’
s signature

	Resusitation of a
comatose patient
	
	
	
	
	
	

	Electrocardiogram
(3 cases witnessed)
	------------
------------
	
	
	
	
	

	Pleural fluid aspiration
(One case witnessed)
	-
	
	
	
	
	

	Abdominal paracentesis
(One case witnessed)
	-
	
	
	
	
	

	Others
Lumbar puncture CVP insertion
	
	
	
	
	
	

	Others
	
	
	
	
	
	


* Level of competence:
1-Observation., 2-Practice with direct supervision, 3-Practice with indirect supervision, 4- Independent practice.

Case Record Documentation
Enter Details as per Performa


	Case
	PR Number
	Clinical Condition
	Nature of Encounter(History, Investigation, Treatment,
Counselling, Others)
	Competency level (1,2,3,4)
	Signature by Assessor

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Detailed history need no to be attached Level of competence
1.  Observation	2. Practice with direct supervision	3. Practice with indirect supervision
4.	Independent Practice

Case Record Documentation
Enter Details as per Performa


	Case
	PR Number
	Clinical Condition
	Nature of Encounter(History, Investigation, Treatment,
Counselling, Others)
	Competency level (1,2,3,4)
	Signature by Assessor

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Detailed history need no to be attached Level of competence
1.  Observation	2. Practice with direct supervision	3. Practice with indirect supervision
4.	Independent Practice
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