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Week
	
Topic of Discussion
	
Faculty

	
Venue
	
Day
	
Timings

	Week 1

	Orientation/pulse Taking
· BP monitoring
	
	
	
	

	
	· Auscultation 
[Normal, Abnormal Heart sounds]
a. Breathing sounds,
b. Heart sounds
	
	
	
	

	
	· I/V cannulation / Phlebotomy.
· I/Mcannulation
	
	
	
	

	Week 2

	· Blood Glucose by Glucometer.
· Temperature Recording
	
	
	
	

	
	· N/G tube Intubation/ Radiology Examination
	
	
	
	

	
	· Catheterization[ Male] [Female]
	
	
	
	

	Week 3

	· Surface land marks in lumber vertebra
· Lumber Puncture
	
	
	
	

	
	· Hand washing /sterilization
· Wearing and disposal of surgical gloves
	
	
	
	

	
	· Gyne and Obs Examination 
	
	
	
	

	Week 4

	· ENT [ Nasal packing]
	
	
	
	

	
	· ENT [Tuning Fork test]
· ENT [ Foreign body removal]
	
	
	
	

	
	EXAMINATION : Short  Test/ Long Test & OSCE
	
	
	
	




During the clinical rotation the students need to bring their own instruments as listed below 
1. B.P apparatus 
2. Stethoscope 
3. Thermometer 
4. Disposable tongue depressor
5. Tendon hammer 
6. Measuring Tape 
7. Pen torch 
8. Tuning fork 
9. Instrument for checking sensations
10. Head mirror (ENT rotation)
11. Mini- Ophthalmoscope (Ophthalmology)











































[bookmark: _Toc526602126]Clinical competencies
Level of competency to be achieved by the end of the rotation 
· Observed (I)
· Performed with assistance (II)
· Performed without assistance under supervision (III)	
	S.NO
	Skill 
	level

	1. 
	 S/C Injection
	III

	2. 
	I/M Injection
	III

	3. 
	IV Injection
	III

	4. 
	IV Cannulation (Cannula + Butterfly Needle)
	III

	5. 
	Setting Up I/V Infusion and Piggyback
	III

	6. 
	Blood Sampling
	III

	7. 
	Use of Glucometer
	III








































[bookmark: _Toc526602127]Students’ log of Clinical Activities
	#
	Date 
	Clinical Activity

	Signature of the supervising faculty 
	Comments of the supervising faculty (if any)

	1. 
	
	
	
	

	2. 
	
	
	
	

	3. 
	
	
	
	

	4. 
	
	
	
	

	5. 
	
	
	
	

	6. 
	
	
	
	

	7. 
	
	
	
	

	8. 
	
	
	
	

	9. 
	
	
	
	

	10. 
	
	
	
	

	11. 
	
	
	
	

	12. 
	
	
	
	

	13. 
	
	
	
	

	14. 
	
	
	
	


	


[bookmark: _Toc526602128]Directly Observed Procedural Skills
Directly observed procedural skills (DOPS) has been used in the clinical skills to train the students systematically. A set of clinical skills have been identified and each skill has been further broken down into measurable chunks, so as to guide the students in detail. The DOPS for each  skill is given in this document.	
































	[bookmark: _Toc526602129]Station:  Steps of History Taking


	Check list

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	
	Introduction consent and approach to the patient from right side
	
	
	
	
	

	1. 
	Presenting Complaint/Principal Symptom (record in patient’s own words) in a chronological order
Example:
Use standard format: e.g., 20 yr old woman presents with a history of ̋a sore tummy ̋ for 3 days, vomiting and diarrhea for 2 days and  fever for 01 day.
	Dose not record in patient’s own words) in a chronological order
	record in patient’s own words) in a chronological order but missed 1-2 symptoms
	record in patient’s own words) missed chronological order
	record in patient’s own words) in a chronological order
	

	2. 
	
	0
	1        2
	3                4
	5                6    
	

	3. 
	History of Presenting Complaint
Details of current illness
S-site, O-onset, C-character,R-radiation, A-associated symptoms,
T-time, E-exacerbating/relieving factors,S-severity-Details of previous similar episodes, Extent of functional disability
	Missed Details of current illness

	Missed Details of current illness
And 
Missed few 
SOCRATESDE
	Details of current illness
Missed few 
SOCRATESDE

	Details of current illness

SOCRATESDE

	

	4. 
	
	0
	1        2
	3           4
	5                6    
	

	5. 
	Past History, Past illnesses and operations, Medications and allergies
-Blood transfusions, Reproductive, History
	Missed Past History
	Missed Past illness history
	Past history but missedassociation with current illness
	Past history in chronological order
	

	6. 
	
	0
	1        2
	3           4
	5                6    
	

	7. 
	Social History, Occupation, education
Smoking, alcohol, drugs , Overseas travel, Marital status, social support, living conditions,Exercise, diet
	0
	1        2
	3           4
	5                6    
	

	8. 
	Family History
(parents, siblings,significant illnesses if alive, cause of death if deceased)
	0
	1        2
	3           4
	5                6    
	

	9. 
	Round up consultation, Before completing the history, it is often valuable to ask what the patient thinks is wrong with him or  her, and what he/she is most concerned about.
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	1               2
	3                  4
	
	

	
	Overall performance
	1
Very poor
	2
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
Other summative comments




	
	
Evaluator  signature







	[bookmark: _Toc526602130]Station:  Steps of Blood pressure Taking

	Check list

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	1.
	Introduction, consent and approach to the patient from right side
	0
	1        2
	3          4
	5                6    
	

	2.
	Position of the patient:
Comfortably sitting or lying
Expose the upper arm properly
	0
	1        2
	3           4
	5                6    
	

	3.
	Apply the cuff to the arm:
1 inch  above the cubital fossa and tubing on the medial side
	0
	1        2
	3           4
	5                6    
	

	4.
	Palpatory method:
Palpate the radial pulse, inflate the cuff till the pulse disappears, slowly deflate and take the systolic reading when pulse reappears, fully deflate, remove cuff
	0
	1        2
	3           4
	5                6    
	

	5.
	Auscultatory method:
Palpate brachial artery and place the stethoscope over it, inflate the cuff (above systolic level as determined by palpatory method) slowly deflate, take readings (systolic and diastolic) fully deflate, remove the cuff
	0
	1        2
	3           4
	5                6    
	

	6.
	Cover the arm
	0
	1        2
	3           4
	5                6    
	

	7.
	Do the same on opposite arm
	0
	1        2
	3           4
	5                6    
	

	8.
	Say thank you
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	1            2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	Other summative comments




	
	
	
	
	Evaluator  signature













	[bookmark: _Toc526602131]Station:  Steps for pulse taking

	Check List 

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	1.
	Introduction, consent and explain the procedure
	0
	1        2
	3           4
	5                6    
	

	2.
	Expose the forearm properly
Position of hand: slightly flexed and pronated
	0
	1        2
	3           4
	5                6    
	

	3.
	Locating the radial pulse against the head of radius, with the use of four fingers.
	0
	1        2
	3           4
	5                6    
	

	4.
	Record the following 
1. Rate (15 sec * 4 / or 1 min, if pulse is irregular.)
2. Rhythm: regular or irregular; if irregular, then regularly irregular or irregularly irregular.
3. Volume: high/normal/ low.
4. Character (Wave form): normal/ slow rising/ collapsing/ pulsusbisferiens/ jerky pulse/ pulsusparadoxus/ pulsusalternans/ pulsusbigeminus.
	0
	1        2
	3           4
	5                6    
	

	5.
	Compare with opposite pulse
	0
	1        2
	3           4
	5                6    
	

	6.
	Compare with other pulses
	0
	1        2
	3           4
	5                6    
	

	7.
	Cover the forearm
	0
	1        2
	3           4
	5                6    
	

	8.
	Say thank you
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments

Evaluator  signature



















	[bookmark: _Toc526602132]Station:  Steps for Recording Temperature


	Check list

	S.No
	Steps
	Not Done
	borderline
	Meet expectation for R-1
	Above expectation
	Comments

	1.
	Introduction/inform/consent and explain the procedure
	0
	1        2
	3           4
	5                6    
	

	2.
	Clean the thermometer 
	0
	1        2
	3           4
	5                6    
	

	3.
	Check the reading on thermometer, shake it well below the normal body temp and check again.
	0
	1        2
	3           4
	5                6    
	

	4.
	Ask the patient to place it in mouth / axilla.
	0
	1        2
	3           4
	5                6    
	

	5.
	Leave in place for ½ - 2 min
	0
	1        2
	3           4
	5                6    
	

	6.
	Record the temperature
	0
	1        2
	3           4
	5                6    
	

	7.
	Shake again/ clean/ place back
	0
	1        2
	3           4
	5                6    
	

	8.
	Say thanks.
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments




	
	
	
	
	Evaluator  signature


















	[bookmark: _Toc526602133]Station:  Steps for I/V Cannulation


	Check list 

	S.No
	Steps
	Not Done
	borderline
	Meet expectation for R-1
	Above expectation
	Comments

	1.
	Identify the location of healthy vein.
	0
	1        2
	3           4
	5                6    
	

	2.
	Apply torniquette proximal to the injection site.
	0
	1        2
	3           4
	5                6    
	

	3.
	Open 5cc syringe packing, remove the cap.
	0
	1        2
	3           4
	5                6    
	

	4.
	Swab the area with alcohol pad.
	0
	1        2
	3           4
	5                6    
	

	5.
	Ask the patient to tightly close the fist.
	0
	1        2
	3           4
	5                6    
	

	6.
	Insert the needle by making angle 30
	0
	1        2
	3           4
	5                6    
	

	7.
	Slightly pull the pisten
	0
	1        2
	3           4
	5                6    
	

	8.
	Ask patient to open the fist & remove the torniquette
	0
	1        2
	3           4
	5                6    
	

	 9.
	Fill the syringe & apply alcohol pad / cotton after removing the needle.
	
	
	
	
	

	10.
	Cover the needle without touching the needle.
	
	
	
	
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments




	
	
	
	
	Evaluator  signature










	[bookmark: _Toc526602134]Station:  Steps for I/M Injection


	Check List 

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	1.
	Informed consent & explain the procedure to the patient.
	0
	1        2
	3           4
	5                6    
	

	2.
	Ask the patient to turn left & semi flex the hip joint.
	0
	1        2
	3           4
	5                6    
	

	3.
	Expose the area, identify the upper layer or quadrant of the buttock.
	0
	1        2
	3           4
	5                6    
	

	4.
	Clean the area with alcohol pad & palpate the muscle.
	0
	1        2
	3           4
	5                6    
	

	5.
	Insert the needle at 45- 60 Degree.
	0
	1        2
	3           4
	5                6    
	

	6.
	Slowly bash the piston
	0
	1        2
	3           4
	5                6    
	

	7.
	Remove the needle & apply pressure with cotton swab.
	0
	1        2
	3           4
	5                6    
	

	8.
	Ask the patient to flex & extend the leg.
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments




	
	
	
	
	Evaluator  signature














	[bookmark: _Toc526602135]Station:  Steps for N G intubation

	Check List 

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	1.
	Take consent & ask the patient to site / elevate the head. 
	0
	1        2
	3           4
	5                6    
	

	2.
	Check nasal pathway for any polyp, obstruction.
	0
	1        2
	3           4
	5                6    
	

	3.
	Apply Zylocain into nasal opening &  on the tip of NG tube,
	0
	1        2
	3           4
	5                6    
	

	4.
	Gently insert the NG tube.
	0
	1        2
	3           4
	5                6    
	

	5.
	Ask the patient to glufinate.
	0
	1        2
	3           4
	5                6    
	

	6.
	When NG reaches the mark attach it with 10cc empty syringe & push in
	0
	1        2
	3           4
	5                6    
	

	7.
	Place stethoscope on the left hypochundrium& listen the bubbling sound.
	0
	1        2
	3           4
	5                6    
	

	8.
	Apply the surgical bandage around the nasal part of NG to avoid.
	0
	1        2
	3           4
	5                6    
	

	9.
	Attach I/V drip set with NG tube & N/saline.
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments




	
	
	
	
	Evaluator  signature














	[bookmark: _Toc526602136]Station:  Steps for Folly’s Catheterization

	Check List

	S.No
	Steps
	Not Done
	borderline
	Meet expectation 
	Above expectation
	Comments

	1.
	Consent of patient & Plain procedure.
	0
	1        2
	3           4
	5                6    
	

	2.
	Wear Gloves.
	0
	1        2
	3           4
	5                6    
	

	3.
	Apply Zylocain in to the tip.
	0
	1        2
	3           4
	5                6    
	

	4.
	Remove the lower end packing of folly’s catheter.
	0
	1        2
	3           4
	5                6    
	

	5.
	Apply zylocain around it Hold the panes in erect position (for male)/ Indentify the urethral orifice & gently insert the folly’s catheter. Till it reaches the mark.
	0
	1        2
	3           4
	5                6    
	

	6.
	Inflate the bladder (folly’s) with N/S or distill water.
	0
	1        2
	3           4
	5                6    
	

	7.
	Attach a urine bag with the folly’s 
	0
	1        2
	3           4
	5                6    
	

	8.
	Cut the tip of injection & dispose
	0
	1        2
	3           4
	5                6    
	

	
	Economy of time and flow
	Many unnecessary /irrelevant questions
	1        2
	Organized time/ some unnecessary Questions
	
	
Maximum economy of movement and efficiency

	
	
	0
	2
	3           4
	
	

	
	Overall performance
	1
Very poor
	
	3
competent
	4
	5
Clearly superior

	
	Final rating
Demonstrates competence
Requires Further practice

	
	
	
Other summative comments




	
	
	
	
	Evaluator  signature








	




[bookmark: _Toc526602137]Reflective Report at the end of supervised clinical rotation
It is mandatory for student to write about his/her experience of the clinical rotation. A general format is given in form of description of clinical rotation, feeling about it, good and bad learning experiences, why they happened and how they can be improved in future.
I. [bookmark: _Toc526602138]Description of the clinical rotation
(What happened?)
(What were you thinking and feeling?)





















II. [bookmark: _Toc526602139]Evaluation and Analysis
(What was good and bad about the experience?)
(What sense can you make of the situation?)

























III. [bookmark: _Toc526602140]Conclusion and Action Plan
(What else could you have done?)
(If it arose again, what would you do?)
		






















	[bookmark: _Toc526602141]Clinical assessment of student

Student’s Name ________________________________________Roll Number ___________
Clinical Rotation in_____________________From (Date)________________to___________


	
	Max Marks
	Marks Obtained

	1. Short/ Long Cases/OSCE/TOACS

	1.1 History Taking
	20
	

	1.2 Examination 
	20
	

	2. Rotation Assessment Profile

	2.1 Attendance
	20
	

	2.2Professionalism (Empathy, altruism, communication skills, ethical values)
	20
	

	2.3 Maintenance of Log book 
	20
	

	TOTAL MARKS
	100
	

		Grade					Percentage
	A +  				> 85
	A 						80-84
	B +             					75-79
	B						70-74
	C+						65-69
	C						60-64
	D						55-59
	E						50-54
	F						<50% FAIL

_____________________                         _______________
	Sign Head of Department Sign of Examiner




Narrative summary of the student’s overall performance 
(Punctuality, communication skills, overall behavior, academic level & personality profile etc.)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Suggestion for improvement of performance 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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