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CHAPTER 1: GENERAL INTRODUCTION TO THE
RESIDENCY TRAINING PROGRAMME IN OBSTETRICS
AND GYNAECOLOGY

1.0 PREAMBLE

The Faculty of Obstetrics and Gynaecology is one of the sixteen (16) faculties that
make up the National Postgraduate Medical College of Nig&ha. National
Postgraduate Medical College of Nigeria (NPMCN) was established by the National
Postgraduate Medal College Decree No. 67 of 24th September, 1979, now Cap
N59 Laws of the Federation 2004, as a body corporate with perpetual succession and
a common seal. It was set up to be the tertiary institution at the apex of medical
education in Nigeria and its fmmafunction is to produce specialists in all branches

of medicine and dentistry.

1.1: A SHIFT TO THE COMPETENCY BASED CURRICULUM AND
FELLOWSHIP TRAINING WITH SUB-SPECIALIZATION

The Faculty of Obstetrics and Gynaecology has operated ab#segigeneral
training curriculum since inception. However, in line with international current best
practicesin the specialtythe Faculty has decided to adopt the competency based
training framework for the training of obstetricians and gynaecologists in Nigeria,

henceforth. In addition, training nowbeencomprisesof two distinct stages. The



junior residency training now involves three years of general training in Obstetrics
and Gynaecology while the Senior Residency consistseé tyears of subpecialty
training culminating in the award of the fellowship of the National Postgraduate
Medical College with sub specialization in one of the defined subspecialty areas.
Residents who do not have interest in -spbcialization will have the
opportunity of training as generabstetricians and Gynaecologists by rotating

through all the sulspecialty areas during the senior residency programme.

At both stages of trainingearning contenwill be structuredwithin well-defined
themes, with clear definition of the levelsaampetences and milestones that must

be achieved at each stage of training. This is complemented by periodd=iedd
formative and summative assessments using objective tools at each stage of training
to ensure that the goals of the training prograsjnreterms of competencies to be
attained at each stage of training, are attained.

It must be acknowledged, from the outset, that the committees that drew up the new
framework did not s et . Theuprocessaoof chrrcelumn v e n t
developmenthas been greatly influenced by the principles enunciated in the
following documents Faculty of Obstetrics and Gynaecology, NPMCN curriculum
2015,the Canadian Medical Education Directives for Special€sn(MEDS 2015

Physician framework, the third gdn of the RANZCOG Curriculum,201&)utch



National Competency Based Curriculurfor Obstetrics & Gynaecology (NL),
Recommendations for Postgraduate Training and assessment in Obstetrics and
Gynaecology The European Board and College of Obstetrics apda€cology
(EBCOG) ) 2005, ACGME Program Requirements for Graduate Medical
Education in Obstetrics and Gynaecology, 2017 and the RCOG Training curriculum.
This curriculum has borrowed significantly from the frameworks for competency
based learning ahé postgraduate level contained in the aforementioned documents,
for which the Faculty of Obstetrics and Gynaecology is eternally grateful. However,
in adopting principles from frameworks used in more resource rich settings, the
faculty is conscious of thneed to adapt such to the peculiarities of our very different
sociccultural environment plagued by the relative dearth of both training personnel
and well equipped hospitals in a bid to maximize the use of limited resources to
achievesimilar goals.
1.2. ALLOCATION OF CREDIT UNITS.
The training workload shall be weighted at each stage of the training using the
National University Commission (NUC) guidelines for course credit.
1.2.1 Definition of a Credit Unit

One credit unit is alleéd to the under listed;

1 1 hour /week of lectures or tutorials selfinstructionfor 15 weeks = [15

Lecture hours] or



1 3 hours/weelof term paper work fot5 weeks = [45 terrpaper hours] or
1 3 hours/week of practical/clinicaforof 15 weeks. = [45 Practical or Clinical
hours
Note: The residency training programme is continuous and not broken into
semestergherefore credit allocation was not based on semesters but the total

number of hours accumulated at each stage of training.



CHAPTER 2: INTRODUCTION TO THE SENIOR
RESIDENCY TRAINING PROGRAMME

The goal of the enior residency training programmetestrain personnel in sub
specialties, which are specific areas requiring expertise, practice and theoretical
knowledge beyonthe competence of the generalkstetician-gynaecologist. The
recognized suispecialty areas in Obstetrics and Gynaecology indilakernal and

Feal Medicine (MFM) Reproductive MedicindRM), GynaecologicOncology

(GO), Urogynaecology YG) and Obstetric and Gynaecologiditrasonography
(OGU) among others.

The basic philosophof the programmas to equip the trainee with a balanced
education and training in the subspeciatgasof choice The traineeshall be
expected tacquire and developroficienciesin the management of complieait
cases in the areds part of their training, they shall also be expected to develop
appropriate communication skills and professional conducts that will be sensitive to
the emotions of the patientnd appropriate to the sociocultural norms of the
communities in which they practicéhe training shall bestow inquisitive minds on
the trainees that will exbblethemcarry out meaningful researahat will positively
impact on thesubspecialty as wellteach and engage in community service while

continuing on the path of lifelong learning.

This curriculum draws richly frorpre-existingcurriculaof sister colleges such as
the Royal College of Obstetricians and Gynaecologig&COG) the Royal
Australian and New Zealand College of Obstetricians and Gynaecologists
RANZCOG), the American College of Obstetricians and Gynaecolod&GOG),

the European Training Programmes and oth&esowe them a debt of gratitude.
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CHAPTER 3: VISION AND MISSION OF THE
SENIOR RESIDENCY PROGRAMME

3.1 VISION

To train and produce highly competesiilb-specialist ®stetricians and
Gynaecologig that will deliver high quality and safe health care to women and
their families in Nigeria and internationally.

3.2 MISSION

The Faculty will achievéervision by promoting excellence in competetigsed
training, facultybased courses, maintain uniform standards in accreditation of
training institutions, ensuring trainees achieve recommended training milestones
and minimumEntrustableProfessionalActivities (EPAs) and provide
opportunities for continuing professional development.

The Faculty will alsanaintain the culture ahter-faculty training collaborations
within the National Postgraduate Medical College and with sister colleges
regionally and internationally.

3.3 MOTTO

Competency for i mproving womends heal th



3.4 OBJECTIVES

At the end of this training, the succaddfainee would have acquired the requisite

knowledge, skillsattitude and competencigsthe subspecialty of choicén

Obstetrics% Gynaecologythat will enable him/her to:

1. BE A MEDICAL EXPERT: Integrate and apply medical knowledge, clinical

skills and professional values in the provision of khigiality and safe women
centred care within any community in Nigeria and elsewhere.

2. BE AN EFFECTIVE COMMUNICATOR Facilitate effective
communication with patiestprovide relevant patient educatiduring and after
medical encounter and be able to utilize communication technology tools to
improve health care delivery and best outcames

3. BE AN ASTUTE COLLABORATOR Adapt to changing obstetric and
gynaecologic practice settings by working wpidtients, families, and
collaborating with diverse healthcare teams, other health professionals, and
communities to achieve optimal delivery of care to women

4. BE AN EFFECTIVE LEADER Lead and engage with others to contribute
to achievement of highyuality health care teams and take responsibility for the
delivery of excellent patient care as clinicians, administrators, scholars, and/or

teachers
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5. BE AN ADVOCATE: To practice responsibly with high ethical standards
and be able to advocate and influeree dttainment of higlquality health and
well-being of women in the population

6. BE A SCHOLAR Demonstrate a lifelong commitment to reflective learning,
as well as the creation, dissemination, application and translation of knowledge.
7. BE APROFESSIONAL To demonstrate commitment to the health and-well
being of women and society through ethical practice, professiegulation, and

high personal standards of behaviour.

3.5: STRUCTURE AND MODE OF INSTRUCTION

The Senior residency programme will span a minimum of 36 months rdinees

will spend the initial 9months to 12 monthas applicablein the field of general
obstetrics and gynaecology before moving into the-spérialty area of interest
where they Wl spend two to two anda quarteryears leading to the award of the
Fellowship of the National Postgraduate Medical Collégdd@OG) with the area

of subspecializationdesignated. Trainees with no specific sjecialty area of
interest will rotate tltough the four subspecialty areas of obstetrics and Gynaecology
for a period of 9 months each before qualifying for the final examinations.

The node of instruction shalconsists offormal lectures, tutorials, seminar

presentations, skills acquisition gve/grand rounds, clinics and clinical drills), case
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presentation, online and onsiteupdate courses and closely supervised
implementation of a [Bsertationfollowing external formative assessment driven

by senior academics in the specialty area oféste

The resident dators will be required to subnilieir Dissertation proposalyhich

must be in the subpecialty area of interegfithin three months of commencement

of the Senior residency programme. The external formative assessment process
shauld not last beyond three months so that Dissertation proposal should ideally

be approvedt most six months after commencement of the programme. Resident
doctors registered for the M.D programme of the College or who have registered for
a PhD programme will be exempted from the Dissertation component of the Final
Fellowship examination if thepresent evidence of successful defence of the M.D
or PhD thesisThe Exit Fellowship examitimn shall take place at lea&tmonths

after the successful defense of an M.D or PhD thesis.

3.6: TRAINING CENTRES

Trainingwill be undertaken inaccredited institutiamnationwidethe updated list
of which is available from the college web site (www.npmcn.edufPapt of the
training may however be done in approved centres in other ceviieze such

centres offer the candidatéoad and conténexposure that may not be readily
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available locally.Rotation through state of the Art facilities in developed or
developing countries ,for a period of at least three months ,wilhéaieged

CORE COLLEGE COURSES

In addition to courses that are speaxth the subspecialties, to be indicated under the
specific specialties, allesidents will be required to participate in all designated

college courses. The courses include

PMC 951: Research Methodology
PMC 952: Health Resources Management
PMC 953: Ethicsn Clinical Practice

RURAL POSTING

All residents will be required to do a 13 week posting in a secondary health centre
adopted by the training institution. The objective is to provide a setting where the
resident doctor can practice the skills acquired in general obstetrics and gynaecology
with minimum supervision. It is expected that the resident will spending the \gorkin
days of the week in the hospital excdpting weekendsThe resident will submit a
formal report at the end of the posting providing details of the range and number of
cases seen including surgeries performed,deliveries taken and assisted vaginal
deliveries carried out.Cases beyond his/her capacityexpected to be referred to

the parent training institution.

CHAPTER 4: SENIOR RESIDENCY TRAINING
IN MATERNAL AND FETAL MEDICINE
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4.1.

4.2,

4.3.

Vision: Provide composite training in Maternal fetal Medicine of the Isghe
possible standard

Mission: To produce subspecialist in Maternal Fetal Medicine capable of
rendering optimum care to the population and also conduct research that will
positively impact on service delivery and outcome.

Aim of the training

To trainsubspecialists who can function in collaboration with other-pereiders

to improve maternal and neonatal outcomes of women with high risk pregnancies.

4.4,

Objectives of the training

At the completion of the programme, trainees should have acquired theskigew!

and skill to enable them practice at the pinnacle of their career in the management

of complicated pregnancies. This will be attained through:

a.

Acquisition of knowledge of the basic sciences relevant to maternal and fetal
medicine

Acquisition of knowlelge of the pathophysiology, methods of evaluation

and treatment of the maternal disorders and pregnancy complications
contributing to high fetal risk and early newborn problems.

Acquisition of competence in all the modalities of fetal diagnosis and

therapy including obstetric ultrasound and ultrasowgudded diagnostic and
therapeutic procedures such as amniocentesis, chorionic villus sampling and
cordocentesis

Attainment of state of the art skills and competence in the management of all
acute and chroniproblems within the discipline of Maternal and Fetal
Medicine

14



e. Understanding of the concepts of investigative science and the development
of skills in research methods

f.  Understanding of the organisation of health services in the areas of Maternal
and FetaMedicine

g. Training in the methods of quality assurance and audit

h. Training in leadership for research and development within the subspecialty

4.5. Entry requirements
A pass at the Part 1 Fellowship Examination of the National Postgraduate Medical

College ofNigeria
4.6. Nature of training

Training shall be structured and competency based. From the beginning of the

programme, progress shall be monitored by means of the log book.

Fellows undergoing the MFM training shall participate in all relevant activities of
the training unit, such as the care of outpatients armhiients, on call duties,
performing ultrasound examinations, intreerine procedures and participating in
educational activitiesncluding the teaching of medical students, resident doctors in
thegeneral Obstetrics and Gynaecology training and other health professionals and
their students. The trainee shall also participate in audit and any ongoing basic or

clinical research activities of the training unit.

At the recommendation of the Nation&daining Coordinator/Supervisor and with
approval of theCollege Registrar following consideration by thBoard of the
Faculty of Obstetrics & Gynaecology, NPMCN, the trainee may spend some of the
training periods in other centres accredited byNa#ional Postgraduate Medical

College as well as recognized centres in other countries where such, in the opinion
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of the Training Coordinator or Supervisor, would enhance the quality of training and

exposureof the Resident doctor.

4.7. Duration of training
Duration of subspecialty training in Maternal and Fetal Medicine shall be a

minimumof Thirty Six months (3rears) of full time training.

4.8. Structure of the training

The Senior residency training iMaternal and Fetal Medicine Subspecialty
programme shalld centrally regulated bihe Senate of thHational Postgraduate
Medical College of Nigeria via recommendations from tkaculty board of
Obstetrics and Gynaecology of the NPMCN. Talege Senate shabprove the
enrollment of all candidates into ttrainingprogrammeaswell as theaccreditation
of training centresfollowing recommendation by the Faculty Board of Obstetrics

and Gynaecology

Each Trainee shall have at least one Supervisor in MFM appointed by the Faculty
Board of Obstetrics and Gynadogy of the NPMCN from the onset of the
programme. The Supervisor shall facilitate communication between the
Faculty/College and the Trainee when necessary, and conduct periodic evaluations

of progress of the trainee. There shall be documented evidetieesefevaluations.

The Faculty Board shiabe responsible for the appointment of Specialists with
requisite proficiencies in specific areas of Maternal and Fetal Medicine as accredited
trainers and assessors for t8enior Residencyprogrammein MFM following

recommendation by the Faculty Executive.
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The Executive Committee of the Faculty shall recommend for approvaheof
FacultyBoard a subspecialtyraining Chairmanfor tenureof two yearsenewable

for another two yearsThe responsibility of th&ubspecialty Chairman shall be to
hose responsibility shall bead a Committee including two other senior academics
in the subspecialty. They will oversee the training programme in themdalty
subject to the Faculty Board and ultimately to thdl€ge Senate. The members of
this committeeshall servdor a maximum of fourears, aftewhich there must be

an interval of at least two years before they are eligible fappwintment.

The Subspecialty Committestall be responsible for collation thife academic and
clinical activities of all trainees, in order to confirm that the recommended
knowledge and competences for each stage of the training are successfully,attained
subject to the Executive Committee of the Faculty and the Faculty Bohed
Committeeshall achieve this by compiling the reports from the accredited specialists

at the designated training centea®l reviewing the log books

4.9. Trainee activities/Duration
Programme.ength: 36 monthq3 years)
Clinical Rotations

a) GeneralObstetrics and Gynaecology Posting 6 months

b) High Risk Pregnancy Management (antenatal clinigatents, labour and

delivery) 6 months.
c) Fetal ultrasound Clinic 6 months
d) Intrauerine Fetal Surgical Unit 6 months

e) Mandatory psting overseas 3 months

17



f) Genetics Laboratory Posting
g) Neonatology

h) Pathology

1) Anaesthesia

()  Rural Posting

2 months
2 months
1 month
1 month

3 months

COURSE CONTENT AND TRAINING ACTIVITIES IN MATERNAL AND

FETAL MEDICINE

The course conteld organized under the following courses:

OBG 956 Medical Complications of Pregnancy

OBG 957 Genetics

OBG 958 Fetal Abnormalities

OBG 959 Antenatal Complications

OBG 960 Intrapartum Comptations

OBG 961 Infectious Diseases

OBG 962 Applied research skills

OBG 956: Medical Complications of Pregnancy (3 Credits)

Objectives:

18



At the end of this module the trainees should be able to carry out appropriate
detailed assessment and management of women with medical complications of
pregnancy. Such cases include but not limited to the following:

Hypertension
Chronic Hypertension

Definition and diagnosis:

1 Measurement of blood pressure in pregnancy, includingatak devices.
9 Impact of pregnancy on blood pressure.

1 Superimposed preclampsia.

1 Prevalence (primary and secondary causes).

Pathophysiology:

1 Acute hypertension.
1 Chronic hypertensio (including eneorgan damage)

Management:

1 Screening for common causes etsndary hypertension.
1 Pregnancy management, including fetal monitoring.

1 Maternal and fetal risks.

1 Contraception.

Pharmacology, including adverse effects

9 Anti-adrenergics (e.g. propranolol, labetalol, oxprenolol).
9 Calcium channel blockers (e.g. nifedipine)

9 Vasodilators (e.g. hydralazine).

1 ACE inhibitors (e.g. lisinopril).

Outcome: longerm and cardiovascular risks.
Pre-eclampsia

Definition and diagnosis:

19



)l
)l
)l

pregnancyinduced hypertension (PIH)
proteinuria
prevalence.

Pathophysiology:

)l
)l
)l

placental pathology
endothelial dysfunction and systemic manifestations
Oxidativestress etc.

Prediction

Management of severe peelampsia:

)l

= =4 =4 4 A

)l
)l
)l

maternal and fetal risks

maternal monitoring, including indications for invasive monitoring)
fetal monitoring

management of complicahe

HELLP syndrome

Eclampsia, including differential diagnosisconvulsions, altered
consciousness

cerebrovascular accident

pulmonary oedema, acute respiratory distress syndrome
Contraception.

Pharmacology, including adverse effects:

)l
)l

magnesium sulphate
frusemide.

Outcome, including longerm cardiovascular risks.

Renal disease

The kidney in normal pregnancy:

)l
f
f

anatomical changes, including hydronephrosis)
functional changes
interpretation renal function tests

20



)l

fluid and electrolyte balance.

Pre-existing renatisease (CRD): reflux nephropathy, glomerulonephritis,
polycystic kidney disease (PKD):

pathology

prevalence

pre-pregnancy assessment

pregnancy management

outcome (including genetic implications).

Renal transplant recipients:

=4 =2 =4 4 4 2

prepregnancy assessment

diagrosis rejection

pregnancy management

long term considerations

pharmacology (including adverse effects)
cyclosporine, tacrolimus

azathioprine

corticosteroids

Acute renal failure (ARF)n pregnancy and the puerperium

)l

)l
)l

aetiology and diagnosis, including diffateal diagnosis of abnormal renal
function

management and outcome

indications for and principles of renal support.

Urinary tract infection: differential diagnosis proteinuria

Cardiac disease

The heart in normal pregnancy:

)l

)l

anatomical and functional changex;luding differential diagnosis heart
murmur
ECG, echocardiography and assessment of cardiac function.
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Congenital heart disease:

9 classification (cyanotic and acyanotic) and risks

prevalence

functional impact of pregnancy

prepregnancy assessment, indmadi for termination of pregnancy
pregnancy management including prevention and management of
endocarditis, thromboembolism, arrhythmias, cardiac failure

1 maternal and fetal outcome, including genetic implications)

1 Contraception.

= =4 4 2

Acquired heart disease (rhmatic, ischaemic, valve replacement, Marfan
syndrome, arrythmias):

9 functional impact of pregnancy

1 prepregnancy assessment

1 diagnosis, including differential diagnosis chest pain, palpitations
1 pregnancy management, including management of cardiac failure.

Pharmacology, including adverse effects:

diuretics and antihypertensives

inotropes (e.g. digoxin, ACE inhibitor)

antrarrhythmics (e.g. adenosine, mexiletine, lidocaine, procainamide)
1 anticoagulants (lovmolecularweight heparin, warfarin

= =4 =2

Peripartum cardiogopathy:

1 diagnosis, including differential diagnosiEbreathlessness
1 management and outcome
9 recurrence risks.

Liver disease
Liver in normal pregnancy:

1 anatomical and functional changes

22



1 interpretation of liver function tests in pregnancy.

Pre-existingliver disease (primary biliary cirrhosis, chronic active hepatitis,
transplant recipient:

1 pathology

1 functional impact of pregnancy
1 pregnancy management

1 maternal and fetal outcome

91 Contraception.

Obstetric cholestasis:

1 pathogenesis
1 prevalence
1 diagnosis, including differential diagnosis of itching and altered liver
function
1 pregnancy management, including fetal monitoring
1 pharmacology, including adverse effects:
o ursodeoxycholic acid
0 corticosteroids

Acute fatty liver of pregnancy (AFLP):

1 diagnosis, including differential diagnosis of overlap syndromes (e.g
pulmonary embolism)

1 management and outcome, including management of liver failure

1 recurrence risks.

Viral hepatitis

Respiratory disease
The lungs in normal pregnancy:

9 anatomical and fuctional changes

liver

23



1 Interpretatiorof chest xray and pulmonary function tests, including blood
gases in pregnancy.

Pre-existing lung disease (asthma, sarcoidosis, cystic fibrosis, restrictive lung
disease):

1 pathogenesis

prevalence

functional impact of pregmay

pregnancy management

maternal and fetal outcome

pharmacology, including adverse effects:
0 betasympathomimetics (e.g. salbutamol, terbutaline)
o theophyllines
o sodium cromoglicate
0 corticosteroids

9 tuberculosis

= =4 4 A A

Acute lung disease in pregnancy: acute respyatstress syndrome (ARDS),
pneumothorax, pneumonia:

1 pathogenesis
1 diagnosis, including differential diagnosis of chest pain, breathlessness,
tachypnoea, acute hypoxaemia)
1 oxygen therapy
1 management of respiratory failure, including indications for@mttiples
of ventilator support
1 pharmacology, including adverse effects
o amoxicillin and other antibiotics.

Gastrointestinal (GI) disease
The Gl tract in normal pregnancy:
1 anatomical and functional changes.

Preexisting Gl disease (ulcerative colitis, Cobs di sease, coel i ac
bowel syndrome):

24
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pathogenesis.
functional impact of pregnancy
pregnancy management
maternal and fetal outcome
pharmacology, including adverse effects):
0 sulfasalazine,ASA
0 corticosteroids
o bulking agents, lactulose
0 artispasmodics.

Pregnancyrelated Gl disease (hyperemesis gravidarum, reflux oesophagitis,
constipation):

)l

= =2 =4 4 4 4

pathogenesis

prevalence

diagnosis, including differential diagnosis of vomiting and role of endoscopy
pregnancy management, including parenteral nomriéind steroids
pharmacology, including adverse effects

antremetics (e.g. cyclizine, metoclopramide)

antacids (e.g. magnesium trisilicate)

H2-receptor antagonists (e.g. ranitidine).

Appendicitis:

)l

)l
)l

diagnosis, including differential diagnosifabdominal pain and role of
ultrasound

Management, including antibiotics)

Maternaland fetal outcome.

Diabetes

Glucose homeostasis in pregnancy.

Preexisting diabetes:

)l
f

pathogenesis and classification
prevalence

25
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complications (metabolic, retinopathy, nepbaithy, neuropathy, vascular
disease)
pre-pregnancy assessment
functional impact of pregnancy in uncomplicated and complicated diabetes
pregnancy management
O prepregnancy care
o maternal monitoring (glycaemic control)
o fetal monitoring
0 intrapartum care
maternalnd fetal outcome, including fetal abnormality, macrosomia, fetal
growth restriction
pharmacology, including adverse effects
insulin
oral hypoglycaemics (e.g. metformin)
Contraception.

Gestational diabetes:

)l
)l

pathophysiology and diagnosis

prevalence

pregnancy management, including diet, insulin and oral hypoglycaemic
agents)

maternal and fetal outcome

long term risks and management

Contraception.

Outcome: neonatal complications, management.

Other Endocrine Disease

Endocrine function in pregnancy:

f
)l
)l

Thyroid physiology in pregnancy
Pituitary and adrenal physiology in pregnancy
Fetal thyroid and adrenal function.

Thyroid disease (hyperthyroidism, hypothyroidism):
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Prevalence
Pathogenesis (including Graveksease)
Diagnosis
Maternal and fetal outcome, inding fetal hypo/hyperthyroidism,
developmental delay
1 Pregnancy management:
o maternal monitoring (FT4, TSH, TSiHeceptor immunoglobulins)
o fetal monitoring (ultrasound, blood sampling)
1 Pharmacology, including adverse effects:
o Thyroxine
o thionamides (e.g. cairnazole, propylthiouracil)
1 Management and outcome of neonatal hypo and hyperthyroidism.

= =4 =4 2

Pituitary and adrenal diseases:

1 Pathophysiology (hyperprolactinaemia, Cushing syndrome, hypopituitarism,
Addi sonds disease, diabetes insipidu
Maternal and fetabutcome

Pregnancy management

Pharmacology, including adverse effects:

Bromocriptine

1 Desmopressin acetate.

= =4 =4 =4

Neurological Disease
Neumlogical function in pregnancy

Pre-existing neurological disease (epilepsy, migraine, multiple sclerosis,
myasthenia gravisnyotonic dystrophy, idiopathic intracranial hypertension, spina
bifida)

1 Pathogenesis

1 Prevalence

1 Functional impact of pregnancy

1 Pregnancy management, including:
o Prepregnancy care

27



o Prenatal diagnosis
o Peripartum care
1 Maternal and fetal outcome
1 Pharmacology, icluding adverse effects:
o phenytoin, valproic acid, carbamazepine, lamotrigine
0 propranolol, tricyclic antidepressants
0 acetazolamide
0 pyridostigmine
1 Contraception.

Acute and pregnaneyduced neurological disease (stroke, neuropathiee | | 6 s
palsy, carpalunnel syndrome, meralgia paresthetica):

1 Pathogenesis, stroke (including cerebrovascular disease, cerebral venous
thrombosis, subarachnoid haemorrhage), neuropathies

9 Diagnosisjncluding differential diagnose headache, convulsions and
alteredconsciousness and cerebral imaging, electrophysiology

1 Management, including corticosteroids

1 Maternal and fetal outcome.

Connective Tissue Disease
Systemic lupus erythematosus (SLE) and antiphospholipid syndrome (APS):

1 Pathogenesis
1 Prevalence
9 Diagnosis, intuding classification criteria (Sapporo, American Rheumatoid
Association), laboratory investigations)
1 Functional impact of pregnancy
1 Management, including:
o Prepregnancy care
o Maternal and fetal monitoring
1 Maternal and fetal outcome
1 Pharmacology, includingdaerse effects:
0 corticosteroids, azathioprine
0 aspirin, lowmolecularweight heparin
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1 Contraception
1 Outcome, including management of neonatal lupus.

Other CTD, including scleroderma, rheumatoid arthritis, mixed CTD:

1 Pathogenesis
1 Diagnosis
1 Functional impact fopregnancy.

Management, including:

1 Prepregnancy care

1 Maternal and fetal monitoring

1 Maternal and fetal outcome

1 Pharmacology, including adverse effects:

o

©O O O O

o

aspirin, nonsteroidal antnflammatory drugs,
corticosteroids

chloroquine

sulfasalazine

azathioprine

penicillamine.

1 Contraception.

Haematological Disease

Haematological function in pregnancy:

1 Red cell and plasma volume changes during pregnancy
1 Changes in coagulation system during pregnancy
9 Interpretation of haematological and clotting tests.

Anaemia;:

1 Patogenesis (iron, folate and vitamin B12 deficiency
1 Prevalence

91 Diagnosis

1 Maternal and fetal outcome
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1 Pharmacology, including adverse effects:
o iron (oral and parenteral)
o folic acid
0 vitamin B12.

Haemoglobinopathies (sickle cell and thalassaemia syndromes):

1 Genetic basis and pathogenesis

Prevalence

Prenatal diagnosis

Fetal monitoring

Functional impact of pregnancy

Maternal and fetal outcome

Management, including vasmclusive crisis in sickle cell disease,
haematinic and transfusion therapy.

=2 =2 4 4 =4 =2

Thrombocytopenia

1 Prevalence
1 Diagnosisjncluding differential diagnose
1 Pathogenesis, including gestational thrombocytopenia, idiopathic
thrombocytopenic purpura, haemolytic uraemic syndrome and thrombotic
thrombocytopenic purpura)
1 Maternal and fetal outcome
Managementincluding role of splenectomy
1 Pharmacology, including adverse effects:
0 corticosteroids, azathioprine
0 intravenous immunoglobulin G.

=

Congenital coagulation disorders:

1 Genetic basis and pathogenesis,n Wi | | ebr andds di seas:¢
1 Prevalence
1 Refer, whee appropriate, for further assessment and treatment.

Manage a case of congenital coagulation disorder in pregnancy:
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Counsel regarding fetal and maternal risks and prenatal diagnosis
Arrange and interpret appropriate investigations

Institute and modifyherapy

Plan delivery and postnatal care

1 Refer, where appropriate, for further assessment and treatment.

= =4 =4 2

Manage a case of DIC in pregnancy:

9 Identify and treat underlying cause
1 Arrange and interpret appropriate investigations
1 Institute and modify resuscitaé and replacement therapy.

Thromboembolic Disease
Venous thromboembolism (VTE) in pregnancy:

1 Pathogenesis of deenous thrombosis (DVT), pulmonary embolism
Prevalence
Risk factors, including thrombophilias
Diagnosis (clinical, Edimer, ultrasound , Dayer, chest Xray, ECG, blood
gases, isotope scanning, spiral CT)
Acute management
Antithrombotic agents
Laboratory monitoring
Thrombolytic therapy and surgery
Subsequent prophylaxis, including spharmacological methods
Pharmacology, including adversdesits:
0 unfractionated heparin, lowolecularweight heparin
o warfarin
o streptokinase
1 Outcome, including postphlebitic syndrome
1 Contraception.

= =4 =2
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Thrombophilia/previous VTE:

1 Genetic basis and pathogenesis of congenital and acquired thrombophilias
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Diagnosis othrombophilia (laboratory investigations and interpretation in
pregnancy)
Risk of VTE (based on thrombophilia, past history)
Maternal and fetal risks (including fetal loss, pulmonary embolism, fetal
growth restriction)
Management, including;
o nonpharmacolgical approaches
o LMWH, aspirin
o fetal monitoring
Contraception.

Psychiatric Disease

Preexisting psychiatric disease, including depression and bipolar disorders,
anxiety disorders, schizophrenia:

=

= =4 4 4 4 4 4 A

f
f

Prevalence
Functional impact of pregnancy
Pregnancy and posital management
Role of specialist team, community liaison, mother and baby units
Psychotherapy
Pharmacological therapy and risks of withdrawal
Mother and baby units
Maternal and fetal risks
Pharmacology, including adverse effects:
o tricyclic, selective satonin reuptake inhibitors
0 phenothiazines (e.g. trifluoperazine, chlorpromazine)
0 butyrophenones (e.g. haloperidol)
0 benzodiazepines
0 lithium, carbamazepine
Neonatal management, including withdrawal and {tergn risks
Legal issues, including Mental Healftt and consent, child protection.

Pregnancynduced and related psychiatric disease:

)l

Risk factors
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Diagnosis, including differential diagnosis of postnatal depression
Management

Role of specialist team, community liaison, mother and baby units
Support angbsychotherapy

Pharmacological therapy and electroconvulsive therapy

1 Maternal and neonatal outcome, including recurrence risks.

= =4 =4 4 A

Substance Abuse
Maternal and fetal effects, including maternal psychosocial effects:

9 Alcohol, including acute intoxication

Cannals

Opiates

Cocaine and crack

Benzodiazepines

Amphetamines

Lysergic acid diethylamide (LSD), phencyclidine (angel dust)
Toluene (glue sniffing)

1 Smoking.

=2 =2 4 A4 =4 2

Management:

1 Screening methods and diagnosis

9 Structure and organisation of antenatal care

1 Organisation ofirug and alcohol dependency services and links with
psychiatric and social services

Prenatal diagnosis and fetal monitoring

Overdose

Detoxification

Maintenance therapy

Analgesia in labour

1 Smoking cessation strategies (and their effectiveness).

= =4 =4 4 A

Pharmacoloyg, including adverse effects:



I Methadone
1 Benzodiazepines
1 Nicotine replacement.

Outcome:

1 Neonatal management and outcome, including management of withdrawal
9 Legal issues (child protection).

Skin Disease
Physiological changes of pregnancy:

1 Skin
9 Nails andhair.

Preexisting skin disease (eczema, psoriasis, acne):

1 Pathogenesis
Prevalence
Functional impact of pregnancy
Pregnancy and postnatal management
Pharmacology, including adverse effects:
o Emollients
o topical corticosteroids
o topical benzoyl peroxide.

= =4 =4 =4

Pregnancyinduced skin disease (pemphigoid gestationis, polymorphic eruption of
pregnancy, prurigo of pregnancy, pruritic folliculitis of pregnancy):

1 Pathogenesis
Prevalence
Diagnosis, including skin histological and immunofluorescent findings
Maternal andetal outcome
Management, including plasmapheresis, immunosuppressants
Pharmacology, including adverse effects:

o topical and systemic corticosteroids

o antihistamines (e.g. diphenhydramine)

= =2 =4 2 =4
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Recurrence risks.

Malignant Disease

Maternal and fetal effects of meer therapies:

)l

)l

Radiotherapy
0 Fetal dose
o Teratogenic and fetal risks
Chemotherapy
o Pharmacokinetics in pregnancy
o Teratogenic and fetal risks.

Breast cancer:

= =

= =4 =4 4 4 2

Pathology

Prevalence

Diagnosis in pregnancy, including examination, fireedle aspiration,
ultrasound

Maternal and fetal risks

Pregnancy and postnatal management
Surgery

Adjuvant chemeand radiotherapy

Indications for termination or preterm delivery
Prognosis and recurrence risks
Contraception.

Gynaecological and other cancer (cervical carmetian cancer, melanoma):

=4 =2 =4 4 5 4 2

Pathology

Prevalence

Diagnosis in pregnancy, including colposcopy and biopsy
Maternal and fetal risks

Pregnancy and postnatal management

Surgery, including hysterectomy, salpirgophorectomy
Adjuvant chemeand radiotherapy

Paliative care

35



9 Prognosis and recurrence risks.
Clinical Scenarios
Presenting problems in pregnancy:

Proteinuria

Abnormal renal function
Chest pain
Palpitations

Heart murmur
Breathlessness
Abdominal pain
Vomiting

Itching

Abnormal liver function
Convulsions
Headache

Altered consciousness
Anaemia
Thrombocytopenia

=2 =2 =4 4 45 -4 -4 4452452
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Causes (physiological and pathological).
Investigations:

1 ECG

Chest xray
Echocardiogram
Arterial blood gases
Lung function tests.

= =4 4 =2

OBG 957: Genetics (2 Credits)

Objectives:



At the end of thizoursethe trainees should be able to carry out appropriate
counseling, screening and management in families with a previous genetic
disorder, families with previous chromosomal disorder or families with multiple
anomalies or syndromic disorders. The teais should have full knowledge of the
following:

Genetics:

Gene structure and function

DNA as genetic material

Replication, transcription and translation
Mechanisms and effects of mutation
Inheritance and susceptibility

Patterns of inheritance of singienes
Genetic heterogeneity (locus and allele)
New mutations causing singégene disorder
Expression and penetrance

Multifactorial inheritance (including summation and interaction gene effects,
polymorphisms)

Mitochondrial inheritance.

= A"

Service and labotary aspects:

Organizatiorand role of clinical genetics services

DNA testing in clinical practice

Ethical,societalcultural and religiousssues

Diagnostic, predictive and carrier testing

Uses and limitations of laboratory tests

Indications, methods aruitations, including failure and error rates of:
0 cytogenetics

fluorescence in sitaybridization(FISH)

polymerase chain reaction (PCR)

Southern and Northern blotting

gene tracking using restriction fragment length and polymorphism

enzyme and biochemicahalysis.

S

O O0OO0OO0o0Oo

Methods of prenatal diagnosis, including indicas, techniques, complications
and proficiency at obtaining informed consent forghecedures:

1 Ultrasound

1 Amniocentesis

1 Chorion villus sampling
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1 Fetal blood sampling

1 Fetal tissue biopsy

1 Fetal cdls in maternal circulation

9 Cell-free fetal DNA in maternal circulation

Singlegene defects:

Epidemiology and inheritance

Effects of mutation and associated pathology
Clinical and pathological features

Prognosis

Recurrent risksincluding offspring risk&nd sibling risks
Prenatal diagnosis of the following defects:
Cystic fibrosis

Muscular dystrophy

Myotonic dystrophy

Fragile X

Haemoglobinopathies

Haemophilias

Common inborn errors of metabolism

A =222
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Chromosomal Disorders

Chromosomes
Structure and function

1 Cdl division

9 Types of abnormality, including structural rearrangements, trisomies, sex
chromosome anomalies, extra markers, mosiacism.

Screening and diagnosis:

1 Biochemical markers, including alpii@toprotein, unconjugated estriol,
human chorionigonadotrpin, pregnancy associated plasma protein A,
inhibin A

1 Ultrasound markers:

o0 11i 14 weeks (including nuchal translucency, nasal bone, ductus
venosus, Doppler, tricuspid regurgitatidroloprosencephaly

0 18i 21 weeks (including nuchal oedefmachal foldthickness,
clinodactyly echogenic bowel, pyelectasis, choroid plexus cysts, nasal
bone, short femur/humerusxomphaluls

9 Likelihood ratios and risk calculation

1 Screening strategies
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o Accuracy (including detection rate, false positive rate)
o Service and cosimplications
1 Laboratory diagnosis (including methods, failure and error rates)
0 cytogenetic analysis
o FISH
o PCR.
Mosaicism, including classification and management.
Principles andrganizatiorof screening and diagnostic programme for
chromosomal anomalies:
9 National Screening Committee
1 Role of regional screening coordinators
1 Quality control and audit.
Chromosomal anomalies:
Epidemiology
Pathology
Clinical and pathological features
Prognosis
Recurrence risks
Prenatal diagnosis of the following chromosommabmalies:
trisomy 21
trisomy 18
trisomy 13
Turner syndrome
Klinefelter syndrome
XXX
Triploidy
structural rearrangement, including balanced and unbalanced
translocation
marker chromosome
uniparental disomy
mosaicism.

S
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Multiple Anomalies and Syndromic Disorders

Screening and diagnosis:
1 Ultrasound features of common syndromes and associations.
1 Use of databases to aid diagnosis.

Syndromic anomalies and associations:
1 Epidemiology
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Pathology

Clinical features

Prognosis

Inheritance and recurrence risks

Prenatatiagnosis, including ultrasound features, laboratory diagnosis
(where applicable)

Syndromic anomalies:

DiGeorge

Frynos

Beckwith Wiedemann

Meckel Gruber

Smith-Lemli-Opitz

VATER (vertebral defects, imperforate anus, trachesophageal fistula,
radial and real dysplasia)/VACTERL (vertebral anomalies, anal atresia,

= =222

S

cardiac abnormalities, tracheoesophageal fistula and/or oesophageal atresia,

renal agenesis and dysplasia and limb defects).

OBG 958: Fetal Anomalies (6 Credits)

Objectives

At the end of tis module the trainees should be able to carry out appropriate
assessment counselling and management including managgmentplications
and outcomes of a fetus with different anomalies.

Central Nervous System (CNS) Anomalies

Embryology:

9 Brain andspinal cord, including postnatal development.
Pathology and epidemiology:

1 Pathology of major CNS anomalies

1 Incidence of CNS anomalies

1 Risk factors

1 Associated chromosomal, genetic and syndromic anomalies.
Screening and diagnosis:

1 Ultrasound appearance mbrmal embryonic/fetal/neonatal CNS

1 Biometric measurements, including transcerebellar diameter, ventricular

size, cisterna magnauchal fold
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1 Ultrasound appearances of CNS anomalies, including differential diagnosis
1 Role of antenatal and postnatal MRI.
Management and outcome:
Acrania, exencephaly and anencephaly
Spinal bifida
Encephalocele
Holoprosencephaly
Ventriculomegaly
Dandy Walker spectrum
Microcephaly
Intracranial mass
Cerebellar vermis agenesis/hypoplasia
Dilated 3% ventricle
Recurrence risks amarevention
1 CNS anomalies:
1 Neural tube defects.
Pharmacology:
1 Folic acid.

A"

Cardiac Anomalies
Embryology:
1 Heart and cardiovascular system
9 Circulatory adaptations at birth.
Pathology and epidemiology:

9 Pathology of major cardiac anomalies

1 Incidence of cardiaanomalies

1 Risk factors, including family history

1 Associated chromosomal and genetic (including 22q deletions) syndromic
anomalies

9 Mechanisms of tachyand bradyarrhymthmias.

Screening and diagnosis:

1 Ultrasound appearance of normal fetal he&thambewview, Left
ventricular outflow trac{LVOT), 3-vessel view (3VV), 3resseltrachea
view (3VT), vascular crosaver, Ventricular septal view, demonstration of
Pulmonary veins.

1 Biometric measurements, including Chamber sizasliothoracic
circumference
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i Ultrasound appearances of cardiac anomalies, including differential
diagnosis
1 Role of 3 and 4D ultrasound MPR,TUI, VCI, skeletal and inverse mode,
STIC spatiotemporal image correlation)
1 Role of Mmode and Doppler echocardiography, including normal
transvdvular velocities.
Management and outcome:
1 Septal defects
1 Hypoplastic heart syndromes
1 Outflow tract anomalies
9 Cardiac tumours
1 Arrhythmias.
Recurrence risks of cardiac anomalies.
Pharmacology, including adverse effects of drugs used to treat fetal arrdagythmi
1 Digoxin
1 Flecainide
I Amiodarone
1 adenosine.

Genitourinary Anomalies
Embryology:

9 Genitourinary (GU) system (including physiology of the fetal urinary

system).

9 Functional adaptations after birth.
Pathology and epidemiology:

1 Pathology of major GU anomalies

9 Incidence of GU anomalies

I Risk factors

1 Associated chromosomal/genetic/syndromic anomalies.
Screening/diagnosis:
Ultrasound appearance of normal embryonic/fetal/neonatal urinary tract
Ultrasound appearances of GU anomalies, including differential diagnosis
Biochemical measurement of fetal urine function
Neonatal/paediatric investigations, including cystourethrography,
MAG3/DMSA scanning.

= =4 4 2

Management/outcome:
1 Renal agenesis

42



Renal cystic disease
HydronephrosigTrainees should be able to differentiate between
multicystic kidneys and hydronephrosis)
Duplex kidney pelvic kidney, horsshoe kidneys
Lower urinary tract obstruction
Bladder/cloacal exstrophy
Indications for and risks of:

0 Amnioinfusion

o0 Vesicocentesis

0 vesicoamniotic shunting.
Recurrence risks:

1 GU anomalies.

= =2 =2 =1 = =2

Pulmonary Abnormalities

Embryology:
1 Trachea, lungs and diaphragm
9 Functional adaptations after birth.
Pathology and epidemiology:
9 Pathology of pulmonary anomalies
1 Incidence of pulmonary anomalies
1 Risk factors
1 Associated chromosomal and genetic/syndromic anomalies.
Screening and diagnosis:
1 Ultrasound appearance of normal embryonic/fetal thorax
1 Ultrasound appearances of pulmonary anomalies (including differential
diagnosis)
1 Role of antenatal angbstnatal MRI/CT imaging.
Management/outcome:
Laryngeal/tracheal atresia (including Principles of EXIT procedure)
Cystic adenomatoid malformation of lung
Pulmonary sequestration
Diaphragmatic hernia
Pleural effusion
Indications for/risks of:
o Thoracocentesi
0 pleuroamniotic shunting.
Recurrence risks of pulmonary anomalies.

S
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Abdominal wall and Gastrointestinal Anomalies

Embryology:
1 Abdominal wall
i Gastrointestinal tract.

Pathology and epidemiology:
1 Pathology of abdominal wall and Gl anomalies
1 Incidence ofabdominal wall and Gl anomalies
i Risk factors

9 Associated chromosomal/genetic anomalies.
Associated chromosomal/genetic anomalies.

9 Associated chromosomal/genetic anomalies. and fetal abdominal wall and
Gl tract
1 Ultrasound appearances of abdominal wall andr@®imalies, including
differential diagnosis.
Management and outcome:
Gastroschisis
Umbilical hernia/exomphalos
Oesophageal atresia/tracheesophageal fistula
Bowel atresia (small and large)
Meconium ileus
Hepatic calcification/mass
Echogenic bowel
Abdominal cyst
Isolated ascites.

A2

Recurrence risks of abdominal wall and Gl anomalies.
Neck and Face Anomalies

Embryology:
1 Fetal face
91 Fetal neck
1 Fetal thyroid.
Pathology and embryology:
1 Pathology of neck and facial anomalies
9 Incidence of neck and faciahamalies
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1 Risk factors

1 Associated chromosomal/genetic/syndromic anomalies.
Screening and diagnosis:

1 Ultrasound appearance of normal fetal neck and face

1 Ultrasound appearances of neck and facial anomalies, including differential

diagnosis

1 Role of antenatal3 ultrasound/MRI.
Management and outcome of:

1 Cystic hygroma

9 Micrognathia

1 Macroglossia

1 Anopthalmia

1 Fetal goitre.
Recurrence risks of neck and facial anomalies.

Skeletal Anomalies

Embryology:
1 Fetal skeleton and spine.

Pathology and embryology:
1 Pathologyof skeletal anomalies
1 Incidence of skeletal anomalies
I Risk factors
1 Associated chromosomal/genetic/syndromic anomalies.

Screening and diagnosis:
9 Ultrasound appearance of normal fetal skeleton
9 Ultrasound appearances of skeletal anomalies, includiifegential
diagnosis
1 Role of antenatal 3D ultrasound/MRI.

Management and outcome of:
1 Thanatophoric dysplasia
1 Achondroplasia
1 Achondrogenesis
1 Osteogenesis imperfect
1 Camptomelic dysplasia
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Talipes

Polydactyly

Limb reduction defect

Sirenomelia

Sacralagenesis

Hemivertebra

Fetal akinesia/hypokinesia sequence
Fetal arthrogryposis.

2222222

Recurrence risks of skeletal anomalies.

Fetal Tumours

Embryology:
1 Fetal lymphangiomas and teratomas.
Pathology and embryology:
9 Pathology of fetal lymphangiomas atetatomas
1 Incidence of fetal tumours.
Screening and diagnosis:
1 Ultrasound appearances of fetal
1 lymphangiomas/teratomas (including differential diagnosis of complex
masses)
1 Role of antenatal 3D ultrasound/MRI.
Management and outcome of:
1 Cervical lymphangio@/teratoma
1 Sacrococcygeal teratoma.
Recurrence risks of fetal teratomas.
Fetal Hydrops

Pathology and embryology:
1 Pathology of fetal hydrops, including Immune and4mamune causes
1 Incidence of fetal hydrops
1 Risk factors
1 Associated chromosomal, genetic ayddromic anomalies.
Diagnosis:
1 Ultrasound appearance of fetal hydrops, including differential diagnosis
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1 Role ofantenatakchocardiography, 3D ultrasound/MRI and fetal blood
sampling.
Management and outcome:
1 Red cell alloimmunisation
i Cardiac arrhythmias
9 Other noAimmune causes of hydrops
Recurrence risks of immune and AomMmune hydrops.

Multiple Pregnancies

Embryology:

1 Mono- and dizygous twinning

9 Placentation: chorionicity/amnionicity
Pathology and embryology:

1 Pathology of abnormalities relatedtt@nning and twin placentation,
including twinto-twin and twin placentation, including twii-twin arterial
perfusion (TRAP) and conjoining

1 Incidence of abnormalities related to twinning

9 Risk factors for twinning and related anomalies.

Screening and diagsis:

1 Ultrasound determination of zygosity/chorionicity

9 Chorionicity and amnionicity

1 Ultrasound appearances of abnormalities related to twinning, including
differential diagnosis

9 Invasive procedures in multiple pregnancies.

Management/outcome:

Triplet andhigherorder multiple pregnancy

Reductive fetocide and fetal selection

Discordant anomalies in multiple pregnancy

TRAP sequence

Twin AnaemiaPolycythaemia sequence (TAPS)
Conjoined twins

TTTS

Discordant fetal growtlSelective Fetal Growth Restriction)

E I

Disorders of Amniotic Fluid
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Embryology and physiology:
9 Placenta and membranes
1 Formation and function of amniotic fluid.
Pathology and embryology:
1 Pathology of disorders of amniotic fluid, including secondary effects of early
amnion rupture andligohydramnios
9 Incidence of amniotic fluid disorders
1 Risk factors
1 Associated chromosomal, genetic and syndromic anomalies.
Diagnosis:
1 Ultrasound measurement of amniotic flgMVPD & AFI)
9 Diagnosis of oligohydramnios and hydramnios, including differential
diagnosis
1 Invasive procedures in multiple pregnancies, including risks and indications
of amnioinfusion and amnioreduction.
Management/outcome:
9 Oligo- and anhydramnios
1 Hydramnios
1 Indications and risks:
0 Amnioinfusion
0 Amnioreduction.
o Serial reductiveamniocentesis
Pharmacology:
1 Prostaglandin synthase inhibitors.

Termination of Pregnancy

Law and ethics:
1 Abortion law
1 Ethics issues relating to termination of pregnancy for fetal anomaly
1 Guidance on use of feticide.

Epidemiology:
1 Incidence of and indiceins for termination of pregnancy for fetal anomaly
1 Rates of termination of pregnancy for feta anomalies and factors influencing
decision.
Pathology:
1 Types of perinatal postmortem examination
1 Consent for postmortem (and tissue retention)
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1 Conduct ofpostmortem examination.

Management (including methods, complications):
1 Medical termination of pregnancy
1 Surgical termination of pregnancy, including suction aspiration and
dilatation and evacuation
9 Feticide including fetal selection, indications and teitjues
1 Impact of gestational age on complications (physical and psychological).

Pharmacology:
1 Mifepristone
1 Prostaglandin analogues, including gemeprost, misoprostol
1 Potassium chloride.

Bereavement paess and milestones; management, including patiensetiing

Preconception Counselling
Preconception counselling.

Assessment of risk of fetal anomaly:

Personal/family history of genetic disorder

Prior chromosomal disorder/advanced age

Prior structural anomaly

Current medical disorder e.g. diabetes

Teratogen exposure

Investigations, including genetic testing

Methods of screening and diagnosis

Alternative options, including assisted conception and preimplantation
diagnosis.

A=A

Teratogenicity:
1 Mechanisms of teratogenicity
1 Information sources, includingdtional Teratology Centre
1 Teratogenetic effects of commonly used drugs including:
0 Lithium
o Warfarin
o0 antrepileptic drugs
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0 ACE inhibitors
0 antineoplastic drugs
0 Antibiotics
0 Analgesics
1 Teratogenic effects of radiological investigations.

OBG 959: Antenatal Complications (3 Credits)
Objectives:

At the end of this module the trainees should be able to carry out appropriate
assessment and management of women presenting with or at risk of the following
conditions:

Miscarriage and Fetal Death

Pathophysiology:
1 Fetal death (early and late)
1 Cervical weaknesscreening and diagnosis.
9 Trophoblastic disease.

Epidemiology:
1 Incidence of miscarriage/fetal death
I Risk factors

Screening:
1 Cervical length

Diagnosis, management and outcome:
1 Fetal death
9 Cervical weaknes#cluding cervical cerclage
1 Trophoblastic disease, including registration and principles of felipw

Pharmacology:

1 Including adverse effects of drugs used in miscarriage/fetal death:
o Mifepristone
0 prostaglandin analogues.
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Poor and Failed Placentation

Normal placental development:
1 Vascular development, including mechanisms of spiral artery transformation
1 Endocrine function.

Placental pathophysiology:
1 Preeclampsia
9 Fetal growth restriction
1 Placental abruption
1 Fetal death

Screening, Includingndications for and predictive abilities of:
9 Biochemical screening (alphafetoprotein, human chorionic gonadotrophin
and other Down syndrome markers)
1 Uterine artery DopplefCW, spectral)
1 Placental morphology
9 Thrombophilia screening.

Pharmacologyincluding adverse effects of drugs used in prevention of poor
placentation/fetal death:

1 Aspirin

1 Low-molecularweight heparin

 Vitamins C and E.
Fetal Growth Disorders

Fetal growth:
1 Pattern, including orgaspecific growth
1 Regulation, including insulin, IGBystem
9 Causes, including fetal, placental and maternal factors.

Definitions:
1 SGA including constitutionally small and fetal growth restrictiBGR)
1 Largefor-gestational age (LGA)/macrosomia.

Screening and diagnosis:
1 Previous history
1 Clinical examinatn, including symphysis fundal distance
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9 Ultrasound morphometry: basic and derived measurements, including
estimated fetal weight
1 Populatiorbased and customizeggowth charts.

Tests of fetal wellbeing:

1 Technique, indications for and interpretation of:

o Fetal movement and relevance in hypoxia

Doppler (umbilical artery, middle cerebral artery, ductus venosus
Amniotic fluid volume
Cardiotocography (including computerized analysis)
Biophysical profileincluding criticism and role in contemporary
Obstetrics

ollolole)

Management:
1 Strategy for monitoring
1 Timing/mode of delivery
1 Management of FGR in previable/extremely preterm fetus and in multiple
pregnancy.

Outcome:

1 Neonatal complications of SGA/LGA infant

1 Long-term health implications of fetal growth disorders.
Antepartum Haemorrhage

Pathophysiology:
1 Placental abruption
1 Placenta praevia
1 Other causes, including vasa praevia
9 Morbidly adherent placenta.

Epidemiology:
1 Incidence
I Risk factors.

Screening and diagnosis:
1 Risk factors, including previous caesarean section
1 Ultrasound determination of placental site, including transvaginal ultrasound

Management:
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Clinical and laboratory assessment of:
o Haemorrhage
o Coagulation
Assessment of fetal wellbeing
Strategy for monitoring
Timing and mode of delivery
Appropriate use oflbod and blood products

Preterm delivery

Pathophysiology and epidemiology:

= =2 =2 =1

Preterm labour

PPROM, includingchorioamnionitis

Maternal and fetal conditions leading to elective preterm delivery
Epidemiology of preterm labour/PPROM.

Screening and diagnosis:

A =_2=_-_-_=

Risk factors

Clinical examination

Fetal fibronectin

Cervical length

Vaginal infection, including bacterial vaginosis
C-reactive protein.

Management:

= =2 =2 =
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In-utero transfer (principles and process)

Tocolysis, corticosteroid and antibiotic administration

Mode d delivery

Strategy for monitoring in PPROM, including laboratory investigations,
ultrasound

Chorioamnionitis

Pharmacology, including adverse effects:

f
f
)l
)l

Corticosteroids (for lung maturity)

Sympathomimetics, nifedipine, atosiban, indomethacin
Progesterone

Erythromycin
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Outcome:

)l

)l

Neonatal complications of preterm birth, including. jaundice, respiratory
distress syndrome, retinopathy of prematurity, intraventricular haemorrhage,
persistent fetal circulation)

Long-term health implications of preterm birth (inding chronic lung
diseasecognitive andheurodevelopmental delay, cerebral palsy)

Multiple pregnancy

Embryology and epidemiology:

)l
)l
)l

Mono- and dizygous twinning
Placentation: chorionicity and amnionicity
Incidence of multiple pregnancy.

Maternal adaptatn and antenatal care:

)l
)l
)l

Blood and cardiovascular system
Other organ systems
Organisation of antenatal care.

Screening and diagnosis:

)l

Ultrasound determination of zygosity/chorionicity

1 Aneuploidy

)l
)l

Structural anomaly
Morphometry, including criteria fadiscordancy.

Management and outcome:

)l
)l
)l
)l
)l

)l

Preterm delivery

Discordant fetal anomaly

Discordant growth/FGR

Single fetal death

Complications of monochorionic twinning

Higherorder multiple pregnancy (including fetal reduction).

Malpresentation

Epidemiology andetiology:

)l
f

Incidence
Likelihood of spontaneous version
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I Risk factors.

Screening and diagnosis:
1 Clinical examination
1 Ultrasound, including diagnosis of associated anomalies.

Management and outcome:
1 External cephalic version, including Indicatiote;hnique, complications
1 Management options in breech presentation, including Induction of
labour/caesarean section/attempted vaginal breech delivery

1 Management options in unstable lie (including Induction of labour/caesarean
section

9 Fetal/neonatal risks.
Red Cell Alloimmunisation

Blood group systems/pathophysiology:
1 Rhesus, including gene structure and prediction of genotype
1 Other red celantibodiescausing HDN including Kell, Kidd, Duffy, MNS
1 Fetal pathology in HDN

Epidemiology:
1 Incidence(alloimmunisation and complications)
9 Risk factors (sensitising events).

Laboratory methods:
1 Antibody detection (antiglobulin tests)
1 Kleihauer testing/flow cytometfsosettingfor fetomaternal haeanrhage
1 DNA analysis, including use akll- free fetal DNA in maternal plasma.

Prevention of fetomaternal haemorrhage.
Organisation and effectiveness of screening and prevention programmes.

Management:
1 Screening and diagnosis fetal anaemia (including MCA Doppler)
1 Fetal transfusion therapy
1 Hydrops
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Outcome:
1 Neonatal complications of HDN, including Hyperbilirubinaemia, anaemia
1 Management of complications, including Exchange transfusion
1 Long term implications of HDN.

Pharmacology:
1 Anti-D immunoglobulin.

Platelet Alloimmunisation

Plateletgroups/pathophysiology:
1 human platelet antigen system
1 Fetal and neonatal pathology in AIT.

Epidemiology:
1 Incidence (alloimmunisation and complications).

Laboratory methods:

9 Antibody detection
1 DNA analysis.

Management:

9 Assessment of risk of fethbhemorrhage

1 Diagnosis of fetal thrombocytopenia

1 Therapy options (maternal immunoglobulin therapy/fetal transfusion
therapy).

Outcome:

1 Neonatal complications of AIT
1 Management of AIT, including platelet transfusion
1 Longterm implications of AIT.

Pharmacolog:
1 Intravenous immunoglobulin, including effectiveness and adverse effects.
Gynaecological Problems in Pregnancy
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Pathology:

9 Uterine fibroids
9 Ovarian tumours (benign and malignant)
1 Complications encountered during pregnancy

Epidemiology:

1 Incidence of peha tumours and complications
1 Acute abdomen in pregnancy.

Diagnosis:

1 Ultrasound diagnosis, including assessment of risk of malignancy
1 Complications, including differential diagnosis of acute abdomen in
pregnancy

Management:

1 Indications for surgicahtervention

1 Analgesia

I Anaesthesia

1 Role of radiotherapy and chemotherapy in ovarian malignancies.

OBG 960: Intrapartum Complications ( 4 Credits)
Objective

At the end of this module the trainees should be able to understand the physiology
of normal labour, the factors that can adversely affect progress of labour, the
organizatiorand management of the delivery suite and should also be able to carry
out appropiate assessment and management of maternal and fetal complications
that can occur in labour and the methods, indications for and complications of
anaesthesia.
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Labour Ward Management

Organisation and management of labour ward:
9 Staffing structure
Equipnent
Delivery suite forum
Emergency skills and drills
Guidelines
1 Audit, including collection and analysis of delivery suite workload.

)l
)l
)l
)l

Risk management on the labour ward:
9 Principles of risk management
9 Critical incident reporting
1 Review of serious adversyents on the labour ward

Failure to Progress in labour

Anatomy and physiology:
1 Anatomy of pelvis and fetal skull
1 Regulation of myometrial contractility
1 Stages of labour.

Pathophysiology, including causes and consequences of poor progress in labour:
1 Inefficient uterine action
1 Malposition
1 Relative and absolute cephalopelvic disproportion
1 Fetal acid base status
1 Postpartum uterine atony.
Management:
Maternal support
Amniotomy
Mobilisation/position
Analgesia
Oxytocin
Manual rotation
Instrumental vaginaleliveryincluding rotational and nerotational
deliveries.

A=A -_=
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)l

Caesarean section.

Pharmacology, including adverse effects:

)l

Oxytocin.

Non-reassuring Fetal Status in labour

Pathophysiology:

)l
)l
)l

Regulation of fetal heart rate
Fetal acid base balance
Hypoxic isclaemic encephalopathy (HIE).

Fetal monitoring in labour, including principles, interpretation and predictive value
of fetal:

=2 =2 =220

Meconiumstained ligour
Cardiotocography (CTG)
ECG

Pulse oximetry

Ph, blood gases and lactate
Oligohydramnios

Doppler.

Management:

)l

)l
)l
)l
)l

Position/oxygen therapy

Acute tocolysis

Amnioinfusion

Emergency operative delivery

Neonatal cooling for birth asphyxia: indications and methods.

Pharmacology, including adverse effects:

T

Terbutaline/ritodrine.

Outcome:

)l
f

Neonatal complications of HIEjcluding seizures, abnormal neurological
function, organ failure

Long-term health implications of HIE, including Cerebral palsy.

Non-Reassuring Fetal Status in labour
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Epidemiology and aetiology:
1 Incidence
1 Predisposing factors.

Intrapartum care itwins:
1 Physiology of labour
1 Fetal monitoring
1 Intertwin interval
1 Effects of chorionicity.

Diagnosis and management:
9 Clinical exam
1 Ultrasound
1 Risks and benefits of caesarean section in:
0 breech presentation
o transverse/oblique lie
o twinsand higher order multiple pregnancy
1 Breech delivery:
0 manoeuvres (assisted breech delivery and breech extraction)
o complications, including problems with after coming head
1 Twin delivery:
o external cephalic version (ECV) for second twin
o artificial rupture ofmembranes/oxytocin in second stage
0 operative deliverpf second twin.

Shoulder dystocia

Epidemiology and aetiology:
1 Incidence
1 Predisposing factors
1 Risks of recurrence

Management:
1 Clinical
1 Documentation, including the use of an event scribe, checktidt,
documentation of who was present, when, and which shoulder was anterior.
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9 Clinical drills and emergency preparedness protquasedures, e.g.
HELPERR
1 Advanced manoeuvres, includingdications, procedure and risks of:
o Zavanelli manoeuvre
0 Symphysiotomy

Outcome:

1 Neonatal complications of birth trauma, including intraventricular
haemorrhage, bone fractures, brachial plexus injury, hypsei@memic
encephalopathy

1 Management of complications

1 Long-term outcome.

Genital Tract Trauma

Anatomy and physiolgy:
1 Perineum and pelvic floor
1 Anal sphincter function.
Epidemiology and aetiology:
9 Incidence
9 Predisposing factors.

Diagnosis and management:

Clinical examination

Ultrasound (endoanal)

Surgical repair

Anal sphincter

Cervix/uterus

Postpartum haemorrhage

Immediate and long term management of Obsteric anal sphincter injury,
including antibiotics, techniques of repair, sutures, laxative and pelvic floor
exercise.

S I I I B

Outcome:
1 Longterm health implications, including pain, incontinence
1 Implications for future prgnancyand delivery options
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Postpartum Haemorrhage and Other Third-stage Problems

Anatomy:
1 Pelvic anatomy and blood supply.
Epidemiology and aetiology of PPH
1 Incidence
9 Predisposing factors, including adherent placenta, uterine inversion.

Laboratorymethods:
1 Diagnosis and monitoring of disseminated intravascular coagulation
1 Crossmatching

Management of massive PPH:
1 Maternal resuscitation, including use of:
o crystalloid/colloid iv fluids
0 blood and blood products
Medical management
Surgical management
Intrauterine balloortamponade
Brace suture
Systematic devascularization, including uterine artery atednal iliac
arteryligation
Hysterectomy
Interventional radiology (vascular balloons and colls).

=A==
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Pharmacology, including adverse effects of dusggsd in PPH:
Oxytocin, ergometrine

15 methyl prostaglandin F2

Misoprostol

Carbetocin

Tranexamic acid

Recombinant factor Vlla.

S

Caesarean Section

Epidemiology:
1 Risks of caesarean section:
o visceral damage
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infection
venous thrombosis
Haemorrhage
0 Return totheatre
1 Risks associated with previous caesarean section:
0 uterine rupture
o abnormal placentation
1 Vaginal birth after caesarean section (VBAC):
O success rates
o complicationrates.
Diagnosis:
9 Ultrasound determination of placental site
Management:
1 CS
9 Surgicaltechnique, including abdominal wall and uterine entry/closure
9 Prevention of complications, including thrombosis, infection
1 Impact of following conditions:
0 placenta praevia
o morbidly adherent placenta
o fetal anomaly
0 extreme prematurity
o prior abdominal surgery
1 VBAC, including:
0 use of oxytocics
o role of induction of labour
o fetal monitoring
Anaesthesia and Analgesia

O OO

Anatomy and physiology:
1 Spinal cord
9 Innervation of pelvic organs
1 Pain.
Management:
1 Pain management during labour:
o nonpharmacological techniques
o inhalational analgesia
0 systemic analgesia (opioids)
1 Regional analgesia and anaesthesia, including Techniques and
complications:
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o Pudendal
o Epidural
o Spinal
1 General anaesthesia, including techniques and complications
1 Analgesia and anaesthesia in women at hgjhof complications, including
hypertensive disease, cardiac disease and fetal growth restriction.

Pharmacology:
9 Opioid analgesia
1 Local anaesthesia
1 General anaesthesia
1 Phenylephrine/ephedrine.

Outcome:
9 Effects of neuraxial anaesthesia on:
o labouroutcome
0 temperature
o fetal wellbeing.

Resuscitation

Pathophysiology:
Hypovolaemia
Pulmonary embolism
Amniotic fluid embolism
Primary cardiac event
Trauma
Cerebrovascular event
Electrocution

Neonatal depression.
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Epidemiology:
1 Maternal collapse (causasd risk factors)
1 Neonatal depression.

Management:
 Maternal resuscitation:
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0 respiratory management, including basic airway management,
indications for intubation, ventilation
0 circulatory management, including cardiac massage, defibrillation
o fluid managemen
1 Indications for perimortem caesarean section
1 Principles neonatal resuscitation:
0 respiratory depression/apnoea
0 bradycardia/cardiac arrest
O meconium aspiration.

Pharmacology:
1 Oxygen
1 Adrenaline (epinephrine)
1 Sodium bicarbonate
9 Atropine.

Medical Disorders on the Labour Ward

Pathophysiology, including the effect of labour and delivery on the following
diseases:

Diabetes

Cardiac and respiratory abnormalities
Haemoglobinopathies

Thrombotic and haemostatic abnormalities
Epilepsy

Severe preeclampsia/eclampsidELLP syndrome
Renal disease

Hypertension

HIV

Sepsis.
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Management:
1 Maternal monitoring:
0 blood glucose
0 respiratory function, including respiratory rate, SaO2, blood gases
o cardiovascular function, including blood pressure, heart rate, cardiac
output
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o renalfunction, including urine output, creatinine

1 Analgesia and anaesthesia

Pharmacology:

)l
)l
)l

Effects of drugs used to treat above conditions on course and outcome of
labour

Effects of drugs used in management of labour (e.g. oxytocin, Syntometrine)
on above condions

Effects of analgesics and anaesthetics on the above conditions.

Intensive Care

Organisation:

)l

)l
)l

Structure and organisation of:
o High-dependencwunit care
0 Iintensive careinit
Role of outreach teams
Indications for highdependency and intensive carebstetrics.

Management:

)l

T

Methods of invasive monitoring:
0 oxygenation/acid base
o arterial pressure
o cardiac output, preload and contractility
Organ failure, including principles and techniques of supportive therapy:
0 respiratory failure
cardiac failure
renal &ilure
hepatic coagulation
coagulation failure.

O O O0OO0o

OBG 961 : INFECTIOUS DISEASES (4 Credits)

Objective
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At the end of this module the trainees should be able to carry out appropriate
assessment and management of women with the following infecnadtions.

Human Immunodeficiency Virus (HIV)

Virology and epidemiology:

HIV1 and 2

Natural history and viral dynamics
Pathophysiology of HIV infection/AIDS
Mode and risk of transmission
Epidemiology of infection in pregnancy.

Screening and diagnosis:

Raitonale and organisation of screening programme
Laboratory tests

Screening, e.g. enzyni@ked immunoassay
Diagnostic, e.g. Western blot

Referral pathways.

Management:

= =2 =2 = = =4

Screening for coincident infection (genital infection, hepatitis)

Laboratory monitoringviral load/CD4 T lymphocyte count

Strategies t@liminatefeduce mothé&rchild transmission, including anti
retroviral therapy, mode of delivery, feeding

Conduct of labour/caesarean section

Advanced HIV

Antenatal complications, including preterm birth

Neondal management and testing.

Pharmacology, including adverse effects:

)l
)l

Zidovudine
HAART.

Outcome:

f
)l

Neonatal infection (diagnosis and complications)
Long-term outcome: chronic HIV infection.
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Hepatitis

Virology and epidemiology:
1 Hepatitis A,B,C (HAV,HBV, HCV)
9 Natural history and viral dynamics
9 Pathophysiology of acute and chronic hepatitis
1 Mode and risk of transmission
1 Epidemiology of infection in pregnancy
Screening and diagnosis:
9 Differential diagnosis of jaundice/abnormal liver function tests
1 Rationale and organisation of hepatitis B (HbsAG) screening programme
1 Laboratory tests:
o Serologyincluding interpretation of Hepatitis B Panel (HBsAD,
HBcADb (IgM and 1gG), HBeAle.g. enzyme immunoassay
o diagnostic, e.g. Western blot, polymerase chain reaction
9 Risk groups for HCV
1 Neonatal testing.

Management:
1 Supportive care
1 Screening for coincident infection (HBC, HCV).
Prevention:
1 HAV/HBYV vaccination in pregnancy
1 Prevention perinatal infection:
o HA immunoglobulin
o HBIG and vaccination
1 Mode of delivery
1 Breastfeeding.

Outcome:
1 HBV/HCV-related disease (cirrhosis, hepatocellular carcinoma).

Pharmacology:
1 HAV vaccine, HAIG
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I HBV vaccine, HBIG.

Malaria

Parasitology and epidemiology:
1 Plasmodium genus
9 Pathophysiology of malaria, including severe diseasekauntal/fetal
infection
1 Mode and risk of transmission
1 Epidemiology of malarial infection, including chloroquine resistance.
Management:
9 Diagnosis (blood smears)
9 Supportive care, including management of anaemia
1 Anti-malarial treatment, including chlorome, quinine, mefloquine,
clindamycin
1 Severe disease, including renal failure, pulmonary oedema, severe anaemia,
hypoglycaemia
9 Fetal complications (fetal growth restriction/preterm birth).

Prevention:
1 Avoidance of travel to endemic areas
9 Spray/nets
1 Chemopophylaxis

Pharmacology, including adverse effects:
1 Chloroquine
1 Mefloquine.

Cytomegalovirus

Virology and epidemiology:
1 Cytomegalovirus
1 Pathophysiology of primary infection (in adult and fetus)
1 Mode and risk of transmission
1 Epidemiology of infection ipregnancy (highisk groups).

Screening and diagnosis:
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9 Laboratory tests:
o maternal serology, immunofluorescent tests, enzyme immunoassay
o fetal diagnosis, e.g. amniotic fluid polymerase chain reaction/culture,

viral DNA, serology
1 Ultrasound features of fdtafection
9 Primary vs. recurrent infection.
Management:

9 Supportive care

1 Maternal and fetal risks

1 CMV infection in immunocompromised women

1 Fetal therapy (ganciclovir, CMV hyperimmune globulin)

i Termination of pregnancy.

Outcome:
1 Sequelae of congenital CMixfection.

Herpes Simplex Virus

Virology and epidemiology:

HSV 1 and 2

Pathophysiology of primary and recurrent infection and congenital herpes
Mode and risk of transmission

Epidemiology of infection in pregnancy.
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Management:
Differential diagnosis ot&genital ulcers
Screening: HSV serology
Diagnosis: viral culture
Maternal and fetal risks
Acyclovir for active disease/prophylaxis
Prevention of perinatal infection:
0 role of caesarean section
o0 avoidance ofcalp electrodes.

S

Outcome:
1 Sequelae of congenitblSV infection.
Pharmacology, including adverse effects:
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91 Acyclovir (oral and intravenous).
Parvovirus

Virology and epidemiology:
1 Parvovirus B19
9 Pathophysiology of maternal and fetal infection, including anaemia/hydrops
1 Mode and risk of transmission
1 Epidaniology of infection in pregnancy.

Screening and diagnosis:
9 Differential diagnosis fever, rash, arthropathy in pregnancy
9 Laboratory tests:
o maternal serology ELISA
o fetal diagnosis, e.g. amniotic fluid polymerase chain reaction/culture,
viral DNA, serology
1 Ultrasound features of fetal infection.

Management:
1 Maternal and fetal risks
9 Ultrasound monitoring in maternal infection
1 Screening and diagnosis fetal anaemia, including MCA Doppler
9 Differential diagnosis of fetal hydrops
9 Fetal transfusion thergp

Outcome:
1 Sequelae of congenital parvovirus HSV.

Rubella

Virology and epidemiology:
 Rubella virus
1 Pathophysiology of maternal and fetal infection, including congenital rubella
syndrome (CRS)
1 Mode and risk of transmission
1 Epidemiology of infection ippregnancy.
Screening and diagnosis:
1 Rationale for and organisation of screening programme
1 Laboratory tests
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1 Maternal serology (ELISA)
1 Fetal diagnosis amniotic fluid PCR, serology
1 Ultrasound features of CRS

Management:
9 Differential diagnosis rash/feverthralgia/lymphadenopathy in pregnancy
1 Maternal and fetal risks
1 Termination of pregnancy.

Prevention:
1 Rubella vaccination programme
9 Postnatal vaccination.

Outcome:
1 Sequelae of congenital rubella syndrome, including eye disorders, heart
defectsnheurological defects.

Pharmacology, including adverse effects:
1 Rubella vaccine.

Varicella

Virology and epidemiology:
1 Varicella zoster virus
9 Pathophysiology of varicella, zoster and congenital varicella syndrome
(CVS) (Fetal varicella syndrome and CongahNeonatal Varicella)
1 Mode and risk of transmission
1

Epidemiology of infection in pregnanaycluding assessment of significant
exposure

Management:
9 Differential diagnosis vesicular rash
Screening (HSV serology)
Fetal diagnosis (ultrasound, serologyal’DNA)
Maternal risks (lung/central nervous system involvement)
Acyclovir, including maternal and neonatal indications.
1 Fetal risks (CVS).

f
f
)l
)l

Outcome:

72



1 Sequelae of congenital CVS.

Prevention:
1 Varicella vaccination programme.

Pharmacology, includingdverse effects:
1 Varicella zoster immunoglobulin (VZIG).

Toxoplasmosis

Parasitology and epidemiology:

Toxoplasma gondii

Pathophysiology maternal and fetal infection

Mode and risk of transmission

Epidemiology of infection in pregnancy (higisk groupsgeographical
variation).
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Screening and diagnosis:
9 Laboratory tests:
o0 maternal serology (dye test, ELISA, agglutination assays)
o immunoglobulin G avidity tests
o fetal diagnosis (ultrasound, amniotic fluid PCR, viral DNA)
1 Ultrasound features of fetal infection
1 Distant vs. recent infection.

Management:
9 Supportive care
Maternal and fetal risks
Toxoplasmosis infection in immunocompromised women
Maternal therapy (spiramycin)
Fetal therapy (pyrimethamine/sulfadiazine)
1 Termination of pregnancy.

)l
)l
)l
)l

Outcome:
1 Sequelae ofongenital toxoplasmosis.

Pharmacology, including adverse effects:
1 Spiramycin
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1 Pyrimethamine/sulfadiazine.
Tuberculosis

Microbiology and epidemiology:
1 Mycobacterium tuberculosis
9 Pathophysiology of TB, including infection vs. pulmonary/extrapulmonary
disease
1 Mode and risk of transmission
1 Epidemiology of TB infection in pregnancy, including higsk groups.

Management:
9 Differential diagnosis fever/cough
Diagnosis (tuberculin testing, direct identification bacilli, culture)

)l

1 Anti-tuberculous treatmentcluding isoniazid (+ pyridoxine), rifampicin,
ethambutol

1

Extrapulmonary disease.

Prevention:
9 Procedures for prevention and control, including contact tracing
1 BCG vaccination
1 lIsoniazid prophylaxis (in highisk neonates)

Pharmacology, including adverséects:
9 Isoniazid
1 Rifampicin
1 Ethambutol.

Streptococcal Disease

Microbiology and epidemiology:
9 Streptococcal species
Pathophysiology of GAS disease, including toxic shock syndrome and other
invasive infections
Pathophysiology of GBS disease (adult asdnate)
Mode and risk of transmission
Epidemiology of streptococcal infection in pregnancy and the puerperium,
including risk factors and colonisation rates

f
)l
)l
f
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Screening and diagnosis:
9 Differential diagnosis:
0 septic shock/fever
o0 vaginitis/vaginal discharge
0 chorioamnionitis/postpartum endometritis
1 Laboratory diagnosis (swabs/culture)
1 Risks and benefits of GBS screening strategies:
0 routine bacteriological screening
0 risk-based screening.

Management:
1 GAS infection (supportive care/antibiotics)
1 GBS infection(intrapartum antibiotic prophylaxis)
o GBS carrier
o other groups (e.g. suspected chorioamnionitis)
T 6at riskd newborn infants.

Outcome:
1 Early- and lateonset GBS infection in newborn

Pharmacology, including adverse effects:
1 Penicillin G
1 Clindamycin.

Syphilis

Microbiology and epidemiology:
1 Treponema pallidum
9 Pathophysiology of syphilis, including stages of adult disease and congenital
infection
1 Mode and risk transmission
1 Epidemiology of syphilis infection in pregnancy.

Screening and diagnosis:
1 Rationale andrganisation of screening programme
1 Serological tests, (including nonspecific and specific antibody tests
1 Dark field visualization
9 Differential diagnosis of genital ulcer
1 Ultrasound features of fetal infection.
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Management:
1 Penicillin G, including managemeof Jarisch-Herxheimer reaction
1 Contact tracing.

Outcome:
9 Congenital syphilis (early and late).

Other Sexually Transmitted Diseases in Pregnancy

Microbiology and epidemiology:
1 Neisseria gonorrhoea&Chlamydia trachomatjgyenital mycoplasma
1 Pathophysiology of gonococcal, chlamydial and mycoplasmal disease,
including chorioamnionitis and postpartum endometritis
1 Epidemiology of STDs in pregnancy
Screening and diagnosis:
1 Rationale and organisation of screening for chlamydia in pregnancy
1 Differential diagnosis of vaginal discharge, cervicitis in pregnancy
1 Laboratory diagnosis (swabs/culture, nucleic acid amplification techniques)

Management:
9 Antibiotics:
o Chlamydial azithromycin
o Gonorrhoea ceftriaxone, cefixime
o0 Mycoplasmas erythromycin, clindmycin
1 Contact tracing (where appropriate)
9 Fetal risks, including preterm prelabour rupture of membranes, preterm birth
1 Maternal risks (chorioamnionitis, endometritis).

Outcome:
1 Neonatal infection (conjunctivitis, pneumonia)

Pharmacology, includingdverse effects:
1 Azithromycin
1 Ceftriaxone.

Bacterial VVaginosis

Microbiology and epidemiology:
1 Garnerella vaginalisselected anaerobddycoplasma hominis
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9 Pathophysiology of BV
1 Epidemiology of BV in pregnancy.

Screening and diagnosis:
1 Rationale for screning in highrisk groups, including previous preterm birth
9 Differential diagnosis of vaginal discharge
9 Clinical diagnosis (Amsel criteria), Gram stain, vaginal discharge.

Management:
1 Treatmeni metronidazole, clindamycin
9 Fetal risks, includingniscarriage, preterm birth

Pharmacology, including adverse effects:
1 Metronidazole
1 Clindamycin.

Asymptomatic Bacteriuria and Acute Symptomatic Urinary Tract Infection

Microbiology and epidemiology:
9 Escherichia coliKlebsiella/Proteus/Pseudomonas spgotese negative
staphylococci
1 Pathophysiology of UTl/acute pyelonephritis
9 Epidemiology of asymptomatic bacteriuria and UTI in pregnancy.

Screening and diagnosis:
9 Rationale for and organisation of screening for AB during pregnancy
1 Midstream urine culturécolony counts)
1 Differential diagnosis of acute abdominal pain in pregnancy, antenatal
pyrexia
9 Diagnosis of relapse/reinfection.

Management:

1 Antibiotic therapy:
o AB 1 nitrofurantoin
o UTI T ampicillin, cephalosporins/second line therapies
o Duration of therapy

1 Maternal risks, including acute pyelonephritis, Graegative sepsis, acute

renal failure
1 Fetal risks, including preterm birth
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1 Postnatal investigation (intravenous urogram)

Pharmacology, including adverse effects:
1 Nitrofurantoin
1 Broadspectrum penicillia (e.g. ampicillin)
9 Cephalosporins (e.g. cefalexin).

Other Infective Conditions

Microbiology and epidemiology:

1 Common organisms implicated in chorioamnionitis and puerperal sepsis,
including group A and group B streptococcus Graggative bacilli,
anaerobes, genital mycoplasmas

9 Pathophysiology of acute chorioamnionitis and puerperal sepsis, including
endometritis, pelvic vein thrombophlebitis, urinary tract infection

1 Epidemiology of chorioamnionitis and puerperal pyrexia/infection.

Diagnosis and nmreagement of chorioamnionitis:
1 Differential diagnosis of acute abdominal pain in pregnancy, antenatal
pyrexia
Investigations (blood, cultures, ultrasound)
Antibiotic therapy
Fetal risks, including fetal death, preterm labour
Maternal risks, including Gramegative sepsis, acute renal failure.
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Diagnosis and management of postnatal sepsis:
1 Differential diagnosis of puerperal pyrexia
1 Investigations (culture, ultrasound, CT/MRI)
1 Antibiotic therapy, including clindamycin/gentamicin
1 Maternal risks, including Gramegative sepsis, acute renal failure.

Pharmacology, including adverse effects:
1 Clindamycin
1 Gentamicin.

OBG 962: Applied research skills (2 Credits)
To complete this module, the Trainee shall undertake the following:
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Perform a critical appraisal @ublicationsrelatedto maternafetal medicine.
Undertakepresentationsn the principles of handling and storage of human
tissues.

Attend fetal medicine conferens¢local/international) and present paper(s).
Attend atleast a training programme and obtain a certificate in research
methodology incorporating Epidemiology and Biostatistics. The trainee shall
be able to plan and initiate a high quality research study and also able to
analyse data on his own.

Conduct a higlguality research in maternal/fetal medicine which he/she shall
defend at his/her exit examinatidn the conduct of this resear¢he Training
Coordinator in liaison with the Faculty Board shall appoint Supervisor(s) for
the research).

OBG 963: ETHICS, LAW, AND CULTURAL PRACTICE IN REPRODUCTIVE
MEDICINE (1 Credit)

Detailed knowledge of ethical and national legal issues involved in maternal

fetal medicine practice.

Ethical issues and fetal medicine
Screening for fetal anomalies
Abortion for fetal anomalies
Selective fetocide
Perimortem caesarean section
Genetic disorders
Paternity issues

Emerging ethical challenges, transgender issues
Cultural practices

Religion

Law and Regulation in fetal medicine practice
Counselling and communication in fetal medicine.
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College /Faculty organized courses

The following are theecommended Collegéaculty courses to be attended during
the course of training. Trainees will be encouraged to attend any other relevant
courses both locally andternationally.

A. Cardiotoography, Electrocardiogoh and Obstetric Ultrasound scan
(Twelve days comprising of 48 hours of lectures and 48 hours of practicals =
4 course credit units)

B. Update Course in Maternal and Fetal medicine (6 days comprising ofis h
of lectures = 3 course credit units)

C. PMC: 951 Research Methodology Courgeweek three days comprising of
44 hours of lectures =&urse credit units)

D. PMC 952 Health Resourcddanagement Course ( | week three days
comprising of 44 hours of lectures = 3 course credit units)

E. PMC 953 Ethics in Clinical Practice

FLOW CHART OF THE RECOMMENDED CLINICAL ROTATIONS AND
COMPULSORY COURSES WITH THEIR ASSOCIATED COURSE
CREDIT COURSE CREDITS

1. POSTING IN GENERAL OBSTETRICS

AND GYNAECOLOGY
POSTING TYPE COMPULSORY
Early morning review [1Hr/day X 5days X 24
CONTACT LECTURES/ weeks = 120 hrs],
SESSIONS PER WEEK Selft-Directed Learning (SDL) / Tutorials

[2Hr/day X 5days X 24 weeks = 24n0s],
Departmental scientific meeting [2Hr/week X
24 weeks = 48 hr]

Total = 408 hours equivalent to 27.2 credit ur]

80



CONTACT CLINICAL/PRACTICAL
SESSIONS PER WEEK

Antenatal clinics [6Hr/week X 24 weeks = 144
Hr]

Gynaecological clinigpHr/week X 24 weeks =
144 Hr]

Ward rounds [2Hr/day X 5 days X 24 weeks ;
240 hours]
Theatre/Labour ward sessions [6Hr/week X 2
weeks = 144 Hr]

Total = 672 hours equivalent to 14&dit units

TOTAL

42.1 Credit units

2. HIGH RISK PREGNANCY POSTING

POSTING TYPE

COMPULSORY

DURATION

6 MONTHS (24 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1Hr/day X 5days X 24
weeks = 120 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 24 weeks = 240 hrs],
Departmental scientific meeting [2Hr/week X
24 weeks = 48 hr]

Total = 408 hours equivalent to 27.2 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Antenatal clinics [6Hr/week X 24 weeks = 144
Hr]

Ward rounds [2Hr/day X 5 days X 24 weeks =
240 hours]

Theatre/Labour ward sessions [6Hr/week X 24
weeks = 144 Hr]

Total = 528 hours equivalent to 11.7 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Supervision of labour & Conduct of deliveries,
Emergency Operating theatre sessions.

Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 1278hrs]

Total = 1278 hours equivalent to 28 credit units

Total credit load for the posting = 66.9 credit units
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3. FETAL ULTRASOUND CLINIC POSTING

POSTING TYPE

COMPULSORY

DURATION

6 MONTHS (24 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1Hr/day X 5days X 24
weeks = 120 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 24 weeks = 240 hrs],
Departmental scientific meeting [2Hr/week X
24 weeks =48 hr]

Total = 408 hours equivalent to 27.2 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Ultrasound clinics [12Hr/week X 24 weeks =
288 Hr]

Ward rounds [2Hr/day X 5 days X 24 weeks =
240 hours]

Total = 528 hours equivalent to 11.7 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Supervision of labour & Conduct of deliveries,
Emergency Operating theatre sessions.

Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 1278hrs]

Total = 1278 hours equivalent to 28 credit units

Total credit load for the posting = 66.9 credit units
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4.

INTRAUTERINE FETAL SURGICAL POSTING

POSTING TYPE

COMPULSORY

DURATION

6 MONTHS (24 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1Hr/day X 5days X 24
weeks = 120 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 24 weeks = 240 hrs],
Departmental scientific meeting [2Hr/week X
24 weeks =48 hr]

Total = 408 hours equivalent to 27.2 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Fetal Medicine/Surgery clinics [6Hr/week X 24
weeks = 144 Hr]

Ward rounds [2Hr/day X 5 days X 24 weeks =
240 hours]

Theatre sessions [6Hr/week X 24 weeks = 144
Hr]

Total = 528 hours equivalent to 11.8 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Supervision of labour & Conduct of deliveries,
Emergency Operating theatre sessions.

Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 1278hrs]

Total = 639 hours equivalent to 28 credit units

Total credit load for the posting = 33.5 credit units

5. MANDATORY POSTING OVERSEAS

POSTING TYPE

COMPULSORY

DURATION

3 MONTHS (12 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1Hr/day X 5days X 12
weeks = 60 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 12 weeks = 120 hrs],
Departmental scientific meeting [2Hr/week X
12 weeks = 24 hr]

Total = 204 hours equivalent to 13.6 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Maternal and Fetal clinics [6Hr/week X 12
weeks = 72 Hr]

Ward rounds [2Hr/day X 5 days X 12 weeks =
120 hours]
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Theatre sessions [6Hr/week X 12 weeks = 72
Hr]
Total = 264 hours equivalent to 5.9 credit units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Supervision of labour & Conduct of deliveries,
Emergency Operating theatre sessions.

Total call hours is 320/month. 2/3 of this is 213
hours/month X 3months = 639hrs]

Total = 639 hours equivalent to 14 credit units

Total credit load for the posting = 33.5 credit units

6. GENETICS LABORATORY POSTING

POSTING TYPE

COMPULSORY

DURATION

2 MONTHS (8 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1Hr/day X 5days X 8
weeks = 40 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 8 weeks = 80 hrs],
Departmental scientific meeting [2Hr/week X 8
weeks = 16 hr]

Total = 136 hours equivalent to 9 credit units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Fetal Medicine clinics [6Hr/week X 8 weeks =
48 Hr]

Ward rounds [2Hr/day X 5 days X 8 weeks = 80
hours]

Theatre sessions [6Hr/week X 8 weeks = 48 Hr]
Total = 176 hours equivalent to 4 credit units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Supervision of labour & Conduct of deliveries,
Emergency Operating theatre sessions. [The
call in the Labour ward is maintained during
this posting]

Total call hours is 320/month. 2/3 of this is 213
hours/month X 2months = 426hrs]

Total = 426 hours equivalent to 9 credit units

Total credit load for the posting = 22 credit units
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Neonatology

8 weeks

Lecture hours

Early morning review [1Hr/day X 5days X 8
weeks =40 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 8 weeks = 80 hrs],
Departmental scientific meeting [2Hr/week
X 8 weeks = 16 hours hr]

Total = 136 hours equivalent to 9.0 credit
units

Clinics [6Hr/week X 8 weeks = 48 Hr]

Ward rounds [2Hr/day X 5 days X 8 weeks =
80 hours]

]

Total =128 hours equivalent to 2.8 credit unit

Anaesthesia

4 WEEKS

LECTURE CONTACT HOURS

Early morning review [1Hr/day X 5days X 4
weeks = 20 hrs],

Self-Directed Learning (SDL) / Tutorials
[2Hr/day X 5days X 4 weeks = 80 hrs],
Departmental scientific meeting [2Hr/week
X 4 weeks =8 hours hr]

Total = 108 hours equivalent to 7.2
units

credit

PRACTICAL/CLINICAL
HOURS

CONTACT

Clinics [6Hr/week X 4weeks = 24 Hr]

Ward rounds [2Hr/day X 5 days X 4 weeks =
40 hours]

]

Total = 64 hours equivalent to 1.4 credit unit

TOTAL=8.4Unt

Total for Pathology=8.4 units

Total for the training = 293.5 Credit units
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CHAPTER FIVE: SENIOR RESIDENCY TRAINING
IN REPRODUCTIVE MEDICINE

5.1 VISION

To train and produce highly compet&ubspecialists in Reproductive medicine
that will deliver high quality and safe health care to women and their families in
Nigeria and internationally.

2.2 MISSION

The Faculty will achievéervision by promoting excellence in competefiased
training, facultybased courses, maintain unifostandards in accreditation of
training institutions, ensuring trainees achieve recommended training milestones
and minimumEntrustableProfessionalActivities (EPAS) and provide
opportunities for continuing professional development.

The Faculty will alsanaintain the culture ahter-faculty training collaborations
within the National Postgraduate Medical College and with sister colleges

regionally and internationally.

5.3 AIM of training: To produce subspecialists in reproductiveeditine

management.
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5.4 Objectives of training

At the completion of th&enior residency training in Reproductive medigine
trainees should have acquired the knowledge and skill to enable them practice at
the pinnacle of their career in Reproductiedicine management. This will be
attained through:

I.  Acquisition of knowledge of the basic sciences relevant to reproductive
medicine
j.  Acquisition of knowledge of the pathophysiology, methods of evaluation
and treatment of the reproductive medicine disorders
k.  Acquisition of competence in all the modalities of reproductive medicine
diagnosis and therapy including diagnostic and therapeutic endoscopy.
|.  Attainment of statef-the-art skills and competence in the management of
infertility.
m. Understanding of the ogepts of investigative science and the development
of skills in research methods
n. Understanding of the organisation of health services in the areas of
Reproductive Medicine
0. Training in the methods of quality assurance and audit.
p. Provision of leadership irresearch and development in reproductive
medicine.
g. Building of human capacity in Reproductive health care practice, teaching,

research and audit.
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5.5ENTRY QUALIFICATION

A pass at the Part | fellowship examination of the National Postgraduate Medical

College of Nigeria

5.6: Training duration:

This shallbe for a period of thirty six (36months.
Clinical Rotations

a. General obstetrics and Gynaecolagyyit/Clinics 6 months

b. Assisted Conception Unilcluding Clinical Embryology

12 months
c. Gynaecologic EndoscopWnit/Clinic 6 months
d. Family Planning Unit 6 months
e. Endocrine Unit of Medicine Department 2 months
f. Endocrine Unit of Paediatric Department 2 month

g. Rural posting 3 months
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FLOW CHART OF THE RECOMMENDED CLINICAL ROTATIONS AND
COMPULSORY COURSES WITH THEIR ASSOCIATED COURSE
CREDITS FOR REPRODUCTIVE MEDICINE

GENERAL OBSTETRICS AND GYNAECOLOGY
POSTING

DURATION: 24 WEEKS

POSTING TYPE: COMPULSORY

COMPULSORY

CONTACT LECTURES/ SESSIONS
PER WEEK

Early morning review [1tiday X 5days X 24
weeks = 120 hrs],

Self-Directad Learning (SDL) / Tutorials
[2hrg/day X 5days X 24 weeks = 240 hrs],
Departmental scientific meeting [BHweek X
24 weeks = 48 Is}

Total = 408 hours equivalent to 27.2 credit
units

CONTACT CLINICAL/PRACTICAL
SESSIONS PER WEEK

Antenatal clinics [6ls/week X 24 weeks = 14
Hr]

Gynaecological clinic[[6ls/week X 24 weeks
= 144 Hr]

Ward rounds [2f¥/day X 5 days X 24 weeks 1
240 hours]

Ultrasoundsessins [6lrs/week X 24 weeks =
144 hs|

Total = 672 hours equivalent to 14.9 credit
units

TOTAL

42.1 Credit units
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ART POSTING

POSTING TYPE

COMPULSORY

DURATION

12 MONTHS (48 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1hr/day X 5days X 48
weeks = 240 hours],

Self-Directed Learning (SDL) / Tutorials
[2hrs/day X 5days X 49 weeks = 480 hours],
Departmental scientific meeting [2hrs/week X
48 weeks = 96 hours]

Total = 816 hours equivalent to 54.4 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

ART clinics [6hrs/week X 48 weeks = 288
hours]

Ward rounds [2hrs/day X 5 days X 48 weeks =
480 hours]

Theatre sessions [6hrs/week X 48 weeks = 288
hours]

Total =1056 hours equivalent to 23.6 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Practical sessions in ART with theatre sessions.
Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 2556 hours]

Total =1278 hours equivalent to 56 credit units
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FAMILY PLANNING POSTING

POSTING TYPE

COMPULSORY

DURATION

6 MONTHS (24 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1hr/day X 5days X 24
weeks = 120 hrs],

Self-Directed Learning (SDL) / Tutorials
[2hrs/day X 5days X 24 weeks = 240 hrs],
Departmental scientific meeting [2Hr/week X
24 weeks =48 hrs]

Total = 408 hours equivalent to 27.2 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Family Planning clinics [12hrs/week X 24 weeks
=288 hrs]

Ward rounds [2hrs/day X 5 days X 24 weeks =
240 hours]

Total = 528 hours equivalent to 11.7 credit
units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Contraception procedures, theatre sessions.
Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 1278hrs]

Total = 1278 hours equivalent to 28 credit units

Total credit load for the posting = 66.9 credit units
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ENDOSCOPY POSTING

POSTING TYPE

COMPULSORY

DURATION

6 MONTHS (24 WEEKS)

CONTACT LECTURES/ SESSIONS PER
WEEK

Early morning review [1hr/day X 5days X 24 weeks
=120 hrs],

Self-Directed Learning (SDL) / Tutorials [2hrs/day X
5days X 24 weeks = 240 hrs],

Departmental scientific meeting [2hrs/week X 24
weeks = 48 hrs]

Total = 408 hours equivalent to 27.2 credit units

CONTACT CLINICAL/PRACTICAL
SESSIONS PER WEEK

Preconception and ANC clinics [6hrs/week X 24
weeks = 144 hrs]

Ward rounds [2Hr/day X 5 days X 24 weeks = 240
hours]

Theatre sessions [6hrs/week X 24 weeks = 144 hrs]
Total = 528 hours equivalent to 11.8 credit units

CONTACT CLINICAL/PRACTICAL
SESSIONS DURING CALL HOURS

Endoscopy theatre sessions (Laparoscopy,
cystoscopy and Hysteroscopy).

Total call hours is 320/month. 2/3 of this is 213
hours/month X 6months = 1278hrs]

Total = 639 hours equivalent to 28 credit units

Total credit load for the posting = 33.5 credit units
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6. ENDOCRINE UNIT OF MEDICINE

POSTING TYPE

COMPULSORY

DURATION

MONTHS (8 WEEKS)

CONTACT LECTURES/ SESSIONS PER
WEEK

Early morning review [1hr/day X 5days X 8 weeks = 40
hrs],

Self-Directed Learning (SDL) / Tutorials [2hrs/day X
5days X 8 weeks = 80 hrs],

Departmental scientific meeting [2hrs/week X 8 weeks
=16 hrs]

Total = 136 hours equivalent to 9 credit units

CONTACT CLINICAL/PRACTICAL
SESSIONS PER WEEK

Paediatric Endocrine clinics [6hrs/week X 8 weeks = 48
hrs]

Ward rounds [2hrs/day X 5 days X 8 weeks = 80 hours]
Endocrine clinics [6hrs/week X 8 weeks = 48 hrs]
Total = 176 hours equivalent to 4 credit units

CONTACT CLINICAL/PRACTICAL
SESSIONS DURING CALL HOURS

[The call in the Labour ward is maintained during this
posting]

Total call hours is 320/month. 2/3 of this is 213
hours/month X 2months = 426hrs]

Total = 426 hours equivalent to 9 credit units
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7. ENDOCRINE UNIT OF PAEDIATRICS DEPARTMENT

POSTING TYPE

COMPULSORY

DURATION

2 MONTHS (8 WEEKS)

CONTACT LECTURES/ SESSIONS PER WEEK

Early morning review [1hr/day X 5days X 8
weeks =40 hrs],

Self-Directed Learning (SDL) / Tutorials
[2hrs/day X 5days X 8 weeks = 80 hrs],
Departmental scientific meeting [2hrs/week X
8 weeks = 16 hrs]

Total = 136 hours equivalent to 9 credit units

CONTACT CLINICAL/PRACTICAL SESSIONS
PER WEEK

Adult Endocrine clinics [6hrs/week X 8 weeks =
48 hrs]

Ward rounds [2hrs/day X 5 days X 8 weeks = 80
hours]

Joint Endocrine clinics [6hrs/week X 8 weeks =
48 hrs]

Total = 176 hours equivalent to 4 credit units

CONTACT CLINICAL/PRACTICAL SESSIONS
DURING CALL HOURS

Emergency Operating theatre sessions. [The
call in the Labour ward is maintained during
this posting]

Total call hours is 320/month. 2/3 of this is 213
hours/month X 2months = 426hrs]

Total = 426 hours equivalent to 9 credit units
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5.7. Nature of training

Training shall be structured and competency based. Fronbebimning of the

programme, progress shall be monitored by means of the log book.

Residentoctors undergointipetrainingin Reproductive medicineshall participate

in all relevant activities of the training unit, such as the care of outpatients-and in
patients, on call duties, performing ultrasound examinations, -udrane
procedures and participating in educational activitiesluding the teehing of
medical students, resident doctors in the general Obstetrics and Gynaecology
training and other health professionals and their students. The trainee shall also
participate in audit and any ongoing basic or clinical research activities of the

training unit.

At the recommendation of the National Training Coordinator/Supervisor and with
approval of theCollege Registrar following consideration by thBoard of the
Faculty of Obstetrics & Gynaecology, NPMCN, the trainee may spend some of the
training periods in other centres accredited by Metional Postgraduate Medical
College as well as recognized centres in other countries where such, in the opinion
of the Training Coordinator or Supervisor, would enhance the quality of training and

exposurenf the Resident doctor.

5.8. Structure of the training

TheSenior residency training ReproductiveMedicineshall be centrally regulated
by the Senate of thé\ational Postgraduate MedicaCollege of Nigeria via
recommendations from thiéaculty board ofObstetrics and Gynaecology of the
NPMCN. TheCollege Senate shapprove the enrollment of all candidates into the
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training programme as well as theaccreditation of training centredollowing

recommendation by the Faculty Board of Obstetrics and Gglapc

Each Trainee shall ha\at least one Supervisor in Reproductive medigppointed

by the Faculty Board of Obstetrics and Gynaecology of the NPMCN from the onset
of the programme. The Supervisor shall facilitate communication between the
Faculty/Colege and the Trainee when necessary, and conduct periodic evaluations

of progress of the trainee. There shall be documented evidence of these evaluations.

The Faculty Board sliabe responsible for the appointment of Specialists with
requisite proficien@s in specific areas dReproductiveMedicine as accredited

trainers and assessors for the programme

The Executive Committee of the Faculty shall recommend for approval of the
Faculty Boarda subspecialty training Chairman, &enure of two years remwable

for another two years. THubspecialty Chairmashalllead a Committee including

two other senior academics in the subspecialty. They will oversee the training
programme in the sufpecialty subject to the Faculty Board and ultimately to the
College Senate. The members of this committee shall serve for a maximum of four
years ,after which there must be an internfadtdeast two years before any fellow
shall be eligible fore-appointmentThe qualifications for appointment shall be the

same for kection of Faculty Secretary or Third member of Senate of the Faculty.

The Subspecialty Committesthall be responsible for collation of the academic and
clinical activities of all trainees, in order to confirm that the recommended
knowledge and competersctor each stage of the training are successfully attained
subject to the Executive Committee of the Faculty and the Faculty Bddre.
Committeeshall achieve this by compiling the reports from the accredited specialists

at the designated training cesgand reviewing the log books
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Courses and course content in Reproductive Medicine

OBG 948: Reproductive Anatomy/Physiology/Endocrinology/Biochemistry
(3 Credits)

Objectives:

At the end of this module the trainees should be able to understaswahtfic
basis of male and female reproductive system. The trainees should have full

knowledge of the following:

1 Anatomy of the male and female pelvis. Anatomy of the male and female
perineum. Urogenital diaphragm. Female genital organs. External female
genitalia. Applied anatomy; Pelvic support and prolapsed.

Pharmacology of steroids and reproductive hormones.

Gynaecological endocrinology

Puberty: stages of pubertal development, thelarche, adrenarche, pubarche,
menarche, growth spurts.

Endocrine basis fomenstruation. Control of menstruation and menstrual
cycle.

Definitions and endocrine basis of menopause. Climacteric.
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Systemic changes at menopause/andropause. Hormone replacement therapy.
Psychotherapy

OBG 949: Pathology of male and female reproductive organs/tract as applied

to Reproductive Medicine. (6 Credits)

Objectives:

At the end of this module the trainees should be able to carry out appropriate
counselling, screening and management in couples with infertility and other
conditions, families wh previous chromosomal disorder or families with
multiple anomalies or syndromic disorders. The trainees should have full

knowledge of the following:

Male and Female InfertilityDefinition, causes and management
Imaging Obstetrics and Gynecology {rXys, Ultrasound, CT scan/MRl,
Early Pregnancy (including implantation)

Sexual dysfunction

Amenorrhea. Dysfunctional uterine bleeding. Polycystic ovarian syndrome.
Hyperprolactinaemia.

Climateric and Menopausal problems.

Genetics and genetic disorders

U Genestructure and function

U DNA as genetic material

Replication, transcription and translation

Mechanisms and effects of mutation

Inheritance and susceptibility

Patterns of inheritance of single genes

Cc: c: c: c: c:

Genetic heterogeneity (locus and allele)
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New mutationgausing singlegene disorder

Expression and penetrance

Multifactorial inheritance (including summation and interaction gene
effects, polymorphisms)

Mitochondrial inheritance.

Service and laboratory aspects:

Organisation and role of clinical genetics see@

DNA testing in clinical practice

Ethical, societal cultural and religious issues

Diagnostic, predictive and carrier testing

Uses and limitations of laboratory tests

Indications, methods and limitations, including failure and error rates of:
cytogenetis

fluorescence in situ hybridisation (FISH)

polymerase chain reaction (PCR)

Southern and Northern blotting

gene tracking using restriction fragment length and polymorphism

enzyme and biochemical analysis.

Methods of prenatal diagnosis, includinglications, techniques,
complications and proficiency at obtaining informed consent for the
procedures:

Ultrasound

Amniocentesis

Chorion villus sampling

Fetal blood sampling
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Fetal tissue biopsy
Fetal cells in maternal circulation

Cell-free fetal DNA in mé&rnal circulation

Singlegene defects:
Epidemiology and inheritance
Effects of mutation and associated pathology
Clinical and pathological features
Prognosis
Recurrent risks, including offspring risks and sibling risks
Prenatal diagnosis of the followintgfects:
o Cystic fibrosis
0 Muscular dystrophy
o0 Myotonic dystrophy
Fragile X
Haemoglobinopathies

Haemophilias

o O O o

Common inborn errors of metabolism

Chromosomal Disorders

Chromosomes
Structure and function

Cell division
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Cc: c: c: c:

Types of abnormality, includinstructural rearrangements, trisomies, sex
chromosome anomalies, extra markers, mosiacism.

Screening and diagnosis:

Biochemical markers, including alpli@toprotein, unconjugated estriol,
human chorionic gonadotrophin, pregnancy associated plasma protein A,
inhibin A

Ultrasound markers:

o 117 14 weeks (including nuchal translucency, nasal bone, ductus
venosus, Doppler, tricuspid regurgitation, holoprosencephaly)

o 18 21 weeks (including nuchal oedema/nuchal fold thickness,
clinodactyly echogenic bowel, pyelect®sthoroid plexus cysts,
nasal bone, short femur/humerus, exomphalus)

Likelihood ratios and risk calculation

Screening strategies
o Accuracy (including detection rate, false positive rate)
o0 Service and cost implications

Laboratory diagnosis (including methodgilure and error rates)

0 cytogenetic analysis

o FISH

o PCR.

Mosaicism, including classification and management.

Principles and organisation of screening and diagnostic programme for
chromosomal anomalies:

National Screening Committee

Role of regionakcreening coordinators

Quiality control and audit.

Chromosomal anomalies:
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Epidemiology

Pathology

Clinical and pathological features

Prognosis

Recurrence risks

Prenatal diagnosis of the following chromosomal anomalies:
o trisomy 21

o trisomy 18

o trisomy 13

o Turnersyndrome

o Kilinefelter syndrome

0 XXX

o Triploidy

o structural rearrangement, including balanced and unbalanced
translocation

marker chromosome

o

0 uniparental disomy

O mosaicism.

Multiple Anomalies and Syndromic Disorders

Screening and diagnosis:

Ultrasound featuresf common syndromes and associations.
Use of databases to aid diagnosis.

Syndromic anomalies and associations:

Epidemiology
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Pathology

Clinical features

Prognosis

Inheritance and recurrence risks

Prenatal diagnosis, including ultrasound features, labgrdtagnosis
(where applicable)

Syndromic anomalies:

DiGeorge

Frynods

Beckwithi Wiedemann

Meckel Gruber

Smith-Lemli-Opitz

VATER (vertebral defects, imperforate anus, tracbesophageal fistula,
radial and renal dysplasia)/VACTERL (vertebral anomalies, dredia,
cardiac abnormalities, tracheoesophageal fistula and/or oesophageal

atresia, renal agenesis and dysplasia and limb defects).

OBG 950: FERTILITY CONTROL (3 Credits)
Objectives:

At the end of this module the trainees should be able to carappubpriate
counselling, and offer different types of family planning services. The trainees

should have full knowledge of the following:

1 Nigeria population dynamics and development.
1 Overview of family planning methods.
1 Hormonal contraceptives.

1 Long Acing Reversible Contraceptives
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1 IUCDs. Male and female surgical contraception. Barrier methods.

1 Natural family planning methods.

OBG 951: PAEDIATRIC AND ADOLESCENT GYNAECOLOGY
(2 Credits)
Objectives:

At the end of this module the trainees should tdetailed knowledge of
normal and abnormal development and of specific disorders affecting young
females and males and adolescence. The trainees should have full knowledge of

the following:

1 Embryology: the development of embryo and abnormalities whichhaile
an influence on reproduction, in particular the development of genital tract
9 Factors controlling male and female development of the gonadal primordia,
internal duct system and external genitalia
1 Developmental abnormalities of the genital tract,luding ambiguous
genitalia, imperforate hymen and vaginal septa, uterine anomalies, mllerian
and Wolffian dysgenesis, Rokitansky syndrome and gonadal dysgenesis
1 Embryology of hypothalamigituitary and other pertinent endocrine systems
1 Developmental dzrders:
1 Ambiguous genitalia
1 Disorders of sexual development
1 Complete androgen insensitivity syndrome

9 Endocrine disturbance
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9 Precocious puberty

1 Delayed puberty

1 Congenital Adrenal hyperplasia
Surgical management:
o Developmental disorders
o0 Ambiguous genitalia

o Disorders of sexual development

OBG 952: REPRODUCTIVE SURGERIES ( I Credit)
Objectives:

At the end of this module the trainees should be able to perform an array of
gynaecological surgeries including fertility enhancing suegefThe trainees

should be able to perform the following without supervision:

Fertility enhancing surgeries

Endoscopy in reproductive medicth@paroscopy; Hysteroscopy;
Cystoscopy; Proctoscopy.

Patient sO0 pr e p-aperntivé rmanagement & padentsl. p o st

Imaging in reproductive medicine

OBG 953: ASSISTED REPRODUCTION TECHNIQUES( 4 Credits)

Objectives:
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At the end of this module the trainees should be able to carry out appropriate
evaluation of infertile couple and be paé¢nt in carrying out different assisted

reproductive techniques.

1 Male and Female InfertilityEtiology
1 Anovulation
Ovulation Induction for conventional Infertility treatment/IUl and IVF/IESI
ET
Stimulation Protocol
Monitoring in stimulated cyclesonwentional treatment and ART
Ovum pick up and Embryo Transfer
Luteal phase Support.
Special conditions Poor responders, PCO, Endometriosis and Recurrent
implantation failure.
Complications of ART.
Natural cycle and Low cost IVF.
Third party ART.
Reproductre genetics (including gametogenesis)
Semen analysis
Sperm Preparation
Media and Culture dishes in ART
Handling of Equipment in the ART laboratory
Gamete and Embryo freezing and thawing
Embryo nutrition and development, and Embryo assessment.
Immunology ofHuman reproduction

Trouble shooting in ART
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OBG 954: ETHICS, LAW, AND CULTURAL PRACTICE IN
REPRODUCTIVE MEDICINE (I Credit)

Objectives:

At the end of this module the trainees should have ddetailed knowledge of
ethical and national legal issues involvedeproductive medicine. The trainees

should have full knowledge of the following:

Ethical issues and reproductive medicine
Gamete donation
Surrogacy
Adoption
Emerging ethical challenges, transgender issues
Cultural practices
Religion
Law and Regulatiom reproductive medicine practice
Counselling and communication in Reproductive medicine.
Applied research skills
U Perform a critical appraisal of a publication related to reproductive
medicine.
U Undertake a presentation on the principles of handlingstordge
of human tissues.
U Attend a reproductive medicine conference (local/international) and
present paper(s).
U Attend at least a training programme and obtain a certificate in

research  methodology incorporating Epidemiology and
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Biostatistics. The traineshall be able to plan and initiate a high
quality research study and also able to analyse data on his own.

U Conduct a high quality research in reproductive medicine which
he/she shall defend at his/her exit examination. In the conduct of this
researchtheTraining Coordinator in liaison with the Faculty Board

shall appoint Supervisor(s) for the research).

OBG 955: Faculty organized courses
(4.8 Credits)

The following are the recommended faculty courses to be attended during the
course of trainingTrainees will be encouraged to attend any other relevant

courses both locally and internationally.

. PrePart 2 Update Course (| week of 30 hours of lectures and 18 hours of
practicals=2.4 credit units)

. Communication and Genetic Counselling Course. @@ixs comprising of 30
hours of lecture and 18 hours of practicals = 2.4 course credit units)

. Research Methodology Course.

. HealthResource and management course.

. Ethics in Clinical Practice
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CHAPTER 6: SENIOR RESIDENCY TRAINING IN
UROGYNAECOLOGY

6.1 VISION

To train and produce highly competé&ubspecialists irurogynaecology that

will deliver high quality and safe health care to women and their families in
Nigeria and internationally.

6.2 MISSION

The Faculty will achievéervision by promaing excellence in competentased
training, facultybased courses, maintain uniform standards in accreditation of
training institutions, ensuring trainees achieve recommended training milestones
and minimumEntrustableProfessionalActivities (EPAs) andprovide

opportunities for continuing professional development.
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The Faculty will alsamaintain the culture ahter-faculty training collaborations
within the National Postgraduate Medical College and with sister colleges

regionally and internationally.

6.3 AIM of training: To produce subspecialists urogynaecology

6.4: Objectives
The senior residencytraining in Urogynaecology is designed to achieve the
following objectives
1. To produce highly qualifiedpecialists who are clinical expertsie delivery
of high-quality care in the practice of Urogynaecology in Nigeria and
internationally.
2. To produce fellows who have demonstrable academic abilities in the science
and practice of Urogynaecology.
3. To produce fellows who have professional queditin the practice of
Urogynaecology.

6.5. ENTRY QUALIFICATION

A pass at the Part | fellowship examination of the National Postgraduate Medical

College of Nigeria
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6.6. REQUIRED FACILITIES FOR ADEQUATE TRAINING: Each
training centre should be organized to provide and receive referral of
patients with Urogynaecological conditions who would benefit from
subspecialty facilities, expertise and experience of trained
Urogynaecologist and fellows in training. The tramicentre should be
equipped with a urodynamic laboratory that provides a range of
diagnostic services such as:

1 Cystometry

1 Uroflowmetry

91 Profilometry

9 Radiography

1 Ultrasound and nuclear medicine

1 Endoscopy

1 Pathology

1 Cytology

1 Organ imaging facilities

The training centre is expected to provide comprehensive care of Urogynaecology

conditions including:
1 Surgery

1 Pharmacology
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9 Critical care
9 Access to other subspecialties

1 Community Education and liaison

5.6: Training duration:

This shallbe for a perid of thirty six (3§ months.

Clinical Rotations

1. General obstetrics and Gynaecology Unit/Clinics 6 months

2. Rural posting 3 months

3. Advanced Geeral Surgicaposting 3 months

4. Advanced UWology posting 6 months

5. Radiology posting 2 months

6. Laboratory posting 2 months

7. Core Urogymecologyposting 1 3 months

8. VesicaeVaginalFistula posting 3 months

9. CoreUrogynaecologyposting 2 6 months

10. Others: faculty updateourses/ college research methodology/management

courses

a. Nature of training

Training shall be structured and competency based. From the beginning of the

programme, progress shall be monitored by means of the log book.

Resident doctors undergoing tinainingin Urogynaecology shall participate in
all relevant activities of the training unit, such as the care of outpatients -and in
patients, on call duties, performing ultrasound examinations, -uérane

procedures and participating in educationativities including the teaching of
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medical students, resident doctors in the general Obstetrics and Gynaecology
training and other health professionals and their students. The trainee shall also
participate in audit and any ongoing basic or clinicalesgch activities of the

training unit.

At the recommendation of the National Training Coordinator/Supervisor and with
approval of theCollege Registrar following consideration by thBoard of the
Faculty of Obstetrics & Gynaecology, NPMCN, the traineg s@end some of the
training periods in other centres accredited byNational Postgraduate Medical
College as well as recognized centres in other countries where such, in the opinion
of the Training Coordinator or Supervisor, would enhance the qodalitgining and

exposureof the Resident doctor.

b. Structure of the training

TheSenior residency training Urogynaecologghall be centrally regulated liye
Senate of theNational Postgraduate Medical College of Nigeria via
recommendations from thieaculty board of Obstetrics and Gynaecology of the
NPMCN. TheCollege Senate shalpprove the enrollment of all candidates into the
training programme as well as theaccreditation of training centredollowing

recommendation by the Faculty Board of @sts and Gynaecology

Each Trainee shall ha\at least one Supervisor in Reproductive medigppointed

by the Faculty Board of Obstetrics and Gynaecology of the NPMCN from the onset
of the programme. The Supervisor shall facilitate communication betiee
Faculty/College and the Trainee when necessary, and conduct periodic evaluations

of progress of the trainee. There shall be documented evidence of these evaluations.
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The Faculty Board sliabe responsible for the appointment of Specialists with
requsite proficiencies in specific areasldfogynaecologys accredited trainers and

assessors for the programme

The Executive Committee of the Faculty shall recommend for approval of the
Faculty Boarda subspecialty training Chairman, for a tenure ofyears renewable

for another two years. The Subspecialty Chairstaalllead a Committee including

two other senior academics in the subspecialty. They will oversee the training
programme in the su$pecialty subject to the Faculty Board and ultimatelthto
College Senate. The members of this committee shall serve for a maximum of four
years ,after which there must be an interval of at least two years before any fellow
shall be eligible for rappointment. The qualifications for appointment shall be the

same for election of Faculty Secretary or Third member of Senate of the Faculty.

The Subspecialty Committeshall be responsible for collation of the academic and
clinical activities of all trainees, in order to confirm that the recommended
knowledge an@ompetences for each stage of the training are successfully attained
subject to the Executive Committee of the Faculty and the Faculty Bddre.
Committeeshall achieve this by compiling the reports from the accredited specialists

at the designated trang centresand reviewing the log books

COURSES AND COURSE CONTENT FOR THE RESIDENCY TRAINING
IN UROGYNAECOLOGY

This section details areas of knowledge that underpirtrdiring in
Urogynaecology. The purposefs the trainedo have a firmgraspof the

underlying principles on which modern Urogynaecology practice is based, not
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merely to memorize facts. Understanding of these principles will develop with
regular clinical experiencsdt is the interaction between knowledge and practice

that provdes the basis for growth in clinical expertise.
The areas of knowledge presented in this section are categorized as follows:

AScientific knowledge that forms the building blocks underpinning clinical

practice

AClinical or applied knowledge that linksthe science and the practice of

Urogynaecology

AContextual knowledge (for example, consultation processes, business and
management principles, professional expectations) that acknowledges the service

obligations implicit inthe practice of Urogynaecology

Relevant knowledge may be accessed in a variety of welygling formal

lectures, clinical meetings, seminars and morning reviews within the
department. Other sources &®t books, refereed articles in journals and book
series, evidenebased electran databases and publications, academic
discourse, conference papers and many informal means of communication. It is
through these publications and interactions that a consensus on standards is
established for the discipline. Througlesle meandraineesn

Urogynaecological medicine learn accepted terminologies, appropriate

vocabulary, levels of understanding expected of them and key applications for

115



their clinical work. As clinical professionals, they are expected to select,
organize and test this knowdge through their own experience and in academic

conversation with colleagues.

OBG 938 UROGYNAECOLOGIC ANATOMY (2 CREDITS)

General Aim

Understand and describe the normal anatomy of the female pelvis and lower

urinary tract, and the normal embryonic development of the urinary system.
Learning Objectives
Anatomy

A Understand and descri be:

- The bony pelvis

- The pelvic floor and innervation

- Structure of the urinary bladder and its central and peripheral innervation
- Structure of urethra and its central and peripheral innervation

- The uterus

- Endopelvic fascia

- The vagina

- The rectum and its innervation

- The internal and external anal sphincter

Embryology
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A Understand and describe:

- The relationship of the urogenital ridge to the subsequent development of the

three successive sets of excretory organs
- Development oposition of the mature kidney and ureter
- Development of structural abnormalities

- Contributions of the urogenital sinus and the allantois to the normal and abnormal
development of the bladder, urethra, vagina and vulva, including lymphatic

drainage ad blood supply

OBG 939: UROGYNAECOLOGIC PHYSIOLOGY (1 CREDIT)

General Aim

Understand and describe the normal physiology of the female lower urinary tract,

and terminal gastrointestinal tract.
Learning Objectives

A Understand and describe:
- The physiology of urine storage and voiding

- Neuromuscular transmission

- Hydrodynamics of the bladder and urethra

- Faecal control and defecation
Physiology of rectal action and the function of internal and external sphincter

OBG 940: UROGYNAECOLOGIC APPLICATIONS OF
PHARMACOLOGY AND THERAPEUTICS (2 CREDITS)
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General Aim

Candidates should understand and describe pharmacological properties of agents
commonly used in Urogynaecology, and the principles underpinning non

pharmacological therapeutic techniques used in Urogynaecology.
Learning Objectives

A Under st abed and descri

- The neuropharmacology of the lower urinary tract

- Drugs inhibiting bladder contractibility

- Therapy to facilitate bladder emptying

- Drugs decreasing outflow resistance

- Drugs increasing outflow resistance

- Effect of steroids on the lowerinary tract

- Adverse effects of drug therapies

- Adverse effects of therapy for other medical conditions

- Understand and describe the pharmacological basis, efficacy and adverse effects
of drug therapies for the treatment of stress and urge incooérand painful

bladder conditions, including those available internationally
A Understand the principles underpinnin

- The efficacy of pelvic floor muscle training, biofeedback, electrical stimulation,
bladder retraining techniques for the treatmdrstieess and urge incontinence and

painful bladder
- The nonsurgical management of voiding dysfunction

- Devices and pessaries for the treatment of incontinence and-gan#oy

prolapse
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- The management of nocturnal enuresis

OBG 941: UROGYNAECOLOGIC PATHOLOGY( 2 CREDITYS)

General Aim

Understand and describe the pathology of diseases and disorders of the female

lower urinary tract.
Learning Objectives

A Understand and describe:

- The effect of pregnancy on renal function, urinary storage and voiding, changes

in renal function, ureteric changes and postural effects
- The effect of parturition on the lower urinary tract and genital tract supports
- The effect of ageing on bladdand urethral function

- The effect of menopause on lower urinary tract function

-The relation of genital tract prolapse to urinary disorders

- Neurological disease as it affects the pelvic viscera

- Partial denervation of the pelvic floor

- Chronic uinary infection

- Chronic inflammatory disease of the lower urinary tract

- Sensory disorders

- Pelvic tumours, endometriosis and extensive pelvic surgery on bladder/sphincter

function
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- Emotional and psychosexual disorders

OBG 942: RESEARCH METHODS IN UROGYNAECOLOGY
(1 CREDIT)

General Aim

Understand the principles and methods underpinning productive and ethical

research, and the sharing of knowledge in the medical community.

Learning Objectives
Research

A Understand the principles and practic

- Epidemiological techniques, e.g., cohort, studies and case control studies,

cumulative calculation and assessment of bias
- Population parameters and sample techniques

- Computation anthterpretation of comparison measures, such as means and

variations

A Analysis of presented experiments and

experiment with respect to the following:
- The question examined
- The hypothesis

- The sampling techniquécluding sampling bias and sample size
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- Significance of results
- The conclusion

- The appropriate inferences which can be obtained

Publications

A  Know the current guidelines in Urogyn

A Know the relevant Cochrane reviews

A Know spuishedfstudiea and trials in Urogynaecology

OBG 943: DIAGNOSTIC TECHNIQUES IN MODERN
UROGYNAECOLOGY (4 CREDITS)

General Aim

Understand the principles of physics underpinning diagnostic techniques used in
Urogynaecological practice, and the indications and methods used to diagnose

diseases and disorders of the female lower urinary tract.
Learning Objectives

Biophysics

A Understand the principles and techniq

A  Understand and describe the foll owi
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- Intravesical pressure by internal and external gauges

- Voiding studies

- Urethral closure pressure and fesc

- Urethral competence

- Electromyographic techniques

Radiological Investigation

A Understand and descri be:

- The indications for radiological examination of the upper urinary tract aag x
cystography

- Micturating cystogram

- Ureteric reflux

- Voiding disorders

- Sphincter incompetence

- Appearances produced by genital tract prolapse

- Bead chain cystarethrography

Electromyography

A - Understand and descri be:
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- Basic theory

- Choice of electrode

- Recording equipment
- Choice of site

- Patterns of response

- Partial denervation

Ultrasound

A Understand and describe the foll owing
- Transvaginal

- Transrectal

- Tranperineatranslabial ultrasound

A Understand and describe the foll owing
- Transducer type and frequency

- Choice of transducers for given clinical situations

- Artefacts and their recognition

- Bioeffects of ultrasound

- Infection control issues
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- Advantages/disadvantages of ultrasound versus radiological imaging

A U stand the indications for the use of ultrasound in Urogynaecology,

including:

- Incontinence, including context of urodynamics assessment
- Prolapse assessment

- Levator function

- Assessment of the urethra and bladder wall

- Estimation of residual ure and testing of ureteric function

- Renal ultrasound to exclude hydronephrosis, gross distortion of anatomy and

concrements
- Isotope renography
- Volume 3d ultrasound assessment of urethra, levator and paravaginal spaces

- Postoperative assessmalter incontinence and prolapse surgery
Pelvic Floor Disorders

A Understand the principles underpinnin
floor disorders such as lower urinary tract symptoms, pelvic organ prolapse and

anorectal disorders, including:

- Microbiological examination of urine
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- Quantification of urine loss by bladder diary and pad tests
- Assessment of bladder function by subtracted multichannel cystometry

- Assessment of voiding by uroflowmetry, combined pressure/flow studies and

residual urine volume by ultrasonography

- Assessment of intrinsic urethral function by urethral pressure profile studies (both

static and dynamic) and abdominal and detrusorpeak pressures
- Ultrasonography imaging of the lower urinary tract

- Ambulatory urodynamics assessment

-Micturating cystourethrography and vidaoodynamics (e.g., using fluoroscopy)

- Interpretation of urodynamics findings and ability to recogarsefacts

- Pelvic floor and sphincter function by electromyographic techniques

- Urethocystoscopy, including ureteric catheterisation

- Endorectal ultrasonography, anorectal manometry and defecating protogragraphy
- Specialised imaging techniques,.elyP, CT scan, MRI and PET scan

- Perioneometry

- Perineal ultrasound

- MRI

OBG 944: COMMON UROGYNAECOLOGIC CLINICAL CONDITIONS,
PROBLEMS AND MANAGEMENT (4 CREDITYS)
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General Aim

Understand and describe the aetiology, pathogenesis, pathology, epidemiology,
clinical presentation, investigation, management, prognosis, prevention, and
counselling of women with Urogynaecological problems and conditions and the

role of community care ganisations and other health professionals.
Learning Objectives

A Lower wurinary tract and terminal gast

A Understand and describe the principle

treatment and counselling of womenwihe following problems:
- Incontinence of urine

- Retention of urine

- Voiding disorders

- Urinary frequency and urgency

- Lower urinary tract pain

- Recurrent urinary infection

- Symptoms of prolapse

- Problems of defecation

- Faecal incontinence
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- Sexual problems
A Understand and describe:

- The evaluation and care of the elderly and handicapped suffering from urinary

problems

- Care of women with intractable incontinence
Lower Urinary Tract and Terminal Gastrointestinalract Conditions

A - Understand the aetiology, pathogenesi
presentation, investigation, management, and counselling of women with the

following conditions:

- Urethral sphincter dysfunction

- Abnormalities of bladder furtion

- Fistulae of the lower urinary tract

- Lesions of the central nervous and autonomic systems affecting urinary and

faecal control
- Genital prolapse
- Recurrent genital prolapse

- Acute and chronic urinary infection
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- Chronic inflammatory lesias of the lower urinary tract

- Sensory disorders of the lower urinary tract

- Urethral lesions, e.g. diverticulae

- Urinary problems consequent on radical pelvic surgery and irradiation
- Urinary disorders in pregnancy

- Urologic problems associat&dth gynaecological pathology

- Disorders of sexual function

- Detrusor overactivity

A Understand the principles underpinnin
- The repair of vesicwaginal and urethrwaginal fistulae

- Implantation of an artificial urinary sphincter

- Assessment and management of ureteric and bladder injury

- Urinary diversion and augmentation cystoplasty

- Sacral neuromodulation

- Urethral diverticular surgery
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- Ureteric reimplantation and ranastomosis
- Nephrostomy

- Anal sphincter repair

- Vaginal prolapse repair

- Apical support techniques

A Understand and describe the role of p

surgery, e.g. synthetic mesh and fascia lata, biological grafts

A Understand indications for different

of insertion

Neoplasia
A Understand the significance and the p

lower urinary tract neoplasia, including:
- Classification

- Preentation

- Indications for biopsy and referral

- Criteria for management

- Prognosis
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Intraoperative Injuries and Complications

A Understand:

- Appropriate preoperative verbal and written communication required concerning

intraoperative injuries and complications

- Prevention and recognition of operative and obstetrical injuries to the urinary

tract

- Normal and abnormal and anatomical relationships of pelvic viscera

- Accepted precautions necessary to prevent injury

- Investigations to recognise injuries and techniques for immediate and delayed
repair

- Appropriate communication and harm minimisat

- Adverse outcome reporting

Community Care

A Understand and descri be:
- The organisation of schemes for the detection and management of urinary and

faecal incontinence in the community

- The establishment of community programs for the planned reameg of the

incontinent
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- The role of the community nurse and general practitioners
- The role of nurse continence advisor:

9 Indications for hospital referral

1 Incontinence garments, relative costs and supply

9 Grants for the care of the disabled

OBG 945: PROFESSIONALISM AND MANAGEMENT IN
UROGYNAECOLOGY (2 CREDITS)

General Aim

Understand and describe the organizational responsibilities inherent in the practice

of Urogynaecology.
Learning Objectives

A Understand the organizational respons

Urogynaecology at a subspecialty level, including:
- Creating protocols for management

- Establishing and maintaining regional transport systems with appropriate patterns

of referral
- Involvement in research advisory and ethics committees

- Organization and cordination of clinical meetings
Teaching

General Aim
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Understand the principles and methods underpinning the teaching and assessment

of practical and theoretical condsp
Learning Objectives
A Understand the principles underpinnin

- Facilitation of learning of patients, trainees, students and other health

professionals

- Apprenticeship learning

- Provision of constructive feedback

- Assessment of performance amting to set performance criteria

A Understand the use of vocabulary that

A - Understand the | earning needs of ones

OBG 946: ETHICS AND THE LAW IN UROGYNAECOLOGY
(1 CREDIT)

General Aim
Understand and discuss the ethical and legal aspects of Urogynaecology practice.
Learning Objectives

A - Understand the Code of Et hi cal Pract.

Urogynaecology
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A Understand and discuss the ethical an

including:

- Refusal of treatment

- Health economics

- Inequalities of healthcare

- Ethics of pharmaceutical and device company sponsorship

Culture

General Aim

Undersaéind and discuss the ethical and legal aspects of subspecialty practice in

Urogynaecology.
Learning Objectives

A Understand special implications for w
women of diverse cultural backgrounds, including indigenous wandrthose
with various spiritual beliefs, sexual orientations, lifestyles, beliefs, ages, social

status and perceived economic worth

A Understand and respect the ways in wh

to gynaecological disorders and recommeridegtments

A Have an awareness of the gener al bel i

of particular cultural groups and how these are applied in a clinical situation

OBG 947: CLINICAL AND MANAGEMENT SKILLS IN
UROGYNAECOLOGY (4 CREDITYS)
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Clinical and Management Skills Fundamental to the Practice of Urogynaecology

Routine skill develops with practical experience. Subspecialists in Urogynaecology
perform complex skills that require much more than practical experience. Their
skill set draws o a rich and interrelated store of knowledge that underpins and
informs their practice. Their practice is characterized by professional attitudes and
behaviours, and they review and update their practice continually to ensure the

highest possible standanflhealthcare delivery.
Urogynaecology subspecialists possess:
A - Advanced knowledge of the Urogynaecol

A Expertise in the most current approac

with Urogynaecological disorders

All clinical skills and processes are underpinned by sensitive, appropriate and

effective communication with the woman.
Urogynaecology
General Aim

Be able to investigate, diagnose, counsel, treat and manage women with diseases

and disorders of the urogenital and terminal gastrointestinal tracts.
Learning Objectives

A Ilnvestigate, diagnose, manage and cou

urogenital tract, defecation and sexual function

A Il nvestigate, diagnose, medically and
conditions of the urogenital tract and neoplasia
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A Mage intraoperative injuries and complications

Procedural and Surgical Skills
General Aim

Be able to perform surgical and ultrasound procedures relevant to diseases and

disorders of the urogenital and terminal gastrointestinal tracts.
Learning Objectives

A  Be able to perform a competent basic
introital ultrasound including quantification of bladder neck descent and levator

function and estimation of residual urine

A Be able to performdutehe foll owing surg
- Suprapubic cystostomy and / or suprapubic cystotomy

- Vaginal and abdominal repair of recurrent prolapse

- A range of abdominal and vaginal vault suspension procedures including; sacral
colpopexy, sacrospinous ligament fixation, high uter@datrspension and

iliococcygeus fixation
Clinical Training Summary

Subspecialty trainees may include up to 25 per cent of directly supervised
procedures (6Supervised Othersé) into t
performedd pr ocedpewisedag FMEOCGotrained.i ng t hey s
Critical Care

A  Understand critical care skills in th

- Toxic shock syndrome
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- Septic shock

- Amniotic fluid embolism

- Adult respiratory distress syndrome

- Haemodynamic monitoring / hypovolaemic shock
- Cardiopumonary resuscitation

- Allergic (or adverse) drug reactions

- Resuscitate an adult patient, including intubation

Management and Professional Skills
General Aim

Be able to apply sound management and administrative skills to their professional

practice.

Learning Objectives

Management

A Appl y:

- The basic principles of Human Resources Management

- The steps associated with recruiting staff

- Principles of good staff supervision

A Advocate on behalf of junior staff

A Counsel staff and mange conflict reso

Administration
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A Create protocols for management

A Establish and maintai ni napriateeagernsafal t r

referral

A  Be involved in research advisory and
A Or g a n iomimatezclinidal ncestings

Clinical Service Delivery

A Take steps to minimise areas of poten

services

A dmne that staff communicate clearly, verbally and in writing, with the women in

their care

A Discuss costs, where appropriate, bef
A Provide consistent information

A Apol ogise where you have inconvenienc
emor

A Personally discuss complaints with wo

A Be abl e to c o roptieng oulcenis conepassionatalyd s u b
appropriately and in person
Business and Financial Management

A Apply the principles of effective boo

A Understand issues related to insuranc
public liability
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A - Understand how income is affected by
Risk Management
A Understand the principles and i mport a

A Understand the i mportance of continui

management and service improvement context

A Understand the i mportanceessiondl functi o

development program in risk management and practice improvement

Teamwork

A Understand the principles and i mport a
- Good communication

- Defining areas of individual responsibility

- Collective goal setting

- Providing opportunities foall team members to contribute

Time Management

A Understand the principles and i mport a

Research Skills

General Aim

Be able to undertake productive and ethical research and share knowledge in the

medical community.

Learning Objectives
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A Use electronic databases such as Med]I

searches and to locate information

A Critically appraise /| evaluate releva

technologies

A Use word pr o preasisheets and stalistidalgpdckages to prodsce

statistical analyses and research papers

A Conduct a literature review

A Develop a hypothesis to be tested

A - Choose an appropriate research method
A Write a iogtotumdtareseprghlprioject t

A Apply for ethics Committ ebasedspugyr oval f
A Collect, coll ate and interpret dat a
A Apply basic statistical analysis to c
A Develop an outline structure for a re
A Write a literature review for a resea
A

Apply the developed outline to write
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CHAPTER 7: SENIOR RESIDENCY TRAINING IN
GYNAECOLOGIC ONCOLOGY

7.1 VISION

To train and produce highly competé&ubspecialists ifGynaecologic oncology

that will deliver high quality and safe health care to women and their families in
Nigeria and internationally.

7.2 MISSION

The Faculty will achievéervision by promoting excellence in competefimsed
training, facultybased courses, maintain uniform standards in accreditation of
training institutions, ensuring trainees achieve recommended training milestones
and minimumEntrustableProfessionalActivities (EPAs) and provide

opportunities for continuing professional development.
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The Faculty will alsamaintain the culture ahter-faculty training collaborations
within the National Postgraduate Medical College and with sister colleges

regionally and iternationally.

7.3 AIM of training: To produce subspecialists (dynaecologic oncology
7.4. Objectives of training

At the completion of th&enior residency training iGGynaecologic oncology
trainees should have acquired the knowledge and skill to enable them practice at
the pinnacle of their career iBynaecologic oncologyfhis will be attained

through:

c. Acquisition of knowledge of the basic sciences relevant to
reproductive medicine

d. Acquisition of knowledge of the pathophysiology, methods of
evaluation and treatment ofglurogynaecologidisorders.

e. Acquisition of competence in all the mditias of urogynaecologic
diagnosis and therapy includingnimal access accessincluding
diagnostc and therapeutic endoscopy.

f. Attainment of stat@f-the-art skills and coipetence in the
management of urgynaecologic disorders

g. Understanding of the concepts of investigative science and the
development of skills in research methods

11 .Understanding othe organisation of health services in #neas of
uroynaecology

12.Training in the methods of quality assurance and audit.
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13 Provision of leadership in research and developmeumtagynaecology
14 Building of human capaty in urogynaecolopractice, teachingesearch and
audit.
5.6ENTRY QUALIFICATION

A pass at the Part | fellowship examination of the National Postgraduate Medical
College of Nigeria
5.6: DURATION AND PROGRESSION OF TRAINING

A. DIVISION OF THE TRAINING
The training shall be for duration of three years. The first six months mustriie spe

in General Obstetrics and Gynaecology while three months must be spent doing a

posting in a rural area at a secondary health facility

At least two-years of training shallbe spent in postings directly relevant to
Gynaecologic oncology. The training shall &gsessed antervals of 6months,

followed by final assessment and examination.
Postings

GeneralObstetrics and gynaecology 6 months

Two years postings directly related to Gynaecologic oncology

Detailed below 24 months
Overseas posting 3 months
Rural posting 3 months.

FIRST SIX MONTHS: Clinical Gynaecological Oncology*

This will include theoretical and clinical aspects of gynaecological oncology as spelt
out in the curriculum. Must cover all aspects of clinical management. Each trainee
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shall develop a relevant research propasd submit an ethically approved version
for external formative assessment by the end of this period under close supervision
of the trainers. This must be returned within 4 weeks.

SECOND SIX MONTHS IN CLINICAL GYNAECOLOGIC ONCOLOGY

This involves one mah external rotation each in urology and general surgery. Must
involve theoretical and clinical aspects of general surgery and urology related to
gynaecological oncologyActual hands on involvement in surgery, patient
preparation and posiperative manageent arenandatory and must be entered into
the log book provided. The number of cases may be made up while undergoing
gynaecological oncology postings.

Onemonth medical oncology (concurrently with gynaecological oncology).
Onemonth radiation oncologfconcurrently with gynaecological oncology).
Onemonth palliative care (concurrently with gynaecological oncology).
Onemonth advanced imaging (concurrently with gynaecological oncology).
Onemonth urology

Onemonth general surgery**

o0k wnE

THIRD SIXMONTHS IN CLINICAL GYNAECOLOGICAL ONCOLOGY

1. Onemonth gynaecological oncology research proposal on clinical
trials.

2. Onemonth histocytopathology (concurrent with gynaecological
oncology).

3. Four months clinical gynaecological oncology with conduct of
and submissionfaesearch work.

FOURTH SIX MONTHS: CLINICAL GYNAECOLOGICAL ONCOLOGY

The competence at this level must be evaluated as ability toattame inpatient
management as well as theoretical basis.

Note
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During each segment of training, trainees shall be gedjavith the relevant
theoretical and clinical aspects of the rotations in the form of lectures, tutorials,
seminars, bedside presentations, theatre sessions and assessments.

* Gynaecologic oncology: Clinicopathological conferences, clinics (Pap/VIA,
colposcopy, PMB clinic, combined oncology clinic, genetics) ward rounds, theatre
session, MDT teaching with special investigatioadiology, histocytopathology.

**coloproctology, plastic surgery for apronectomy and vulvovaginal
reconstructions.

5.9. Nature of training

Training shall be structured and competency based. From the beginning of the

programme, progress shall be monitored by means of the log book.

Resident doctors undergoing thetraining in Reproductive medicine shall
participate in all relevant activities of the training unit, such as the care of outpatients
and inpatients, on call duties, performing ultrasound examinations-umérane
procedures and parti@gng in educational activitiesncluding the teaching of
medical students, resident doctors in the general Obstetrics and Gynaecology
training and other health professionals and their students. The trainee shall also
participate in audit and any ongoirm@sic or clinical research activities of the

training unit.

At the recommendation of the National Training Coordinator/Supervisor and with
approval of theCollege Registrar following consideration by thBoard of the
Faculty of Obstetrics &ynaecology, NPMCN, the trainee may spend some of the
training periods in other centres accredited byNla#ional Postgraduate Medical

College as well as recognized centres in other countries where such, in the opinion
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of the Training Coordinator or arvisor, would enhance the quality of training and

exposureof the Resident doctor.

5.10. Structure of the training

TheSenior residency training in ReproductMedicineshall be centrally regulated
by the Senate of théational Postgraduate Medical Collegef Nigeria via
recommendations from thieaculty board of Obstetrics and Gynaecology of the
NPMCN. TheCollege Senate shapprove the enrollment of all candidates into the
training programme as well as theaccreditation of training centredollowing

recommendation by the Faculty Board of Obstetrics and Gynaecology

Each Trainee shall ha\at least one Supervisor in Reproductive medigppointed

by the Faculty Board of Obstetrics and Gynaecology of the NPMCN from the onset
of the programme. The Supemisshall facilitate communication between the
Faculty/College and the Trainee when necessary, and conduct periodic evaluations

of progress of the trainee. There shall be documented evidence of these evaluations.

The Faculty Board sliabe responsible fothe appointment of Specialists with
requisite proficiencies in specific areas RéproductiveMedicine as accredited

trainers and assessors for the programme

The Executive Committee of the Faculty shall recommend for approval of the

Faculty Boarda subpecialty training Chairman, for a tenure of two years renewable

for another two years. The Subspecialty Chairstaalllead a Committee including

two other senior academics in the subspecialty. They will oversee the training
programme in the sufpecialtysubject to the Faculty Board and ultimately to the

College Senate. The members of this committee shall serve for a maximum of four
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years ,after which there must be an interval of at least two years before any fellow
shall be eligible for rappointment. e qualifications for appointment shall be the

same for election of Faculty Secretary or Third member of Senate of the Faculty.

The Subspecialty Committesthall be responsible for collation of the academic and
clinical activities of all trainees, in ordeao confirm that the recommended
knowledge and competences for each stage of the training are successfully,attained
subject to the Executive Committee of the Faculty and the Faculty Bddre.
Committeeshall achieve this by compiling the reports from #ltcredited specialists

at the designated training centea®l reviewing the log books

CONTENT OF TRAINING

The training contents shall include an extensive ardepth theoretical knowledge

of the scientific basis and practice of gynaegatal oncology. Training will be
focused on gynaecological oncology, general surgery, urology, plastic surgery,
medical oncology, radiotherapy, pathology, tumour board and research.

1. MOLECULAR BASIS CANCER
The molecular basis of cancer, with direct refeesto each gynaecological cancer
must be clearly understood, both from the research through the biological to the
clinical basis. This will include, but not limited to:

1.1Cell division and cell growth
1.2Apostosis

2. AETIO-PATHOGENESIS AND EPIDEMIOLOGY OF
GYNECOLOGICAL CANCERS
2.1Cervical Cancer
2.20varian Cancer
2.3Choriocarcinoma
2.4Endometrial cancer
2.5Cancer of Fallopian Tubes
2.6Vulva and Vaginal Cancer
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3. PREVENTION
3.1PRIMARY
3.2SECONDARY
3.3TERTIARY
3.4FUTURE

4. COLPOSCOPY
4.1Principles
4.2Parts and setting up services
4.3Procedure
4 dinterpretation and Classification
4.5Colposcopically directed biopsy
4.6LLETZ

5. SURGICAL ANATOMY
5.1Bowel
5.2Liver
5.3Spleen
5.4Diaphragm
5.5Vascular pattern of abdomen and pelvis
5.6Lymphatic drainage of abdomen and pelvis
5.7Kidneys, ureters and urinary bladder
5.8Pelvis and pelvic side wall
5.8.1 Uterus
5.8.2 Fallopian tube
5.8.3 Ovaries
5.8.4 Peritoneum
5.8.5 Cervix
5.8.6 Vagina
5.8.7 Lymphatic drainage and lymph nodes of pelvis, groin, vulva and
vagina.
5.8.8 Urethers, urinary bladder and urethra
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6. PRINCIPLES AND PHARMACOLOGY OF CHEMOTHERAPY
Indepth knowledge of principles and mechanisinaction of various
cytoxic drugs and drug regimen used in gynaecological oncology.

7. CLINICAL MANIFESTATIONS
7.1Cervical Cancer
7.20varian Cancer
7.3Choriocarcinoma
7.4Endometrial cancer
7.5Cancer of Fallopian Tubes
7.6Vulva and Vaginal Cancer

8. DIAGNOSTIC INVESTIGATIONS

Understanding of investigative procedures, cystoscopy, sigmoidoscocopy,
thoracocentesis, parcentesis and biopsy procedures. Ability to interpret results
of ultrasound, CT, MRI, PET, Lymphangiography etc.

8.1General principles

8.2Cancer specific investigations
8.3Biomarkers

8.4Diagnostic algorithm
8.5lmaging

8.6Staging

9. MULTIDISPLINARY TUMOUR BOARDS
Role and functions of multidisplinary tumour boards in the planning and
management of gynaecological cancers.

10.SURGICAL TREATMENT
In addition to essential surgery for gynaecolayancers, this must include the
relevant general bowel surgery, urology, wound care and plastic surgerg.

10.1 Laparoscopic oophorectomy
10.2 Laparoscopic assisted vaginal hysterectomy or total laparoscopic
hysterectomy
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10.3 Abdominal hysterectomy

10.4 Radical hysterectoyn

10.5 Laparoscopic pelvic lymph node biopsy or dissection

10.6 Open pelvic lymph node biopsy or dissection

10.7 Laparoscopic paraortic lymph node biopsy or dissection

10.8 Open paraaortic lymph node biopsy or dissection Prolonged
adhesiolysis (open or laparoscopic) Anterior exenteration / urinary
conduit

10.9 Posterior exenteration

10.10Debulking surgery for ovarian cancer (stage Il1/1V) (other procedures
may be marked as applicabl

10.110Omentectomy

10.12Insertion of intraperitoneal port and catheter

10.13Cone biopsy
Wide local excision of vulva/simple vulvectomy

10.14Wide radical excision / radical vulvectomy

10.15Complete inguinofemoral lymph node biopsy Sentinel node biopsy

10.16Vaginectomy (vaginal appach)

10.17Vaginectomy (abdominal approach)

10.18Ureteric stent insertion Repair of bladder

10.19Repair of ureter including ureteric stent

10.20Resection of small bowel + feanastomosis Resect large bowel + /
reanastomosis

10.21Colostomy / ileostomy

10.22Repair of wound debtence

10.23Repair of incisional hernia, with and without mesh Rotational + / or
myocutaneous flaps

11.CHEMOTHERAPY AND MEDICAL ONCOLOGY
It is mandatory that trainees are involved in the-tiagiay management of patients
on cytotoxic chemotherapy for their gynatagical malignancies, including the
identification and management of complications arising from such treatments. It is
desirable, where available to do a one month attachment in a medical oncology unit;
it suffices to actively participate in managementimy gynaecological oncology
rotation.
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11.1 Principles

11.2 Calculation of dosing and different regimen
11.3 Cervical cancer

11.4 Ovarian cancer

11.5 Choriocarcinoma

11.6 Endometrial cancer

11.7 Vulva and vaginal cancers

11.8 Cancer of Fallopian Tubes

12.RADIOTHERAPY
It is mandatory for trainee® participate fully in the selection of patients for

radiotherapy and for participate in the preparation of such patients for radiotherapy.
Trainees must follow such patients through the course of radiotherapy, including
identification and management ohyacomplication arising from it. This should
include both brachytherapy and teletherapy; including atepth knowledge of

their roles in each type of gynaecological cancer. Arrangements should be made for
trainees to spent one month in centres whereishi®t available and during that
period shall participate in the activities of the gynaecological oncology unit of that
institution. Where such is available, it suffices to participate in patient care while
undergoing gynaencology rotation.

12.1 Principles

12.2 Cervical cancer

12.3 Ovarian cancer

12.4 Choriocarcinoma

12.5 Endometrial cancer

12.6 Vulva and vaginal cancers
12.7 Cancer of Fallopian Tubes

13.IMMUNOTHERAPY
Trainees should have-gepth knowledge and understanding of the theoretical

basis of immunotherapy on gynaecological oogyl

14 TARGETED THERAPY
Trainees should have-gtepth knowledge and understanding of the theoretical

basis of targeted therapy on gynaecological oncology.
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15.PALLITIVE CARE
Trainees should have-gepth knowledge and understanding of the theoretical
basis of plliative on gynaecological oncology.

15.1 Pain management
15.2 Nutriton management
15.3 Anaemia/Haemorrhage

16.FOLLOW UP
Trainees must show a clear understanding of the importance etdondollow
up, five-year survival and quality of life in the continuum of care.

17.CONDUCT OF RESEARCH AND CLINICAL TRIALS IN
GYNAECOLOGICAL ONCOLOGY
Trainers must acquaint trainees with the frontiers of research and clinical trials in
gynaecological oncology.

COURSES

OBG 924: BIOLOGICAL BASES OF CANCER (| CREDIT)

1.1. Cell growth cotmol.

1.2.Carcinogenesis and carcinogens.

1.3. Genetics of cancer.

1.4. Apoptosis and programmed cell death mechanics.
1.5. Cancer production and metastasis mechanics.
1.6. Origin of gene alterations.

1.7. Epigenetic changes and oncogenes.

1.8. Angiogenss.

OBG 925: Endometrial cancer | (I CREDIT)

1.1.Epidemiology and etiopathogenesis.

1.2. Precancerous lesions.

1.3. Hereditarsfamilial carcinoma.

1.4. Anatomical pathology and variety of tumours.
1.5. Diagnostic process.
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1.6. Imaging tests, tumoumnarkers and possible screening.
1.7.Diagnostic molecular test.
1.8. FIGO Staging System and Other Classification Systems.

OBG 926: Endometrial cancer Il (2 CREDITS)

3.1. Introduction.

3.2. Principles of the surgical treatment.

3.3. Lowrisk tumours (stge |, grade 1).

3.4. Highrisk Tumours (clear cell or serous carcinoma, graeés 2
3.5. Laparotomy vs. laparoscopy.

3.6. Introduction to robotic surgery.

3.7. Surgical technique for higisk tumours.

3.8. Adjuvant treatment.

3.8.1 Medical supervision wiout further treatment.
3.8.1.1. Lowrisk, early stage, low grade.
3.8.2. Adjuvant radiation therapy.

3.8.2.1. Early and medium stage and hiigh cancer.
3.8.2.2. Advances stages.

3.9. Hormonal treatment.
3.10. Recurrent endometrial cancer.

3.10.1. Surgeal treatment.
3.10.2. Radiation therapy.
3.10.3. Chemotherapy.

3.11. Tracking of endometrial cancer.
3.12. Prognosis.

OBG 927 : Cervical cancer | (1 CREDIT)

4.1. Epidemiology and etiopathogenesis.

4.2. Precancerous lesions d@hdir development process.
4.3. Risk factors of cervical cancer.

4.4. Basic ideas about cervical pathology and HPV.
4.5. Normal colposcopy and vulvoscopy.
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4.6. Abnormal colposcopy and vulvoscopy.

4.7. Cervical cancer screening.

4.8. Hereditaryfamilial cervical carcinoma.

4.9. Anatomical pathology appearance of the tumour.

4.10. Diagnostic process (imaging tests and tumour markers).
4.11. Role of new technologies, such as RHT

4.12. FIGO and TRM staging systems for cervieatmoma.

OBG 928: Cervical cancer Il (2 CREDITYS)
1.1. Treatment of Cervical Intgpithelial Neoplasia (CIN).

5.1.1. Surgery for CIN.
5.1.2. Immunotherapy for CIN.

1.2.Invasive cervical cancer treatment.

5.2.1. Nervesparing radical hysterectomy.

5.2.2. Partial radicdlysterectomy.

5.2.3. Endoscopic radical hysterectomy.

5.2.4. Selective lymph node biopsy.

5.2.5. Paraaortic lymphadenectomy for surgical staging of advanced stages.

1.3. Radiation therapy and chemotherapy.

5.3.1. Concurrent chemoradiotherapy.

5.3.2. Enhaced procedures of radiation therapy treatments.

5.3.3. Enhanced procedures of chemotherapy concurrent treatments.
5.3.4. Preoperative chemoradiotherapy.

5.3.5. Adjuvant therapy after radical histerectomy.

5.3.6. Neeadjuvant chemotherapy.

5.3.7. Adjuvantherapy after neadjuvancy and previous surgery.

1.4. Treatment of metastatic disease (recurrent or persistent).

5.4.1. Surgical treatment.
5.4.2. Chemotherapy.

1.5. Management of cervical adenocarcinom.
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5.5.1 Adenocarcinoma In Situ (AIS).

5.5.2 Comparisobetween squamous carcinomas and adenocarcinomas.

5.5.3 Surgery vs. radiation therapy in invasive adenocarcinoma.
5.5.4 Chemotherapy.

1.6. Tracking.
OBG 929: Ovarian cancer | (1 CREDIT)

6.1. Epidemiology of ovarian and fallopian tube cancer.
6.2. Etiopahogenesis and tubal origin. New trends.

6.3. Precancerous lesions in the fallopian tubes.

6.4. Ovarian cancer screening.

6.5. Hereditaryfamilial carcinoma and how to assess it.
6.6. Histological appearances and anatomical pathology.
6.7. Diagnostic proces

6.7.1. Clinical bases.

6.7.2. Ultrasound scan.

6.7.3. Computed Tomography (CT).

6.7.4. Magnetic resonance.

6.7.5. Positron Emission Tomography (PET).

6.8. Serum tumour markers

6.8.1. CA 125

6.8.2. HE4

6.8.3. CA 19.9

6.8.4. CEA

6.8.5. Other markers.

6.9.FIGO staging system of the disease.
OBG 930: Ovarian cancer Il (1 CREDIT)

1.1. General surgical treatment.

1.2. Primary and complete debulking surgery.

1.3. Neeadjuvant treatment and when to choose it.

1.4. Treatment interval and second look.

1.5. Adjuvant therapy (carboplatin@xol and other options).
1.6. Does radiation therapy play any role?

1.7. Chances of hormonal therapy for ovarian cancer.
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1.8. Prognosis and diseafsee interval.

1.9. Tracking and treatment of relapses.

1.10. Controversiesurrounding ovarian cancer.

1.11. Peritoneal carcinomas. Hyperthermia therapy.

1.12. Intraperitoneal chemotherapy, indications and results.

OBG 931: Vulvar cancer | (1 CREDIT)

8.1. Epidemiology and relationship with HPV.
8.2. Etiopathogenesis and paacerous lesions.
8.3. VIN I, I, II. VAIN and other lesions.

8.4. Vulvar cancer screening.

8.5. Hereditaryfamilial carcinoma.

8.6. Pathological anatomy and histological types.
8.7. Imaging tests and extension studies.

8.8. Tumour Markers (SCC).

OBG 932: Vulvar cancer Il (3 CREDITS)

9.1. Introduction.
9. 2. Paget s disease of the vul va.

9.2.1. Basic principles.
9. 2. 2. Paget 6s disease of the vulva typ

9.2.2.1. Incidence.
9.2.2.2. Clinical features.
9.2.2.3. Diagnosis.
9.2.2.4. Treatment.

9. 2. 3 sdiskamaoéthedrulva types 2 and 3.
9. 3. l nvasive Pagetds disease.

9.3.1. Basic principles.
9.3.2. Prognosis.

9.4. Invasive vulvar carcinoma.

9.4.1. Squamous cell carcinoma.
9.4.2. Clinical features.
9.4.3. Diagnosis.
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9.4.4. Spread routes.
9.4.5.Staging.
9.4.6. Treatment.

9.4.6.1. Treatment of the primary lesion.

9.4.6.2. Local management after the primary surgical treatment.

9.4.6.3. Management of lymph chains.
9.4.6.4. Postoperative management.

9.4.6.4.1. Early postoperative complications.
9.4.64.2. Late postoperative complications.

9.4.6.5. Sentinel lymph node use.
9.4.6.6. Advanced disease.

9.4.6.6.1. Basic principles.

9.4.6.6.2. Management of the primary tumour.

9.4.6.6.2.1. Surgery.
9.4.6.6.2.2. Radiation therapy.
9.4.6.6.2.3. Chemotherapy.

9.4.6.7. Role of radiation therapy in vulvar cancer.

9.4.7. Recurrent vulvar cancer.
9.4.8. Prognosis.
9.4.9. Tracking.

9.5. Vulvar melanoma.

9.5.1. Introduction.

9.5.2. Clinical features.
9.5.3. Anatomical pathology.
9.5.4. Staging.

9.5.5. Treatment.

9.55.1. Management of the primary lesion.

9.5.5.2. Management of lymph chains.

9.5.6. Prognosis.

9. 6. Bartholinbdés gl and

car ci

noma
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9.6.1. Basic principles.
9.6.2. Treatment.
9.6.3. Prognosis.

9.7. Basal cell carcinoma.
9.8. Verrucous carcinoma.
9.9. Vulvar satoma.

9.9.1. Introduction.

9.9.2. Leiomysarcoma.
9.9.3. Epitheloid sarcoma.
9.9.4. Rhabdomyosarcoma.
9.9.5. Merkel cell carcinoma.

OBG 933 : Uterine sarcoma | (1 CREDIT)

10.1. Introduction.
10.2. Epidemiology.

10.2.1. Incidence.

10.2.2. Age.

10.2.3. Hisological distribution.
10.2.4. Racial distribution.

10.3. Risk factors.

10.3.1. Heredity.
10.3.2. Hormonal therapy.
10.3.3. Radiation exposure.

10.4. Pathological anatomy.

10.4.1. Leiomysarcoma.

10.4.2. STUMP.

10.4.3. Benign metastasizing leiomyoma.
10.44. Carcinosarcoma.

10.4.5. Endometrial stromal neoplasias.
10.4.6. Stromal lymph node cells.

10.4.7. Endometrial stromal sarcoma.
10.4.8. Mullerian adenosarcoma.

10.5. Clinical features.
10.6. Imaging tests.
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10.6.1. MRI scan.
10.6.2. Tumour markers.

10.7.FIGO staging system.
10.8. Conclusions.

OBG 934: Uterine sarcoma Il (1 CREDIT)

11.1. Introduction.
11.2. Uterine leiomysarcoma.

11.2.1. Early stages.

11.2.1.1. Surgery.
11.2.1.2. Adjuvant radiation therapy.
11.2.1.3. Chemotherapy.

11.2.2. Recurrent onetastatic disease.

11.2.2.1. Surgery.
11.2.2.2. Chemotherapy.
11.2.2.3. Hormonal therapy.

11.2.3. Prognostic factors.
11.3. Endometrial stromal sarcoma.
11.3.1. Early stages.

11.3.1.1. Surgery.
11.3.1.2. Pelvic radiation therapy.
11.3.1.3. Hormonal thergp

11.3.2. Recurrent or metastatic disease.

11.3.2.1. Surgery.

11.3.2.2. Chemotherapy and radiation therapy.

11.3.3. Prognostic factors.

11.4. Undifferentiated endometrial sarcoma.

11.4.1. Early stages.
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11.4.1.1. Surgery.
11.4.1.2. Adjuvant radiation thgma
11.4.1.3. Chemotherapy.

11.4.2. Recurrent or metastatic disease.

11.4.2.1. Surgery.
11.4.2.2. Chemotherapy and radiation therapy.

11.4.3. Prognostic factors.
11.5. Conclusions.
OBG 935: Fertility preservation (| CREDIT)

12.1. Guidelines for fertilitypreservation.

12.2. Gamete preservation.

12.3. The function of assisted reproductive technologies.

12.4. Conservative surgical treatments.

12.5. Oncological prognosis after fertility preservation.

12.6. Reproductive results.

12.7. Management of pregnaratignts with gynaecological cancer.
12.8. New paths of research and scientific literature update.
12.9. Preservation of ovarian tissue.

12.10. Uterine and gonadal tissue transplant.

OBG 936: Rare gynecological tumors ( 3 CREDITYS)
13.1. Vaginal cancer.

13.1.1. Introduction.

13.1.2. Clinical features.
13.1.3. Diagnosis.

13.1.4. Anatomical pathology.

13.1.4.1. Squamous carcinoma.
13.1.4.2. Adenocarcinoma.
13.1.4.3. Sarcoma.

13.1.4.4. Melanoma.

13.1.5. Tumour staging.
13.1.6. Treatment of the disease.
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13.1.61. Surgery.
13.1.6.2. Radiation therapy.
13.1.6.3. Medical complications related to the treatment.

13.1.7. Tracking.
13.1.8. Prognosis.

13.2. Gestational trophoblastic disease.

13.2.1. Introduction and epidemiology.
13.2.2. Clinical forms.

13.2.2.1 Hydatidiform mole.

13.2.2.1.1. Complete hydatidiform mole.
13.2.2.1.2. Partial hydatidiform mole.

13.2.2.2. Gestational trophoblastic neoplasia.
13.2.2.2.1After molar pregnancy.

13.2.2.2.1.1. Persistent gestational trophobastic neoplasia.
13.2.2.2.2. Afer normolar pregnancy.

13.2.2.2.2.1. Choriocarcinoma.
13.2.2.2.2.2. Placental site trophoblastic tumour.

13.2.3. Diagnosis.

13.2.3.1. Human chorionic gonadotropin.
13.2.3.2. Ultrasound scan.

13.2.3.2.1. Complete mole.

13.2.3.2.2. Partial mole.

13.2.3.2.3Invasive mole.

13.2.3.2.4. Placental site carcinoma and placental site tumour.

13.2.3.3. Other imaging tests.
13.2.4. Anatomical pathology.
13.2.4.1. Hydatidiform mole.
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13.2.4.1.1. Complete mole.
13.2.4.1.2. Partial mole.

13.2.4.2. Invasive mole.

13.2.4.3 Choriocarcinoma.

13.2.4.4. Placental site trophoblastic tumour.
13.2.4.5. Epithelioid trophoblastic tumour.

13.2.5. Staging.
13.2.6. Treatment.

13.2.6.1. Chemotherapy.

13.2.6.1.1. Lowrisk disease.
13.2.6.1.2. Higkrisk or metastatic disease.
13.2.6.1.3Chemotherapyesistant disease.

13.2.6.2. Surgery.

13.2.6.2.1. Mole removal.

13.2.6.2.2. Hysterectomy.

13.2.6.2.3. Myometrial resection.
13.2.6.2.4. Pulmonary resection.
13.2.6.2.5. Craniotomy.

13.2.6.2.6. Other surgical procedures.
13.2.6.2.7. Selectivarterial embolization.

13.2.7. Postreatment tracking.

13.2.7.1. Tracking after mole removal.
13.2.7.2. Tracking after gestational neoplasia.

13.2.8. Prognosis.
13.3. Metastatic tumour in the genital tract.

13.3.1. Introduction.
13.3.2. Clinical features.

13.3.2.1. Secondary tumours in the uterine corpus or cervix.

13.3.2.1.1. Arising from genital or pelvic organs.
13.3.2.1.2. Arising from extrgenital or pelvic organs.
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13.3.2.2. Secondary tumours in the vagina.
13.3.2.3. Secondary tumours in the vulva.
13.3.2.4. Secondary tumours in the ovary.

13.3.3. Diagnosis.
13.3.4. Anatomical pathology.

13.3.4.1. Gastrointestinal tumours.

13.3.4.1.1. Metastasis of intestinal cancer.
13.3.4.1.2. Krukenberg tumour.

13.3.4.2. Ovarian lymphoma.
13.3.5. Treatment and goosis.
13.4. Neuroendocrine tumour.

13.4.1. Introduction.
13.4.2. Anatomical pathology.

13.4.2.1. Well differentiated tumours.
13.4.2.2. Poorly differentiated tumours.

13.4.3. Clinical features and diagnosis.

13.4.3.1. Smaltell carcinoma of the vulva drvagina.
13.4.3.2. Smaltell carcinoma of the uterus.
13.4.3.3. Smaltell carcinoma of the cervix.

13.4.3.3.1. Smaitell neuroendocrine carcinoma.
13.4.3.3.2. Largeell neuroendocrine carcinoma.

13.4.3.4. Ovarian, fallopian tube and broad ligamenbtums
13.4.3.4.1. Ovarian carcinoid tumours.

13.4.3.4.1.1. Insular type.
13.4.3.4.1.2. Trabecular type.
13.4.3.4.1.3. Mucinous type.
13.4.3.4.1.4. Strumal type.

13.4.3.4.2. Smaitell pulmonary type.
13.4.3.4.3. Undifferentiated carcinoma and not sioelll
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13.4.4. Treatment.
13.4.5. Tracking.
13.4.6. Prognosis.

13.5. Tumours in the rectovaginal septum.
OBG 937: Palliative care concepts (2 CREDITYS)
14.1. Introduction.

14.1.1. Symptomatology associated to gynaecological tumours.

14.2. Pain.
14.3. Gaswintestinal symptoms.

14.3.1. Diarrhoea.
14.3.2. Constipation.
14.3.3. Malignant bowel obstruction.

14.3.3.1. Conservative treatment.
14.3.3.2. Surgical treatment.

14.4. Ascites.
14.5. Respiratory symptoms.

14.5.1. Pleural effusion.

14.6. Oedema.

14.7. Anaexia and weight loss.
14.8. Deep vein thrombosis.
14.9. Progress of pelvic disease.

14.9.1. Vaginal bleeding.
14.9.2. Fistulae.

14.10. Palliative pelvic exenteration.
14.11. Metastasis spread to other organs.

14.11.1. Liver.
14.11.2. Brain.
14.11.3. Bone.

14.11.3.1. Hypercalcaemia.
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14.12. Anxiety and depression.
14.13. Management of the dying patient.

MILESTONES THAT MUST BE ACHIEVED BEFORE PROGRESSION
TO NEXT TRAINING LEVEL

The outlined milestones are aimed at ensuring that trainees achieoaibetences
associated with each milestone. Where a trainee is unable to get the required
exposure in the centr@herehe/she is trainingthis must be acquired by doing
postings inarother accredited centre where this can be achieved. Alternatively,
training institutions with a number of trainees can pool cases and invite trainers to
put their trainees through.

Trainees must demonstrate surgical competence in the following procedures by the
end of thefirst of six months of Gynaecologic oncologyitiag:

1. Pelvic Side Wall (PSW) exploration and dissection / exposure
(open)

2. PSW exploration and dissection / exposure
(laparoscopic/minimal access)

3. PSW exploration/lymphadenectomy (laparoscopic/minimal

access)

Ureteric tunnel dissection

Omentectomy

Radica hysterectomy

Vulvectomy and repair (primary or flap)

Hysterectomy (laparoscopic/minimal access)

Colposcopy

©ooNO OB

Trainees must demonstrate surgical competence in the following procedures by the
end ofthird Six months of training:

1. Pelvic lymphadenectomy (open)
2. Pelvic lymphadenectomy (laparoscopic/minimal access)
3. Paraaortic exploration/lymphadenectomy
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Groin node dissection

Extensive adhesiolysis > 45 minutes (laparotomy)

Pelvic peritonectomy open or minimal access

Formation ofa stoma

Resection and anastomosis of small bowel

. Resection and anastomosis (any method) of large bowel

10 Extensive adhesiolysis > 45 minutes (laparoscopic/minimal access)

© N OB

CHAPTER: SENIOR RESIDENCY COMPETENCES
AND ASSESSMENT METHODS

a. Competences

Attributes such as professionalism and communication skills shatlainelatory in
subspecialty senior residency programmdesidesthese,the following core

competencies shall also be required in the programme:

i Patient care

1 Medical Knowledge

1 Professionalisni To perform their duties and carry out patient care with
integrity and ethical conduct.

9 Interpersonal and Communication SkKillability to communicate with high
risk patients and their relatives and deliver sufficient details to them for
informed choices. Ability to communicate with other members of the health
team in the Obstetrics and Gynaecology department and to collaborate with

other multidisciplinary teams.
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1 Leadership and ManagementAbility to organizeand direct a team of
healthcare practitioners including nurses, fellow doctors and other members
of the allied health team. The trainee should be able to manage and coordinate
the continuous development of the subspecialty within a department of
Obstetric and Gynaecology.

All the competencies shdile achieved durinthe training programme;Trainees

shall meet with their Preceptors at the beginning of the programme, and at regular
intervals. There shall be documented evidence of these meetings anddbe ca
discussed. For some rare conditions that are unlike to be readily seen, other learning

tools such as simulators shall be utilized after discussion with the Supervisors.

All the cases seen and undertaken shall be signed by the Supervisors. The learning

sessions shall be clearly stated and dated.

These core competencies shall be assessed during the programme both formatively

and summatively.
b. Level of competence

This shall be gradeidto 5levels as follows:

LEVEL OF DEFINITION
COMPETENCY
1 Learner only observe modelled behaviour, because they do not have the

skills or knowledge to perform a specific activity, even with full

supervision

2 Learner practice the activity under controlled circumstances with full

supervision

3 Learner practice the activity with supervision on demand
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4 Unsupervised practice is allowed, with the caution that learners will
seek help when their capabilities are insufficient to competently

complete the task

5 Able to supervise others and teach them through entrusting

The Trainee shall be signed dffally at level 5for each of the competencies. The

date of completion of each module shall be clearly documented.

c. ASSESSMENT METHODS
I. Aim
The aim of assessment in thiethe seniorresidency training include

Drive the process dearning ofthe trainees
Provide the trainees withtool for selfassessmernd improvement
Have an objective evidence of the compeitesi@chieved in the course of
training

1 Allow for comparison with allied programmes in other parts of the world.

1 To be used as a tool for determining progression through the various stages of
the programme

1 To be a proof of formal training
To act as the tool for decision making on certification ofttameeas asub

specialist.

ii. Road view of the assessment methods

The assessment for the senior residency programme stthllitbed into formative

assessment and summative assessment.
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The formative assessments shall be carried out on amonthly basis diring the
course of the programnand at the end of any postswgndertakerby the Trainee

at the training institutionit shall provideevidence of thattainment of the required
levels ofcompetencies the core areas of trainings the candidatprogresses in

the programmeThe tool that shall be used for this formative assessment shall be the
log bookand 6 monthlyassessmenteports by the supervising consultafhe log

book shaldocument both the tasks done and at what level of competefoerped.

The individualsresponsiblefor the formative assessment include the traiaers
supervisorat the various accredited centres and the trainees themgdhagsries

into the log book must be doaad signedwithin one week of the performamof

the procedursurgery The successful completion of this stage of the assessment is

a necessary prerequisite for the progresgidhe summativeassessment stage.

Thesummative assessment shallbe carried oubnce duringhe course of training
before the candidate comes for the exit examinatibhe candidate mustitainthe

requiredlevel of competence in all the areas
Iii. The exit examination

Thecandidate shall qualify for thexit examination when trimmative assessment
certifies that the candidate has successfully attained thesletatompetence
expected in all the areasompleted th@rescribed duration of the trainingttended

all the required coursesdcompleedthe resarch thesis ready fats defens. There
should also beevidenceof attendance of at least omational or international
conference or congress relatedtbe subspecialtyduring the course of training
Presentationof at least one scientific paper at a national or international
conference/congres®levant to the subpecialty of training shall be required of all

trainees before the exit examinations
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The finalassessment shall considtthreepartswith each camponent examined and

scored independently

9 Oral examinationin General Obstetrics and Gynaecology lastingour
(Assessed as Pass or Fail)

1 Oral examination in the Subspecialty area of training lasthogir (Assessed
as Pass or Fail)

1 Defense of the Dissetionlasting | hour (Assessed as Pass or Fail)

9 Oral examination in General Obstetrics and Gynaecology
This shall consist of a formakaminationlasting | hour. The candidate shall
be expected to answeBix tructured oral questions relate to General
Obstetrics and Gynaecologgach question shall be assessed by a different
team of at least two examinei$e pass mark for thedividual oralquestions
and this part of the examination sHadl determined by a court of judges using
standard sdtig following the Angoff model or its modification.

9 Oral examination in Sub-specialty areas
This shall consist of a formakamination lasting | houThe candidate shall
be expected to answ8ix structured oradjuestions relatéto the subspecialty
area of training. The questions may take the format of modified O8@g
objective practical assessment of generic competencies (ORPAERCH
guestion shall be assessed by a different team of at least two exaifiirgers.
pass mark for the individual drguestions and this part of the examination
shall be determined by a court of judges using standard setting following the

Angoff model or its modification.

9 Defense of the dissertation
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It is expected that the Dissertation project approved for the candidate would
be in the subspecialty area of interest. The Dissertation Defense shall be
conducted by at least two senior academics in thespabialty, at least one

of which participated irthe peer formative assessment of the Proposal. The
defense will last for one houh score of at least 50%a this section shall be

mandatory to obtain a pass

Candidates must pass each of the three parts of the examination to pass the Part 2

exit examinabn.
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