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INTRODUCTION 
 

Dear Student 

 

Welcome to the Integrated Primary Care Block!  

 

During this block we hope you will be given an opportunity to implement many of the things 

that you have been learning during your years in the GEMP.  The focus of this block is 

practical implementation of your knowledge and skills in the primary care context. 

 

This rotation is called an integrated primary care block because: 

 

1) The setting is in primary care.  You will be working in clinics, health centres and 

district hospitals.   

 

2) It is integrated in 2 ways: 

a. Instead of seeing patients who are already compartmentalised by classification 

according to their conditions, based on preliminary or final diagnoses, you will 

be seeing patients with undifferentiated problems, many of whom have no 

diagnosis, or are presenting with new problems despite previous diagnoses. 

The patient must thus be considered as an integrated whole, and all of his/her 

problems must be attended to, within the context of his/her family and 

community.  As you will see from the objectives set out below, this integration 

is the critical ingredient of this block. 

b. The development and planning of this block has been done by a team which 

includes members of the departments of Family Medicine, Public Health, 

Internal Medicine, Surgery, Paediatrics, Obstetrics and Gynaecology and 

Psychiatry. While family medicine is the clinical discipline of primary care, in 

the case of each of the others, elements have been included related to their 

disciplines to which you would not get exposure, or sufficient exposure, in 

tertiary academic centres.  These elements have been integrated into a range of 

tasks, which will by and large be done under the supervision of family 

physicians or generalist medical officers, because that is the way it happens at 

primary care level. 

 

The Integrated Primary Care block stands out from other clinical blocks in a number of ways: 

 

1) You will be working outside of the central academic teaching hospitals. You will be 

located in peripheral districts in Gauteng, the North West Province or Mpumalanga.  

The facilities, staff and ways of working are very different in these sites, and you will 

need to be flexible and self-motivated, and to work in a team. 

 

2) Your supervision will mostly not be by academic consultants and registrars but by 

frontline doctors, medical officers, primary health care nurses, etc. 

 

3) You will be required to work, and in most cases live, on site for the six weeks of the 

block in order to understand the context in which you will be working, as a critical 

dimension of your learning.  This adds additional aspects to the experience of learning 



 
6 

beyond the basic clinical ones. 

 

4) You will have to be self-directed in your learning.  There will not be ward rounds, 

tutorials, formal seminars, etc.  The major element of your learning will be through 

your own growth and development by managing and reflecting on the patients that 

you see. The challenge in this block is thus to make every patient encounter a learning 

experience. Similar to the PBL sessions that you have had over the years, you will be 

required to reflect on your patients and learn from them as you go along – problem 

based learning is key to achieving the objectives of this block.  This is what it means 

to be a reflective practitioner, which is an important outcome of the GEMP.   

 

5) Whereas in previous blocks the objectives are defined largely by a series of diseases 

and conditions, this block’s objectives are defined much more around your ability to 

function as an about-to-be doctor and to work in a particular type of practice context.  

Furthermore, the basis of the curriculum in this block is a set of presenting problems 

i.e. the symptoms and signs that patients present with, rather than diseases.  If you are 

comfortable with these presenting problems and are able to manage them at primary 

care level, you have will have achieved the major competency expected from this 

block. 

 

6) You will be diagnosing and managing patients yourselves.  You will be seeing 

patients who may not have been seen by anybody else before, and will be required to 

make decisions about them, under supervision.  In other words, you will be 

functioning as if you are a doctor, perhaps for the first time.  This means that great 

responsibility has been placed on you.  You need to be sensible in dealing with this 

and to ask for help whenever you need it, knowing that there is supervision available 

at all times.   

 

The main focus of the learning process is the log book.  This will assist you in completing the 

activities set out in this guide, which need to be documented in the log book.  By doing this 

you will demonstrate that you have achieved the objectives of the block. Note that your 

logbooks may be requested at any time for a random check/review, so keep them up to date 

as you go along.  

 

You are given an introduction to the block on the first day and receive further orientation 

when you go to your health facility site.  However, this Guide is intended to give you 

additional information, especially about the activities, and some resources so that you can 

achieve the tasks of this block.  You should also receive the book, Essential Drugs List and 

Standard Treatment Guidelines for Primary Care Level, which covers most of what you will 

need to know regarding management of patient problems, and a resource CD which has many 

national protocols and guidelines on it. 

 

We hope that working in hospitals, clinics and communities in peri-urban and rural areas will 

be an important learning opportunity for you.  However, just as you need to learn, you also 

need to make a contribution to the sites where you are working, which are not resourced in 

the way that tertiary academic health centres are.  It is important that you become an asset to 

them by working hard and willingly, and offering your assistance in any way that you are 

able.  The more you contribute to the running of the service, the more you will be appreciated 
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and the more you will get back, both in terms of your own experiential learning and in terms 

of the support and input from the local staff.  Much of this depends on you – only you are the 

master of your attitude.  

 

You will be attending to patients in clinics, health centres, OPD, labour wards and emergency 

units/casualty.  You must record your findings in the patient records (charts), as per the 

practice in your site.  Sign your entry with your name and student number.  

 

There will be supervision at different levels during the block.  The areas of supervision that 

we define are as follows: 

 

1) Local supervision:  The clinicians who work in the clinical site (health centre, clinic, 

hospital) alongside you are the people who will sign off on the patients that you see 

on a day to day basis, and sign for some of your routine tasks.  These are the people 

who would normally be taking responsibility for the patients at that level, be it a 

medical officer or a primary care nurse practitioner. 

 

2) Site Coordinator:   At each site there is a designated doctor who is the supervisor of 

the students in your rotation.  You will mostly be seeing that person at least 2 to 3 

times a week and that person (or his/her deputy) will be available to you directly or by 

phone at all times. 

 

3) Academic Supervisor: In each area there is a district family physician, who is also a 

lecturer at Wits. This academic supervisor should see you at least once a week and 

will be responsible for some of the activities and assessments.   

 

4) Medical School Staff:  You will be having teleconferences with consultants from 

medical school and the central academic hospitals.  They can also assist with 

problems that may arise. 

 

Note that you are not expected to – and cannot – take full responsibility for patients in a clinic 

or a unit (e.g. casualty), but you can manage these patients under the supervision of a health 

worker who is present and who is normally responsible for managing these patients in your 

absence. If there is no such responsible person present, you should inform your supervisor. 

 

The academic co-ordination of the block is done by the Division of Rural Health. We take 

responsibility for managing the block, under the auspices of the Integrated Primary Care 

block committee, made up of representatives of all the departments involved. 

 

This block is very much a team effort. It is unique in many ways. We trust that you will see it 

as a great learning opportunity, primarily, but also as a positive life experience.   

 

We are constantly seeking to improve the block.  Thus you will be asked to participate in 

ongoing evaluation of the block, and are welcome to make suggestions or recommendations 

at any point.  

  

Please feel free to contact us if you have concerns.  In most cases the starting point is at the 

local level (site coordinator and academic supervisor), but if these colleagues cannot help you 
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we will attempt to address the problem centrally.  

 

Best wishes and enjoy your block 

 

Dr Richard Cooke   
Acting Head: Division of Rural Health  

Tel 011 7172021  

Email: Richard.Cooke@wits.ac.za 

  

Ms Nontsikelelo Mapukata-Sondzaba 

Lecturer: Rural Health 

Academic Coordinator  

Tel 011 7172091 

Email: Nontsikelelo.Sondzaba@wits.ac.za  

Dr Rainy Dube 

Lecturer: Primary Care 

Tel 011 717 2569 

  Email: mmapula.dube@wits.ac.za  

(Site liaison, quality control, assessment) 

 

 

Secretary: Division of Rural Health  

Mr Sizwe Dhlamini 

Tel: 011 7172131 

Email: Sizwe.Dhlamini@wits.ac.za  

 

 

UME [CHSE] 

Administrative Supervisor:   

Ms Natashya Bennett 

Tel: 011 717 2059 

Email:  Natashya.Bennett@wits.ac.za 

 

    

 

On behalf of the Integrated Primary Care Block committee: 

 

Member Department Telephone Email 

Dr G Paget Internal Medicine O11 4886303 Graham.Paget@wits.ac.za  

Dr H Rhemtula Obstetrics & 

Gynaecology 

011 488 3179 Haroun.Rhemtula@wits.ac.za 

  

Prof H Saloojee Paediatrics 011 4815201 Haroon.Saloojee@wits.ac.za  

Dr E Pak Psychiatry 083 2870215  espak@mweb.co.za  

Prof S Naidoo Public Health 011 7172614 Shan.naidoo@wits.ac.za  

Ms N Mapukata-

Sondzaba 

Rural Health 011 7172091 Nontsikelelo.Sondzaba@wits.ac.za  

Dr R Cooke HOD: Family 

Medicine/Rural 

Health 

011 7172021 Richard.Cooke@wits.ac.za 

Dr M Klipin Surgery 083 4827005 mklipin@gmail.com  

Vacant Family Medicine   

mailto:Richard.Cooke@wits.ac.za
mailto:Nontsikelelo.Sondzaba@wits.ac.za
mailto:mmapula.dube@wits.ac.za
mailto:Sizwe.Dhlamini@wits.ac.za
mailto:Nkosinathi.Mavimbela@wits.ac.za
mailto:Graham.Paget@wits.ac.za
mailto:Haroun.Rhemtula@wits.ac.za
mailto:Haroon.Saloojee@wits.ac.za
mailto:espak@mweb.co.za
mailto:Shan.naidoo@wits.ac.za
mailto:Nontsikelelo.Sondzaba@wits.ac.za
mailto:ian.couper@wits.ac.za
mailto:mklipin@gmail.com
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INTEGRATED PRIMARY CARE BLOCK 
 

PURPOSE 
 

For students to experience and to practise integrated primary care medicine that is responsive 

to patients, their families and the communities. 

 

AIMS  
 
For students: 

1. To practise and demonstrate the primary care consultation. 

2. To demonstrate a biopsychosocial approach to patients. 

3. To describe the elements of primary care, and their place in the health service, 

including disease prevention, health promotion, curative care, rehabilitation and 

palliation. 

4. To integrate learning and skills from different disciplines. 

5. To gain exposure to common presenting problems and to undifferentiated patients. 

6. To describe the roles and functions of different members of the health care team. 

7. To analyse the functioning of the health care system and the process of referral. 

8. To become familiar with and use national primary care protocols and guidelines. 

 

OBJECTIVES 
 
By the end of this block, students will be able to: 
 
(In respect of clinical care ) 

1. Manage patients with undifferentiated illness confidently and competently, 

including both children and adults. 

2. Recognise and manage common presenting problems in primary care, as per the 

prescribed list, including: 

a. Common emergencies 

b. Acute illnesses problems such as diarrhoea, abdominal pain, rashes, 

respiratory infections, etc. 

c. Chronic illness such as hypertension, asthma, diabetes, etc  

d. TB, including participation in DOTS (Directly Observed therapy, Short 

course) 

e. HIV/AIDS 

f. Sexually transmitted infections 

g. Common non-urgent surgical conditions (hernias, lumps and bumps, etc) 

h. Mental health problems in patients presenting with physical illness. 

i. Physical illness in patients presenting with apparent mental health problems. 

3. Describe and perform care of patients with chronic conditions, with particular 

emphasis on preventative aspects of chronic illnesses (screening, targets, etc), 

assessment of risks and complications, ongoing care, and standard management 

approaches.  

4. Apply the integrated management of childhood illnesses (IMCI) approach in 

consultations with children. 

5. Perform deliveries on low risk mothers  
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6. Conduct family planning consultations  

7. Conduct antenatal consultations, in risk-undefined patients, and demonstrate: 

a. Familiarity with the antenatal clinic record card 

b. Understanding of the concept of risk and referral. 

8. Manage patients with practical medico-legal needs e.g. write sick certificates, 

complete disability grant assessments, etc., under supervision. 

9. Demonstrate appropriate evidence-based management of patients in a context of 

limited resources e.g. use of investigations, rational prescribing 

10. Discuss early diagnosis of major illnesses 

11. Describe the process of follow up and the importance of continuity of care 

 

(In terms of health promotion and disease prevention) 
1. Perform assessment of risk in patients with acute, chronic and mental health 

conditions. 

2. Practice essential skills for maintenance of child health, including immunisation, 

growth monitoring, developmental assessment, etc. 

 

(In terms of the health care team 
1. Identify the range of skills required and the types of health care worker in the 

primary care team. 

2. Work with an interpreter in the consultation 

 

(In terms of a broader biopsychosocial approach) 
1. Discuss the role of support groups, community care groups and community based 

organisations.  

2. Assist with counselling  

a) For non-specific health issues 

b) For HIV 

3. Explore coping mechanisms and responses of the individual, family and 

community. 

4. Discuss the impact of disease on individuals, families and communities, and sick 

roles adopted by patients 

5. Explore health seeking and help seeking behaviours and the reasons behind these 

 

(In terms of the health care system) 
1. Discuss the structure and organisation of primary care, with its strengths and 

limitations, and the importance of the context of care 

2. Discuss referral systems, levels of care, indications for referral, the referral 

process and means of communication.  

3. Refer patients appropriately to: 

a. Other levels of care 

b. Other health care team members 

4. Discuss key concepts of record systems and information management. 

5. Discuss issues in practice management for public service primary care and the 

supervision and support required to ensure functioning of the clinic/health centre. 

6. Discuss the functioning of the rural versus the urban health service, and issues in 

the delivery of health care in rural areas. 
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PRESENTING PROBLEMS 

 

The core curriculum for this block is based on the knowledge of and ability to deal with the 

following presenting problems. In respect of each of these, you are expected to be able to 

manage the patient presenting with that problem appropriately at a primary care level, which 

may involve varying degrees of care on the continuum from emergency stabilisation and 

referral to definitive diagnosis and treatment. These problems form the essential content of 

the block around which the objectives should be achieved. 

 

 

1. Abdominal Pain 

2. Allergy 

3. Anaemia 

4. Anxiety 

5. Arthralgia/Joint Pain 

6. Chest Pain 

7. Child abuse  

8. Children’s Behavioural Problems 

9. Confusion 

10. Convulsions 

11. Cough 

12. Developmental delay  

13. Depression 

14. Diarrhoea  

15. Disability 

16. Dizziness 

17. Dyspepsia 

18. Dyspnoea 

19. Dysuria 

20. Earache 

21. Failure to thrive 

22. Family Violence 

23. Fatigue 

24. Fever 

25. Gastrointestinal Bleeding 

26. Genital ulcers 

27. Haematuria 

28. Haemoptysis  

29. Headache 

30. Heartburn 

31. HIV 

32. Hypertension 

33. Infertility 

34. Jaundice 

35. Low Back Pain 

36. Lower Extremity Pain and 

Swelling 

37. Lumps/growths 

38. Lymphadenopathy 

39. Malnutrition  

40. Menopause 

41. Menstrual problems 

42. Neurological deficit 

43. Overdose  

44. Polyuria 

45. Poisoning/ingestion of harmful 

substances 

46. Pregnancy-related problems 

47. Rashes  

48. Red eye 

49. Respiratory distress  

50. Sleep Problems 

51. Sore Throat 

52. Substance abuse 

53. Swelling (Generalised/localised) 

54. Syncope 

55. Trauma 

56. Urethral discharge 

57. Vaginal Bleeding 

58. Vaginal Discharge 

59. Visual disturbances  

60. Vomiting 

61. Weight loss  

62. Worms
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THE CONSULTATION: A MODEL 
(This is the basis for your consultation assessments.) 

 

The content of a consultation  The way we write it up (SOAP format) 

Subjective information gathering (or ‘taking the history’): 

 Get information from patient - the ‘patient’s story’.  

 Use open ended, facilitatory questions to begin with, then focused questions to follow. 

Listen and allow patient to express expectations, thoughts, feelings, beliefs etc. 

 Use this information to consider appropriate hypotheses/ provisional diagnoses. 

 S:  45 year old man. Complains about pain in his stomach, 

increasing over the last six months, worse on eating. Used 

to be relieved by drinking milk. Now persistent.  

 No change in his bowel habits.  

 Can’t sleep at night. Works as a stores manager where 

there have been increasing complaints of stock losses. 

 Has been divorced for a year. Struggling with 

maintenance payments 

Objective information gathering (or ‘doing the examination’): 

 Note general appearance and vital signs. 

 Perform focused physical examination suggested by history. 

 O:  Appears anxious.  

 BP= 140/100. Pulse 82/minute. Moderately overweight. 

 Slightly tender in the epigastrium. 

A3ssessment (or ‘3 stage assessment) 

 Make provisional diagnoses or hypotheses at three levels: biological, psychological, 

social. 

 A:  Peptic ulcer disease, GORD 

 Anxiety: work, money 

 Social: disrupted family, lonely 

P4lan (or ‘4 task plan’) 

 Is based on the ‘A3 assessment’.  

 Complete the 4 tasks of the consultation: 

 Manage the presenting problem. 

 Manage ongoing/ chronic problems. 

 Carry out appropriate opportunistic health promotion. 

 Planning future health care: manage inappropriate help-seeking, ensure continuity of 

care. 

 This leads to a plan for further investigations, observation, therapy/ medication, 

counselling, referral/ follow-up. 

 P:  Mag. trisilicate 500mg tabs 1 h. before and 3 h. after 

meals 

 Reviewed diet, advised to avoid irritating foods. 

 Booked for gastroscopy at GIT unit in 2 weeks. 

 Discussed his situation, counselled on stress relieving 

activities. 

 Prescribed an exercise routine for weight loss. 

 Will need after gastroscopy in 2 weeks’ time. 
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7 KEY QUESTIONS 

 

7 key  

questions  

for the  

consultation 

ongoing  
care? 

communicating  
with my patient? 

levels of  
health care? 

quality and  
evidence? 

Causation and  
prevention? 

the health  
care team? 

resources?  
How would I manage in a setting with few  
resources? (diagnostic, therapeutic, referral) 

Who else could help me to provide optimal care, and  
how? (health team members, family,  organisation

s 
) 

How would the different levels of health care handle this  
patient? When would I refer from primary care? When can s/he  
go home? What would be the role of a GP in ongoing care? 

By what standards can I judge whether this patient is getting hi gh quality  
care? Are management decisions based on the best evidence? Are there  
clinical guidelines that could help me to achieve best evidence  care?  

What is the prognosis? How should I plan ongoing care (e.g. afte  r discharge)?  

What causes this disease/  
disorder, and who tends to  
get it? What could 
have  prevented it and how?  

Which beliefs influence my 
patient’s  perception of his/her illness, and how should  
I respond to these? What 4 key 
messages  do I want to communicate to her/him? 



 
14 

ACTIVITIES OF THE BLOCK 
 

The activities you will be required to undertake in this block are set out in the table below.  A brief description of each activity follows below the 

table. In the case of some activities, more details are provided separately thereafter. 

 

You will achieve these activities by working in a range of localities: peripheral clinics, health centres, gateway clinics, polyclinics, district or  

hospital casualties and labour wards, and communities.  Your site coordinator will guide you regarding your programme, but you should take 

initiative to ensure you cover all the different activities.  

 

It should be noted that your standard working week is from Monday to Friday from 08h00 – 17h00 with local variations as discussed with your 

site coordinators. (Some sites start at 7.00 or 7.30am.) 

 

In all cases, if for some reason you are not able to achieve the required minimum number of patients or the tasks required within any activity, or 

the activity itself, you can record that fact with the reasons; this should be countersigned by the site coordinator. 

 

As you will notice in this guide, the scoring of the year mark will be substantially based on the log book. The minimum given for any activity is 

the basic requirement that is expected of you.  Additional marks will be awarded for students who exceed these basic expectations. 

 

In all cases you may add additional pages to your logbook if there is not sufficient space. 
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 TABLE: SUMMARY OF ACTIVITIES 
 

Activity Where Expected amount of time How many/what must be recorded Format  Supervision/Responsible person 

Consultation of 

undifferentiated patients 

Clinic/ OPD/ 

casualty 

At least 20 hours weekly   

(80 hrs / block) 

No minimum number; record all 

patients seen 

Logbook entry (general record of 

consultations) 

Local supervisors 

Site coordinator 

Reflection on 

consultations 

Anywhere 1 hour/week Responses to questions in logbook. 

One entry per person on behalf of the 

group. 

Logbook entry Academic coordinators 

Chronic consultations, 

plus HIV/AIDS 

General 

clinic/ 

existing 

chronic 

clinic/ 

Wellness 

clinic 

Part of general consults;  aim at 4 

hours per week (20 hours per block) 

At least 10 patients (general) plus 10 

patients with HIV/AIDS with specific 

reflection 

Logbook entries Local supervisor 

Site coordinator 

Antenatal consultations ANC 5-6 hours / block At least 5 patients (with in-depth 

report on 1)  

Logbook entries + 1 report on 

PMTCT 

Local supervisor (logbook entries) 

Site coordinator (report) 

Family planning 

consultations 

General/FP 

clinic 

Within general consultations At least 5 patients Logbook entries Local supervisor 

IMCI consults Clinic/ 

casualty 

3 hours weekly, as part of normal 

consults (aver 18 hrs /block); may be 

done in specific clinic in CHCs 

5 entries using IMCI sheet (in 

addition to notation in general 

consults) 

Logbook entries 

 

Local supervisor (Logbook entries) 

Site coordinator (Detailed record) 

Well baby clinic Well baby 

clinic 

About 6 hrs /block 10 patients + immunisation skills + 

details of one growth chart 

Logbook entries  Site coordinator 

Mental health patient 

consultations 

Clinic In normal consults but also psychiatry 

clinic if available (6 hours total) 

Reflection on at least 3 of patients 

seen 

Logbook entries (general list).   

Reflections on 3 questions related to 

mental health problems 

Site coordinator (Reflection) 

Academic supervisor 

Counselling Clinic 5 X 30 minutes 

2.5 hrs/block 

5 patients (including 1 HIV pre-test 

and 1 post-test) 

Logbook reports X 5 Site coordinator (Detailed record) 

TB/HIV management Clinic 3 hours per block 

 

Management of 1 suspected TB and 1 

diagnosed TB and HIV patients.  

Logbook entries Site coordinator 

Management of labour, 

including deliveries 

Hospital/ 

Health 

centre 

As long as needed, including 2 calls  

(at least 24 hours) 

5 patients, one in-depth Logbook entries 

Report 

Midwife/ Local supervisor 

(Deliveries) 

Site coordinator (Report) 

Patients seen in the 

emergency department  

Emergency 

unit/ 

Casualty/ 

OPD 

During calls At least 5 patients Logbook entry Doctor on call/site coordinator 

Referral – accompanying 

a patient 

Clinic to 

hospital 

5 hrs, once One patient  Logbook report & group discussion Academic supervisor 
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Activity Where Expected amount of time How many/what must be recorded Format  Supervision/Responsible person 

Home visit Community 8 hrs x1 patient, with partner, and health 

worker i.e.  x2 families 

Logbook reports Academic supervisor 

Team work Clinic/ 

hospital 

2 hours, once 1 activity with another health 

professional 

Logbook report Site coordinator 

Anaesthesia case study Casualty/ 

labour ward/ 

theatre 

2 hrs/ block 1 patient Separate report Anaesthetics department 

School health education Local high 

school 

2 hours per block 1 session Logbook report Academic supervisor & coordinators 

Skills Clinic/OPD/

casualty/ 

labour ward 

Part of general consultations, call, 

casualty work , etc. 

All skills on list in log book are 

examinable 

Student to work on skills as per list in 

guidebook 

Student directed 

Teleconferences Clinic/ 

hospital, 

depending 

on situation 

1½  hours per week (6 hours per 

block) 

Attendance record to be kept by IPC 

lecturer/staff 

Note of issues discussed in logbook Site coordinator 

Seminar (Academic,  

CPD meetings) 

Local 

decision 

1 hour per week   where this is available  Logbook entries Site coordinator 

Meeting with site 

coordinator 

Local 

decision 

Weekly, 1 hour Local supervisor to keep note Logbook entries Site coordinator 

Calls Hospital/ 

health centre 

Weekly 

 

At least 1 night per week (minimum 4 

nights) and 2 full weekend days  

Logbook entries Doctor-on-call/site coordinator 

Medicolegal forms Clinic 1  hour 1 entry for each form  Logbook entries Site coordinator 

Peer Evaluated Mini-

CEX 

Any clinical 

site 

30 mins to 2 hours Minimum of 2; up to 5 Logbook entries 2 Colleagues  

Observed consultations Clinic 1 hr (30 mins each) 2 patients, in 3rd – 4th and 5th – 6th 

weeks 

Logbook entry 1st - Site coordinator  

2nd – academic supervisor 

Significant event analysis 

 

Anywhere 1 hr 1 report Logbook entry Academic supervisor 

Reflective stories 

 

Anywhere 1 hr per week 5 stories Logbook entries Academic supervisor & coordinators 

Health facility profile Clinic/ 

Community 

5 hours, over 1st 2 weeks 1 group report Logbook report & group presentation Academic supervisor 

Quality improvement 

project 

Clinic Start by week 2 and finish by week 5.  

3 hrs weekly (15 hrs per block) 

1 project per group Report Academic supervisor & coordinators 
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SUGGESTED DEADLINES FOR ACTIVITIES 
 

Week  Suggested activities to be completed by end of that week 
1 Orientation, travel, etc. 

Arrange timetables & 

allocation with site 

coordinator 

     

2  Health facility audit presentation 

Plan for QI project 

Peer Evaluated Mini-CEX 

3   1st observed consultation  

Home visit 

Triage 

Family planning consults 

Well baby clinic 

Medicolegal forms 

4    Reflection on mental health 

patients 

Accompany referred patient 

Anaesthetic case study 

IMCI consults 

Reflection on consultations  

5     Referral discussion 

Team work session 

TB/HIV management 

Deliveries 

Chronic consults 

Mini-CEX 

6      Complete logbook 

2nd observed consultation  

Hand in QI project, logbook & 

anaesthetic case study 

Site wrap up & departure as 

per orientation instructions 

Exams  

 

Ongoing activities 
N/A Consultations 

Call 

Skills 

Meeting with site 

coordinator 

Consultations 

Call 

Teleconference 

Meeting with site coordinator 

Consultations 

Call 

Teleconference 

Meeting with site 

coordinator 

Consultations 

Call 

Teleconference 

Meeting with site 

coordinator 

Consultations 

Call 

Teleconference 

Meeting with site 

coordinator 

Consultations 

 

Meeting with site 

coordinator 
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DETAILS OF ACTIVITIES LISTED  
 

Roman numerals in brackets after each activity refer to the section/s in the logbook (LB) 

where an activity is to be recorded, if required. (The activities are listed in the approximate 

order they appear in the log book, where applicable.) 

 

1. Consultation of undifferentiated patients.   The bulk of your time will be spent 

seeing patients with undifferentiated problems; i.e. patients who are attending the 

primary care facility for the first time, or for follow up, and who are not already 

categorised into particular disease or problem categories (although they may have 

previously diagnosed conditions).  For each patient you see, you are required to 

conduct a full consultation, to make an appropriate assessment and to implement a 

management plan.  At least 10 of these patients per week should be entered into the 

logbook and the rest should be entered into the patient records used by the facility and 

discussed with the supervisor prior to doing further procedures (e.g. investigations, 

minor procedures) or sending the patient for whatever else is needed, such as 

collection of treatment, further management by other team members, referral, etc.   

As you see these patients, it is helpful to make a note for yourself regarding issues 

that you need to do further reading on, that you wish to discuss with your colleagues, 

that you wish to discuss with your local or academic supervisors, or that you wish to 

raise in a teleconference (under the learning needs column).  Note that these are 

patients that you have seen yourself, and NOT that you have observed your partner or 

colleague seeing; this is about quality not quantity. You are also NOT expected to 

duplicate the same information in different parts of the logbook; if you have entered 

them in one place you do not need to enter them again.  

The aim is not to chase numbers of patients seen.  Seeing undifferentiated patients 

should include follow-up of the patients, as far as possible, for you to be able to learn 

more from the encounter you had. If a patient is referred to any other department or 

health professional, you should follow that patient and see what is done for the patient 

there. If the patient gets a different date to follow-up with that referral department, 

you should meet the patient on that day, to see what will be done for him/her. 

Sometimes this will take more time, but this “longitudinal approach” is a vital part of 

your training and it is worth the time spent, as it deepens your learning and allows you 

to reflect maximally on your consultations. At end of the block, you may be 

questioned on the value of some of the encounters, as part of your assessment. Try as 

much as possible to do a psychosocial assessment that may result in you assessing 

other members of the family or members of the community. For example, if you 

suspect TB in a patient, their child is supposed to get prophylaxis, following 

examination, and you should try to arrange to see the child when he/she presents at 

the clinic.  

 

2. Chronic Consultations.  You will be seeing patients with chronic illnesses on a 

regular basis in the clinic. Enter at least twenty patients with chronic conditions that 

you have seen in the logbook including patients with HIV/AIDS. Patients with 

HIV/AIDS should not be seen as separate from other chronic patients and should 

ideally be integrated in the same clinic. However, in some facilities you may have to 

spend some time in a dedicated HIV clinic. Irrespective of the practice in your 

facility, you must acquaint yourself with the treatment regimen, under different 

clinical circumstances. Try to get a range of experiences - initiation, follow-up, 

treatment of children, pregnant women, etc. If you are fortunate you might get to see 
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one of these patients while on your home visit.  Note that one general HIV patient and 

one pregnant woman on PMTCT needs to be written up as case studies. You also need 

to acquaint yourself with the general approach to counselling and managing post 

exposure prophylaxis. For all the chronic patients, use the same format provided in 

the logbook to report on these patients. For HIV/AIDS patients refer to the monitoring 

parameters to report on your patients.  When you give a follow-up date to a patient, 

you should strive to review your own patients at least once, especially those you see 

near the beginning of the block for whom an appropriate return date would be while 

you are still at the clinic/health centre. 

 

3. Reflections on consultations. You are expected to meet as a team at the end of 

each week to discuss the questions given in your logbook. Each person in the group 

should take turns writing in their logbook such that at the end the entries in each 

logbook are different, each documenting the group reflection for one week. The aim 

of this is to get you used to discussing your experiences with colleagues, and to have a 

chance to debrief. Each doctor must learn to reflect on experiences with other doctors.  

 

4. Calls. You are required to do night and weekend calls while you are on this block.  

These will be done in the hospitals (district or regional), or large Health Centres.  

Important elements of your learning will occur during your calls such as triage, 

emergency procedures, referral, deliveries etc.  You should make a call schedule as a 

group, together with your site supervisor.  Each student is required to do a minimum 

of ONE night per week, with a minimum of four week nights during the block, and 

two full weekend days i.e. a 24 hour day from 8H00 to 8H00 the next day. Two of the 

weekday calls need to be in the labour room. This might differ from site to site, 

depending on discussions with the supervisor. Should you need to go to theatre during 

your time on call, this can also be recorded.  The two weekend days should be done 

on separate weekends as it is not wise in terms of learning and practice to do a 48 

hour stint.  Where night calls are very busy, students may negotiate with the site 

supervisor about an afternoon off after the call.  However, in most circumstances it is 

expected that you will get some hours sleep during your call and work normally the 

following day.  

 

5. Teleconferences.  There will be a weekly teleconference with a panel of specialists 

from Wits from the second week of the rotation. These are COMPULSORY. Telkom 

Teleconferencing will phone the designated number of the site where you are located 

on the prescribed afternoon (usually a Thursday afternoon at 1.50 pm).  ONLY the 

students allocated to that particular week will be contacted by Telkom.  As part of the 

orientation on the first day of the block, groups will be allocated for each week of the 

teleconferences. Please ensure that you remind your supervisor to allocate you a phone 

with a speaker phone. Submit the telephone number as a WhatsApp message by 15h00 

Tuesday of the week you are presenting. Each member of the team must participate in the 

teleconference. The aim of these teleconferences is to provide the students with the 

experience of transferring a patient from a district – regional level care. During the 

consultations-week, each student should prepare a summary of an actual patient that you 

have seen and present to the relevant specialist using the SBAR template. A mark will be 

allocated to each student based on the responses they provide to the consultant.  

 

6. Seminars.  You are expected to participate in academic or continuing professional 

development meetings held at your site.  
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7. Child health: Well baby care visit. Your facilities will have child health clinics 

for well babies.  You should participate in the routine activities of such a clinic e.g. 

weighing babies, giving immunisation, assessing development status etc.  Details of at 

least five children that you personally see in this clinic should be recorded in the log 

book.  Acquaint yourself with the common developmental milestones, and spend time 

counselling the mothers as needed.  

 

8. Child health: Immunisation. You are required to attend the immunisation service 

(at the well-baby clinic) where immunisation activities are being conducted. Each of 

the 13 competencies outlined in the logbook need to be achieved. The nurse in charge 

of the immunisation service should assess and certify that you have satisfactorily 

achieved each of the competencies.  

 

9. Child health: Growth monitoring.  The aim is to acquaint yourself with the 

problems of growth that children have, and to spend time counselling the mothers. 

Copy the recordings found on the growth chart in a child’s Road to Health booklet 

onto the WHO weight-for-age growth standard charts provided in the logbook. You 

should choose a child who has at least 5 plots since birth and is older than 18 months. 

Answer the questions in the logbook.  

 

10. IMCI Consults.  You will be seeing many children during the block.  You should be 

using the IMCI approach that you have been taught in all children that you see. It is 

important that you become familiar with this and comfortable using IMCI for every 

child you see – whether or not it is being used as a standard approach in the clinic in 

which you are working. For two of the children, one under 2 months and one between 

2 months and 5 years, you are required to fill in a detailed IMCI consultation format.  

These are provided in the log book.  You are required to know how to manage a child 

with respiratory complaints and diarrhoea using the IMCI booklet. Children over 5 

years of age should be included in the general consultations.  

 

11. Women’s Health (any including FAMILY PLANNING, STI, PAP/BREAST 
SCREENING, etc.).  We expect that you will have a chance to consult and counsel 

at least five patients who present with gynaecological disorders including those 

coming for family planning, either at the same time as presenting with other problems 

or solely for that purpose.  You may see these patients within the family planning 

clinic, if that exists, or amongst the general, undifferentiated patients that you are 

seeing on a daily basis. Even though there are limited resources in government, the 

patient must still be involved in the choice of contraceptives. Do not forget to ask 

about HIV status, pap smear and involvement of partner in the testing if the person is 

available. Find out any myths that the patient has heard around the contraceptives and 

try dispel them, to improve compliance. Think about preferred/available versus what 

will work for patient.  In addition to the record in the general consultations, there is 

space in the logbook to enter the issues that were discussed with these five individual 

patients. Do any procedures that the patients require as part of their consultation.   

 

12. Antenatal consultations. During this block you should conduct antenatal 

consultations with patients attending the routine antenatal clinic at your health facility.  

This usually takes place in the mornings but will vary from site to site, and is run by a 

midwife, to whom you should report.  You need to record at least five antenatal 
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patients that you personally have seen in your log book, with an in-depth report on 

one patient as per the format provided.  The main purpose here is for you to be 

familiar with the process of conducting a routine antenatal consultation. The aim of 

this clinic is NOT just to palpate the abdomen. Patients here should also be followed 

up. If, for example, patient needs to be on ARTs and it is a separate department, 

follow the patient up there. You will learn more by observing and doing than by 

simply chasing numbers. Communication with all the staff members is key. You 

should aim to be an integrated member of the team, doing everything with the nurses 

(urine dipsticks, blood tests, blood pressures). Find out and address any concerns from 

the patients about normal or abnormal pregnancy.  

 

13. Antenatal HIV CARE: Short case study on PMTCT.  Write a short patient 

study on one HIV positive pregnant woman. Discuss everything as you would in an 

HIV negative woman, except in this case you need to know what her plans are for 

delivery, including finding out about her care in pregnancy, especially barrier 

protection during intercourse.  

 

14. Management of normal labour.  You are required to complete normal vaginal 

deliveries during your block.  You should do at least five deliveries, where you are 

involved in the patient’s labour progress as well, at least once she has reached the 

active stage – it is less about the outcome and more about the process.  (You will also 

find you get better cooperation from midwives is you are actively involved in the 

labour.) Ideally the deliveries should happen during your labour ward call. If you do 

not get deliveries during your 2 labour ward calls, you need to schedule additional 

visits with the labour ward to deliver patients. Each delivery must be recorded in the 

logbook; these must be deliveries where you have personally delivered the baby, not 

your partner or a midwife or shared a delivery with your clinical partner.  

Management needs to include as much clerking of women in labour as possible, 

counselling, and screening for complications, including HIV testing if necessary.  In 

addition you should write up one delivery in depth as a short case study. A detailed 

labour and delivery report is provided for the case study. The important issue here is 

level 1 and primary care obstetrics; if you are struggling to get sufficient deliveries in 

your site, discuss this with your academic supervisor. Delivering babies in an 

academic teaching hospital will incur penalties.  

 

15. Management of TB and HIV Patients. You will be seeing many suspected and 

confirmed TB and HIV patients. You are required to reflect on the possible diagnosis 

of a suspected TB patient as per the log book.  You are also required to go through 

and record the diagnostic and notification process of one TB patient as laid out in the 

log book. The information provided below in the Guide (Appendix B) provides useful 

background material for this.  In addition, you are required to write a short case study 

of a consultation with an HIV positive patient as per the logbook.  

 

16. Counselling. You have had input on counselling in lectures and in some practical 

training sessions.  In this block you will have another chance to put that into practice.  

You are thus required to implement what you have learnt on a regular basis with many 

of your undifferentiated patients, if not every patient you see.  However, you are 

required specifically to record and reflect on two counselling sessions that you have 

with patients. For patients testing for HIV, you must provide both pre-test and post-

test counselling.  The latter may be done together with a supervisor if you are not 
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comfortable to do this yourself or feel you do not have adequate training. 

Alternatively there is an opportunity for you to be observed and to get feedback from 

your supervisor in this regard, which is recommended for at least some of the 

sessions.  

 

17. Mental Health Patient Consultations.  You will see patients with mental health 

problems presenting as physical complaints and patients with physical problems 

presenting as mental health complaints.  Patients with mental health disorders can be 

found anywhere. If you do not screen for these, you will think you never saw any. 

Examples of these patients should be included in the general consultations of 

undifferentiated patients in your log book.  However, you are also requested to write a 

reflection on one patient who presented with psychological symptoms, and also reflect 

on four (4) other patients with specific mental health care issues in relation to the 

scenario-based questions given in the logbook.  

 

18. Medicolegal Forms.   Doctors are required to fill in a range of medico legal forms 

for patients. We have provided one in the log book, viz. a J88 form for assault 

victims, which you should complete. The actual patient’s legal form will need the 

signature of the doctor working with you, but you should complete this as if it were 

the actual form – the commonest reason for doctors to be called to court is 

inadequately or incorrectly completed J88 forms, so the practice is important.  

Information on completing the form is provided below. You must report on a case that 

you have seen yourself or been personally involved with in some way, and not a 

colleague’s patient. You should also endeavour to observe and assist with the 

examination of a rape or other sexual assault survivor, though you will not be required 

to complete this form yourself; endeavour to see an example of this process in a local 

crisis centre. In addition to this, you are expected to familiarise yourself with and be 

able to complete other forms, with local variants, such as sick notes, Workmen’s 

Compensation Act certificates, prescriptions, referral letters, etc., on which you may 

be assessed in the exam. 

   

19. Referral of emergency department patients: During your times on call you are 

expected to reflect on the process of referral decision making around an emergency 

patient, in relation to at least 5 patients that you have attended to.  As per the logbook, 

you should describe what management was achieved, what was not achieved and 

which referral option was used.  You are expected to follow your patient up. Follow-

up refers to you phoning the patient or the hospital where the patient was referred, or 

visiting the patient if you are accommodated in that facility. Some of the facilities will 

have a speed-dial numbers for the hospitals they refer to.  

 

20. Referral: accompanying a patient.  During the block you should accompany one 

patient that you refer to hospital i.e. from the clinic to the hospital, or from the district 

hospital to a referral hospital.  You should go with the patient, if possible, in whatever 

transport they are using, if it is an ambulance or other official vehicle, with due regard 

to your own safety, and present the patient to the receiving doctor on the other side.  

Write a report detailing the experience as per the guidelines in the log book.  This will 

then be discussed in one of the group sessions with your academic supervisor, and 

will be given a mark. The same patient discussed with the student cannot be the same 

one presented on the teleconference.  
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21. Home Visits.   You are required to visit ONE appropriately identified patient with a 

chronic illness, or other appropriate condition, in their home. This should be arranged 

with a health worker from the clinic or health centre, who may be a lay or professional 

health worker.  You should go out in pairs with that health worker to the patient’s 

home. Take turns to lead the home visit process for each of the homes that that you 

visit. You must present your write up to your supervisor so you can be allocated a 

mark. (If there is a safety issue, your local supervisor will inform you and the group 

might arrange all to go together or the visit may be cancelled) The purpose and 

process of the home visit activities is presented further on in this guide.  You may not 

present the same patient as your clinical partner.  

 

22. School health: Education sessions.  In consultation with a life skills teacher or 

principal of a school near you, and the local school health team, arrange to visit and 

give a talk to a group of learners or other youth. Make sure it is accurate information 

you are giving, especially during the Q&A session because these learners will take the 

information you give them and treat it the same way they would a doctor’s advice. 

Whatever talk you give, try to incorporate career advice, and encourage learners to 

consider studying at university (e.g. Wits or any other), providing information as to 

entry requirements, application processes, etc. If you are unable to access a school due 

to exams or other local issues, a youth group, children’s home or other care centre is 

an acceptable alternative, though a school remains the first choice. 

 

23. Team work - the Role of other Health Professionals: Working in a team is 

critical at primary care level.  You will interact on a daily basis with professional 

nurses, who will often play the role of local supervisor, and you will work with them 

in doing your quality improvement project.  However there are many other health 

professionals working at the primary care level.  The aim of this task is for you to 

engage with another health care professional (HCP) around the management of a 

patient; i.e. when you refer a patient to this HCP or discuss the patient with the HCP, 

in order to understand more about how they work and your respective roles in the 

health care team. You are requested to reflect on this in the log book.   

 

 

24. Additional activities.  Other activities may be arranged by the supervisor on site, 

and vary greatly according to sites, with each having particular areas of interest, and 

according to student interest. Space is available in the log book for recording 

additional activities.  

 

25. Significant event analysis.  An essential part of medical practice is learning to 

deal with errors and reviewing significant incidents such as adverse events or 

unexpected deaths, with the purpose of ensuring the patient is dealt with appropriately 

and everything possible is done to ensure any problems do not occur again. You are 

required to complete a significant event analysis form for an adverse event you 

witness or are involved in, and to reflect on the process of dealing with this. The 

purpose is to learn about the process rather than for reporting purposes. Names of 

those involved are not required; however the event should be discussed with your 

supervisor at the site so appropriate measures are taken.  
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26. Reflective stories. This task allows for some creativity, but is intended to provide 

an opportunity for some very serious reflection on your experiences. At the end of 

each of week, write a short reflective piece about any experience that had a 

significance on you. This can relate to any kind of experience or activity during the 

week. The story should not be more than 55 words long. The 55-word story (also 

called microfiction, 55 fiction or drabble) has a well-established literary tradition; it 

forces you to focus very clearly on the key issues and thus to crystallise your 

experience. If for some reason you cannot complete another assessed task and we 

need to make up a mark, we will use this activity; however, the focus is not on your 

literary ability or creativity, but rather on your ability to be a reflective practitioner. 

More information about 55-word stories is given further on in the guide.  
 

27. Health Facility Audit. Within the first two weeks of the block you need to 

complete a profile of the clinic or health centre or other facility that you are part of.  

The guide for this is given below.  You will be given a mark for the group 

presentation (power point discussion) and for completing the assessment form (page 

58). Record your assessment of the facility in only one of the logbooks. 

 

28. Quality Improvement Project.  Arising from your assessment of the facility and 

in a discussion with your local supervisor and the staff of the clinic, you need to plan 

a QIP.  This is to be done as a team. This is a major project. It is presented at the site, 

but both a written and electronic version of the report by the group must be submitted 

at the end to the coordinators.  An explanation of the project is given later in the 

Guide. 

 

 

29. PmEX: The PEER Evaluated Mini-Clinical Evaluation Exercise (CEX) is designed to 

assess the clinical skills, attitudes, and behaviours of students that are essential in 

providing high quality patient care. During the block you are required to request two 

of your colleagues to observe you consulting patients. Record your consultation on 

the university issued laptop so it is possible for your supervisor and the block 

coordinators to evaluate your performance. Save the video on the Wits issued laptop 

using your surname and student number as your unique identifier. You must obtain 

written consent from the patient. Under no circumstances will you be permitted to 

share the video beyond the people you informed the patient about. Each student is 

required to do a minimum of TWO (2).  
 

30. Observed Consultations:    Twice in your block you will be required to do an 

observed consultation of an unprepared undifferentiated patient who is waiting in the 

queue.  This will be assessed.  Both consultations are for marks and contribute to the 

overall year mark for the block. In the first case you will be observed by your site 

coordinator; this carries a lesser mark in order to give you practice and feedback in the 

process.  The second consultation in the last week of the block will be observed by 

one of the senior doctors or where it is possible by academic supervisor. This one 

carries marks of a higher value but also contributes to your year mark.  

 
31. Anaesthesia case study:  You are required to give the details of local/regional 

anaesthesia of one patient where you have assisted with or given the anaesthesia.  The 

format for this is provided below in this guidebook.  It should be typed on a separate 

sheet of paper (one only) and handed in at the end of the block.  It will be marked by 
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the Anaesthetics Department and counts towards your year mark for this block. While 

local/regional anaesthesia is most appropriate, you are not excluded from doing 

general anaesthesia if you see one of your patients through to theatre e.g. for a 

Caesarean section, but only if you participate in giving it, rather than simply 

observing. A good example though would be anaesthesia for a circumcision, an 

important procedure being performed at primary care level as part of the national HIV 

campaign. This is an individual project. Reporting on the same case will be treated 

as plagiarism.  

 

32. Skills:   Out of the many skills that you are required to obtain in the GEMP, we have 

selected a particular group of skills that we believe you should be able to acquire 

and/or practice during your integrated primary care block. These are listed in the 

section headed INTEGRATED PRIMARY CARE BLOCK SKILLS LIST below. 

You may already be proficient in a number of these and do not need to practice 

further.  In others where you are not proficient, this gives you an opportunity to 

practice and hone your skills.  Where you do not feel confident to practice the 

procedure or skill, you need to ask for help from your supervisor to demonstrate and 

assist you in practicing this skill.  You are required to practice skills and procedures 

under supervision, but where a supervisor is comfortable with your level of expertise 

in a particular skill, he/she may give you the go-ahead to do it on your own.  You are 

not required to record these skills  but rather to reflect on each one for yourself in 

terms of the level that you believe you have attained.  The levels for each skill are as 

set by the faculty in terms of the overall list; that is the extent to which you are 

expected to be comfortable with that skill.  Note that any of the skills may be assessed 

in the end of block examination.   

 

33. Meetings with Site Coordinator:   On a weekly basis you will meet with your 

site coordinator to discuss any issues that arise, problems with the running of the 

block, questions about patients or difficulties with other staff, issues around activities 

of the block etc.  This is the time that any planning issues around scheduling can be 

sorted out. Of particular importance, apart from an orientation session, is a closing 

meeting which you should arrange with your site coordinator and/or academic 

supervisor at the end of the block. At this meeting you should review your logbooks, 

deal with any issues that may have arisen, discuss your significant event analysis 

activity, and reflect together on the experience. 

  

34. Evidence based medicine assignment: All students are required to complete 

this assignment as a DP requirement some time during GEMP 4. This assignment is 

NOT a requirement of the IPC block, but it accounts for 10% of the final integrated 

block mark at the end of GEMP 4. 

Evidence-based medicine is the practice of health care based on the best available 

evidence. Doctors and other health professionals caring for patients need to be aware 

of the evidence about the benefits and harms of preventive manoeuvres, diagnostic 

strategies, and treatment and rehabilitation techniques in order to provide optimal care 

to their patients and their families.  

You should identify a clinical question or problem related to a real-life patient you 

encounter in any of the rotations you undertake in GEMP 4 (ward, outpatients, clinic 

setting). You are expected to formulate an answerable question that can be answered 

by means of a focussed, systematic literature search. A description of the literature 

search, a critical appraisal of the relevant studies identified, and the relevance of the 
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search to your patient must be presented.  The IPC BLOCK presents an excellent 

opportunity to find a patient that is suitable for this assignment. 
Students are expected to present their evidence-based search in a standardised format. 

USE THE TEMPLATE AVAILABLE ON THE GEMP 4 WEBSITE. 
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LIST OF “RED FLAGS” TO CONSIDER IN ADULTS IN THE 
CONTEXT OF A PRIMARY CARE CONSULTATION  
(Codes in brackets for insertion into logbook) 

 

These are critical warning signs of possible serious illness which should be considered when 

consulting adult patients.  You should indicate if any of these were present in any of the adult 

patients you see, as a way of reminding you to look out for them and to get into the habit of 

checking for them, where appropriate. 

 

 Alterations in weight (WA) 

 

 Unresolving pain (UP) 

 

 Chronic cough (CC) 

 

 Chronic thirst/polyuria (TP) 

 

 Exertional chest pain (CP) 

 

 Alterations in bowel habits (BH)  

 

 Persistent fever (F) 

 

 Change in mood (M) 

 

 Change in activity level/lethargy (AL) 

 

 Swelling of feet, face or body (O) 

 

 Urinary abnormalities on urine dipsticks (especially haematuria and/or proteinuria) 

(UD) 

  

 Loss of appetite (LOA) 

 

 Dysphagia (DP) 

 

(Enter the appropriate abbreviation/s in the column provided in the logbook table 

“General – Undifferentiated patients”, on page 4 of the logbook, for all adult 

patients.) 
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TARGETS FOR PREVENTATIVE THERAPY FOR PATIENTS 
WITH CHRONIC ILLNESS IN A PRIMARY CARE SETTING 

 

Record the extent to which patients with chronic illnesses are achieving the appropriate 

targets when doing chronic illness consultations. 

 

 Cessation of smoking 

 

 Alcohol consumption in moderation (< 21 units per week [male], < 14 units per 

week [female]; nil [pregnant women]) 

 

 Blood pressure <140/90 in patients on treatment for hypertension, < 130/80 in 

patients on treatment for diabetes mellitus. 

 

 Diabetes – Random blood glucose < 11mmol/l; fasting level < 7 mmol/l 

- Hba1c (if available) < 7 % ideally (< 8 % reasonable) 

 

 Obesity – Body mass index (weight [kg]/ height
2
 [m

2]
) < 25 

 

 Lipids (if available) – Total cholesterol < 5 mmol/l, LDL cholesterol < 3 mmol/l. 

 

 Asthma – Aim for best PEFR (or at least 80 % of predicted for age and gender) 

 
 

(Enter a brief note regarding each patient reviewed with chronic illness in the column 

provided in the logbook; see table “Patients with chronic illnesses” on page 11 of your 

logbook.) 
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Monitoring of Adults and Adolescents on Anti-retroviral Treatment according to the 

latest (2014) National guidelines 
 

1. Assessment at each visit 

 TB symptom screening 

 WHO staging 

 Ask about side effects 

 STI screen 

 Assess for IRIS in the first 3-6 months post initiation 

 Mental health screen 

 Family planning – screen for pregnancy, discuss plans for future pregnancies, provide 

contraception 

 Laboratory investigations (see below) 

 Assess eligibility for co-trimoxazole preventative therapy 

 Assess for indications for up-referral (see below) 

 

2. Laboratory Investigations 

 

Investigation Month 3 Month 6 Month 12 Other 

CD4 count   √ Annually if 

clinically 

indicated 

Viral load  √ √ Annually 

thereafter 

FBC – if on AZT √ √  Annually 

thereafter 

Fasting 

Cholesterol and 

triglycerides if on 

LPV/r 

√    

ALT – if on NVP    At any point if 

any rash or 

symptoms of 

hepatitis occur 

Creatinine – if on 

TDF 
√ √ √ Annually 

thereafter 

Pap smears – all 

HIV positive 

women, regardless 

of age 

   Annually 

 

 

3. Indications for urgent up-referral for patients on ART 

 eGFR less than 50ml/min 

 Very ill patient or patient who deteriorates on treatment 

 TB co-infection with haemoptysis 

 Hb <8g/dl 

 Severe drug toxicity 
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Monitoring of Children on Anti-retroviral Treatment according to the latest (2014) 

National guidelines 

1. Frequency of Visits 

 2 weeks post-initiation 

 Monthly until stable 

 3-6 monthly thereafter 

 

2. Assessment at each visit 

 Perform clinical assessment including height, weight, head circumference if <2 years 

of age, developmental assessment, WHO staging 

 Assess for and manage intercurrent infections and illnesses (includes TB screening) 

 Assess for drug side effects 

 Assess for IRIS in the first 3-6 months post-ART initiation 

 Assess adherence 

 Assess Isoniazid prophylactic therapy eligibility 

 Assess eligibility for Co-trimoxazole preventative therapy and stop, start or continue 

as indicated 

 Provide routine care including immunizations, deworming, vitamin A 

 Provide counselling and support 

 Ensure that other members of the family are receiving care and treatment 

 Prescribe drugs based on weight – doses may need to be increased if weight has 

increased 

 Do laboratory tests as indicated and check any pending results 

 

3. Laboratory monitoring of Children on ART 

Lab test Month 1 Month 2 Month 3 Month 6 Month 12  Other Purpose 

CD4 count     √ 12 

monthly 

thereafter 

Monitor 

response to 

ART. Stop 

CPT as per 

guidelines 

Viral load    √ √ 12 

monthly 

thereafter 

Monitor 

response to 

ART. Identify 

adherence 

problems and 

treatment 

failure 

Hb or FBC 

– if on AZT 
√ √ √   12 

monthly 

thereafter 

Identify AZT 

– related 

anaemia 

Cholesterol 

and 

triglycerides 

if on a PI 

    √ 12 

monthly 

thereafter 

Identify PI – 

related 

metabolic 

effects 

LFT’s – if 

on EFV or 

NVP 

     At any 

point if 

jaundice 

develops 

Identify 

NNRTI-

related 

hepatotoxicity 
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ADDITIONAL INFORMATION ABOUT SPECIFIC ACTIVITIES 

 
MEDICOLEGAL FORMS 
 

GUIDELINES FOR THE COMPLETION OF THE J88 FORM 
(Based on the Guidelines of the KwaZulu-Natal Department of Health) 

 

GENERAL: 

 The Report may be written on the patients file, but the information as set out in the 

J88 must be in the report.  

 The more legible completed and detailed the report, the less the chance that the doctor 

will have to appear in court to testify. 

 The whole report has to be completed in the doctor’s own handwriting as the Police 

are not allowed to write on the J88 form. Alternately the report may be typewritten.  

The health care practitioner must sign every page. 

 If findings are normal, write within normal limits. 

 Do not use unfamiliar abbreviations like NAD or draw a line through the relevant part 

as you may be expected to explain the meaning of such entries in court. 

 The original copy of the J88 must be given only to the investigating SAPS officer; 

retain a duplicate copy in the patient record. 

 The health care practitioner / institution must manage all cases from the various 

Magisterial Districts falling within a particular Health District. It is the duty of the 

health care practitioner to familiarise him- or herself with the demarcation of the 

District and the magisterial areas that fall within that district. 

 

DETAILED PROTOCOL FOR COMPLETION OF J88 FORM 
(Numbers as on form – see logbook) 

 

A. DEMOGRAPHIC INFORMATION: 
1. Police Station: (see SAP 308 from the SAP). 

2. CASE NO: (see SAP 308). Write the full number including that of the year, as the 

case may have been in progress for longer than one year. 

3. Investigating officer: name and number: (see SAP 308). 

4. Time: Use 24 hour notation: e.g. 06:10.  Date: Always use six blocks: e.g. 06 

(day) 12 (month) 2002 (year). 

5. Medical Practitioner: use stamp if available. 

6. Registered qualifications: use stamp if available. 

7. Phone number: provide work, home and cell phone numbers, Include area code. 

8. Fax number. 

9. Physical Practice address: use stamp if available. Provide street name and 

number for delivery of subpoena. 

10. Place of examination – state name of clinic, hospital or private rooms. 
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11. Full name of person examined: write full name as it appears on identity 

document or birth certificate. Add name by which person is called in brackets (e.g. 

“Suzie”) 

12. Sex: write male or female. 

13. Age: add date of birth, if available, especially in children. 

 

B. GENERAL HISTORY: 
NB: State clearly whether source of information was the complainant himself/herself 

or a third party (who must be identified). 

 

1. Relevant medical history and medication: 

 Enquire about previous injuries such as fractures, falls or burns. If necessary 

find old patient records or request social worker to access National Child 

Protection Register from the Department of Welfare and Population 

Development. 

 Emphasize conditions that could lead to non-accidental injuries, that cause or 

aggravate bruising or that can be transmitted sexually. These include diabetes, 

asthma, epilepsy, mental retardation, behavioural disorders, psychoses and 

HIV infection. 

 In children, ask about bedwetting, encopresis, vaginal burning, vaginal 

discharge, nappy rashes and atopic eczema. 

 Document any medical condition diagnosed during examination such as 

common cold or heart murmur. 

 

Medication: 

Include any medication that could cause or aggravate bruising or bleeding, 

influence mental awareness or cause acute episodes of hypertension. These 

include steroids, immunosuppressive medication, anti-convulsives, anti-

depressants, anti-histamines, anti-hypertensives and hypnotics. 
 

C. GENERAL EXAMINATION: 
 

1. Condition of clothing 

 The colour, styling and general cut of the article of clothing are generally not 

important. 

 Describe tears, missing buttons, torn or absent pockets and stains (blood dirt, 

grass, mud, semen, urine or vomitus). 

2. Height: In centimetres 

3. Mass: in kilograms 

4. General body build: 

 State whether body build is within normal limits in terms of age, sex and 

height. 

 State whether there is exceptional muscular development such as in athletes 

and bodybuilders. 

 State whether there is emaciation or obesity. Use the body mass index for 

adults and the WHO weight for age centiles for children under five. 
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 In case of sexual offences involving children and young women, relate age to 

Tanner scales as recorded in section E and H. 

 In order to assess physical powers and development, use of percentile charts 

for height, weight and head circumference should be made. 

5. Clinical findings 

 Document systemically as set out in J88. 

 Avoid using technical, medical terminology. 

 Indicate extent and position of injuries on sketches provided in contrasting 

colour pen. 

 Number each lesion (1)…….(2)…..etc. on sketch and describe on form as 

follows: 

- 2cm laceration sutured with 4 stitches on left forearm. 

- Circumorbital swelling and bruising left eye, with subconjunctival 

bleeding. 

 

6. Mental health and emotional status: 

 Document whether person is abnormally calm, distraught, weeping, hysterical 

or stuporous. 

 If any suspicion of mental retardation exists, relate mental age to 

chronological age in adults and milestones for age in children. 

 Note any discrepancy in gender identification, such as cross-dressing and 

relate any deviation in sexual orientation such paedophilia or bisexuality. 

 Note any abnormal knowledge of sex related language in young children. 

 Note any symptoms and signs of psychotic or psychoneurotic behaviour 

including mood disorders where the mood does not conform to the existing 

circumstances of the person involved. 

 

7. Clinical evidence of drugs or alcohol: 

 Document any obvious smell of liquor or dagga. 

 Obvious clinical signs include abnormal size of pupils, congested 

conjunctivae, nystagmus, dry mouth and slurred speech. 

 If necessary take blood and urine samples. 

 Inspection injection sites for needle stick marks. 

 

8. Conclusion: 

In order to be able to come to a conclusion as to whether the clinical findings are 

compatible with the time and circumstances of the alleged incident, a short history 

is necessary. The history should not be documented on J88 but on the SAP 308 or 

a separate page. The history should be very brief and give only the essential facts 

necessary for a medical conclusion e.g. 

 It is alleged by the complainant that on the 18th December 2001 at 20h00 she 

was assaulted with a belt (or “belt like object”) on her back by an adult male. 

 The mother (Mrs X) alleges that child Y was sexually assaulted by an adult 

male sometime during the first 3 months of this year. 
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 Child Y alleges that before Christmas during the holidays when visiting family 

an adult male known to Y, sexually assaulted her. 

NB: Never give the name of the accused or alleged perpetrator. Do not give any 

more detailed information, as it might not be exactly the same as in the statement 

given to the Police by the complainant. Discrepancies in the statements given 

could be used by the defence counsel to dispute the evidence in court. 

 

The final conclusion should be short and clear: 

 Injuries compatible with/not compatible with time and circumstances of 

alleged incident. 

 Injuries compatible with injuries caused by a sharp object / compatible with 

injuries caused by a blunt object. Do not name the object, as the knife 

mentioned by the patient, might actually have been a sharpened screwdriver. 

In court counsel for the defence will again attempt to use such discrepancies to 

the advantage of the accused. 

 

D. HISTORY IN CASE OF ALLEGED SEXUAL OFFENCE: 
It is important to explain to the complainant /parents/ guardians that the testimony by 

the doctor will be given in a closed court and that not even the mother will be admitted 

without the consent of the doctor and the complainant. 

1. Age of menarche: 

In child sexual assault cases involving children or cases where the assault is 

reported years after the initial incident, the effect of oestrogenisation on the hymen 

must be considered when examining the patient. 

2. Number of pregnancies. 

3. Number of deliveries. 

4. Duration of pregnancy. 

5. Contraception. 

6. Method and date. 

7. First day of last menstruation. 

8. Duration of period. 

9. Duration of cycle. 

Some of the above factors have an effect on vaginal lubrication. If the victim was 

menstruating during the alleged sexual assault, blood might be found on the 

suspect, and a blood sample for DNA typing is necessary. Menstruation also 

increases the risk of contracting a STD, including HIV infection. 

10. Date of last intercourse with consent: 

In a teenage girl alleged to be a virgin do not complete this question until after the 

examination. Many girls will not immediately admit to having had intercourse 

with a boyfriend until confronted with the medical evidence. If consensual 

intercourse was on same date as incident, note exact time as well.  

11. Number of consensual sexual partners during last 7 days: 

Blood samples will be obtained (on request by the police) from all the partners for 

DNA typing in order to distinguish their semen from that of the accused.  

12. Condoms: 

Important to alert the police about the use of a condom as they must endeavour to 
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find it. Vaginal cells from the complainant can sometimes be found on the 

condom. A vaginal swab must always be taken, as leakage from a condom 

remains a possibility. 

13. Since the alleged offence took place, has the person bathed, washed showered, 

douched, urinated, changed clothing. Much evidence can be destroyed by the 

listed actions. Traces of evidence may be found in the shower, bath or hand 

washbasin. The police may also be able to retrieve toilet paper containing semen 

or foreign hair from the toilet bowl. 

 

E. GYNAECOLOGICAL EXAMINATION: 
 

1. Breast development : Tanner stage 1 – 5 

2. Pubic hair : Tanner stage 1 – 5 

In peri-pubertal children, Tanner staging is the best way to scientifically describe 

external sexual maturity, in order to determine any discrepancies between 

apparent age and chronological age. It also helps the doctor as expert witness to 

compare apparent age of an abused child at the time of the court case with that at 

the initial examination.  

3. Mons pubis: Look for signs of injuries (scratch marks, abrasions, contusions). In 

case of caesarean section scar, note date of operation.  

4. Clitoris: (See E9) 

5. Frenulum of clitoris : (See E9) 

6. Urethral orifice: (See E9)  

7. Para-urethral folds: (See E9)  

8. Labia majora : (See E9)  

9. Labia minora: In each case, describe all fresh injuries; oedema, swelling, redness, 

abrasions, scratches, bruising, petechial bleedings, lacerations or cuts, describe 

ulcers, rashes, discoloration as well as healed scars, signs of fibrosis or any other 

abnormalities.  

10. Posterior fourchette: Use clock notation to describe position of injuries. (Note the 

age of lesions).  

11. Fossa navicularis: (See E10) note all fresh injuries and scars; use clock notation to 

describe position.  

12-19   Hymen: Use clock notation to describe position of injuries. Do not perform a 

digital examination on a virgin. 

20. Vagina: Use clock notation to describe position of injuries. Record any vaginal 

delivery during past six months and state any possible lesions due to such 

delivery.  

21. Cervix: (See E 20)  

22. Perineum (See E 20) 

 

F. SAMPLES TAKEN FOR INVESTIGATION: 
1.  Forensic specimens taken 

NB: It is safer to take an unnecessary forensic specimen rather than to omit 

collecting a vital one. 

Pregnancy test: 
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Performing a pregnancy test on all cases of pre-menopausal potentially fertile 

women not menstruating at the time of the examination. This will serve as a 

baseline for a possible later decision on therapeutic abortion. 

Seal number of Evidence Collection Kit: 

Note both original and re-seal number and add / paste label if available onto J88. 

 

2. Specimens handed to: 

It is important to complete this part legibly with the name, rank, number and 

signature of the receiving officer. The chain of evidence is thus preserved and the 

health practitioner is no longer responsible for the safeguarding of the evidence 

collection kit. 

 

3. Conclusions:  

This is the most important part of the report. Never use the term rape in a medical 

report e.g. no sign of rape. A negative medical examination should conclude; 

absence of injuries does not exclude forcible penetration of vulva/vagina by penis 

or other object. In case of injuries, state example. Injuries compatible with forcible 

penetration past labia minora with bruising of hymen/injuries compatible with 

forcible penetration into vagina with rupture of hymen…State whether injuries 

conform to time and date of the alleged incident. 

 

G. ANAL EXAMINATION: 1-22 

 Use clock notation; state apparent age, degree and severity of lesions.  

 Measure extent of lesions in millimetres.  

 Write conclusion as in F3. 

 

H. MALE GENITALIA: 1-15 
This part needs to be completed in case of male sexual abuse or when a police suspect 

must be examined. 

 Genital development and pubic hair – Tanner staging: 

This is important to determine sexual maturity. 

 Note the nature, extent, anatomical position and apparent age of all injuries. 

 

16. Conclusion: 

In young males, compare Tanner staging with chronological age. State whether your 

findings are compatible with the history of the alleged incident as provided by the 

SAPS on the 308 and the person examined. 

 

IMPORTANT:  

THE MORE COMPLETE, LEGIBLE AND COMPREHENSIVE THE SUBMITTED 

FORM IS, THE LESS THE CHANCES ARE OF HAVING TO TESTIFY IN COURT. 
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HOME VISIT 
 

During the period spent at the health facility, each student must complete, summarise and 

present as least one formal home visit to a patient seen at the facility. 

 

Aim: To assess TWO reference patients, and their family members, in the home environment 

using a biopsychosocial approach and make a written summary and an oral presentation on 

the visit. 

 

Objectives 
 

The student will be able to: 

1. Discuss the patient’s environmental context 

2. Discuss the patient’s family context 

3. Discuss the context of the patient’s condition 

4. Describe the factors which affect the patient’s health, condition and life 

5. Discuss the patient’s understanding of the condition, context, and influencing 

factors 

 

Methodology 
 

The student will make contact with a patient whom the student has seen within the health 

facility.  An arrangement will be made to visit the patient in his/her home.  This should be 

done with the knowledge and consent of the site facilitator.  The visit will be done in pairs 

but students will write their own reports. For safety purposes, students should be 

accompanied by a health worker or community representative.  Adequate time should be set 

aside to make an adequate assessment. 

 

Contents of Oral Presentation 
 

You will be required to write a report in the logbook and possibly make a brief presentation 

in the presence of your colleagues on your HOME VISIT. 

In your presentation, you may be a creative as you wish, but the following areas should be 

included: 

 Aspects related to the environment 

 Community setting 

 Position of home in relation to community, health services, transport, shops 

and other amenities 

 Description of home 

 Size, condition, no of occupants, facilities, kitchen, bathing and toilets 

facilitates 
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 Aspects related to the patient & family 

 Description of the patient, personal, social and other demographic details 

 Present a genogram / ecogram of the patient 

 Aspects related to the Condition 

 Brief description of the condition using a systems approach 

 Patient’s explanatory model 

 Compliance and factors affecting it 

 Losses experienced and coping mechanisms 

 Health professionals utilised 

 Community resources available for patient’s condition 

 Self-help / support groups used / needed 

 Effects of condition 

 Impact on self 

 Impact on Family 

 Impact on community 

 Your personal relationship with the patient 

 

Logbook summary  
 

The Home Visit Summary must be completed in the logbook, and should be 

countersigned by the relevant health worker. 

 
(If the home visit does not take place, for reasons of safety operative in a particular site 

during any rotation, this should be noted in the logbook and signed by the site coordinator.) 
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#28. REFLECTIVE STORIES  
 

1. Fifty-five word stories are brief pieces of creative writing that are increasingly being 

used in health care training settings. The shortness of the form allows nearly 

everyone to express an important experience or idea. Think of a compelling story 

based on your experience and try to write about it in 55 words. 

 

 

 

Fogarty
1
 describes the goal of writing 55-word stories as being to tell a story that helps one to 

understand, or to appreciate, something about a patient or about an experience of health care.  

 

Some examples of 55-word stories are given below: 

 

 

 

Patient Teacher 

 

Oh no, again? 

  A big lump: non-compliant, depressed; in the hospital 

Oh no, again. 

  Who are you?  

Lonely, poor, trapped in your body, in your pain.  

Every month I listen, you smile. 

Three years you come, never to the hospital.  

I am away when you do.  

Oh no, again,  

  and bleed,  

  and die,  

  without me. 

 

Katherine Neely, MD 

 

(From: Fogarty CT, Bogar CB, Costello P, Greenfield GW, Neely K. 55-word stories: a 

collection from the 32nd forum for behavioral science in family medicine. Fam Med. 2013; 

45(9):656-7.) 

 

Doctor, I Think My Daughter Needs Ritalin 

 

When her daddy comes home she destroys the peace. (He’s not an alcoholic, he just likes to 

drink). She should know better than to bother him. His temper is ugly, but I can handle him. 

She needs medication. Grades have gone to hell. School thinks ADD or something. I just 

want them to get along.  

 

Ruby Roy, MD 

(From: Fogarty CT. Introducing the 55-Word Stories Feature Section. Families,  Systems & 

Health. 2009; 27 (3): 284–285) 

                                                 
1
 Fogarty CT.  Fifty-five word stories: "small jewels" for personal reflection and teaching. Fam Med. 

2010; 42(6):400-2. 
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Breathing 

 

she breathes in; 

we breathe in. 

she breathes out; 

we breathe out. 

machine breathes: 

we hold our breath 

and watch for a sign 

a flicker–or 

a twitch. 

bells go off. 

we become animated: 

quick repositioning 

hiss of suction. 

bells quiet. 

machine breathes in 

she breathes in 

we breathe in: 

the ventilator controls us all. 

 

Jenny G. Walker, MD, MPH, MSW 

 

(From: Fogarty CT. Introducing the 55-Word Stories Feature Section. Families, Systems, & 

Health. 2009; 27 (3): 284–285) 

 

 

Experience 

 

Two high-risk children. The mom, just 13, working the streets, living chaos complicated by 

heroin and spirochetes. Yet, she cared for her new baby with confidence. She met my doubts 

with folded arms: “Who do you think took care of all those babies my five older sisters had? 

My Mama and me.” Hard-earned experience. 

 

William R. Phillips, MD, MPH 

 

(From: Phillips WR. Life in 55 words. Family Medicine 2011; 43(2):123-4.) 

 

 

Also visit:  

http://issuu.com/ntmg/docs/55_fiction_nt/3 

 

http://storiesinmed.wordpress.com/ 

 

  

 

 

 

 

 

http://issuu.com/ntmg/docs/55_fiction_nt/3
http://storiesinmed.wordpress.com/
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HEALTH FACILITY AUDIT 
 

Objectives 

 To describe the availability of basic facilities in a clinic 

 To identify any disparities between primary health care programme objectives and 

actual allocation of resources 

 To critically assess the strengths and weaknesses of primary health care  

 To measure problems regarding access, quality of care, equipment and infrastructure 

status 

 To measure how primary health care and district health systems function in South 

Africa 

 

Methodology 

The process involves observing the physical resources available within the clinic (or other 

health facility) using a cross sectional study design.  

Gather information about: 

 Clinic accessibility and availability 

 The structure and size of buildings 

 Services offered 

 Organisation of the clinic 

 Equipment and drug supplies 

 The degree of privacy possible for patients and staff 

 The availability of water and electricity, communication systems, and washing and 

toilet facilities 

 

For each category listed, there should be a thorough assessment including whether the item 

exists, whether it is sustainable (e.g. spare oxygen cylinder available) and whether it has been 

functional for a period of time. 

 

Students will prepare power point slides to be presented to the facility management. The 

group must complete the assessment sheet in the logbook [Page 56] based on the above 

criteria through: 

 Observation of clinic environment and activities 

 Interview of key clinic personnel (clinic manager, clinic supervisor, nurses and other 

resource people) 

 Review of existing information – e.g. clinic reports, census data, district office records 

This enquiry will identify and assess clinic facilities relevant to primary health care delivery 

only. In some health districts, the clinics have comprehensive inventories and these should be 

used where available. 

 

It is important to assess not only structural issues (presence or absence of resources) but also 

functional issues, i.e. how is the facility functioning?  If it functions well, what facilitates 

that? If does not function so well, why not? What are the gaps in service delivery? How do 

the services provided relate to the catchment population and to the needs of the local 

communities? 

 

Who does the project? 

This project is undertaken by groups of students; up to 4 - 6 students may form one group. 

You do the project together, complete the assessment sheet in your logbook and present the 
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report together and get the same mark for it. Save your power point slides on the Wits issued 

laptop using Group, Rotation and Facility as your unique identifier (e.g. Gr 5 Rot 2 Alex). 

 

 

If you are repeating an audit in an area where a previous group has done one, your focus 

should be on what has changed, evidence of any improvement, ongoing problems, etc. 

When is the project due? 

The health facility profile is carried out within the first 2 weeks of your block, and presented 

to an assessor (joint Wits staff or local block supervisor) in an oral presentation, at a time 

arranged with you.  

 

It is expected that the clinic (or health facility) management will be present or represented at 

this final oral presentation. 

 

Reporting and Assessment 

This is a group activity and group marks will be allocated. Students may divide the various 

aspects of the study among group members, but the final report must be integrated and will 

be assessed as such. 

 

The format of the final report will be a group oral presentation to an assessor. Audio-visual 

aids, where available, may be used for the presentation, which should not exceed 15 – 20 

minutes.  

 

Although the check list serves as a guide to carrying out the clinic audit, the main component 

of the presentation will be around the students’ analysis and proposals for change, especially 

in relation to function. Each group is expected to make at least 3 key proposals for enhancing 

service delivery.  One of the proposals may become a foundation for the quality improvement 

project. 

 

In putting together the final oral report, the group should work through data collected in the 

different categories of the audit, identifying problems or issues in each category, the 

implications of these issues/problems for service delivery in the clinic and the possible 

solutions proposed. 
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QUALITY IMPROVEMENT PROJECT 
 

What is the purpose of the project? 

 The aim of the quality improvement project is to identify a shortcoming in the health 

service, to investigate it thoroughly, to make a plan to overcome the problem, and to start 

implementing that plan. 

 In this way the patients whom we work with are treated more efficiently and more 

effectively - patient care improves, even if only in a small way. 

 You may not have enough time to carry the plan through; in that case you will document 

what you have done and pass the information on to the next group, who may decide to 

take over where you left off. 

 It is critically important that the facility staff must be intimately involved in every step of 

the project - you come and go, whereas they stay and have to implement the changes. 

 This provides you with a skill you will need to apply in your work situation throughout 

your professional career. 

 

What is the subject of your investigation, and when do you do it? 

 In the first week or two of your rotation you will be doing a health facility audit.  This 

will give you a ‘situational analysis’ of the health centre, on which you can base your 

project. 

 Work with the health facility staff, your local supervisor and site coordinator to decide on 

a topic, by the end of the second week of the rotation. 

 Work on this project during the afternoons when the facility is quieter. 

 

What kind of topics are you likely to work with? 

 This is very open.  It could be improving the management of a particular condition, or 

helping to clear an administrative bottleneck, or implementing a practical strategy to 

improve aspects of ward or clinic functioning.  

 You may continue with a project that was started up by a previous group, which they did 

not have the time to complete. 

 Note this is not a research project. Try to avoid the temptation to do surveys of staff or 

patients. Focus on service issues you can measure. 

 

What are the steps you should follow? 
1.  First do a critical evaluation of the project that was undertaken by the preceding 

group. How far did they get? What were its strengths and weaknesses? Has it been 

sustainable? Should it be continued?  

2.  After you have conducted the health facility audit, meet with local staff and your site 

coordinator/supervisors to discuss the project. Together make the decision regarding 

whether to continue the previous group’s project (if there has been one done at that 

facility), or to start a new one. 

3.  Define the problem - describe it briefly: which part of the health service is affected? 

Focus on one specific problem. 

4.  Set standards: what is the quality of service you would like to see, in the problem 

area? Are there standards against which you can measure this?  What criteria will you 

use to measure these?  What targets are you aiming to achieve? Discuss this with the 

local staff and with your supervisor. 
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5.  Collect information.  Work out:  

* The information you need, to help you understand the situation fully: how the 

service is falling short of the standards you have set, and why; the resources 

that are available to rectify the situation. 

* The sources from which you need to collect this information (people, 

documents, observations).  

* The data collection instruments you need to prepare, to collect the information. 

* How you will analyse this information, so that it clarifies the problem.  

6.  Analyse the information you have obtained so that you can identify the key issues that 

need to be addressed, in order for you to tackle the chosen problem. 

7.  Draw up a plan of action: How can you bring the service up to the standard you have 

set? Who must do what, and by when? Share your plan with the local staff and with 

your supervisor, so they can also make their inputs before you start implementing it. It 

is important that this plan must be feasible - you must ideally be able to implement it 

in the couple of weeks available to you. 

8.  Start implementing the plan you have made, in close cooperation with the staff.  

9. If possible, assess what improvement occurs as a result of your project. 

10. Write a report for the health facility, to assist them in continuing the project, and for 

the group which follows, so they understand clearly what you have done. 

11. Present your project to the facility management at the site. 

 
About the report of the ‘Quality improvement project’ 
 

The headings should follow the same sequence as the ‘steps’ described above: 

1. Title page, which should include the name of the project, the site you were in, the 

rotation, the month and the year. 

2. Your names, where you worked, and with whom (staff members who were particularly 

involved). 

3. A one page summary of your project  

4. Your evaluation of the previous group’s project. 

5. The problem you decided to deal with, and why. 

6. The methods you used including the criteria you agreed upon and standards set. 

7. The data you collected about the present situation and the specific issues you identified 

based on this data.  

8. Your detailed plan for achieving improvement (for a new plan, or for one that is already 

partly implemented, and that you are improving). 

9. The process of implementing your plan. 

10. The results of your plan: What was achieved (in terms of the standards you set); what was 

not achieved; how was patient care affected. 

11. Reasons for successes and failures. 

12. Comments about the way the group functioned as a team, within the group itself and with 

facility staff. 

13. Comments from the health service staff about the project and what it achieved. 

14. Names and signatures of each member of your group, with details of what role you each 

played and what contribution you each made to the report. 

 

The emphasis in your report will depend on which steps you have focussed on, determined by 

what was done by the previous group, and by what you had time to achieve. As stated above, 

this is not a research project but an actual service improvement exercise – that is the focus. 

The report should be 8-12 pages long, single spaced, computer printed.  
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Make two copies:  

 One for the site supervisor in the facility where you have been working.  

 One for the academic supervisor/rural health unit, to mark.  

The first should be left with the site coordinator. The second must be handed in before the 

written exam at the end of the block. Each group must also submit an electronic copy of the 

report via email to Sizwe.Dhlamini@wits.ac.za and Mmapula.Dube@wits.ac.za. This is 

compulsory. Both soft and hard versions must be submitted. 

 

Reports that are handed in late will not be accepted, and you will lose the marks. 
 

The report gets marked, so it is important that you should do it correctly. We will give marks 

for the following: 

1. Choice of topic, and review of previous group’s project.  Was the review balanced, 

appropriate and insightful? Was your topic SMART (specific, measurable, achievable, 

relevant and time-bound)?  

2.  Definition of problem. Was the problem clearly defined and described? Was the problem 

clearly understood?  

3. Methods, including standards and criteria. Was the quality improvement methodology 

clear? Were the right tools used? Were the standards and criteria appropriate?  

4. Intervention plan, including effort, logic, and practicality.  Was the plan really suitable 

for rectifying the gaps you have discovered? Was your evaluation of the plan based on 

the degree to which standards were achieved? Does the project show understanding of 

the problems in the facility? Are the ideas applied? Is there too much focus on the 

theory of quality improvement? 

5. The process of the QIP and team work. Has a clear process been followed? Does the 

project show an understanding of the principles of quality improvement? Is there 

evidence of team work, within the group and with other members of staff? 

6. Reflection on the project, including successes and failures. Is there evidence of 

understanding of the strengths and weaknesses of the project, of the group dynamics 

and of the team work? Is there an honest evaluation of the process? 

7. Presentation of project. What effort, creativity and logic are evident in the way the 

project is presented? How well does the final report showcase the project? 

 

Please include the following on a COVER PAGE for your QIP: 

TITLE/TOPIC 

SITE 

CLINIC/WARD/SECTION (where the QIP was done) 

STUDENTS’ NAMES 

ROTATION NUMBER 

GROUP NUMBER 

MONTH AND YEAR  

 

For further information, see Couper I, Hugo J.  IMPROVING QUALITY IN HEALTH 

CARE: AN IMPERATIVE FOR HEALTH DISTRICTS AND HOSPITALS. 2003.  

Available on your CD. Other resources can also be found on your CD. 

mailto:Sizwe.Dhlamini@wits.ac.za
mailto:Mmapula.Dube@wits.ac.za
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ANAESTHETIC CASE STUDY 

 
Write an individual short case report describing one of the following:  

a) a case performed under regional anaesthesia (a caesarean section under spinal 

anaesthesia is ideal) 

  OR 

b) a case where local anaesthesia and sedation were used for an outpatient procedure 

(a circumcision or suturing of a laceration under local is ideal) 

 OR 

c) a simple case done under general anaesthesia  

 

Discuss: 

 Pre-operative assessment 

 Consent 

 Preparation for anaesthesia  

 Monitoring  

 Detailed description of anaesthetic technique 

 Anaesthetic agents used: 

  Why these preparations? 

  Do you consider them to be the best agents for this procedure? 

  If not which agents would you prefer? 

  What is the maximum dose which could safely be given to your patient?  

  (mg and volume) 

 Sedation: 

  What sedation (if any) did the patient receive? 

  Was the sedation satisfactory? 

 Analgesia: 

  What was prescribed for post-operative analgesia for this patient? 

 

Post-operative management:  Discuss a) OR b) 

 a) If your patient was done under regional anaesthesia: 

  What are the complications of this type of anaesthesia? 

  What precautions would you take to avoid them? 

  How would you manage them if they should occur? 

 

 b) If your patient was done under local anaesthesia or general anaesthesia: 

  What are the criteria for discharge of a patient after an outpatient procedure? 

  Were all these criteria complied with? 

 

Length: 1-2 pages (MAXIMUM of 2), excluding a cover page which must be attached to the 

report. (See overleaf) 

 

PLEASE HAND IN YOUR CASE STUDY ON THE MORNING OF THE END OF 

BLOCK WRITTEN EXAM.  

 

(This report will be marked by the Department of Anaesthetics) 
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ANAESTHETIC CASE REPORT 

 

COVER PAGE 

 

 

 

STUDENT’S NAME:                                                     STUDENT NUMBER 

 

NAME OF HOSPITAL/CLINIC:             

 

DATE OF PROCEDURE: 

 

PERSON SUPERVISING ANAESTHETIC: 

 

SUPERVISOR’S NAME:      

 

CONTACT NUMBER:   

 

SUPERVISOR’S SIGNATURE: 
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INTEGRATED PRIMARY CARE BLOCK SKILLS LIST 
 

Students are expected to be able to demonstrate and perform the following skills and 

procedures. Any of these may be tested in the examination.  There should be many 

opportunities in the block to practice the skills; students are expected to be self-directed in the 

sense of working on those areas where they feel they are lacking competency and requesting 

assistance as needed.  Procedures must be performed either under direct supervision or 

independently with the authorisation of the supervisor by prior arrangement.  Students are 

expected to be competent in all aspects of general and systemic examination of patients. 

Skills are grouped in broad discipline-related areas for ease of reference, but may be applied 

in any situation. 
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EMERGENCY MEDICINE 

Initiate basic resuscitation 

Manage emergency airway 

Perform CPR 

Assess consciousness using Glasgow Coma 

Scale 

Perform endotracheal intubation. 

Refer medical emergencies 

Manage burns 

Manage external injuries 

Manage status epilepticus 

 

GENERAL 

Measure blood pressure 

Take temperature in adults & children 

Perform venepuncture 

Insert an intravenous cannula 

Perform straight leg raising test  

Apply a bandage 

Apply a sling 

Peak flow measurement 

Demonstrate use of spacer devices 

Examine and interpret urine dipsticks 

Remove a splinter/ thorn 

Treat & dress a superficial wound 

Administer an intramuscular injection 

Administer an intravenous injection 

Administer a subcutaneous injection 

Determine Hb using a haemaglobinometer 

Interpretation of X-rays (plain films): skull, 

spine, chest, abdomen, limbs 

Do a home visit 

Insert a nasogastric tube  

Administer an enema 

 

SURGICAL 

Facial Injuries: Assess 

• C-spine and airway  

• Facial nerve injury  

• Underlying Fractures 

Suture simple wounds 

Drain simple abscesses 

Examine patients for nerve and tendon 

injuries 

Manage hand infections – Paronychia, pulp 

abscesses, cellulitis 

Remove a nail  

Drain a subungual haematoma 

Provide treatment for varicose veins 

Diagnose compartment syndrome, assess 

vascularity 

Perform a biopsy 

Provide treatment for leg ulcers 

Assist with circumcisions/manage 

complications of circumcisions 

Urethral catheterisation of male and female 

patients 

Digital examination for BPH/Ca prostate.  

Proctoscope examination for piles. 

Orthopaedic Tasks: 

-  Temporary immobilization of simple 

fractures 

-  Apply below elbow back slab/POP cast 

-  Apply above elbow back slab/ POP cast 

-  Apply a U-slab 

-  Apply triangular sling 

-  Apply collar & cuff for upper limb           

injury 

-  Apply Robert Jones bandage for knee         

injuries 

-  Apply below knee back slab/POP cast 

-  Apply side slabs for lower limb 

 

PAEDIATRIC 

IMCI consultation (including counselling) 

Dress abrasions & burns 

Suture laceration 

Apply backslab 

Administer immunisations 

Give health promotion 

Administer oxygen 

Administer nebulisation 

Demonstrate inhaler use 

Provide oral rehydration therapy 

Insert NG tube 

Do breastfeeding assessment 

Give counselling on infant feeding and child 

nutrition  

Perform neonatal resuscitation 

Provide first aid 

Do Mantoux skin test 

Perform hearing screening 

Perform vision screening 

Perform developmental assessment 

 

ADULT MEDICINE 

Interpretation of ECG’s. 

Perform and read dextrostix on patients. 

‘Diagnose’ common problems on chest x-

rays, particularly pneumonia, tuberculosis 
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and pneumothorax. 

Perform a lumbar puncture   

Perform & interpret electrocardiography 

Perform a pleural tap 

 

GYNAECOLOGY 

Perform urine pregnancy test 

Pass a vaginal speculum 

Examine female external genitalia 

Perform gynaecological (vaginal) 

examination 

Take a Pap smear  

 

OBSTETRICS 

Deliver routine antenatal care 

Examination of the pregnant abdomen 

Assessment of the fetal heart rate 

Attend a woman in labour 

Obstetric vaginal examination 

Artificial rupture of the membranes 

Use of the partogram 

Conduct a normal vaginal delivery 

Aspiration of the mouth and throat of the 

newborn 

Delivery of the placenta and clamping of the 

umbilical cord 

Examination of the cord and placenta for 

anomalies 

Record the Apgar score 

Assist and check the mother and newborn 

Analgesia of the perineum 

Use of Entonox 

Inspection and repair of an episiotomy and 

lacerations with use local analgesia 

Interpretation of a cardiotocograph tracing 

 

FAMILY PLANNING 

Counsel a woman for contraception 

(including emergency contraception) 

Counsel a couple about the steps of the 

process of infertility investigation 

Insertion of an intrauterine contraceptive 

device 

 

OPHTHALMOLOGY 

Apply eye dressing 

Apply eye ointment  

Assess visual acuity 

Measure intra-ocular pressure - estimate by 

palpation 

Remove a foreign body from eye 

Use an ophthalmoscope 

Use fluorescein staining 

Perform fundoscopy 

 

ENT 

Remove a foreign body from ear 

Remove wax from the ear  

Perform indirect laryngoscopy 

Remove foreign body from nose 

Stop a nose bleed 

Obtain a throat swab 

 

PSYCHIATRY 

Do a psychiatric assessment 

Administer Mini Mental State Exam 

Complete certification forms 
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ASSESSMENT OF THE IPC BLOCK 
 

Marking the log book 
 

The log book gets marked, and counts for a significant proportion of the overall mark.  

 

We want to assess 3 things: 

1.  Completion of activities and tasks: Has the student done everything he/she was 

supposed to do, as per the logbook? Does the logbook provide evidence of all 

activities having been completed? (Review of all activities not separately marked, as 

listed below, will be reviewed.) 

2.  Evidence of learning: Is there evidence that attention been given to each task?   Have 

the opportunities for learning been utilised? (Review of all activities, and, particularly, 

the daily learning journal.) 

3. Reflective practice: Is there evidence of critical self-reflection? Does the student 

show an ability to reflect on the tasks? (Review of all activities and, particularly, the 

student’s reflection on activities and logbook self-assessment) 

 

A paper-based logbook assessment will be done by the site coordinator, based on the 

submitted logbook, in collaboration with the academic supervisor, who may moderate the 

scores.  If there are queries, these should be addressed in a 5 minute interview with the 

student. Further moderation will be done by the academic coordinators at Wits. 

 

The following scheme is used. 

 

Assessment of Logbook contents: 

 
(Circle the appropriate score, using the rating scale given below) 

 
Poor Adequate Good 

Moderated 

final score     

Completion of 

activities 
10   12   13  14 15     16      17 18   1 9    20 

 

Evidence of learning 1    2     3     4 5      6      7 8    9    10  

Reflective practice 1    2     3     4 5      6      7 8    9    10  

Total  

 

Moderated Score 

                                                                                             /40       

  

                                                                 Final Mark:   /20                        
(Mark out of 30 carried forward to year mark.) 

 
Rating scale:  

Exceptional: Far exceeds reasonable expectations (9-10/19-20)  
Superior: Meets and in some places exceeds reasonable expectations (8/18)  

Satisfactory: Meets reasonable expectations (7/17)  

Marginal: Meets most expectations but falls short in a few areas (6/16) 

Below standard: Meets some expectations and falls short in a number of areas (4-5/14-15) 

Unsatisfactory: Consistently falls short of reasonable expectations (1-3/11-13) 

 

Note: The logbook may also be included in the end of block exam as a station in the OSCE. 
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Clinical Performance: The Mini-Clinical Evaluation Exercise (CEX) 
 

In addition to the two observed consultations, clinical performance during the block is 

assessed using a tool called the Mini-Clinical Evaluation Exercise (CEX). Based on the mini-

CEX developed by the American Board of Internal Medicine for assessing residents, it is 

designed around the skills that students most often need in actual patient encounters. It is 

intended as a 15-20 minute snapshot of student-patient interactions. The modified Peer 

Evaluated Mini-CEX is designed to assess the clinical skills, attitudes, and behaviours of 

students that are essential in providing high quality patient care. During the block you are 

required to approach two of your colleagues and request each one to observe you 

independently, give you feedback using the criteria in your logbook and evaluate your 

performance. The purpose is to allow you to get feedback and to improve in your 

performance. Each student is required to do a minimum of 2 of these. The main aim of the 

mini-CEX is for feedback and improvement, and it is deliberately less formal than the 

observed consultation assessments.    
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Passing the block and requirements 
 
Passing 
 

If you get 60% or more for the block, with a 60% minimum for each part (year mark and end 

of block exam) you have achieved the criteria of this block i.e. you have passed and do not 

have to repeat the block, unless you fail the whole year and are required to repeat all blocks. 

 

If you get less than 60% for the year mark, you have to repeat the block, regardless of the 

result you achieve in the end of block exam.  If you achieve less than 60% in the end of block 

exam, you have to repeat the block, regardless of the year mark you have achieved. 

 

The entire examination is considered to be clinical and thus forms the clinical component of 

the block assessment.  

 

The component of the examination completed at Wits comprises a sub-minimum which 

must be passed separately; i.e. a mark of 60% must be achieved in the examination 

excluding the observed consultation.    

 

Completing activities 
 

You have to complete the required tasks and examine the minimum number of patients seen 

in the different categories of activities.  If you have not yet reached these targets by the end of 

the block, unless there are valid and acceptable reasons, you will not be eligible to sit the end 

of block exam until you have achieved this.  If you cannot achieve the minimum 

requirements, you will have to repeat the full rotation. 

 

You have to prove through your log book that you have done all the activities, in order to 

pass.  If not you will have to repeat the full rotation.   

 

Students are warned about the seriousness with which the Faculty will view any fraudulent 

recording of activities that have not been completed. Any transgression will result in a full 

disciplinary action being instituted against any offending student. 

 

 

NOTE:  If you lose your log book you will have to re-do everything that you had 

marked off in it to date. It is therefore in your interest to look after it very 

carefully. 
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How we calculate the marks for the block 
 

Year mark: 50% 

End of block exam mark: 50% 

Year mark consists of: 

 

 Element Overall mark % of year 

mark 

a.  Overall assessment of log book  /20 10% 

b.  Observed consultation assessment by site coordinator  /10 5% 

c.  Observed consultation assessment by site coordinator  /15 7.5% 

d.  Individual tasks: 

i. Anaesthetic case study 

/5 2.5% 

ii. Referral accompaniment  /5 2.5% 

iii. Home visits  /10 5% 

e.  Group tasks 

i. Health facility audit  

/10 5% 

ii. Quality improvement project  /20 10% 

g. Participation in teleconferences 
2
 (Allocated centrally) /5 2.5% 

 Total        100   50% 

 

The End of Block exam will consist of: 

 

 Element % of exam 

mark 

% of overall 

mark 

e.  OSCE/OSPE  50% 25% 

f.  Computer loops  25% 12.5% 

d.  Short answer questions (SAQ) 25% 12.50% 

 Total 100% 50% 
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SURVIVING YOUR IPC BLOCK 
 
PARTICULAR INSTRUCTIONS FOR WORKING WITH PATIENTS 
 

In all situations you will be asked to see patients. This means that you ‘work them up’. You 

take a history; do a focused examination; draw up a problem list (including a provisional 

diagnosis or diagnoses); and make a management plan. You then present the patient to a 

doctor or PHC nurse.  

 

You do not yet have any official status with the Health Professions Council. This means there 

are some things you may not yet do by yourself: 

* Prescribe any treatment or medication. 

* Ask for special investigations to be performed.  

* Provide sick leave forms, or other legal or semi-legal documents. 

After working out a patient you will make suggestions about treatment and investigations to 

the doctor/ nurse. However they take the final decision and only the doctor/nurse may sign for 

treatment to be given and investigations to be done. As you learn and grow in confidence they 

will give you more independence. 

 

You have to write all the patient notes in all situations in English. 

 

Contribute as much as you can to the work - be willing and energetic, as well as being 

unfailingly cheerful and polite. The more you do for the people who work there, the more 

they will be willing to help you learn. You have to build up good relationships, so that those 

who come after you can also use these facilities. 

 

Remember: you are under discipline. This is a formal part of your training. You may not 

absent yourself from the workplace without permission from your supervisors.  

 



 

 
56 

 

PARTICULAR INSTRUCTIONS FOR WORKING WITH THE STAFF 
 

You are now working with medical officers, PHC sisters, nursing staff and members of the 

associated professions.  These people are all members of the health care team, and give selflessly of 

their time and energies to help you to learn.  Part of the fun of working at a district hospital or 

clinics is the close relationship that often exists between members of the different professions.  

Your colleagues before you established good relations with these people, and we trust that you will 

build on this good base.  Please treat everyone with whom you come in contact with respect. 

 

You will need to use your own initiative.  The staff is generally friendlier than some of the other 

hospitals where you work, but they are busy and will not necessarily come looking for you.  You 

must be enterprising and ask: “May I help?”, “May I do it?” and so on.  It is your responsibility to 

get as much practical experience as possible, and not to just watch from a distance. 

 

There are times when you may not agree with the management of a specific patient.  Please do not 

argue with the doctor or PHC nurse, especially not in public!  Make a note of the details and discuss 

it with your supervisor/coordinator. 

 

When you have conducted any procedure there is usually a lot of cleaning up to be done - the 

patient, the bed, even the floor. The person who has to clean up is you. Ask the nurses to show you 

their routine - where to put the soiled linen and clothes, where to get clean linen, etc.  
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UNDERSTANDING PRIMARY HEALTH CARE 
 

 

Where does PHC come from? 
 

In the 1960s it became clear to people in developed and developing countries that the health 

services were not producing the expected results. The old model, that you produce health by healing 

sickness, was not working. In several countries experiments with different models of health care 

were being conducted, with striking success. Accordingly the WHO initiated a programme of 

research to find out what these projects had in common. From the findings a new action plan was 

formulated, Primary Health Care. The goal of this plan was to produce health - 'Health for all by the 

year 2000.' 

 

What does PHC consist of? 
 

In the Declaration of Alma-Ata PHC contains 8 'elements of essential health care': 

 water supply (adequate and clean) and sanitation (safe disposal of human and household waste) 

 nutrition (adequate and balanced) 

 immunization (against dangerous infectious diseases) 

 maternal and child health (including antenatal, intrapartum and postnatal care; family planning; 

growth monitoring) 

 diagnosis and treatment (of common diseases and injuries) 

 prevention and control (of common diseases and injuries) 

 health education (in support of the other elements) 

 provision of adequate drugs and supplies (in support of the other elements). 

 

How is PHC to be applied? 
 

These elements are to be applied by using the following strategies: 

 universality, accessibility and equity (the service must be planned for all sectors and 

communities, be easy to get to, be of equal quality to all groups) 

 affordability (to individuals and the country) 

 acceptability (to those who will use the service) 

 a family and community orientation (taking these groups into account in planning and delivering 

health care) 

 community participation (health workers can't do everything themselves, nor should they try to 

undermine self-sufficiency) 

 PHC is the nucleus of the health service (it is the priority, the other levels are planned in support 

of it) 

 teamwork (health workers with different skills work together) 

 an inter-disciplinary approach (health workers need to work with other professions since 

education, agriculture, communications etc. all affect health) 

·  community development (PHC must be an integral part of the country's development 

planning) 

· appropriate technology (not unnecessarily sophisticated, but sophisticated enough to deliver 

a quality service) 

· evaluation (PHC must be continually evaluated and adapted). 
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ESSENTIAL BASIC INFORMATION 
 

General behaviour and dress code 
 

Medical students are doctors in training and as such should behave professionally at all times. You 

are guests in the facilities where you will be working.  Neither the patients;  the supervisors;  the 

nurses nor the clerks are reimbursed for this unique opportunity they afford you to learn.  A full 

report of your behaviour towards the doctors, other staff and patients is expected from the 

supervisor and unprofessional behaviour is totally unacceptable. 

While we would not wish to be too prescriptive, the dress code must conform to the general code of 

the Faculty.  Dress professionally.  No shorts or T-shirts will be permitted.    No tank-tops or bare 

midriffs will be allowed. Students considered improperly dressed will be sent away and this may 

jeopardise the DP requirements of their block. 

It is requested that you take a CLEAN white coat with you and wear it when appropriate i.e. to 

conform with the practice of other doctors on site. (This may not be required in certain sites.) 

Similarly, male students should preferably wear a tie if this is the practice at the facility. 

 

Satisfactory Performance (SP) 
 

The programme requires FULL ATTENDANCE AT ALL COMPONENTS. Absence from any 

part of the programme without prior approval and arrangement with the ACADEMIC 

COORDINATOR/S may result in failure to obtain a Satisfactory Performance Certification.  All 

absences for sickness must be substantiated with a sick note to the administrator.   

If you are unable to attend a session for whatever reason, inform the supervisor immediately. This is 

not only acceptable professional behaviour but also for security reasons.  Since students will be 

travelling in the community as part of the IPC block programme it is important that supervisors are 

aware of students’ whereabouts at all times. 

Decisions on absences for religious purposes will be informed by the University Council’s accepted 

list of recognised religious holidays. 

Note that officially the block includes the weekends.    

 

Transport 
 

Unless otherwise stated you are responsible for your own transport during this block.  For your own 

safety, you are urged to use larger public roads to reach your destination, and to be accompanied 

when you go into the community.  Within the district hospital complex, transport will in most cases 

be provided by the local health department, but you may be asked to use your own vehicle on some 

occasions for short trips, due to transport shortages. 

 

Security and Safety 
 

Some students and their parents have raised the issue of the safety of travelling and working in 

community sites.  It has been our experience that almost all community members are very willing to 

help students and will assist them wherever possible.  However, we and the Faculty are concerned 

that no student should be subjected to unnecessary or excessive risks beyond that in society in 

general.   While we shall make all attempts to avoid dangerous areas, we cannot be held responsible 

for any incident, which is beyond our control.  The chance of an incident is very rare.   If you use 

‘common sense’, you should be safe. 

 

 

Students should at all times therefore limit the possibility of danger to themselves or their property 
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by following these suggestions: 

 try to blend into the community.  Do not wear clothes or jewellery which make you 

vulnerable and look like a ‘tourist’ or ‘visitor’.   In some areas, however wearing a white coat 

which indicates your profession may offer protection, but then it could in other circumstances 

indicate that you are affluent and a target. 

 do not carry handbags or brief-cases in public areas 

 do not carry cameras, ipods/MP3 players or smartphones in public areas  

 do not expose your stethoscope, purses, bags or cell phone to view. 

 park your vehicle in public or allocated parking areas 

 keep your vehicle’s windows closed and the doors locked at all times. 

 do not have any valuables visible in the vehicle while driving and when parked. 

 always keep alert when walking on pavements and on entering or leaving buildings. 

 

If you do experience any incident please report it to your supervisor and the IPC block 

administrator. 

 

(For more details about Safety issues, read the Faculty Guidelines on Safety below) 
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STUDENT HEALTH 
 

General Health Issues 
 

You should at all times practice universal precautions when in contact with patients.  These are set 

out below. 

If you have an infectious condition, you should discuss the advisability of attendance with your 

supervisors.  A sick certificate will be required for Faculty purposes.   

 

Needle Stick Injuries 
 

You are urged to follow the universal precautions (see below), but in the unlikely event of you 

sustaining a needle stick or other injury in which you may have been infected with contaminated 

HIV positive blood, you must:  

 Inform your supervising practitioner immediately. 

 If possible obtain an immediate specimen of blood from the patient (with consent).   

 Obtain the necessary starter pack of antiretroviral medication from your site coordinator, and 

have blood drawn for testing if not done at the site of injury. 

 Inform the Department of Rural Health as soon as possible. Contact the Student Health 

Service at main campus for follow-up care and on-going medication.  

 

Students who are HIV positive 
 

Should you be HIV positive and have any concerns regarding your status, please feel free to discuss 

it with staff members, especially if you have concerns about the possible risks to your status from 

exposure to community infections, etc. 

 

Sexual and Racial Harassment 
 

You are urged to contact Maria Wanyane 011 717 9140/32 or email info.ccdu@wits.ac.za if 

incidents of this nature should occur.   

 

mailto:info.ccdu@wits.ac.za


 

 
61 

 

Universal Precautions against Accidental Infection 
 

This section represents basic components practically applicable to students, doctors and associated 

health care workers caring for patients with HIV 

These universal precautions are designed to prevent: 

 Penetration of skin by contaminated sharp objects. 

 Contamination of skin, especially non-intact skin, and mucous membranes, especially 

the conjunctivae. 

As a general principle, disposable instruments should only be used once, and re-usable items should 

be sterilised. 

Body fluids that should be handled with the same precautions as blood:  
  

 Cerebrospinal fluid 

 Peritoneal fluid 

 Pleural fluid 

 Pericardial fluid 

 Synovial fluid 

 Amniotic fluid 

 Semen 

 Vaginal secretions 

 Breast milk 

 Any other body fluid which is blood stained 

 Saliva in association with oral work and dentistry 

 Unfixed tissues and organs 

 Body fluid such as urine, sweat and saliva (except in the context of dentistry) do not 

pose any risk.   

 
Avoidance of injuries with "Sharps" 

 Recognise risky objects, not only needles and knives, but less obvious ones such as 

toothed forceps, clips, bone spicules, etc. 

 Never allow a sharp object, especially a contaminated one, to come near one's fingers. 

(Do not re-sheath needles use instruments to load and unload scalpel blades, etc.) 

 Be personally responsible for the immediate safe disposal of all "sharps" that one uses 

into an approved container. 

 Never handle a "sharp" without looking at it. 

 Never put down a "sharp" except in an agreed neutral area. 

 Use the safest "sharp" that will do the job knives and sharp needles only for skin, 

scissors and blunt (round-nosed) needles for tissues. 
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 Never feel for a needle point (or other sharp object) with fingers. 

 Never put one's fingers in an area or wound where someone else is using a "sharp". 

 Avoid the use of wire sutures. 

 Use heavy-duty gloves (ring-link or similar) in danger situations (broken bones, sharp 

foreign bodies, etc.) 

 
Avoidance of skin/mucous membrane contamination: 

 Three risks are identified: 

o Blood or body fluid on hands 

o Spillage on the health worker's body 

o Spray/aerosol to eyes and face 

 Avoid contact with patients, soiled linen, etc. if skin of hands is not intact (cuts, eczema, 

etc.) unless the lesions can be completely isolated by impermeable adhesive tape. 

 Use gloves : 

o Latex gloves to be used by every health care worker handling blood/body fluid. 

o Torn glove to be removed immediately and contamination washed away. 

o Double gloving reduces skin contamination during operations by 80%, and may 

reduce the risk associated with "sharps" injuries. 

 Spillage: 

o Where risk of spillage exists, use plastic aprons and impermeable boots. 

o Ensure that all spillage is immediately cleaned. 

o Double seal all containers of blood and body fluid. 

 Spray/aerosol: 

o Where risk exists use face/eye protection (spectacles, face shields, eye-goggles, 

etc.) 

o Laser and fulguration smoke should be continuously aspirated by suction. 

 

Summary 

Routine implementation of these simple, logical measures, which are not time consuming nor 

significantly expensive, by all members of the health care team, should reduce the risk of such 

workers by patients, and of patients by health care workers, to very near to zero.  Disciplined 

implementation of these precautions in dealing with all patients should make pre-treatment 

determination of a patient's HIV status irrelevant in terms of the safety of health care workers. 
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 BOOK LIST 
 

 

The following books are useful for this block: 

 

 Mash B (Ed) Handbook of Family Medicine. Third Edition. Cape Town: Oxford University 

Press, 2011 

 

 Mash B, Blitz-Lindeque J (Eds) South African Family Practice Manual. Second edition. 

Pretoria: van Schaik, 2006. 

 

 Standard treatment guidelines and essential drugs list. The National Department of Health, 

Pretoria, 2008 

 

 The South African Tuberculosis Control Programme - practical guidelines. The National 

Department of Health, Pretoria, 2000 

 

 The Merck Manual 

 

 Facts for life. Geneva: UNICEF/ WHO/ UNESCO/ UNFPA, 1993 

 

 Department of Health protocols and other useful guidelines on IPC Resource CD 
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GUIDELINES FOR TELECONFERENCE PARTICIPANTS 
 

Teleconferencing is a very useful tool for learning-teaching and for business as long as participants 

remember a few simple rules, which make it different from face-to-face interactions. 

 

1. General principles for all participants 

a. Speak clearly and slowly 

b. Always speak through the facilitator 

c. Only one person should speak at a time 

d. Voices are difficult to distinguish on a telephone; say your name before you speak 
every time 

e. If you are using a speaker phone, avoid background noises as far as possible, as the 
microphone is quite sensitive and these are clearly transmitted to everyone else. e.g. 
computer noises; banging doors; flushing toilets, etc. 

f. Avoid sneezing, coughing or making any other noises into the mouthpiece or near the 
speaker/microphone. 

g. Answer questions clearly “yes’, “no”, “I don’t know”, etc.  Remember body language 
cannot be seen on the telephone. 

h. If you are disconnected, phone 10116 (Telkom business centre) from a Telkom line and 
quote the reference number for the teleconference to be reconnected. When you are re-
connected, inform the facilitator. 

 

2. Specific responsibilities of students/sites 

a. The site allocated for the week will present their patients. Make sure that each group 
member gets to present at least one patient/problem. 

b. Note the disciplines available on the teleconference as per the schedule provided and 
make sure you have a case/question to present to each specialist 

c. Always introduce yourself before presenting a patient or problem.  

d. Be concise when presenting the patient/problem, and indicate clearly what the 
question/s or issue/s are that you wish to have discussed. 

e. Speak through the facilitator, but direct questions to specific consultants if necessary. 

f. Once each patient has been presented, students from any site may raise questions 
about the case, through the facilitator. 

g. Once all cases for the week have been presented, if there is enough time, students 
from other sites can ask about any other patients or issues related to the specialities on 
the teleconference. 

 

3. Specific responsibilities of consultants 

a. Indicate who is speaking before responding to a question or adding a comment.  

b. Listen to the patient presentations/problems directed to you by the facilitator, and ask 
for missing information or clarify any details as required. 

c. Focus on the questions/s or issue/s raised. 

d. Try to facilitate learning rather than simply answering questions. 
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e. Where time permits, ask questions about gaps or areas not raised by students, 

especially to encourage more comprehensive and integrated thinking. 

f. Avoid long answers or unnecessary details: rather refer students to sources if more 
information is needed. 

 

4. Specific responsibilities of the facilitator 

a. Introduce yourself at the beginning of the session 

b. Give out Telkom’s contact number and the reference number for the teleconference in 
case anyone is cut off  

c. Check that all the consultants are available and connected 

d. Check that all the sites are connected, and note which ones are not connected 

e. Request all cell phones to be switched off as they interfere with the line. 

f. Indicate which site(s) is/are the designated sites to present for the week, and which one 
should start with their presentation 

g. Make sure the students introduce themselves, and the team knows what the focus of 
the presentation is, or to whom the questions are being directed. 

h. Guide the discussion of the patient/problem. 

i. Request the next site to present after all students at the first site have completed. 

j. After the designated site(s) has/have presented, give a chance for other students to 
raise questions or present patients briefly, if there is time.   

k. Maintain time. 

l. Whenever a sound is heard that indicates someone might have been disconnected, run 
through the list of sites and consultants quickly to check if everyone is still on board. 

m. At the end, allow the consultants to drop their lines and provide an opportunity to the 
academic coordinator to deal with any block-related queries or notices. 

n. Provide any feedback needed to the IPC team 
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2016 IPC BLOCK TELECONFERENCE SCHEDULE 
Thursdays at 14H00 

 

Rotation 1      

Dates 28
th

 January 4
th

 February 11
th

 February 18
th

 February 

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 2      

Dates 10
th

 March 17
th

 March 24
th

 March 31
st
 March 

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 3      

Dates 21
st
April 28

th
 April 5

th
 May 12

th
 May 

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 4    Public Holiday   

Dates 2
nd

 June 9
th

 June 16
th

 June 23
rd

 June 

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

No teleconference 

scheduled on this 

day. 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 5      

Dates 28
th

 July  4
th

 August 11
th

 August 18
th

 August  

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 6     

Dates 8
th

 September 15
th

 

September 

22
nd

 September 29
th

 September  

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

Rotation 7      

Dates 20
th

 October 27
th

 October 3
rd

 November 10
th

 November 

Departments 

involved 
 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 

 Family med 

 Public health 

 Medicine  

 O&G 

 Family med 

 Psychiatry 

 Surgery 

 Paediatrics 
 

For enquires or last minute changes, please contact the Rural Health Division 011 7172131 
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