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Welcome Letter from Dr. Paul Miron 

Dear Faculty Member, 

I would like to take this opportunity to say a warm welcome to Family Medicine Postgraduate 

training at the Northern Ontario School of Medicine. Our learners and administrative team are so 

thankful for the talented and hardworking physicians who take on this important role of clinical 

teacher.   

We hope that this faculty handbook will help answer any questions that you might have about our 

curriculum, our goals and objectives, our assessment forms, and important initiatives of the 

College of Family Physicians of Canada including the Triple C Curriculum and the FTA Framework 

for advancement of faculty development. We have also included important information about 

orientation for students and tips to maximize the learning experience for both learners and 

teachers.   

If you have been assigned the role of Competency Coach you will find information in this guide 

about the role and responsibilities. If you are interested in becoming a Competency Coach I 

encourage you to contact our administrative team. Contact information for our administrative 

team can be found at the front of this document.  

Lastly we have included links to NOSM policies and procedures, and the PARO contract that 

describes the working rights of our resident learners.  

Whether you are new to teaching, or have been hosting our FM residents for years, we hope you 

will find this handbook helpful.  We are open to feedback about its usefulness and content.  

Thank-you again for working with us to produce the next generation of Family Physicians. We 

hope you will find the experience rewarding and invigorating. We couldn’t do this without you! 

 

Sincerely, 

 

              

Paul Miron, MD, CFPC 

Program Director, Family Medicine 

Northern Ontario School of Medicine 
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Introduction to the Family Medicine Residency 

Program at NOSM 

NOSM’s Family Medicine (FM) Program is one program with 7 different streams; Sudbury, Thunder 

Bay, Timmins, Sault Ste. Marie, North Bay, Rural, and Remote First Nations stream. Residents in 

the rural stream are based in a variety of rural communities across Northern Ontario. The 

curriculum varies from community to community but in general there are more similarities than 

differences. As part of the Triple C it is expected that all Family Medicine residents will spend at 

least 50% of their time working directly with Family Physicians. Their education is supplemented 

with specialty rotations to help fill learning gaps and ensure residents meet the programs Goals 

and Objectives. To promote continuity of education and patient care, many of our residents return 

to a “home” clinic once a month to see patients they have cared for in the past. This Day Back is 

coordinated to try to minimize travel for the resident. The following chart shows the suggested 

curriculum for NOSM FM residents – again this does differ from stream to stream. 

 

NOSM’s FM Program also includes an academic program that takes place at the end of most 

clinical blocks. It is typically two days of time each month that residents are free of all clinical 

duties so that they may participate fully in the Academic Curriculum. These sessions frequently 

take place in Sudbury or Thunder Bay which may require additional time off on a Wednesday 

afternoon for your resident to travel safely to these communities. We have also introduced some 

distributed Academic sessions where residents stay in their community and attend Academics 

virtually. 

In addition to clinical rotations and the academic program, all residents at NOSM complete a 

research project. There is wide variety in the type of research that is done by our residents. 

Projects are presented in the second year of the program at the Resident Research day. They may 

ask to this project in your clinic and provide valuable feedback on an area of your practice! 

 

PGY1  PGY2  
Rotation  Duration  Rotation  Duration  

Family Medicine  16 weeks  Family Medicine  16 weeks  

Family Medicine Rural  8 weeks  Family Medicine Rural  8 weeks  

Internal Medicine  4 weeks  Internal Medicine  4 weeks  

Emergency Medicine  4 weeks/16 shifts  Emergency Medicine  4 weeks/16 shifts  

OBS/Women’s Health  4 weeks  OBS/Women’s Health  4 weeks  

Mental Health  4 weeks  Surgical Selective  4 weeks  

Pediatrics  4 weeks  Electives  12 weeks  

Electives 8 weeks  

Total 44 core weeks plus one 8-week elective  Total 40 core weeks plus an additional 12 
weeks for Electives  
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Completion of rotations and attendance at Academics frequently requires our residents to travel 

to different communities from their home base. This is a unique part of our program and does 

help expose our learners to communities across Northern Ontario. For curriculum information 

specific to your site, please contact your Site Director using the information at the start of this 

handbook. 
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Top 10 Things to Learn About in the NOSM FM 

Residency Program Handbook 

1. We follow the CFPC’s Triple C Curriculum – this means our curriculum is Centered in Family 

Medicine, includes Continuity in Patient Care and Education, and teaches residents how to 

practice Comprehensive Family Medicine 
 

2. Each of our residents has a Competency Coach – this is a Family Medicine faculty member 

who meets with the resident 3 times per year to review their assessment, ensure they are 

progressing well through the program, and helps develop learning plans and curriculum 
 

3. Residents complete 2 Field Notes per week – these Field Notes encourage regular feedback 

on how a resident is performing in the 6 Essential Skill Dimensions 
 

4. Our program has 12 Goals and Objectives documents – these outline the learning objectives 

we hope our residents will achieve over their two years, they are all found on our website 
 

5. Resident assessments are based on the Goals and Objectives documents – they are divided 

into categories based on the CanMEDS FM Roles 
 

6. Our residents have protected Academic time for 2 days each month – it is usually at the end 

of a block and may require the resident to travel to Sudbury or Thunder Bay 
 

7. All of our assessments are completed electronically through the software One45 – you will 

receive a notice by email if there is an assessment for you to complete 
 

8. The CFPC has developed a framework for Clinical Teachers - The FTA framework describes the 

different roles a faculty member might fill in a lifetime as well as how to grow your academic 

career 
 

9. Rotation Reminders are distributed to clinical preceptors prior to clinical rotations – these 

reminders should be reviewed as they have important dates, such as Academic dates, dates 

where residents have approved leaves/vacation, as well as important information to help you 

provide a high quality orientation for your learners 
 

10. In Ontario residents are unionized employees protected by PARO – the PARO contract 

outlines right of the residents including maximum call duties, vacation time, etc. We are legally 

obligated to follow the PARO contract 
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Introduction to FM Administrative Staff                        
Contact Information and Roles  

Committee Chairs and NOSM Leads 
Committee/Meeting Chair Frequency NOSM Lead Contact 
FM Residency Program 
Committee 

Program Director:      
Dr. Paul Miron 

Bi-Monthly Marie Parkkari 
mparkkari@nosm.ca  

FM Resident Assessment 
and Progression Committee 

Program Director: 
Dr. Paul Miron  

Monthly Joel Leduc 
jleduc@nosm.ca 

FM Clinical Curriculum & 
Academic Committee 

Academic Coordinator: 
Dr. Stacy Desilets (acting) 

Quarterly Cathy Duchesne 
cduchesne@nosm.ca 

FM Program Evaluation and 
Quality Improvement 
Committee 

Evaluations Coordinator: 
Dr. Paul Miron (acting) 

Quarterly Joel Leduc 
jleduc@nosm.ca 

PGY3 Enhanced Skills RPC Program Director: 
Dr. Fred Sarrazin 

Quarterly Marie Parkkari 
mparkkari@nosm.ca  

PHPM RPC Program Director: 
Dr. Audrey Campbell 

Quarterly Marissa Giusti 
mgiusti@nosm.ca  

PGY3 Emergency Medicine 
RPC 

Program Director: 
Dr. Bill MacGregor 

Quarterly Sonya Richard 
srichard@nosm.ca 

PGY3 Care of the Elderly Program Director: 
Dr. Grant McKercher 

Quarterly Marie Parkkari 
mparkkari@nosm.ca 

Remote First Nations 
Residency Stream Advisory 
Group 

Program Director: 
Dr. Claudette Chase 

Quarterly Joseph Michalik 
jmichalik@nosm.ca 

Remote First Nations 
Residency Stream 
Committee 

Program Director: 
Dr. Claudette Chase  

Monthly Joseph Michalik 
jmichalik@nosm.ca 

 
FM Administrative Support 

Name Role Email  Phone Number 
Dr. Kristy Côté PG Education Manager klcote@nosm.ca  705-662-7212 
Marie Parkkari  Program Coordinator West (Thunder 

Bay), PGY3 Care of the Elderly & 
PGY3 Enhanced Skills 

mparkkari@nosm.ca  807-766-7310 

Joel Leduc Program Coordinator East 
(Sudbury/SSM/North Bay/Timmins) 

jleduc@nosm.ca  705-662-7155 

Joseph Michalik Program Coordinator (Remote First 
Nations/Rural) 

jmichalik@nosm.ca  807-766-7303 

Cathy Duchesne FM Academics Coordinator & 
Pediatrics Coordinator 

cduchesne@nosm.ca  705-662-7106 

Ashley Kaattari Administrative Assistant- East akaattari@nosm.ca  705-662-7177 
Sharlene Baryluk Administrative Assistant- West sbaryluk@nosm.ca 807-766-7339 
Julie Rendell Evaluations Coordinator  jrendell@nosm.ca  807-766-7390 
Marissa Giusti  PHPM & EM Coordinator mgiusti@nosm.ca  705-662-7170 
Ghislaine Pilot-
Attema 

Assistant Curriculum Instructional 
Designer (CID) 

gpilotattema@nosm.ca  807-766-7509 

Christina Graves Assistant Curriculum Instructional 
Designer (CID)  

cgraves@nosm.ca  807-662-7212 
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Your PGE Family Medicine Team…

Joël Leduc

Program Coordinator -

Family Medicine East 

705-662-7155

jleduc@nosm.ca

Ashley Kaattari

FM Administrative 

Assistant

705-662-7177

akaattari@nosm.ca

Dr. Kristy Côté

PGE Program 

Manager

705-662-7212

klcote@nosm.ca

Marie Parkkari

Program Coordinator –

Family Medicine West

807-766-7310

mparkkari@nosm.ca

Joseph Michalik

Program Coordinator – Remote 

First Nations/Rural

807-766-7303

jmichalik@nosm.ca

Marissa Giusti

Program Coordinator -

PHPM 

705-662-7170

mgiusti@nosm.ca

Cathy Duchesne

Program Coordinator –

Pediatrics & FM Academics

705-662-7106

cduchesne@nosm.ca

Sharlene Baryluk 
FM Administrative 

Assistant

807-766-7339

sbaryluk@nosm.ca



More PGE Family Medicine Team…

Sarah Hunt

PGE Student Assistant

705-662-7144

hduchesne@nosm.ca

Anthony Miller

PGE Student Assistant

807-766-7442

antmiller@nosm.ca

Christina Graves

FM Curriculum 

Instructional Designer

807-766-7449

cgraves@nosm.ca

Ghislaine Pilot-Attema

FM Curriculum 

Instructional Designer

807-766-7509

gpilotattema@nosm.ca
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FM Program & Scheduling Contacts  

Contact Name Position Home Base  Contact Information 
Sue Featherson Site Administrative 

Coordinator 
Bracebridge & 
Huntsville 

E: sue.featherston@mahc.ca 
P: (705) 789-0022 Ext. 2705 

Chuck Schmitt Site Administrative 
Coordinator 

Dryden E: cschmitt@dh.dryden.on.ca  
P: (807) 223-8808 

Shari Bujold Site Administrative 
Coordinator 

Fort Frances E: sbujold@nosm.ca  
P: (807) 274-3287 Ext. 282 

Marylène Comeau Site Administrative 
Coordinator 

Hearst E: ComeauM@ndh.on.ca  
P: (705) 372-2968 

Nicole Hachez Site Administrative 
Coordinator 

Kapuskasing E: nhachez@senhosp.ca  
P: (705) 337-4090 

Heidi Stepanik Site Administrative 
Coordinator 

Kenora  E: hstepanik@nosm.ca  
P: (807) 468-6996 

Sarah Warburton Site Administrative 
Coordinator 

Manitoulin Island E: swarburton@nosm.ca  
P: (705) 368-1488 Ext. 239 

David Gravelle Site Administrative 
Coordinator 

Midland E: GravelleD@gbgh.on.ca  
P: (705) 526-1300 Ext. 5466 

Angela Draycott Site Administrative 
Coordinator 

Parry Sound E: adraycott@nosm.ca  
P: (705) 746-9382 Ext. 240 

Elizabeth Wilson Site Administrative 
Coordinator 

Sioux Lookout E: elwilson@nosm.ca  
P: (807) 737-2877 Ext. 6544 

Natalie Chartrand  Site Administrative 
Coordinator 

Temiskaming Shores E: nchartrand@nosm.ca  

Dr. Christopher 
Meilleur 

Site Director (Rural) Kapuskasing E: cmeilleur@nosm.ca  
P: (705) 335-6012  

Dr. Mike Mason Assistant Site Director 
(Rural- East)  

Bracebridge E: micmason@nosm.ca 
 

Dr. Bruce Cook Assistant Site Director 
(Rural- West) 

Dryden E: bcook@nosm.ca 
 

Ashley Foreman Site Administrative 
Coordinator 

North Bay E: Ashley.Foreman@nbrhc.on.ca  
P: (705) 474-8600 Etc. 2518 

Dr. Richard Senior Site Director (North 
Bay) 

North Bay E: rwsenior@gmail.com  
P: (705) 495-2685 

Dr. Chris Cathers Assistant Site Director 
(North Bay) 

North Bay E: drcathers@gmail.ca  

Carrie Stewart Site Administrative 
Coordinator 

Sault Ste. Marie E: stewartc@sah.on.ca  
P: (705) 759-3725  

Dr. Chris Rossi Site Director (SSM) Sault Ste. Marie E: rossi_c@ghc.on.ca  
Dr. Kris Opryszczko Assistant Site Director 

(SSM) 
Sault Ste. Marie E: opryszczko_k@ghc.on.ca 

Line Ferris Postgraduate Medical 
Learner Advisor (HSN) 

Sudbury E: lferris@hsnsudbury.ca 
P: (705) 523-7100 Ext. 4485 

Dr. Stephanie Sbrocchi Site Director (Sudbury) Sudbury E: ssbrocchi@personainternet.com  
P: (705) 586-3607 

Dr. Megan Messenger Assistant Site Director 
(Sudbury) 

Sudbury E: mmessenger@nosm.ca  

Karen Anderson Learning & Education 
Coordinator (TBRHSC) 

Thunder Bay E: anderska@tbh.net 
P: (807) 684-6416 

Dr. Kim Varty Site Director (Thunder 
Bay) 

Thunder Bay E: kimvarty@yahoo.ca  
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Dr. Jessica Beaton Assistant Site Director 
(Thunder Bay) 

Thunder Bay E: drjbeaton@gmail.com  

Dr. Claudette Chase Site Director (Remote 
First Nations) 

Thunder Bay / 
Eabametoong First 
Nation 

E: claudette.chase13@gmail.com  

Fran Zimmerman Site Administrative 
Coordinator 

Timmins E: fzimmerman@tadh.com  
P: (705) 267-6370  

Dr. Paul Miron Program Director Timmins E: pmiron@nosm.ca  
Dr. Caelen Rody Site Director (Timmins) Timmins E: crody@nosm.ca  
Dr. Gabrielle Lambert Assistant Site Director 

(Timmins) 
Timmins E: glambert@nosm.ca 
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An Introduction to the Triple C Curriculum for NOSM 

FM Faculty                                                                       
Adapted from Triple C Competency Based Curriculum, Report of the Working Group on 

Postgraduate Curriculum Review – Part 1, March 2011 

 

In June 2009, the College of Family Physicians of Canada‘s (CFPC) Board of Directors passed a 

resolution stating that the Working Group on Postgraduate Curriculum Review (WGCR), a 

subcommittee of the Section of Teachers Council, was to prepare a report outlining a proposal for 

the introduction of a competency-based curriculum for family medicine residency training, using 

the CanMEDS–Family Medicine (CanMEDS-FM) framework* to guide its development. A draft 

version of the report was completed in spring 2010 and endorsed by the Section of Teachers in 

July 2010.   

The central recommendation of the WGCR is that each family medicine residency training program 

in Canada is to establish a competency-based curriculum in family medicine that is comprehensive, 

focused on continuity, and centered in family medicine—the Triple C Competency-based 

Curriculum (Triple C).  

 

What is a Competency-based Curriculum  

 A competency-based curriculum uses carefully designed curricular elements to achieve clearly 

stated desired outcomes. This outcomes-oriented approach will take the place of the traditional 

time-based educational strategies currently in place in most residency programs. The competency 

material developed by the CFPC (CanMEDS-FM, Priority Topics and Key Features, Six Skill 

Dimensions, and Scope of Training) guide programs in the provision of appropriate educational 

opportunities for their residents and allows residents to track and document the achievement of 

these competencies. The CanMEDS-FM framework defines the competencies appropriate for 

family physicians providing comprehensive care, which all residents will work toward throughout 

their training.  

  

The Three “C’s” 

Comprehensive Care and Education  

Family Medicine residency programs have a responsibility to society that requires them to educate 

physicians to meet community needs through the delivery of comprehensive care. Family 

Medicine residency training programs must model comprehensive care and train their residents to 

this standard. This necessitates the establishment of a comprehensive curriculum which enables 

the learner to achieve the full range of required competencies as defined within the CanMEDS-FM 

framework. The CFPC has identified the Domains of Clinical Care that must be included in 
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residency training, and highlights evolving professional competencies needed for effective 

comprehensive care. The goal of residency education is to allow residents to provide a prescribed 

level of comprehensive care upon graduation, while understanding that learning will continue 

throughout practice.  The identified Domains of Care are 

 

 Care of patients across the Life Cycle 

 Care of patients across Clinical Settings 

 Care of Underserved Patients 

 Skill across the Spectrum of Clinical Responsibility 

 Procedural Skills relevant to Comprehensive Family Medicine 

 
 

Continuity of Education and Patient Care   

Continuity is key in the development of physicians whose practice is truly comprehensive. There 

must be continuity of both patient care and education. Continuity of patient care is a fundamental 

component of family medicine that improves physician and patient satisfaction, and more 

importantly, patient outcomes. Continuity of education includes three elements: supervision, 

learning environment, and curriculum. Teaching and assessment facilitated by assigning a small 

core of primary preceptors contributes to authentic assessment of learners over time. As trust 

builds between learner and teacher, the independence and autonomy of the learner increases in a 

safe, supportive environment. Continuity of the learning environment fosters both patient 

centeredness and learner-centeredness, and allows for more opportunities for continuity of 

patient care. A shift to programs being centered in Family Medicine will increase the continuity of 

learning environment. Continuity of curriculum involves a well-coordinated series of learning 

elements and experiences that promote integrated learning and progressive development of 

competencies.   Skilled FM Faculty Competency Coaches are assigned to residents to provide 

continuity of assessment and help ensure residents are progressing though the curriculum as 

expected.  

 

Centered in Family Medicine  

A curriculum that is centered in family medicine implies the following: Family Medicine program 

coordinators must have full control over the curriculum plan and its goals and curricular elements; 

the context of learning must be primarily family medicine settings, using family physician teachers, 

recognizing that augmentation with teachers and contexts outside family medicine may well be 

necessary for residents to achieve the full range of competencies; the learning content must be 

relevant to the needs of family medicine trainees, such that in every educational experience 

residents must develop their identity as family physicians and attain relevant foundational 

competencies.   
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Skill Dimensions 

The CFPC working group also identified 6 Essential Skill Dimensions that a Family Medicine 

Resident must show competency in to be successful in the qualifying exam and to be prepared to 

enter independent practice. A curriculum that meets the above 3 “C’s” will help residents develop 

competencies in essential Skill Dimensions that are necessary to be a successful Family Physicians. 

The identified Skill Dimensions complement the Can MEDS - FM roles and include 

 

 Clinical Reasoning 

 Communication 

 Patient Centered 

 Professionalism 

 Selectivity 

 Procedural Skills 

 

Assessment of residents during the FM training program must include tools that address both the 

Domains of Care and the Skill Dimensions.  
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Recommendations  
  
Eleven recommendations were endorsed for the implementation of the Triple C. These 

recommendations will impact various levels of the College‘s work in education, practice, and policy 

both internally and externally.   
  
1. The goal of training should be to produce family physicians who are competent to practice 

comprehensive, continuing care.  
  

2. The scope of learning in Family Medicine should be comprehensive, and defined by a set of 

competencies organized under the seven professional Roles of the CanMEDS-FM framework.  
  

3. Continuity should be an important principle in Family Medicine residency training: 

 i. Continuity of patient and family care  

ii. Continuity of education  
  

4. A competency-based approach should be used to guide curriculum development and planning. 

Expected learning outcomes should be derived from CanMEDS-FM and related documents. Learning 

experiences should be designed with the explicit intent of assisting residents in the acquisition and 

demonstration of these competencies.  
  

5. Acquisition of specific competencies should be assessed regularly, and the assessment process 

should be embedded in the curriculum. Promotion should depend upon achievement of competency 

rather than upon time in training.  
  

6. Family Medicine program planners should maintain ownership over all aspects of the curriculum to 

ensure that Family Medicine and Family Medicine-relevant experiences form the curriculum.  
  

7. Experienced and skilled Family Medicine teachers, providing comprehensive care individually or as a 

group, should form the core of the educational faculty.  
  

8. Residents should take enhanced responsibility for their learning and for demonstrating the 

acquisition of competencies.  
  

9. The final performance of residents should be a shared responsibility between residency training 

programs and the residents themselves. This implies that programs should offer the full range of 

learning opportunities, as well, learning outcomes should be properly assessed, and that flexible, 

individualized training should be available to permit residents to acquire the expected competencies.  
  

10. Most residents should achieve the expected learning outcomes of the core Family Medicine 

program within a 24-month time frame; however, some will require a longer training period, which 

should be available when needed.  
  

11. Enhanced skills training programs should be structured and operated in a manner that is consistent 

with the above recommendations. Skills in comprehensive, continuing care should be maintained 

during periods of extended training. 
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Introduction to CanMEDS – Family Medicine 

Framework 

In 2000 the Royal College of Physicians and Surgeons of Canada (RCPSC) published the CanMEDS 

Framework. This was an education framework that describes the abilities that physicians require 

to effectively meet the health care needs of the people they serve. It became the basis for the 

educational and practice standards of the Royal College. The CanMEDS roles were derived from 

the EFPO (Educating Future Physicians for Ontario) Project which identified generic physician roles 

that were seen as important by patients themselves. The 7 physician roles were Medical Expert, 

Communicator, Collaborator, Manager, Health Advocate, Scholar, and Professional.  

Family Physicians participated in the development of the EFPO roles and those of the CanMEDs 

2000 document. While all the CanMEDS roles were seen as relevant to Family Medicine, the role 

of Medical Expert as described in the Framework was most applicable to a consultant physician 

rather than a primary provider. For this reason, in 2005 the College of Family Physicians of Canada 

(CFPC) published the CanMEDS-Family Medicine Framework (CanMEDS-FM) which revised the 

RCPSC’s Framework to describe the role of Family Medicine Expert.  

The CanMEDS Framework has recently undergone its first major revision since its initial 

publication in 2000. This new document from the RCPSC sees the role of Manager redeveloped as 

Leader. While the CFPC has not yet adopted this modification, it is currently under review and 

largely it is expected that the CPFC will modify the CanMEDS-FM document to align with the 

RCPSC document.  

Prior to the development of the CanMEDS-FM Framework, the CFPC has identified the Four 

Principles of Family Medicine. The CanMEDS-FM Framework did not replace the Four Principles, 

but rather integrated them into the appropriate CanMEDS-FM Role. How these two roles coexist is 

best illustrated by the following image.  
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CanMEDS-FM Roles Defined 

The Family Medicine Expert  

Family Physicians are skilled clinicians who provide comprehensive, continuing care to patients 

and their families within a relationship of trust. Family Physicians apply and integrate medical 

knowledge, clinical skills, and professional attitudes in their provision of care. Their expertise 

includes knowledge of their patients and families in the context of their communities, and their 

ability to use the patient-centered clinical method effectively. As Family Medicine Experts they 

integrate all the CanMEDS-Family Medicine roles in their daily work.  
 

Communicator  

As Communicators, Family Physicians facilitate the doctor-patient relationship and the dynamic 

exchanges that occur before, during, and after the medical encounter.  
 

Collaborator  

As Collaborators, Family Physicians work with patients, families, healthcare teams, other health 

professionals, and communities to achieve optimal patient care.  
 

Manager  

As Managers, Family Physicians are central to the primary health care team and integral 

participants in healthcare organizations. They use resources wisely and organize practices which 

are a resource to their patient population to sustain and improve health, coordinating care within 

the other members of the health care system.  
 

Health Advocate  

As Health Advocates, Family Physicians responsibly use their expertise and influence to advance 

the health and well-being of individual patients, communities, and populations.  
 

Scholar  

As Scholars, Family Physicians demonstrate a lifelong commitment to reflective learning, as well as 

the creation, dissemination, application, and translation of knowledge.  
 

Professional  

As Professionals, Family Physicians are committed to the health and well-being of individuals and 

society through ethical practice, profession-led regulation, and high personal standards of 

behavior.  

 

For further information about the CanMEDS-FM Framework please refer to the last section of this 

handbook where you can find a link to the updated CanMEDS-FM 2009 Framework.  
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A Dozen Teaching Tips for Preceptors of Family 

Medicine Residents                                                         
Created by FM Residents 

1. PROVIDE RESIDENTS WITH THEIR SCHEDULE IN ADVANCE - When we asked residents to 

help create this document this theme was brought up many times. The single best thing that 

preceptors can do to promote resident wellness is give residents an idea of their schedule at least 

a month in advance. Many of us have other responsibilities like families and kids and knowing 

when we are expected to work allows us to plan our lives.  As one resident explained you don’t 

want to be a mom of two, travel away from your family for a placement and be expected to work 

for 21 days in a row.  
 

2. FOLLOW PARO RULES - Residents have a union that protect them called PARO. PARO 

establishes some rules around working hours and call.  We know this is a touchy subject and that 

many working physicians did not have this luxury; but following these rules is important to us. It 

promotes work life balance and physician wellness that is something we should all take an interest 

in. See http://www.myparo.ca/Contract/Top_Things_To_Know for more details.  
 

3. SET EXPECTATIONS AT THE BEGINNING OF A ROTATION - Going practice to practice 

everyone has a different style and different expectations. Let residents know what you expect. We 

want to know things like how many patients should we see in a day? What style of charting to you 

want? Etc. 
 

4. GRADUATED RESPONSIBILITY - As we improve and gain confidence graduated responsibility 

is idea. For example, you don’t want to be left on your own at the beginning of PGY1. On the other 

hand, reviewing every case at the end of PGY2 can be a little frustrating.  
 

5. TEACHING - Asking questions is one of the best ways to know if we really know our stuff. Also 

picking a teaching topic every few days and going over it offers great learning strategies.  
 

6. LESS CAN SOMETIMES BE MORE - Volume is important but as one resident put it, missing a 

cool case because you are trying to squeeze in a 3rd otitis media of the morning is not helpful.  Also 

sometimes having an extra minute to read around a more challenging case provides more 

learning.  
 

7. INVOLVE US - When you see an interesting case or procedure we ask that you please come and 

get us.  
 

 

 

http://www.myparo.ca/Contract/Top_Things_To_Know
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8. TIME AWAY - We spend 1 day a month back in our home clinic a block. We also have 

academics the last 2 to 2.5 days of most blocks. When we leave for these we are not just skipping 

out; these are mandatory sessions that we need to participate in.  
 

9. FORMAL FEEDBACK - We are expected to complete 2 field notes a week and usually about 1 

ITAR per month. It is appreciated if you are expecting these evaluations and fill them out in a 

timely manner.  
 

10. INFORMAL FEEDBACK - Daily or weekly verbal feedback is just as important as formal 

evaluations. Also checking in to see how things are going in our lives especially when we are living 

away from home goes a long way to make us feel like you actually care about us as people.  

 

11. ASK FOR FEEDBACK - Want to know how you are doing? Just ask. Several residents noted 

that they wanted to give their preceptor some feedback but felt intimidated to do so.  
 

12. BILLING & PRACTICE MANAGEMENT - When appropriate go over billing and practice 

management tips. Family Medicine is 2 years and goes by very fast so any help with billing would 

be much appreciated. 
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Family Medicine Clinical Teachers’ Roles and 

Responsibilities 

Dear Clinical Teacher, 

Thank-you very much for helping our Family Medicine Residents achieve their goal of becoming 

competent care providers for any community in Canada.  As a clinical teacher you have the 

opportunity to shape the future of our learners, we cannot express our thanks enough to you for 

taking on this important role.  

Being a clinical teacher does have some responsibilities that go along with it. We have provided a 

list of your responsibilities and attached some additional documents for you to refer to if 

necessary.  

 

1. On day 1, please provide an orientation to your work environment and your expectations 

of the learner. You should let your learner know about dress code, procedures for 

reporting errors or incidents, how to contact you after hours if necessary and expectations 

regarding documentation, patient assessments, and on-call. As well, providing your 

learner with a detailed schedule on day 1 will help prevent any unintended absences and 

allow time to make arrangements for approved leaves. We have attached a checklist that 

you may find helpful to go through on day 1. 

 

2. Family Medicine residents have detailed Goals and Objectives for their training program – 

please ask them to review with you the Goals and Objectives that are pertinent to your 

learning environment. These goals and objectives can be found on the NOSM website at 

http://www.nosm.ca/education/pgme/general.aspx?id=21095.  If you are having trouble 

finding them, please ask your learner, they will know how to find them.  

 

3. Please provide your learner with feedback on a daily basis. Your learner may ask you to 

complete a Field Note with them on average twice per week. Attached you will find more 

information about Field Notes. This is a tool to help our residents gather timely feedback 

that help ensure they are developing competence in specific skills dimensions.  

 

4. Please complete an In Training Assessment Report (ITAR) for your learner PRIOR to the last 

day of the rotation so that you may review it in person before your learner leaves your 

teaching environment. It is your responsibility to ensure that ITARs are done in a timely 

manner.  

 

5. All NOSM policies and procedures are available on our website should you need to refer to 

them. The link for this part of the website is 

http://www.nosm.ca/education/pgme/general.aspx?id=13215 

 

http://www.nosm.ca/education/pgme/general.aspx?id=21095
http://www.nosm.ca/education/pgme/general.aspx?id=13215
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6. There are many excellent teaching resources for physicians who are new to teaching or 

would like to improve their teaching skills. Most of these are on-line and include modules 

or presentations. Hopefully you will find these links helpful. 
 

a. www.practicaldoc.ca/practical-prof 

b. www.preceptor.ca 

c. www.practiceeducation.ca 

 

7. Please contact our FM program coordinators (Marie Parkarri or Joel Leduc) if you have any 

questions or concerns along the way. They are both excellent resources and are happy to 

help.  

 

Thank-you again for your dedication to teaching, without faculty like you NOSM wouldn’t be here! 

 

Sincerely, 

 

 

              

Paul Miron, MD, CFPC              

Program Director, Family Medicine 
Northern Ontario School of Medicine 
 

 

http://www.practicaldoc.ca/practical-prof
http://www.preceptor.ca/
http://www.practiceeducation.ca/
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Sample Community/Clinic Letter:                               
Medical Learners training in Temiskaming Shores 

Welcome to Temiskaming Shores, we hope that while you are here you will have both a great 

learning experience and enjoy a bit of what our amazing community has to offer outside of 

medical training.   

 

Your personal medical learning experience information follows: 

Rotation Dates: 

Preceptor: 

Contact information: 

Address: 

 

Please contact your preceptor about one week prior to the rotation start to ask for information 

about your schedule on day one, dress code for office, and if there is other important information 

they would like you to know prior to starting.  

Here are answers to other common questions; 

1. First Day: all learners who are new to our community, or who have not been here recently 

will complete a hospital orientation with Human Resources. Unless you have been told 

otherwise, you should arrive at the hospital at 8am, present yourself to the front desk at 

the main entrance and ask for HR. You will receive a tour as part of this orientation which 

will include the Library; NOSM lounge and physician on-call room.  

2. Parking: Parking is complementary to our learners. HR will provide you with a parking pass 

for the physician parking lot on your first day. 

3. Identification: All learners need Temiskaming Hospital identification. This will be provided 

on your first day. 

4. Dress Code: Dress code for the hospital includes closed toe footwear and business casual 

clothing. Perfumes and other strong scents are not allowed.  

5. Accommodation: If you are using NOSM sponsored accommodation they will provide you 

with information and keys directly. If you have not secured NOSM housing and you need 

help finding suitable housing for your rotation please contact our Site Administrative 

Coordinator (SAC) at the email address below.  

6. Recreation: While you are here you will receive complimentary access to the Hospital Gym 

and Temiskaming Shores Pool and Fitness Center. For information about other 

recreational activities (or specific activities) you may contact our SAC or review the 

Temiskaming Shores website www.temiskamingshores.ca. 

 

http://www.temiskamingshores.ca/
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7. Recruitment: We are always happy to discuss the recruitment of medical professionals to 

our community! Information about permanent or locum opportunities can be found on 

our hospital website at www.temiskaming-hospital.com 

8. Educational Resources: Our hospital has a small library with access to computers. There 

are also computers in the physician mail room and on our acute care ward. To obtain more 

information about upcoming events, grand rounds and schedules you can access our Local 

Education Group Website at http://stleg.org  (website login and password available on LEG 

poster in hospital mail room).  

9. Call rooms: The hospital has two overnight call rooms generally used by the ER doc and 

any learners working there or on our OB ward overnight.  

10. NOSM Lounge: We have a NOSM education center in our hospital which includes a 

lounge, washroom with shower, overnight call room, and meeting room with an OTN unit 

and smart board. 

11. Flu Shots: Flu shots are not mandatory, but in the event that a flu outbreak occurs and an 

order is received from the health unit, only immunized staff will be allowed. This could put 

your placement at risk if you are not immunized.  

 

Thank-you for requesting a placement with us, if you have any other questions prior to arriving, 

please contact Site Administrator Coordinator Natalie Chartrand nchartrand@nosm.ca 

 

 

http://www.temiskaming-hospital.com/
http://stleg.org/
mailto:nchartrand@nosm.ca
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Orientation Checklist 

On the first day of each rotation, we hope that Competency Coaches and learners may be able to 

find a moment to orient themselves to the new environment as well as some of the NOSM 

policies, procedures, and evaluations.  Below is a checklist for discussion between each learner 

and the Competency Coach – note that not all topics will apply to all rotations (e.g. not all 

rotations will require on-call services) 

 

Rotation Schedule 

• Daily schedule has been provided to the learner including expected start time and location 

each day and work hours 

• This rotation’s scheduled time off and academic leave:     

                        o 

• Call schedule has been provided and adheres to PARO guidelines 

• Rounds that the resident are expected to attend and location:    

                        o 

 

Administration 

• Best available form of contact for Competency Coach (ie pager, cell number, email):         

                         0 

• In case of illness, the learner should contact:                                 o 

• Review procedure for incident reports 

 

Work Expectations 

• Orientation of the unit/clinic and workplace flow 

o Introductions to clinic/unit staff 

• Review office rules/policies – dress code, parking, etc. 

• EMR and Patient Documentation 

o Orientation to EMR 

o Dictation number has been provided as well as discuss when dictations are to be 

used  

o How notes will be reviewed (E.g. at the end of the day, after each patient). 

• Patient scheduling has been reviewed – in particular how a resident may re-schedule a 

patient for continuity 

• On call expectations 

o When the Competency Coach should be called.  Should the Competency Coach be 

called for each patient, or only those at the stage that residents need questions 

answered. 
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o Are residents expected to order investigations/manage prior to contacting the 

Competency Coach? 

 

Assessment 

• In Training Assessment Report (ITAR) will be completed by:            0  

Please prepare a time and place for the ITAR to be completed prior to the end of the 

rotation 

• Field Notes: 

o While we hope that feedback is being provided on a daily basis, Learner’s are 

expected to complete a minimum of two field notes per week to document formal 

feedback. 

o Discuss the most effective time/place where field notes feedback may be 

provided. 

 

Rotation Goals 

• Please review with the resident their goals for the particular learning environment at the 

beginning of the rotation, and how these goals may be achieved prior to the end of the 

rotation. 
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Curriculum Goals and Objectives Document 

Overview 
 

Below is a comprehensive list of curriculum Goals and Objectives documents created for the 

NOSM Family Medicine Program. Please refer to these documents for the most up-to-date 

information in regards to these topics and the competencies expected for each.  

 

i. Acute and Critical Care 
ii. Behavioural Medicine/Mental Health 

iii. Care of Adults 
iv. Care of Children and Adolescents 
v. Care of Elderly  

vi. Global Health and Care of Vulnerable and Underserviced 
vii. Maternal and Newborn Care 

viii. Men’s Health Care 
ix. Palliative Care 
x. Procedural and Surgical Skills 

xi. Professional Competencies 
xii. Women’s Health 

 



Updated: August 2017 
 

 

Acute and Critical Care Skills 

Curriculum Objectives 

 

Family Medicine Expert 

1. Assess and manage complex acute and critical clinical situations across all age groups.  Be able 

to identify sick from not sick patients by observation at the bedside. 

2. Identify abnormal vital signs across all age groups in an acute or critical care setting. 

3. Complete a rapid ABCDE assessment of the sick patient and begin management of unstable 

patients using this approach. 

4. Assess and manage common disease processes that may present atypically at extremes of 

ages. 

5. Identify and appropriately manage acute, urgent, and emergent presentations. Develop a 

coordinated approach to the acutely ill patient and demonstrate the use of the essential skills, 

equipment, and medications required to deal with acute life threatening conditions in hospital 

and in office, rural and remote settings. 

5.1 Appropriately diagnose and manage acute presentations of chest pain including acute 

coronary syndromes.  

5.2 Accurately interpret EKGs and manage common cardiac abnormalities such as myocardial 

infarction and arrhythmia’s.  

5.3 Identify the acutely ill diabetic patient and manage appropriately, including management of 

hypoglycemia, DKA, and hyperglycemia. 

5.4 Diagnose and manage abdominal pain, differentiating between acute and chronic 

abdominal pain, generate a differential diagnosis and order appropriate investigations in a 

timely manner. Always consider pregnancy and the complications of pregnancy (e.g. 

ectopic pregnancy) as a possible cause. 

5.5 Appropriately assess, stabilize, investigate, and manage an acute seizure episode. 

5.6 Appropriately identify, assess, and manage ophthalmologic emergencies (red eye, acute 

visual loss, trauma, etc.) including appropriate examination and referral.  

5.7 Recognize benign versus life- threatening causes of headaches (e.g. trauma, subarachnoid 

hemorrhage, meningitis, etc.). 

5.8 Diagnose and manage acute renal failure, including underlying cause, considering acute 

and chronic management and monitoring for complications. 

5.9 Investigate and manage a patient presenting with a bleeding disorder, or an acute 

coagulopathy (e.g. DOAC/warfarin use, liver disease, sepsis, etc.) considering medications 

that may be related to bleeding. 

5.10 Diagnose and manage acute cerebrovascular accidents including appropriate use of 

thrombolytics.  

5.11 Diagnose and manage acute respiratory distress in all age groups.  
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5.11.1 Determine the severity of asthma or COPD (e.g. pulmonary function testing), and 

manage acute respiratory exacerbations appropriately including assessment for 

hospitalization.  

5.11.2 Diagnose children or infants with acute pediatric respiratory infections including 

croup and bronchiolitis. 

5.11.3 Understand which patients benefit from steroid treatment in obstructive lung 

disease (e.g. asthma) and lung tissue disease (e.g. pneumonia).  

5.11.4 Identify when a secure airway device is required and how best to manage 

ventilation in the immediate post intubation period. 

5.11.5 Identify methods to confirm endotracheal tube placement. 

5.11.6 Determine how to manage complications to intubation and ventilation such as 

endotracheal tube displacement, obstruction, pneumothorax (=/- tension), 

equipment failure, breath stacking and other complications such as hypotension. 

5.11.7 Determine when resuscitation is required in all age groups. 

5.11.8 Identify and apply   the appropriate ACLS, PALS, and NRP algorithms to assist in 

managing resuscitation in all age groups.  

5.11.9 Determine when to use bedside US or formal US in the assessment of ill patients 

for the purpose of ruling out conditions such as abdominal aortic aneurysm or 

ruling in an intrauterine gestation. 

5.11.10 Be aware of the use of bedside ultrasound in advanced resuscitation for 

procedures such as placement of central and peripheral lines, confirmation of 

cardiac activity, estimation of cardiac ejection fraction, and assessment of 

hydration status.  

5.11.11 Recognise sepsis early and initiate resuscitation with volume, early antibiotics, and 

investigate for source determination. 

5.11.12 Determine when procedures such as lumbar puncture require adjuncts such as 

ultrasound guidance for morbidly obese critically ill patients. 

5.11.13 Be familiar with toxicological presentations, especially in those with decreased 

level of consciousness, and be able to identify specific toxidromes. 

5.11.14 Manage the agitated patient in a timely fashion to protect the patient and staff 

from harm.  Understand the use of sedatives (e.g. Haldol, benzos, and atypical e.g. 

ketamine) in the management of the agitated patient. 

5.11.15 Understand and be familiar with life threatening infectious disease presentations 

and their immediate management. 

6. Appropriately assess, stabilize, manage, and refer patients presenting with multiple or 

complicated trauma. 

6.1 Consider attempted suicide as the precipitating cause in trauma patients. 

7. Diagnose and manage psychiatric emergencies including Serotonin Syndrome, suicidal 

thoughts or attempt.  

7.1 Screen for common drug overdoses in suicidal patients presenting at the emergency. 

department 

8. Develop an effective approach to the initial evaluation, propose an appropriate differential 
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diagnosis, suggest an investigation plan, and develop a safe management plan, for a child or 

adult presenting to the emergency department who has been a victim of suspected abuse.  

9. Effectively assess the status of newborns presenting to the emergency department.  

 

Communicator 

10. Demonstrate the ability to present a patient case in a clear, concise, and complete manner.  

11. Communicate effectively and empathetically with patients and their families, including 

diagnosis, treatment plan, and prognosis. 

12. Demonstrate thorough, clear and concise documentation, and charting in an acute care or 

critical care setting.  

13. Provide clear discharge instructions for patients and ensure appropriate follow-up care.  

14. Demonstrate the ability to counsel and educate patients and families in the Emergency 

Department (ED) and critical care settings. 

 

Collaborator 

15. Demonstrate an understanding of the importance of a multidisciplinary team and interact 

effectively with physicians, nurses, and allied health professionals in an emergency and 

clinical care setting.  

15.1 Define the relationship that exists between the emergency department physician and the 

pre-hospital care system.  

15.2 Describe the role of other health care professionals in the management of the patient in 

the emergency department 

15.3 Identify when help is needed in managing the acutely ill patient and obtain help in a timely 

fashion. 

16. Identify some of the unique challenges in communication and health care delivery in the 

community. 

 

Manager 

17. Propose an appropriate management and treatment plan in an emergency and critical care 

setting. 

18. Propose a disposition plan for an emergency department patient that takes into account 

hospital based internal resources, and or external resources, such as community agencies, and 

social supports, as well as appropriate follow up. 

18.1 Consider the impact of geography and resource management when planning management 

of medical conditions for patients in rural and remote environments. 

19. Discuss the role of the ED in the health care system including how it relates to other hospitals 

and community health services. 

20. Work effectively and efficiently in an emergency and critical care setting.  
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Health Advocate 

21. Demonstrate an understanding of the support services in the community such as CCAC 

(Homecare), homeless shelters, and detox services for patients being discharged from the 

emergency department. 

22. Explain the role of Social Determinants of Health in the health of their patients and to 

advocate accordingly. 

23. Identify opportunities to discuss injury prevention with patients (seat belts, bike helmets). 

24. Demonstrate effective advocacy for patient comfort (including pain management, basic 

needs). 

25. Discuss when to advocate for the consideration of Organ donation as an option by contacting 

trillium gift of life. 

26. Identify when to use personal protective equipment and to advise team members to do the 

same.  

 

Scholar 

27. Apply evidence‐based practices for patient care in an emergency and critical care setting. 

28. Identify, and seek out continuing education needs concerning emergency and critical care. 

28.1 Demonstrate the skills of self-assessment and self-directed learning by identifying their 

own areas of improvement and addressing them with available resources.  

28.2 Develop, implement, and monitor a personal continuing education strategy. 

29. Demonstrate the knowledge and skills for educating patients, families, trainees, other health 

professional colleagues, and the public, as appropriate, in issues of emergency and critical 

care.  

30. Describe the standards of care and recommendations from the College of Family Physicians of 

Canada for the provision of emergency and critical care. 

 

Professional 

31. Identify the unique professional and ethical obligations in the provision of emergency and 

critical care. 

32. Demonstrate understanding of privacy legislation, physician confidentiality, and consent as it 

pertains to the provision of emergency and critical care.  

33. Practice self‐care by balancing personal and professional priorities, to maintain own physical 

and mental health within the emergency and critical care setting.  

34. Deliver highest quality emergency care with integrity, maturity, honesty, and compassion.  
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Behavioural Medicine/Mental Health 

Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all the CanMEDS-FM roles in order to function effectively 

as a generalist in the provision of behavioural medicine and mental health care. 

2. Demonstrate knowledge, skills, and attitudes required to meet the needs of patients in the 
areas of behavioural medicine and mental health including those that are unique to Northern 
and remote environments. 
2.1 Assess and manage mental health problems.  

2.1.1 Recognize and diagnose mental health problems commonly found in family 

practice including anxiety disorders, mood disorders, schizophrenia, personality 

disorders, post‐traumatic stress disorder, phobic states, eating disorders, 

somatization disorders, chronic pain syndromes, and addiction. 

2.1.1.1 Demonstrate familiarity with the Diagnostic and Statistical Manual of 

Mental Disorders, 5th edition (DSM-5) diagnostic criteria for these 

common disorders. 

2.1.1.2 Demonstrate ability to appropriately screen for these disorders in high-risk 

groups. 

2.1.1.3 Assess cognitive status with an appropriate instrument (e.g., Mini Mental 

State Examination (MMSE) or Montreal Cognitive Assessment (MOCA).  

2.1.1.4 Take an appropriate history and perform a focused physical examination 

to generate differential diagnoses; including co-morbid psychiatric 

conditions, as well as medical causes and contributors in order to rule out 

serious organic pathology. 

2.1.1.5 Assess patient's suicide risk, homicide risk, and judgment. 

2.1.1.6 Identify comorbid psychiatric conditions. 

2.1.1.7 Identify the functional impact of the symptoms to help guide and evaluate 

treatment. 

2.1.1.8 Demonstrate an ability to understand and assess Aboriginal* patients in 

the context of their culture and location. 

2.1.1.9 Identify and assess the impact of remote and isolated environments on 

the assessment and management of patients. 

2.1.1.10 Diagnosis and management of withdrawal symptoms. 

2.1.2 Develop a management plan and provide appropriate follow up for these 

disorders, including the ability to: 

2.1.2.1 Recommend appropriate treatment in a way that promotes full 

discussion of options and patient’s own decision-making.  
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2.1.2.2 Utilize a multidisciplinary approach to treatment and management and 

refer appropriately.  

2.1.2.3 Utilize a multifaceted approach to treatment.  

2.1.2.4 Consider psychosocial support as part of the treatment plan.  

2.1.2.5 Describe indications, side effect profile, common interactions and 

monitoring requirements of psychopharmacological agents such as 

antidepressants, anxiolytic medications, sedative-hypnotics, mood 

stabilizers, antipsychotics, and other commonly used agents. 

2.1.2.6 Describe different forms of therapy (including brief psychotherapy, 

couples and family therapy, behavior therapy, cognitive-behavioural 

therapy, and long‐term psychotherapy) and the selection of patients for 

each modality.  

2.1.2.7 Counsel for behaviour change using techniques of motivational 

interviewing. 

2.1.2.8 Assess response to treatment using functional benchmarks, adjusting and 

augmenting as clinically indicated. 

2.1.2.9 Diagnose and treat serious complications and side effects of medications. 

2.1.2.10 Judge urgency of condition and determine appropriate timing for follow 

up and/or referral. 

2.1.3 Develop the confidence and skills to manage difficult or emotionally intense 

situations or interactions, including: 

2.1.3.1 Consider patient's life circumstances, current context, and functional 

status to better understand the patient's frame of reference. 

2.1.3.2 Identify attitudes and beliefs which may be contributing to the situation. 

2.1.3.3 Anticipate and attempt to limit the impact of personal feelings [e.g., anger, 

frustration] on the patient interaction. 

2.1.3.4 Develop a common ground and an atmosphere of safety and trust. 

2.1.3.5 Screen for abuse and domestic violence, and assess the level of risk for all 

members of the household, generating an emergency plan if needed. 

2.1.3.6 Recognize the warning signs of possible violent or aggressive behavior. 

2.1.3.7 Develop a plan within the practice environment to deal with patients who 

are verbally or physically aggressive. 

2.1.3.8 Set clear boundaries with respect to appointment length, prescribing 

practices, and accessibility especially with those patients who have a 

personality disorder. 

2.1.3.9 Describe steps to end the physician‐patient relationship when it is in a 

patient’s best interests and do so according to accepted guidelines. 

2.1.3.10 Consider the development of new symptoms and physical findings in 

ongoing treatment of the patient. 

2.2 Recognize and manage significant mental health and psychosocial issues, including those 

not included in the DSM-V, but commonly seen in Family Practice settings. (Including family 
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stress, occupational issues, sexual orientation and gender identity concerns, marriage and 

relationship breakdown, learning disability). 

2.3 Be aware of and able to access relevant legislation, including the Mental Health Act, the 

Health Care Consent Act, Substitute Decision Makers Act, Community Treatment Orders, 

and fitness to drive legislation. 

Communicator 

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

4. Demonstrate the accurate and sensitive collection and synthesis of information from patients 

and their families. 

5. Develop a common understanding on issues, problems, and plans with patients and families 

to develop, provide, and follow‐up on a shared plan of care. 

6. Demonstrate effective oral and written communication. 

Collaborator 

7. Apply a collaborative team-based approach in the provision of behavioural medicine and 

mental health care.  

8. Engage patients as active participants in their own behavioural and mental health care. 

9. Incorporate families and other caregivers in the care of patients while abiding by the ethical 

standards of confidentiality, patient autonomy, and consent. 

Manager 

10. Consider the effectiveness of their own practice, healthcare organizations, and systems in the 

provision of behavioural medicine and mental health care.  

11. Manage practice and career effectively.  

12. Identify patients requiring mental health care at the primary care level and those requiring 

more intensive psychiatric care. 

Health Advocate 

13. Recognize patients in need of mental health care as a potentially vulnerable population 

requiring support from health, education, and social services, and to provide appropriate 

support and referral. 

14. Discuss and describe community resources to help patients with mental health care needs. 

15. Consider the impact of the social determinants of health on mental health and prepare to 

advocate accordingly.  

Scholar 

16. Apply evidence-based practices for patient care and identify continuing education needs. 
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17. Evaluate medical information, its sources and its relevance to the provision of behavioural 

medicine and mental health care. 

18. Describe the standards of care and recommendations from the College of Family Physicians of 

Canada for the provision of behavioural medicine and mental health care.  

19. Demonstrate the knowledge and skills for educating patients, families, trainees, other health 

professional colleagues, and the public, as appropriate, in issues of behavioural medicine and 

mental health. 

Professional 

20. Recognize the unique professional and ethical obligations in the provision of behavioural 

medicine and mental health care.  

21. Discuss obligations to report patients at risk of harm to themselves or others. 

22. Demonstrate understanding of privacy legislation, and physician confidentiality and consent as 

it pertains to the provision of behavioural medicine and mental health care. 

23. Practice self-care, and balance personal and professional priorities, to maintain own physical 

and mental health, and develop sustainable practice. 

 

 
 
 
 

 

Modified from content provided by Dalhousie 
University’s Department of Family Medicine 
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Care of Adults 

Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all the CanMEDS‐FM roles in order to function effectively as 

a generalist in the care of adults.  

2. Demonstrate clinical knowledge, skills, and attitudes to meet the needs of the adult patients 

2.1. Address health promotion, screening, and disease prevention, while considering racial, cultural, 

and gender differences. 

Well Adult Care  

2.1.1. Complete periodic health assessments in a proactive or opportunistic manner, adapting 

to consider patient specific circumstances, patient priorities, and patient’s access to 

services. 

2.1.2. Apply current guidelines for period health examinations and screening. 

2.1.3. Address lack of physical activity with a structured approach including assessment and 

developing acceptable, available, and realistic exercise goals. 

2.1.4. Inquire about safe levels of alcohol consumption and screen for use of other substances.  

2.1.5. Provide advice and intervention including referral, pharmacotherapy, and use of a 

multidisciplinary team where appropriate. 

2.1.6. Evaluate and document smoking status, utilize motivational interviewing techniques, 

and continuously adopt a multiple strategy approach to facilitating smoking cessation.  

Endocrinology 

2.1.7. Screen for diabetes using current Canadian guidelines and considering patient risk 

factors. 

2.1.8. Screen for and diagnose obesity; establish patient’s readiness to change and address 

with motivational interviewing and follow-up. Advise patient about treatment options. 

2.1.9. For patients with the diagnosis of diabetes, assess periodically for end‐organ 

complications. 

2.1.10. For patients with the diagnosis of diabetes, both in and out of hospital, provide 

appropriate follow-up and management including diet, oral hypoglycemics, and insulin 

where appropriate. Provide patient and family education. 

2.1.11. Assess and mange complications of diabetes. 

2.1.12. Investigate and manage patients suspected with thyroid disease and limit testing for 

thyroid disease to patients with a significant pre‐test probability of abnormal results.  

2.1.13. In patients with diagnosed hypothyroidism, check thyroid‐stimulating hormone levels 

only at appropriate times. 

2.1.14. Consider economic, cultural, and geographical factors when discussing diet and exercise 

modification for patients, particularly for patients with obesity and diabetes. 
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Allergy 

2.1.15. Assess potential allergic symptoms (skin, ophthalmologic, ENT, systemic) and manage 

using allergy testing, avoidance, pharmacotherapy, and desensitization where 

appropriate.  

2.1.16. Document allergies to medication, environment, and food.  

Cardiovascular Disorders 

2.1.17. Consider the impact of vascular heart disease on long‐term management including 

prognosis, appropriate medication, and follow‐up. 

2.1.18. Screen for hypertension, measure blood pressure correctly, make a diagnosis on 

multiple visits, and investigate appropriately to rule out secondary causes.  

2.1.19. Treat hypertension with pharmacological means. For patients with the diagnosis of 

hypertension assess periodically for end‐organ complications. 

2.1.20. Assess and treat hypertensive crisis in a timely fashion.  

2.1.21. Identify the need for workup for secondary hypertension. 

2.1.22. Identify ischemic heart disease that is classic or atypical, develop a plan in collaboration 

with the patient to reduce modifiable risk factors, and manage in a timely manner 

according to severity while coordinating appropriate follow-up.  

2.1.23. Assess a patient who presents with a painful or swollen leg in terms of his/her risk for 

ischemic vascular disease or DVT, investigate appropriately and be aware of treatment 

options including outpatient management of DVT. 

2.1.24. Assess cardiovascular function, determine the underlying cause, and appropriately treat 

patients with heart failure (systolic and diastolic). 

2.1.25. Apply an approach to arrhythmia with emphasis on common arrhythmias (e.g., Atrial 

Fibrillation and PVCs.). 

2.1.26. Treat modifiable risk factors in patients at risk of stroke and other cardiovascular disease 

and offer antithrombotic treatment in appropriate populations. 

2.1.27. Screen appropriate patients for hyperlipidemia (e.g., establish target lipid levels, identify 

modifiable factors, give appropriate lifestyle advice, and periodically assess compliance).  

Cancer 

2.1.28. Inquire about side effects or expected complications of cancer treatment. 

2.1.29. Consider recurrence or metastatic disease in the differential diagnosis in patients with a 

distant history of cancer who present with new symptoms. 

2.1.30. Manage common medical complications of patients with malignancy, including 

effusions, pathological fractures, spinal cord compression syndrome, hypercalcemia, 

neutropenia, tumor lysis syndrome, and infections.  

2.1.31. Manage cancer pain, including the use of narcotics and co‐analgesics. 

2.1.32. Realize the psychosocial issues facing cancer patients and identify how they might be 

addressed. 

2.1.33. Be opportunistic in giving cancer screening and prevention advice in accordance with 

current clinical guidelines and apply the periodic health examination where indicated. 

2.1.34. Consider population-specific risks for malignancies. 

2.1.35. Coordinate screening to accommodate patients in remote and isolated environments. 
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Ears, Nose and Throat Disorders 

2.1.36. Diagnose otitis media upon visualization of the TM and include pain referred from other 

sources in the differential diagnosis of an earache (e.g., tooth abscess, trigeminal 

neuralgia, TMJ dysfunction, pharyngitis, etc.). Treat otitis media in an evidence‐based 

fashion. 

2.1.37. Consider serious causes in the differential diagnosis of an ongoing earache (e.g., tumors, 

temporal arteritis, and mastoiditis). 

2.1.38. Differentiate viral from bacterial sinusitis and bronchitis and appropriately prescribe 

antibiotics. 

2.1.39. Use an evidence‐based approach to diagnosing pharyngitis; consider mononucleosis in 

investigating and managing patients with a sore throat. 

2.1.40. Demonstrate an approach to vertigo with knowledge of benign and serious causes (e.g., 

BPV, stroke, labyrinthitis). 

Gastrointestinal Disorders 

2.1.41. Diagnose and manage adult abdominal pain, differentiating between acute and chronic 

abdominal pain, generate a differential diagnosis and order appropriate investigations in 

a timely manner. 

2.1.42. Identify patients at high risk of gastrointestinal (GI) bleed and modify treatment 

appropriately. 

2.1.43. Identify extra intestinal manifestations in a patient with a diagnosis of inflammatory 

bowel disease (IBD). 

2.1.44. Consider and eliminate cardiac causes and other conditions as part of the differential 

diagnosis in patients presenting with dyspepsia. 

2.1.45. Diagnose and manage specific pathology commonly seen in primary care (e.g., 

gastroesophageal reflux disease, peptic ulcer disease, ulcerative colitis, Crohn’s disease, 

diverticulitis, pancreatitis, irritable bowel syndrome, biliary disease). Consider 

exacerbating factors. Investigate appropriately for H. pylori. 

2.1.46. Establish a diagnosis (e.g., infectious, malabsorption, immune, irritable bowel) and 

develop a management plan given a patient with acute or chronic diarrhea. 

2.1.47. Apply an approach to diagnosis in a patient with abnormal liver enzymes differentiating 

hepatocellular and obstructive patterns. 

2.1.48. Counsel patients at high risk for hepatitis; vaccinate and offer post‐exposure prophylaxis 

appropriately. 

2.1.49. Assess infectivity and HIV status in patients with Hepatitis B and C, counsel regarding 

harm reduction, and monitor for complications. 

Haematologic Disorders 

2.1.50. Investigate the cause of low hemoglobin and classify the types of anemia, assess the risk 

of decompensation of anemic patients, and determine the iron status and investigate 

the cause(s) of iron deficiency if present. 

2.1.51. In patients with macrocytic anemia, consider the possibility of a vitamin B12 deficiency 

and look for other manifestations of the deficiency (e.g. neurologic symptoms). 
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2.1.52. Describe common hematological malignancy (e.g., leukemia, lymphoma, myeloma, etc.) 

including the presenting symptoms, investigations, and basic management. 

2.1.53. Investigate and manage a patient presenting with a bleeding disorder, or an acute 

coagulopathy (e.g., warfarin overdose, liver disease, sepsis, etc.) 

Infectious Disease 

2.1.54. Identify serious and common causes of fever.  

2.1.54.1. Investigate patients with fever of unknown origin appropriately and treat fever 

resulting from serious causes in a timely fashion (e.g. meningitis). 

2.1.55. Assess and triage serious infection (pyelonephritis, cellulitis, meningitis, osteomyelitis, 

sepsis, pneumonia) including antibiotic choice based on the patient’s individual risk 

factors and a decision about hospital admission.  

2.1.56. Utilize a selective approach in ordering cultures and make rational antibiotic choices in a 

timely fashion. 

2.1.57. Promote immunization as appropriate. 

Musculoskeletal 

2.1.58. Consider history and physical examination to rule out serious causes in a patient with 

low back or neck pain. 

2.1.59. Recommend exercise, posture, and pain medication in the conservative management 

for back and neck pain. 

Neurologic Disorders 

2.1.60. Diagnose stroke and differentiate, if possible, hemorrhagic from embolic/thrombotic 

stroke and assess patients presenting with neurological deficits in a timely fashion to 

determine eligibility for thrombolysis.  Identify all required elements of consent to 

receive thrombolytics in the setting of acute stroke. 

2.1.61. Provide realistic prognostic advice. 

2.1.62. Apply an approach to diagnosis and management of the patient who presents with loss 

of consciousness, altered level of consciousness, or delirium, including recognition of 

reversible conditions (e.g., shock, hypoxia, hypoglycemia, drug overdose). 

2.1.63. Differentiate delirium due to general medication from dementia, drug 

intoxication/withdrawal, and psychotic disorders. 

2.1.64. Distinguish between pre‐syncope/syncope and vertigo in patients with dizziness, 

generate an appropriate differential diagnosis and rule out serious conditions, review 

medications, and investigate appropriately. 

2.1.65. Differentiate different types of tremors (e.g., resting tremor, intention tremor, etc.). 

2.1.66. Distinguish between idiopathic and atypical Parkinson’s disease, assess and anticipate 

side effects of anti‐Parkinson medications, and look for other coexisting conditions. 

2.1.67. Explain benign versus life‐ threatening causes of headaches (e.g., trauma, subarachnoid 

hemorrhage, meningitis, etc.). 

2.1.68. Diagnose and manage the common causes of headaches (e.g. migraine, tension, cluster, 

etc.). 

Ophthalmologic Disorders 
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2.1.69. Distinguish serious from non‐serious causes of a red eye always using a Snellen chart for 

visual acuity as well as fluorescein when necessary.  

2.1.70. Consider underlying systemic causes when the diagnosis is iritis. 

2.1.71. Distinguish allergic, viral, and bacterial conjunctivitis and provide pseudomonas 

coverage for those with bacterial conjunctivitis using contact lenses. 

2.1.72. Diagnose and manage other common eye lesions (e.g., hordeolum, chalazion, pterygium, 

pingueculum, etc.). 

Renal and Urologic 

2.1.73. Apply an approach to patients presenting with hematuria including appropriate 

laboratory and imaging studies, and indications for referral to urology. 

2.1.74. Investigate potential causes (e.g., urinary tract infections, sexually transmitted 

infections, prostatitis, vaginitis, etc.) of dysuria in patients presenting with dysuria and 

manage effectively. 

2.1.75. Apply an approach to acute renal failure, including underlying cause, considering acute 

and chronic management and monitoring for complications. 

2.1.76. Understand presentation, investigation, and management (medical and surgical) of 

renal calculi.  

Respirology  

2.1.77. Develop a differential diagnosis in patients with respiratory symptoms, including asthma 

and COPD. Identify obstructive and restrictive patterns on spirometry, as well as 

significant bronchodilator response. 

2.1.78. Determine the severity of asthma or COPD (e.g., pulmonary function testing), and 

manage acute exacerbations appropriately including assessment for hospitalization. 

2.1.79. Utilize monitoring, pharmacotherapy, and lifestyle change to manage COPD and asthma.   

2.1.80. Generate a broad differential diagnosis for cough (e.g., GERD, asthma, rhinitis, presence 

of a foreign body, medications, malignancy, pertussis, etc.) in patients with an acute, 

persistent, or recurrent cough. 

2.1.81. Assess the patient with pneumonia with regard to risks for unusual pathogens, including 

blastomycosis, underlying neoplasia, identification of the appropriate patient population 

for hospitalization, rational antibiotic choices, and arranging contact tracing where 

appropriate. 

2.1.82. Evaluate patient risk factors and consider the diagnosis of tuberculosis, investigate 

accordingly in both inpatient and outpatient settings. 

2.1.83. Take preventive measures in high‐risk groups (e.g., influenza and pneumococcal 

vaccination). 

Rheumatologic 

2.1.84. Distinguish benign from serious pathology, using history and investigating appropriately 

in patients presenting with joint pain. 

2.1.85. Apply an approach to patients presenting with non‐specific MSK complaints, to make 

the diagnosis of rheumatologic conditions, fibromyalgia, soft tissue injury and consider 

sources of referred pain. 

2.1.86. Identify non‐articular symptoms of rheumatic disease. 
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2.1.87. In patients experiencing musculoskeletal pain, inquire about the impact of the pain, 

treat with appropriate analgesics and consider aids and community resources. 

Skin Disorders 

2.1.88. Distinguish benign from serious pathology (e.g. Melanoma, pemphigus, cutaneous T‐cell 

lymphoma) by physical examination and appropriate investigations (e.g. Biopsy or 

excision). 

2.1.89. Describe the cutaneous manifestations of systemic disease and be able to diagnose 

using history, physical, and appropriate investigations. 

2.1.90. Diagnosis and management of other common primary care dermatologic problems (e.g., 

eczema, acne, skin infections (viral, bacterial, fungal, parasitic), psoriasis, 

allergic/contact conditions, skin ulcers (vascular, pressure).  

Undifferentiated and/or multiple comorbidity presentations 

2.1.91. Investigate and manage weakness appropriately, differentiating generalized and specific 

weakness and identifying neurologic and other causes. 

2.1.92. Assess all spheres of function in a disabled patient and offer a multifaceted approach 

(e.g., rehabilitation, community support, lifestyle modification). 

2.1.93. Take an appropriate history in patients presenting with multiple medical problems and 

prioritize to develop a mutually agreed upon treatment plan. 

2.1.94. In patients complaining of fatigue, consider depression, adverse effects of medication, 

and other medical causes. 

2.1.95. Consider psychosocial and cultural factors in the management of medical complaints. 

3. Provide comprehensive continuing care to a defined population with opportunity to manage adults 

with chronic conditions in a patient‐centered clinical method. 

4. Assess and manage complex clinical situations in adults. 

4.1. Assess and appropriately manage acute, urgent and emergent presentations. Develop a 

coordinated approach to the acutely ill patient and demonstrate the use of the essential skills, 

equipment and medications required to deal with acute, life threatening conditions in hospital 

and in resource limited settings. 

4.2. Awareness and management of anaphylaxis. 

4.3. Appropriate management of acute presentations of chest pain. 

4.4. Assess and manage the acutely ill, new or diagnosed diabetic patient and manage 

appropriately, including management of hypoglycemia, DKA and hyperglycemia. 

4.5. Assess and manage potentially life‐threatening upper respiratory presentations (e.g., 

epiglottitis and retropharyngeal abscess. 

4.6. Appropriate management of epistaxis.  

4.7. Appropriate management of poisoning including recognition of important toxidromes. 

4.8. Appropriate investigation and management of the febrile patient. 

4.9. Appropriate assessment, management and, if necessary, referral of patients presenting with 

potential fracture, lacerations, bite wounds and burns. 

4.10. Appropriate assessment, stabilization, management and referral of patients presenting with 

multiple or complicated trauma. 
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4.11. Appropriate assessment, investigation and management of acute abdominal pain and GI 

bleed. 

4.12. Appropriate first line management of common infections. 

4.13. Appropriate investigation and management of dehydration and electrolyte disturbances. 

4.14. Appropriate investigation and management of delirium and loss of consciousness. 

4.15. Appropriate assessment and management of new‐onset headache. 

4.16. Appropriate assessment, stabilization, investigation and management of an acute seizure 

episode.  

4.17. Appropriate recognition, assessment, management and referral of ophthalmologic 

emergencies (red eye, acute visual loss, trauma etc.) 

4.18. To develop a comprehensive approach to intimate partner violence. 

4.19. To develop a comprehensive approach to rape and/or sexual assault. 

4.20. To develop a compassionate and effective approach to patients in crisis. 

4.21. To develop a compassionate and effective approach to the difficult patient  

5. Demonstrate proficiency in the evidence‐based use of procedural and physical exam skills. 

 

Communicator 

6. Develop rapport, trust and ethical therapeutic relationships with adult patients and their families. 

7. Demonstrate the accurate and sensitive collection and synthesis of information from patients and 

their families. 

7.1. Review health care information and explanations with patients and their families.  

7.2. Apply motivational interviewing skills in counseling adults around lifestyle issues and prevention 

of disease. 

8. Develop a common understanding on issues, problems, and plans with adult patients and their 

families to develop, provide, and follow‐up on a shared plan of care. 

8.1. Engage patients and families as active participates in the care of adults. 

9. Demonstrate effective oral and written communication. 

10. Consider patient and family beliefs and attitudes surrounding illness, as well as expectations for 

management to provide culturally safe medical care. 

 

Collaborator 

11. Apply collaborative team‐based approach in the care of adults. 

12. Demonstrate safe transfer of care during patient transitions. 

Manager 

13. Consider the effectiveness of their own practice, health care organizations, and systems on the 

care of adults. 

14. Manage practice and career effectively. 
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15. Consider the impact of geography and resource management when planning for investigations 

and management of medical conditions for patients in rural and remote environments. 

Health Advocate 

16. Describe community resources to respond to the individual patient’s health needs. 

17. Explain the role of social determinants of health in the health of their adult patients and advocate 

accordingly. 

Scholar 

18. Apply evidence-based practices for patient care and identify continuing education needs.  

19. Evaluate medical information, its sources, and its relevance to the care of adults.  

20. Describe and discuss standards of care and recommendations from the College of Family 

Physicians of Canada for the care of adults.  

21. Demonstrate the knowledge and skills for educating patients, families, trainees, other health 
professional colleagues, and the public as appropriate in issues related to the care of adults.  
 
 

Professional 

 
22. Explain privacy legislation and physician confidentiality and consent as it pertains to adult 

patients. 
23. Demonstrate commitment to: 

23.1. Patients, profession, and society through ethical practice. 
23.2. Physician health and sustainable practice. 
23.3. Reflective practice. 

 
 
 

 
 
 
 

 

Modified from content provided by Dalhousie 
University’s Department of Family Medicine 
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Care of Children and Adolescents 

Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all of the CanMEDS-FM roles in order function effectively as a 

generalist in the provision of care to children and adolescents. 

2. Demonstrate knowledge, skills, and attitudes required to meet the needs of children and 

adolescents in the practice including those needs that are unique to Northern and remote 

environments. 

2.1. Recognize and manage common illnesses and conditions in children and adolescents: 

Allergies 

2.1.1. Evaluate and manage allergies to medications, environment and food; including 

recognition and management of anaphylaxis. 

Behavioural Issues 

2.1.2. Evaluate and manage excessive crying and colic in infancy. Recognize that excessive 

crying may have significant underlying pathology. 

2.1.3. Evaluate and manage feeding problems in infancy and food‐related behavioural issues 

in childhood. 

2.1.4. Evaluate and manage bed-wetting on an age‐appropriate basis. 

2.1.5. Evaluate and manage temper tantrums. 

2.1.6. Evaluate and manage behavioural insomnia.  

Ear, Nose and Throat Disorders 

2.1.7. Diagnose and manage ear, nose, and throat disorders (e.g. otitis externa, otitis media, 

sinusitis, and pharyngitis). 

Gastrointestinal Disorders 

2.1.8. Diagnose and manage chronic gastrointestinal conditions (e.g. constipation, chronic 

diarrhea, gastroesophageal reflux, lactose intolerance, chronic abdominal pain). 

2.1.9. Diagnose and manage failure to thrive. 

Infectious Diseases 

2.1.10. Cite reportable infectious diseases and parameters for interim exclusion from school and 

recreational activities.  

2.1.11. Diagnose and treat common infections ie Otitis Media, pharyngitis, uncomplicated 

pneumonia, URTI, uncomplicated UTI, cellulitis, STIs. 

2.1.12. Promote and implement the publicly funded immunization schedule.  

Musculoskeletal Disorders 

2.1.13. Evaluate and manage a child presenting with limp, intoeing, alignment 

abnormalities/scoliosis, joint instability, swelling, or pain. 
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2.1.14. Identify signs and symptoms that suggest dangerous pathology in a patient with a limp 

(e.g., Legg-Calvé-Perthes, septic arthritis, etc.). 

2.1.15. Evaluate fractures involving the growth plate and fractures/dislocations more common 

in children. 

Neurologic Disorders 

2.1.16. Diagnose and manage common headaches in children. Rule out other serious 

neurological causes. 

2.1.17. Distinguish simple from complex febrile seizures and investigate/manage appropriately. 

Psychiatric Disorders 

2.1.18. Identify the high prevalence of eating disorders in adolescents and manage 

appropriately. 

2.1.19.  Identify and discuss the high prevalence of suicide and substance abuse in remote 

communities and manage appropriately. 

2.1.20. Identify and manage suicide risk in adolescents.  

2.1.21. Recognize and initiate management of depression and anxiety in adolescents. 

Respiratory Disorders 

2.1.22. Diagnose and manage common respiratory conditions (e.g. croup, asthma, etc.). 

Skin Disorders 

2.1.23. Assess and manage common skin conditions (e.g., atopic dermatitis, acne, viral 

exanthems, candidiasis, impetigo, seborrheic dermatitis, cellulitis, etc.). 

2.1.24. Recognize early signs of less common but serious skin disorders. 

2.1.25. Identify significant rashes and investigate for possible serious underlying illness 

(petechiae, purpura, erythema nodosum, erythema migrans, café au lait spots). 

2.1.26. Identify potential anaphylaxis, educate parents and patients, and prescribe Medicalerts 

and EpiPen appropriately. 

2.1.27. Identify atypical presentations of common GI complaints (e.g., abdominal pain, vomiting, 

constipation, etc.) that may suggest rare but serious complications. 

2.1.28. Explain the significance of dysmorphism, congenital anomalies, or developmental delay 

and refer for assessment. 

Hematology  

2.1.29. Diagnose and manage anemia.  

2.1.30. Management of iron deficiency.  

Cardiology  

2.1.31. Detection of murmurs with differentiation of innocent from pathological with 

appropriate referral.  

Endocrinology  

2.1.32. Recognize and diagnose Type I Diabetes and Type II Diabetes with appropriate referral  

2.1.33. Diagnose thyroid disturbance. 

2.1.34. Recognition of precocious or delayed puberty and primary amenorrhea.  

Neonatology  

2.1.35. Complete a comprehensive examination of the newborn and appropriate referral 

arranged for abnormal findings.  
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3. Assess and manage children and adolescents using the patient‐centred clinical method. 

4. Provide comprehensive and continuing care throughout childhood and adolescence incorporating 

appropriate preventive, diagnostic, and therapeutic interventions. 

4.1. Employ case‐finding as well as evidence based surveillance and screening tools (e.g. Rourke 

Baby Record) to detect illness, deviation from normal growth and development, and prevent 

injury. 

4.2. Anticipate and advise on breast-feeding issues beyond the newborn period to promote breast-

feeding for as long as it is desired. 

4.3. Counsel parents about normal nutritional needs at different ages. Effectively monitor growth 

and suggest intervention as necessary. 

4.4. Practice an organized vaccination program within family practice including routine vaccinations 

and those for travel and special populations. Discuss benefits, safety, and side effects of 

vaccinations with parents. 

4.5. Provide education and advice on injury prevention and common behavioural and family issues. 

Provide suggestions to encourage motor, language, and social development. 

4.6. Conduct a systematic screening program for patients with developmental disabilities (e.g. 

Denver developmental screening test). 

5. Assess and manage complex clinical situations effectively in the care of children and adolescents. 

5.1. For children of all ages, evaluate home, school, and recreational environments in terms of 

supports and stressors and intervene appropriately. Recognize the impact of domestic violence 

on children and adolescents. 

5.2. Diagnose Attention Deficit/Hyperactivity Disorder using appropriate clinical tools and 

collaboratively manage with appropriate referrals.  

5.3. When caring for adolescents, review and counsel about substance abuse, peer issues, home 

environment, diet/eating disorders, academic performance, social stress/mental illness and 

sexuality/STIs/contraception. 

5.4. Demonstrate an approach to manage obesity in childhood including guidance on exercise and 

diet. 

6. Demonstrate proficiency in evidence-based use of procedural and physical exam skills.  

6.1. Apply critical care techniques (e.g. cardiopulmonary resuscitation in infants and children, 

lumbar puncture, intraosseous lines, catherterization, etc.). 

6.2. Assess hydration status and direct oral or parenteral fluid resuscitation when appropriate. 

6.3. Evaluate severity of respiratory distress and manage respiratory emergencies (e.g. epiglottitis, 

retropharyngeal abscess, anaphylaxis, foreign body aspiration, pneumonia, pneumothorax and 

status asthmaticus, etc.). 

 

Communicator 

7. Demonstrate the accurate and sensitive collection and synthesis of information from the 

perspectives of children, adolescents, and their families.  

8. Accurately convey needed information and explanations to children, adolescents, and their 

families as well as colleagues and other professionals. 
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9. Provide preventive education to children and their caretakers in the appropriate setting. 

10. Adapt communication methods based on the age of the child always attempting to maximize the 

child’s participation in their medical care. 

11. Evaluate the illness experience and influence on relationships for children and their families 

especially for children with chronic conditions or critical illness. 

12. Develop a common understanding with children and adolescents as well as parents in managing 

medical or developmental issues cognizant of personal/cultural differences in parenting. 

13. Evaluate and assess capacity in children and adolescents with developmental disabilities. 

14. Utilize supportive decision-making techniques when working in patients who have developmental 

disabilities. 

 

Collaborator 

15. Apply a collaborative team‐based model with consulting health professionals in the care of 

children and adolescents. 

16. Engage children, adolescents, and their families as active participants in their care. 

 

Manager 

17. Consider the effectiveness of their own practice, health care organizations, and systems  

17.1. Promote maintenance of health and recognition of risk factors for illness. 

17.2. Use evidence‐based pediatric flow sheets for prevention and screening of infants and  

  children. 

18. Manage their practice and career effectively. 

19. Identify and assess the impact of remote and isolated environments on the assessment and 

management of patients. 

 

Health Advocate 

20. Recognize children as a potentially vulnerable population requiring support from health, 

education, and social service sectors, and be able to provide support and referral for growth and 

development.  

20.1. Recognize the unique social challenges that may present in Indigenous children and 

their home environment. 

21. Discuss and describe community resources to help children and adolescents meet their greatest 

potential in the community, and recognize social services unique to Indigenous patients.  

22. Recognize the indications for these services and advocate effectively. 

 

Scholar 

23. Apply evidence-based practices for pediatric and adolescent care and identify continuing 

education needs.  

24. Evaluate medical information, its sources, and relevance to the provision of care to children and 

adolescents.  

25. Describe the standards of care and recommendations from the College of Family Physicians of 
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Canada and from the Canadian Pediatric Society for the care of children and adolescents. 
26. Demonstrate the knowledge and skills for educating children and adolescents as well as their 

families, trainees, other health professionals, and the public. 

 

Professional 

27. Recognize unique professional obligations important for the care of children and adolescents.  

28. Discuss obligations to report child abuse and neglect. 

29. Demonstrate understanding of privacy legislation and physician confidentiality and consent as it 

pertains to children and adolescents. 

30. Consider their own ideas and beliefs about parenting and reflect on how this may influence their 

advice to families. 

 
 
 
 
 

 

Modified from content provided by Dalhousie 
University’s Department of Family Medicine 
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Care of the Elderly 

Curriculum Objectives 

 

Family Medicine Expert 

1. Integrate all the CanMEDS‐FM roles in order to function effectively with a comprehensive 
practice including care of the elderly patients. 
1.1 Utilize relevant competencies contained within the CanMEDS-FM roles when approaching 

clinical situations with older patients. 
1.2 Prioritize professional duties when faced with multiple competing demands. 
1.3 Demonstrate an awareness of the role of the family physician with comprehensive practice in 

situations other than patient care, such as participation in geriatric health care management, 
policy development, and planning. 

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

2. Establish and maintain clinical knowledge, skills, and attitudes required to meet the needs of 
comprehensive family practice including care of the elderly patients.  
2.1 Apply acquired knowledge, skills, and attitudes to daily clinical practice. 
2.2 Apply lifelong learning skills of the Scholar Role to implement a personal learning program in 

response to the diversity of primary care practice with comprehensive family practice including 
care of the elderly patients in Northern Ontario. 

2.3 Contribute to the enhancement of quality of care in their practice, integrating the available best 
evidence and best practices of geriatric medicine. 

2.4 Recognize personal limits in knowledge, skills, and attitudes. 
3. Demonstrate proficient assessment and management of the elderly using the patient‐centred 

method. 

3.1 Discuss the aging process and the implications of the biological changes associated with aging, 
the concepts of successful aging, and the importance of a comprehensive approach to care. 

3.2 Focus on key determinants of health and their interrelationships in the elderly (e.g. biological, 
psychological, socioeconomic). 

3.3 Differentiate between normal changes of aging and those changes that are pathological. 

3.4 Describe the developmental challenges faced by the older adult (e.g. dealing with loss, coping 
with chronic disease). 

3.5 Demonstrate a functional approach to history taking and treatment planning. 

3.5.1 Discuss the functional impact of illness in older adults, including the fact that: 
3.5.1.1 Diagnoses often correlate poorly with function. 
3.5.1.2 Functional impairment may be a first sign of illness. 

3.5.2 Describe and be able to assess the concepts of Basic Activities of Daily Living (BADL’s) 
and Instrumental Activities of Daily Living (IADL’s). 

3.5.3 Describe functional assessment tools such as the Barthel and Katz ADL Index and 
incorporate this information into a comprehensive geriatric assessment that includes: 

3.5.3.1 Physical Health. 
3.5.3.2 Mental Health, including cognitive status and competency/capacity. 

3.5.3.3 Socioeconomic status. 
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3.5.3.4 Environmental factors. 

3.5.3.5 Level of Care. 

3.5.3.6 Belief system and cultural considerations. 
3.6 Include an assessment of social support available to the older adult. 
3.7 Obtain corroborative information where appropriate from families or caregivers. 
3.8 Perform a comprehensive geriatric assessment that includes:   

3.8.1 Identification of the patient’s problems using a comprehensive patient problem list. 
3.8.2 Establishment of the patient’s diagnosis(es). 
3.8.3 Identification of the patient’s problem(s) associated with the diagnosis(es). 
3.8.4 Ranking the impact and importance of each problem. 
3.8.5 Management of multiple interacting problems. 
3.8.6 Identifying the patient’s perspective. 
3.8.7 Establish realistic goals. 

3.9 Recognize and describe the non-specific presentation of the disease in the elderly. 
3.10 Demonstrate the ability to adapt interviewing techniques to enable the older adult to 

understand and communicate with the resident. 
3.11 Establish the expectations of the older adult and reach common ground with regards to goals 

for management. 
3.12 Help a patient establish and document their advance directives. 

3.13 Describe the role and impact of the family or caregiver on the care of the older adult and be 
able to effectively recognize and manage problems that caregivers might encounter. 
3.13.1 Describe the importance of collateral information in providing effective care for 

the older adult. 
3.13.2 Discuss family dynamics (roles, conflict, role reversal) and their impact on the 

care provided to the older adult. 
3.13.3 Describe signs of caregiver stress and fully assess caregiver needs. 
3.13.4 Manage and participate in family care conferences to see the value of 

information sharing, assessment of family supports, and the opportunity to 
provide education and comfort to families in need. 

3.14 Identify signs of elder abuse and neglect and understand the importance of reporting 
these findings to the appropriate authorities. 

4. Provide comprehensive and continuing care to the elderly, incorporating appropriate 
preventive, diagnostic and therapeutic interventions. 

4.1 Understand the key issues in health maintenance of the elderly and apply these in 
clinical practice. 

4.1.1 Describe the central role of the family physician in providing education regarding 
health promotion and disease prevention. 

4.1.2 Effectively counsel older adults about lifestyle factors that promote healthy 
living, such as smoking cessation, moderation of alcohol consumption, eating a 
balanced diet, aerobic and resistance exercise, and optimizing socialization 
opportunities. 

4.1.3 Discuss the evidence-based principles of prevention and early detection as 
detailed by the Periodic Health Exam Tasks Forces in Canada. 

4.1.4 Adapt the Periodic Health Exam recommendations to suit a given patient’s 
personal health goals, age, sex, co‐morbid medical illness, and family history. 

4.2 Demonstrate an understanding of the concept of geriatric syndromes including: 
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4.2.1 Cognitive Impairment. 

4.2.2 Falls and postural instability. 

4.2.3 Impaired mobility. 

4.2.4 Incontinence. 

4.2.5 Frailty. 

4.2.6 Functional decline. 

4.2.7 Polypharmacy. 

4.2.8 Atypical presentation of disease. 

4.3 Demonstrate a knowledgeable clinical approach to common and important medical conditions 
in the following settings: 
4.3.1 Out‐patient Community and Acute Care. 

4.3.1.1 Demonstrate an understanding of the concept of geriatric syndromes and their 
multiple risk factors, and to ably identify and modify these risk factors, with the 
goal of reducing frailty and functional decline. 

4.3.1.2 Recognize common disease processes which may present atypically in the older 
adult in an acute care environment and contrast this to younger adults (e.g. acute 
coronary syndrome, infections).  

4.3.1.3 Identify and participate in efforts to reduce potential hazards of hospitalization 
(e.g. delirium, falls, immobility, pressure ulcers, incontinence, indwelling catheters, 
medication‐related adverse events, malnutrition, lack of community supports, and 
caregiver burnout). 

4.3.1.4 Demonstrate the ability to assess risk related to home safety, medication safety, 
falls, nutrition, and driving safety. 

4.3.1.5 Demonstrate an awareness of community‐based comprehensive geriatric 
assessment and case‐management through effective, evidence‐based consultation 
notes and plan for follow‐up. 

4.3.1.6 Diagnose dementia, formulate a differential diagnosis for potential causes, and 
develop initial plans for evaluation and management. 

4.3.1.7 Diagnose delirium, formulate a differential diagnosis for potential causes, and 
develop initial plans for evaluation and management. 

4.3.1.8 Evaluate baseline (premorbid) and current functional abilities (both basic and 
instrumental activities of daily living) using reliable sources of information.  

4.3.1.9 Demonstrate awareness of community resources available to support the older 
adult living at home (e.g. community support agencies, education, and support 
programs). 

4.3.2 Psychogeriatric Service: 
4.3.2.1 Demonstrate skill in the interdisciplinary assessment and management of geriatric 

syndromes relevant to psychogeriatrics (e.g. delirium, dementia, depression, 
anxiety, psychosis, polypharmacy, substance misuse, frailty, caregiver syndrome). 

4.3.2.2 Demonstrate skill in the assessment and management of medical conditions 
relevant to this population (e.g. dementia, stroke, heart failure, renal failure, 
Parkinson’s disease, diabetes, weight loss). 

4.3.2.3 Describe the indications, side‐effects and common drug interactions of 
psychotropic drugs in the older adult. 

4.3.2.4 Participate in the assessment of the capacity of an older adult to consent to 
treatment and make personal care decisions. 
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4.3.2.5 Demonstrate an understanding of: 
4.3.2.5.1 The diagnostic criteria of dementia, current guidelines for assessment and 

appropriate investigations, including behavioural and psychological 
symptoms (BPSD). 

4.3.2.5.2 The diagnostic criteria for the subtypes of dementia and appropriate 
treatment options. 

4.3.2.5.3 The diagnostic criteria for depression and anxiety disorders and current 
guidelines.  

4.3.2.5.4 The assessment of delirium in the older adult including criteria for 
diagnosis, appropriate investigations, and treatment. 

4.3.2.5.5 The criteria related to inappropriate or high risk medications in the older 
adult and collaboration with pharmacy on issues related to medication 
concerns or assessment and treatment. 

4.3.3 Geriatric Assessment and Rehabilitation: 

4.3.3.1 Participate in interdisciplinary assessment and management of geriatric 
syndromes (e.g. delirium, falls, incontinence, polypharmacy, frailty, atypical 
presentation of disease, pain, nutrition). 

4.3.3.2 Demonstrate knowledge of the elements of a falls history, and relevant 
physical, gait, and neurological examination. 

4.3.3.3  Demonstrate knowledge of appropriate management strategies to reduce the 
risk of falls, including the use of gait aids, and physiotherapy and occupational 
therapy interventions. 

4.3.3.4 Assess an older adult for capacity to drive a motor vehicle. 

4.3.3.5 Demonstrate knowledge of preventative care issues such as vaccinations, 
control of infectious disease, and skin breakdown. 

4.3.4 Long Term Care (LTC): 

4.3.4.1 Demonstrate skill in the care of the elderly assessment relevant to the LTC 
population, including advance care planning, chronic disease management, 
and end‐of‐life care (pain and symptom management). 

4.3.4.2 Demonstrate an ability to assess and manage patients with dementia, 
including the assessment and management of clinical situations with potential 
risk of harm. 

4.3.4.3 Demonstrate knowledge of management of acute aggression within LTC, including 
access to specialized services. 

4.3.4.4 Demonstrate awareness of LTC practice including routine care of medically stable 
residents, involvement in the admissions process, annual history and physical 
examinations, quarterly medication reviews (including knowledge of the Ontario 
Drug Benefit formulary), and family conferences. 

4.4 Safely prescribe medications to the older adult taking into account the following issues: 

4.4.1 The pharmacodynamics and pharmacokinetic properties of commonly used 
medications in the older adult (e.g. antidepressants, anxiolytics, beta blockers, oral 
hypoglycemics, NSAID’s, diuretics). 

4.4.2 A safe approach to drug dosing in the older adult, including required adjustments 
in renal impairment. 

4.4.3 The importance of drug monitoring, as well as strategies for enhancing treatment 
adherence. 

4.4.4 The dangers of polypharmacy in the older adult and the need to effectively 
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monitor for adverse drug reactions, including hazardous drug‐drug and drug‐
disease interactions. 

4.4.5 The need to closely monitor for signs of withdrawal when stopping commonly 
used drugs (e.g. antidepressants, benzodiazepines). 

4.4.6 The need to choose drugs within a class that offer the best balance between 
therapeutic benefit and adverse effects. 

4.4.7 The importance of using non‐pharmacological alternatives to drug therapy in the 

older adult wherever appropriate. 

4.4.8 The over‐the‐counter drugs the patient may be using. 

4.4.9 The potential for substance abuse. 
5. Effectively attend to complex clinical situations in caring for older adults. 

6. Develop proficient and evidence‐based use of procedural and physical exam skills. 

6.1 Conduct a cognitive assessment including: 

6.1.1 Recognizing signs of declining cognitive function in elderly individuals, such as 
poor hygiene, memory complaints from patients or their family members, and 
difficulty with instrumental activities of daily living, such as banking and meal 
preparation. 

6.1.2 The use of cognitive assessment tools (e.g. mini‐mental state examination, 
Montreal Cognitive Assessment) in appropriate situations and recognition of 
their limitations in assessing cognition. 

6.2 Assess the capacity of the older adult to make decisions pertaining to medical 
treatment and housing: 

6.2.1 Describe the fundamental aspects of a capacity assessment (e.g. Medical 
competence, financial competence, housing competence), and the role of the 
physician and other health care professionals, including formally trained 
Capacity Assessors in the determination of capacity in various situations. 

6.2.2 Demonstrate a knowledge of the legal acts pertaining to capacity, including the 

Mental Health Act and the Long‐term Care Act, and the role of the Public 
Guardian and Trustee, and assigned Powers of Attorney. 

6.2.3 Identify both impaired and intact decision making abilities when assessing 
capacity to make decisions. 

6.3 Accurately assess the following physical findings: 
6.3.1 Postural blood pressure readings. 
6.3.2 Abnormalities of heart rate and rhythm. 

6.3.3 Cardiac murmurs. 
6.3.4 Congestive heart failure. 
6.3.5 Gait, posture and balance. 
6.3.6 Abnormal motor movements. 
6.3.7 Examination of the feet for signs of skin breakdown, pulses, edema, nail care, and 

hygiene. 
6.3.8 Examination of the ears for cerumen and hearing acuity. 
6.3.9 Visual acuity. 

6.3.10 Fecal impaction. 
6.3.11 Urinary retention. 

6.4 Perform the following procedures in elderly patients: 
6.4.1 Urinary bladder catheterization. 

6.4.2 Wound care. 
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6.4.3 Insertion of an intravenous line. 
6.4.4 Insertion of a nasogastric tube. 
6.4.5 Aspiration and injection of major joints. 

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

 

Communicator 

 

8. Develop rapport, trust, and ethical therapeutic relationships with elderly patients and their 
families. 
8.1 Recognize that being a good communicator is a core clinical skill for physicians, and that 

physician‐patient communication can foster patient satisfaction, physician satisfaction, 
adherence, and improved clinical outcomes. 

8.2 Respect patient confidentiality, privacy, and autonomy. 
8.3 Listen effectively. 
8.4 Develop awareness of, and responsiveness to non‐verbal cues. 
8.5 Facilitate a structured clinical encounter by taking into account possible functional, cognitive, 

communication difficulties present in the older adult. 
8.6 Acquire skills of cross‐cultural communication. 
8.7 Respect boundaries in the doctor‐patient relationship 

9. Demonstrate the ability to accurately convey needed information and explanations to older 
adults and families, colleagues and other professionals. 
9.1 Gather information about a disease, but also about a patient’s beliefs, concerns, 

expectations and illness experience. 
9.2 Explore the patient’s psychosocial context. 
9.3 Seek out and synthesize information from other sources, such as a patient’s family, 

caregivers, and other professionals. 
9.4 Conduct an interview with multiple participants to gather information about factors 

affecting the patient. 

10. Develop a common understanding on issues, problems, and plans with older adults and their 
families, colleagues, and other professionals to develop, provide, and follow‐up on a shared plan 
of care. 
10.1 Effectively identify and explore problems to be addressed from a patient encounter, including 

the patient’s context, responses, concerns, and preferences. 
10.2 Respect diversity and difference, including but not limited to, the impact of gender, religion, 

and cultural beliefs on decision‐making. 
10.3 Encourage discussion, questions, and interaction in the encounter. 
10.4 Engage patients, families, and relevant healthcare professionals in shared decision-making to 

develop a plan of care. 
10.5 Communicate effectively as a member or leader of a healthcare team or other professional 

group. 
10.6 Provide follow-up contact with patient and family using a form of communication that will 

achieve the best outcome for the patient and family. 

11. Demonstrate the ability to convey effective oral and written information in comprehensive family 
practice that includes care of the elderly. 
11.1 Maintain clear, accurate and appropriate records (e.g. written and electronic) of clinical 

encounters and plans. 
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11.2 Use effective written and oral communication for referral and collaborative care. 
11.3 Effectively present verbal reports of clinical encounters and plans. 
11.4 Communicate appropriately using electronic mail and other electronic means, while 

maintaining patient confidentiality. 
11.5 When requested or needed by a community, present medical information related to care of 

older adults to the public or media. 
 

Collaborator 

 

12. Participate in a collaborative team‐based model and with consulting health professionals in the 
care of the elderly. 

12.1 As a family physician with a comprehensive practice, clearly describe the role of a focused 

practice care of the elderly physician. 
12.2 Describe the roles and responsibilities of other professionals within the healthcare team. 
12.3 Work cooperatively and effectively within a collegial interdisciplinary framework of healthcare 

delivery, including working with colleagues and institutions from/in other cultures. 
12.4 Participate effectively in interprofessional team meetings. 
12.5 Contribute to positive collegial working relationships on teams. 
12.6 Respect team ethics, including confidentiality, resource allocation, and professionalism. 
12.7 Identify which interdisciplinary team member(s) can best assist with clinical, educational, 

administrative, and research tasks, given the resources available. 
12.8 Incorporate contributions from interprofessional team members into a thorough medical and 

functional assessment of the older adult. 
12.9 Collaborate with other healthcare professionals, allied healthcare workers, managers, 

educators, and public officials in healthcare resource planning, delivery, and utilization. 
13. Maintain a positive working environment with consulting health professionals, health care 

team members, and community agencies in a comprehensive family practice that includes 
Care of the Elderly. 
13.1 Demonstrate a respectful attitude towards other colleagues and members of an 

interprofessional team. 
13.2 Employ collaborative negotiation to resolve conflicts. 
13.3 Respect differences, misunderstandings, and limitations in other professionals. 
13.4 Recognize one’s own differences, misunderstandings, and limitations that may contribute 

to interprofessional tension. 
13.5 Reflect on interprofessional team function. 

14. Engage the older adult and their families as active participants in their care. 
14.1 Find common ground on the identification of problems and priorities of interventions. 
14.2 Find common ground on the methods and goals of treatment. 
14.3 Work to establish the respective roles of patient, physician, and family. 
14.4 Work collaboratively with patients and families to optimize health and outcomes. 

15. Participate in activities that contribute to effective care for elderly patients in the office, at 
home, in hospital, and in nursing homes. 
15.1 Work collaboratively with health care professionals and community organizations to provide 

coordinated care for the elderly.  
15.2 Participate in quality improvement and safety initiatives at the clinic, hospital, and nursing 

home level. 
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Manager 

 
16. Have opportunities to manage their practice and career effectively in order to: 

16.1 Manage time effectively and prioritize professional duties when faced with multiple 
competing demands in comprehensive family practice that includes care of the elderly.  

16.2 Utilize information systems and electronic medical records to assist in the care of the elderly. 
16.3 Integrate community resources to support continuity of patient care including other health 

professionals, community agencies, and groups either within the community or referral to 
other centres. 

16.4 Provide cost‐effective medical care in decisions regarding hospitalization, test utilization and 
billing, and balancing effectiveness, efficiency and access to optimal patient care. 

16.5 Justify priority setting in the context of communities with limited resources. 
16.6 Demonstrate knowledge of business and fiscal management in the health care system. 
16.7 Set priorities and manage time to balance patient care, practice requirements, outside 

activities, and personal life to ensure optimal personal health and a sustainable medical 
practice. 

17. Serve in leadership roles, or have these roles modeled, in the Care of the Elderly. 
17.1 Serve as a resource to community organizations supporting the older adult. 

 
Health Advocate 

 

18. Respond to individual patient health needs and issues as part of patient care in a comprehensive 
family practice that includes Care of the Elderly. 
18.1 Identify the health needs of an individual patient. 
18.2 Advocate for individual patients concerning relevant health matters. 
18.3 Implement health promotion and disease prevention policies and interventions for individual 

patients and the patient population served. 

19. Respond to the health needs of the communities that they serve. 
19.1 Identify community opportunities for advocacy, health promotion, and disease prevention for 

the older adult. 
19.2 Appreciate the possibility of competing interests between healthcare of the older adult and 

other populations. 
20. Identify the determinants of health for the older adult. 

20.1 Identify older adult patients who are vulnerable or marginalized and assist them with issues that 
impact their health (e.g. housing, mobility, nutrition, access to financial resources). 

20.2 Identify the older adult at risk of harm because of social, family or other health concerns and 
work appropriately with community agencies, including adult protective services, to minimize 
risk and potential adverse outcomes. 

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

21.1 Describe approaches to implementing changes in determinants of health of the older adult. 

21.2 Describe how public policy/healthcare delivery and healthcare financing impact access to care 
and the health of the older adult population. 

21.3 Identify points of influence in the healthcare system and its structure in relation to the 
healthcare of the older adult population. 

21.4 Describe the role of the medical profession in advocating for the health and safety of the 
older adult population. 
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Scholar 

 

22. Maintain and enhance professional activities through ongoing self‐directed learning based on 
reflective practice in a comprehensive family practice that includes Care of the Elderly. 
22.1 Describe the principles in maintaining professional competence and implementing a personal 

knowledge management system. 
22.2 Recognize and reflect learning in practice. 
22.3 Identify sources of knowledge appropriate to formulated learning questions. 
22.4 Access and interpret the relevant evidence. 
22.5 Integrate new learning into practice and evaluate the impact of any change in practice. 

23. Critically evaluate medical information, its sources, and its relevance to a comprehensive family 
practice that includes Care of the Elderly, and apply this information to practice decisions. 
23.1 Describe the principles of critical appraisal. 
23.2 Critically appraise retrieved evidence in order to address a clinical question. 
23.3 Integrate critical appraisal conclusions into clinical care. 

24. Facilitate the education of patients, families, trainees, other health professional colleagues, and 
the public, as appropriate in issues of care of the older adult. 
24.1 Collaboratively identify the learning needs and desired outcomes of others. 
24.2 Deliver a learner-centred approach to teaching. 
24.3 Select effective teaching strategies and content to facilitate others’ learning. 
24.4 Deliver an effective presentation. 

 

Professional 

 

25. Demonstrate a commitment to their patients, profession, and society through an ethical, 
comprehensive family practice that includes Care of the Elderly.  
25.1 Exhibit professional behaviours in practice, including honesty, integrity, reliability, 

compassion, respect, altruism, and commitment to patient well-being. 
25.2 Demonstrate a commitment to delivering the highest quality of care and maintenance of 

competence. 
25.3 Recognize and appropriately respond to ethical issues encountered in practice. 
25.4 Demonstrate respect for colleagues and team members. 
25.5 Appropriately manage conflicts of interest. 
25.6 Recognize the principles and limit of patient confidentiality as defined by professional practice 

standards and the law. 
25.7 Maintain appropriate professional boundaries. 
25.8 Speak directly and respectfully to colleagues whose behaviour may put older adult patients 

and others at risk. 
26. Demonstrate a commitment to their patients, profession, and society through participation in 

profession‐led regulation. 
26.1 Appreciate the professional, legal, and ethical codes of practice, including knowledge of the 

Canadian Medical Association Code of Ethics. 
26.2 Fulfill the regulatory and legal obligations required of current practice and demonstrate 

accountability to professional regulatory bodies. 
26.3 Recognize and respond to others’ unprofessional behaviours in practice. 
26.4 Participate in peer review.    
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27. Demonstrate a commitment to physician health and sustainable practice.  
27.1 Balance personal and professional priorities to ensure personal health and a sustainable 

practice. 
27.2 Strive to heighten personal and professional awareness and insight. 
27.3 Recognize and respond to other professionals in need. 

28. Demonstrate a commitment to reflective practice. 
28.1 Demonstrate the ability to gather information about personal performance, know one’s own 

limits, and seek help appropriately. 
28.2 Demonstrate an awareness of self, and an understanding of how one’s attitudes and feelings 

impact their practice. 
28.3 Reflect on practice events, especially critical incidents, to deepen self-knowledge. 
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Global Health and Care of the Vulnerable and 

Underserviced Populations 

Curriculum Objectives 

 

Family Medicine Expert 

1. Practice the skills to integrate all the CanMEDS-FM roles in Global Health, to achieve health equity 

through advocacy focused on the broad determinants of health.   

2. Apply clinical knowledge, skills, and attitudes required in global medicine, particularly in low-

resource settings and in the care of the vulnerable and underserviced. 

Travel Medicine 

2.1. Integrate knowledge of basic travel medicine into their practice: 

2.1.1. Advise a patient on appropriate immunizations prior to overseas travel. 

2.1.2. Recommend malaria prophylaxis, and other health precautions including those around 

potable water and traveler’s diarrhea. 

2.1.3. Assess and manage fever in the returning traveler. 

Health of Immigrants 

2.2. Apply knowledge of the care of immigrants:  

2.2.1. Describe overseas screening for immigrants and refugees to Canada. 

2.2.2. Apply appropriate screening recommendations, including assessment of vaccination 

status and updates as appropriate, for newly arrived immigrants. 

2.2.3. Ask about and maintain openness to the use of alternative healers, practices, and 

medications. 

2.2.4. Access information about diseases less commonly seen in Canada. 

 

Underserviced populations in Canada including Indigenous, inner‐city, and homeless populations: 

2.3. Demonstrate knowledge, skills, and attitudes in the care of the underserviced 

populations in Canada, including Indigenous, inner-city, and homeless populations: 

2.3.1. Describe and discuss the epidemiology of health issues affecting Indigenous 

populations, including diabetes mellitus, metabolic syndrome, substance abuse, 

and intimate partner violence.  

2.3.2. Describe key differences between Indigenous communities on and off reserves, 

including issues of inadequate housing and unclean water supply. 

2.3.3. Describe and discuss the epidemiology of inner‐city populations, including mental health 

issues, substance abuse, impact of homelessness, and lack of preventative medical care. 

2.3.4. Ask about and maintain openness to the use of traditional healers and medicines, 

and spirituality in healthcare. 
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2.3.5. Describe and discuss the historical context of Aboriginal people in Canada, including the 

specifics of how that context shapes communities, interactions, and health care 

determinants today. 

Poverty and Health 

2.4. Identify the impact of poverty on patient health:  

2.4.1.     Describe the impact of social and economic status on health and access to health care.  

2.4.2. Screen for poverty in clinical settings. 

2.4.3. Provide supportive health care for patients living in poverty for multiple medical issues 

including mental illness, infant mortality, cardiovascular disease, diabetes, cancer, and 

many other chronic conditions. 

New, Unfamiliar Populations  

2.5. Assess the unique context and needs of an unfamiliar population using an organized approach.  

2.5.1.  Use local resources to learn about: 

2.5.1.1. Prevalence and incidence of disease.  

2.5.1.2. Local cultural and health-related behaviours.  

2.5.1.3. Physician attitudes towards the population in question. 

2.5.1.4. Patient preferences.  

3. Utilize the patient-centered clinical method for the assessment and management of 

underserviced and vulnerable patients. 

 

Communicator 

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

the application of the patient-centred clinical method. 

5. Complete the accurate and sensitive collection and synthesis of information from patients and 

their families. 

5.1. Review health care information and explanations with patients and their families: 

5.1.1. Employ medical interpreters in patient and family encounters when appropriate  

5.1.2. Identify and utilize, when appropriate,  translation resources in the community. 

5.2. Address the communication needs, both verbal and written, of patients at all literacy levels: 

5.2.1. Sensitively inquire about reading and/or linguistic ability such that distributed materials, 

prescription information, etc. are provided in a way that meets the patient’s need for 

information. 

5.3. Demonstrate effective oral and written communication. 
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Collaborator 

6. Apply a collaborative team-based approach in the care of the vulnerable and underserviced 

populations. 

6.1. Establish openness to and respect for other professionals, including cultural interpreters and 

translators, legal aid workers, children’s aid society workers, social workers, and members of 

other community support groups concerning their patients. 

6.2. Organize and participate in team meetings as appropriate. 

6.3. Complete appropriate and thorough documentation of any conversations or meetings held 

about a particular patient. 

7. Realize the importance of engaging the vulnerable and underserviced as active participants in 

their care. 

7.1. Enlist patients and their families as active participants in their healthcare while navigating 

potential tensions and role differences in the process, and maintain confidentiality. 

Manager 

8. Consider the effectiveness of their own practice, healthcare organizations, and systems on the 

care of the vulnerable and underserviced populations. 

9. Apply knowledge, skills, and attitudes to work effectively in low-resource settings through time 

spent in rural or remote clinics. 

Health Advocate 

10. Recognize vulnerable populations and utilize supports from health, education, and social service 

sectors. 

11. Discuss and describe how the social services sector and community organizations are resources to 

patients: 

11.1. Determine appropriate use of resources, including letters advocating for clients, appropriate 

completion of forms, access to drug coverage, and various forms allowing patients to access 

special coverage. 

11.2. Describe and/or access local resources for patients who have no healthcare coverage or no 

access to a primary health care provider. 

12. Consider the impact of Social Determinants of Health on the patients’ health status. 

Scholar 

13. Apply evidence-based practices for patient care and identified continuing education needs. 

14. Evaluate medical information, its sources and its relevance to the care of the vulnerable and 

underserviced. 

15. Describe and discuss standards of care and recommendations from the College of Family 

Physicians of Canada for the care of the vulnerable and underserviced. 
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Professional 

16. Develop the knowledge skills and attitudes related to  cultural competence and cultural safety 

which enables constructive, helpful, and professional provision of medical care to diverse cultural 

and socioeconomic groups: 

16.1. Aware and sensite to the patient’s culture, beliefs, values, gender, and age. 

16.2. Demonstrate empathy in interactions with underserviced patients to foster a sense of 

partnership. 

16.3. Define his or her own background, culture, beliefs, values, and biases and the impact these 

may have on interactions with patients. 

17. Recognize their own limitations in providing care in a low-resource setting and self-regulate to 

ensure patient safety above clinical experience. 
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Maternal and Newborn Care 

Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all the CanMEDS‐FM roles in order to function effectively as a 

generalist in the provision of care to women at all stages of their pregnancy and postpartum 

period, and their neonates. 

2. Demonstrate clinical knowledge, skills, and attitudes required to meet the needs of women at all 

stages of their pregnancy and postpartum period and their neonates.  

3. Assess and manage pregnant women using a patient‐centred clinical method. 

3.1. Inquire about feelings, worries, expectations of the woman and her partner at routine 

prenatal, intrapartum, and postpartum visits. 

3.2. Describe common positive and negative emotional experiences during and after pregnancy 

(e.g., body image, sexuality, ambivalent feelings about pregnancy and baby, fear of 

abnormalities, “baby blues,” intense attachment to baby, etc.). 

3.3. Discuss emotional and organizational preparation for the baby. 

3.4. Discuss parenting with the woman and her partner including their own experiences growing up, 

their expectations, and philosophy of raising children. 

3.5. Discuss benefits to mother & baby of breast feeding; explore the woman’s and her partner’s 

feelings and concerns about breast feeding at least twice during the pregnancy. 

3.6. Discuss benefits and risks of circumcision. 

4. Provide comprehensive and continuing care to women during pregnancy, intrapartum and 

postpartum periods.  

4.1. Counsel a healthy woman who is planning a pregnancy. 

4.2. Counsel women with specific risks including: 

4.2.1. Women over 35 or with a family history of genetic abnormalities. 

4.2.2. Vaginal birth after cesarean. 

4.2.3. Women with specific medical diseases (e.g., diabetes, hypertension, inflammatory bowel 

disease, hypothyroidism, etc.) during pregnancy. 

4.2.4. Women with a poor past obstetrical history (e.g., preterm labour, 2nd trimester pregnancy 

loss, 3rd trimester pregnancy loss, etc.). 

4.2.5. Grand-multiparous women. 

4.3. Diagnose and manage complications of early pregnancy (e.g., threatened & inevitable abortion, 

ectopic pregnancy, trophoblastic disease, etc.). 

4.4. Conduct a first prenatal visit, discuss the rationale for all tests, explain routine prenatal visits.  

4.5. Screen all pregnant women for abuse.  
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4.6. Conduct a prenatal visit in the first, second, and third trimester including maternal and fetal 

high risk factors which influence prenatal morbidity and mortality. 

4.7. Counsel a woman regarding indications and timing for ultrasound. 

4.8. Manage common pregnancy symptoms. 

4.9. Counsel a woman regarding signs of labour. 

4.10. Take a detailed history on a new patient presenting in labour. 

4.11. Describe normal rate of progress in nulliparous and multiparous patients. 

4.12. Describe indications for induction or augmentation of labour.  

4.13. Describe indications for continuous electronic fetal monitoring. 

4.14. Manage a normal labour. 

4.15. Demonstrate ability to interpret fetal heart rate patterns. 

4.16. Describe the indications, risks, and prerequisites for low forceps, vacuum extraction. 

4.17. Counsel a woman and her partner regarding the normal neonatal/post‐partum course prior to 

discharge from hospital including the normal sequence of the attachment process. 

4.18. Perform a 6-week postpartum visit, including physical exam, birth control planning, and 

screening for mood disorders. 

4.19. Diagnose and manage medical conditions following childbirth (e.g., endometritis, subinvolution, 

infected episiotomy, etc.). 

4.20. Counsel a mother post cesarean section (e.g., activity, resuming intercourse, etc.). 

5. Assess and manage complex clinical situations during pregnancy, labour and delivery, and the 

postpartum and neonatal periods.  

6. Demonstrate proficiency in evidence‐based use of procedural and physical exam skills. 

6.1. Determine uterine size in early pregnancy. 

6.2. Assess fetal presentation. 

6.3. Auscultate fetal heart. 

6.4. Diagnose small‐for‐dates, large‐for‐dates. 

6.5. Assess a woman’s breasts and nipples for potential problems with breast feeding. 

6.6. Skillfully perform a normal vaginal delivery. 

6.7. Repair first and second degree perineal tears. 

6.8. Recognize third and fourth degree tears. 

6.9. Recognize indications for episiotomy. 

6.10. Perform and repair an episiotomy. 

6.11. Perform an artificial rupture of membrane (ARM). 

6.12. Apply scalp electrode.  

6.13. Discuss indications and risks of vacuum and low forceps.  

6.14. Manage shoulder dystocia. 

6.15. Manage cord prolapsed, unexpected breech. 

6.16. Manage important complications of the third stage (e.g., retained placenta, postpartum 

hemorrhage, uterine inversion). 

6.17. Recognize uterine rupture in vaginal birth after cesarean section. 

6.18. Assist at a cesarean section. 

7. Demonstrate collaboration and consultation with other health professionals and caregivers. 
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7.1. Evaluate and manage important complications of pregnancy. 

7.2. Identify the indications for consultation and referral. 

7.3. Participate in shared care with an obstetrician. 

7.4. Counsel a woman in the third trimester on the use of analgesia, anesthesia in labour, effects on 

the mother and fetus. 

7.5. Counsel a woman regarding expectations for labour and delivery (e.g., ambulation, different 

positions for delivery, early mother‐infant contact, etc.). 

7.6. Counsel a woman regarding the potential for operative intervention (e.g., forceps, caesarean 

section, etc.). 

8. Provide comprehensive and continuing care to neonates. 

8.1. Recognize and manage the adverse effects labour and delivery may have on full‐term and 

preterm infants (e.g., asphyxia, trauma, drugs, especially analgesia, anaesthesia). 

8.2. Describe the principles and procedures for neonatal resuscitation. 

8.3. Perform a neonatal resuscitation, including bagging, insertion of endotracheal tube.  

8.4. Describe indications and preparations for transport of a neonate especially with regards to 

temperature, humidity, oxygen, need for IV, etc. 

8.5. Describe the processes of normal adaptation to extrauterine life with respect to the various 

systems. 

8.6. Independently examine a newborn and recognize variants of normal. 

8.7. Provide normal newborn care. 

8.8. Describe current neonatal screening programs (e.g., hearing, genetic/bloodwork screening, 

etc.). 

8.9. Recognize congenital anomalies and abnormalities, such as Down’s Syndrome. 

8.10. Diagnose and manage common neonatal diseases and conditions: 

8.10.1. Jaundice. 

8.10.2. Sepsis. 

8.10.3. Murmurs. 

8.10.4. Hypoglycemia. 

8.10.5. Respiratory distress. 

8.10.6. Orthopedic abnormalities. 

8.10.7. Intrauterine growth restriction. 

8.11. Manage the issues surrounding the care of newborns of mothers with medical/non-medical 

conditions (i.e. diabetes, drug abuse, auto‐immune diseases, medication use, social issues, 

AIDS, etc.). 

8.12. Diagnose and manage common breastfeeding problems (i.e. sore nipples, engorgement, “not 

enough milk”, difficulties with latch on). 

8.13. Describe the nutritional needs and normal growth pattern in the first weeks following birth 

for premature and full term infants. 
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Communicator 

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

10. Demonstrate the accurate and sensitive collection and synthesis of information from patients and 

their families. 

11. Develop a common understanding on issues, problems and plans with patients and families, to 

develop, provide and follow‐up on a shared plan of care. 

11.1. Engage patients and families as active participants in their care. 

11.2. Apply the Feelings, Ideas, Function, and Expectations (FIFE) approach. 

12. Demonstrate effective oral and written communication.  

Collaborator 

13. Demonstrate collaborative team-based approach in the care of women at all stages of their 

pregnancy and postpartum periods and in the care of neonates. 

13.1. Consult appropriately with other members of the maternity care team. 

13.2. Demonstrate effective team work even in high stress, urgent situations during labour and 

delivery. 

Manager 

14. Consider the effectiveness of their own practice, health care organizations and systems on the 

care of the women and their neonates. 

15. Manage time effectively to attend to women in labour and to incorporate daily postpartum 

neonatal rounds. 

16. Demonstrate knowledge of hospital maternal/newborn care planning and policy-making.  

Health Advocate 

17. Recognize and respond to individual patient health needs and issues as part of patient care 

including:  

17.1. Identify prenatal patients who are vulnerable or marginalized and assist them in issues (e.g., 

Aboriginal populations, occupational issues, special diet application forms, etc.) that promote 

their health. 

17.2. Identifying newborns at risk because of social, family or other health situations; work 

appropriately with children’s protective services. 
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Scholar 

18. Identify opportunities for learning and improvement through ongoing self-directed learning based 

on reflective practice in maternity and newborn care. 

19. Evaluate and apply medical information, its sources, and its relevance to maternity and newborn 

care. 

20. Demonstrate the knowledge and skills for educating of patients, families, trainees, other health 

professional colleagues, and the public, as appropriate in issues of maternity care. 

Professional 

21. Demonstrate commitment: 

21.1. To patients, profession, and society through ethical practice. 

21.2. To physician health and sustainable practice. 

21.3. To reflective practice. 

22. Demonstrate the 12 themes of professionalism with observable behaviors (e.g., day-to-day 

behavior reassures that the resident is responsible, reliable and trustworthy). 

 

 
 
 
 

 

Modified from content provided by Dalhousie 
University’s Department of Family Medicine 
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Men’s Health Care 

Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all the CanMEDS-FM roles in order to function effectively as a 

generalist in the provision of care to men.  

2. Demonstrate clinical knowledge, skills, and attitudes required to meet the needs of men.  

2.1. Describe the prevalence and impact of diseases affecting men of varying demographic and 

geographic distributions. 

2.2. Identify men’s less frequent access of the health care system and the need to make efficient use 

of the visits that do occur. 

Family Issues 

2.3. Discuss the impact of family issues on the patient’s illness and the impact of illness on the 

family. 

2.4. Investigate the impact of family issues with men periodically (e.g., at important life-cycle points 

and when faced with problems not resolved in spite of appropriate therapeutic interventions). 

Smoking Cessation 

2.5. Evaluate and document smoking status. 

2.6. Discuss benefits of and assess interest in quitting or reducing smoking with smokers. 

2.7. Advise patients on the use of multi-strategy approach to smoking cessation. 

Stress 

2.8. Investigate symptoms which could be attributed to stress as a cause or a contributing factor 

2.8.1. Assess the impact of stress on a patient’s functioning 

2.8.2. Clarify factors contributing to patient’s stress and explore solutions 

2.8.3.  Rule out medical conditions that can cause stress by performing proper examinations and 

investigations, if applicable.  

2.8.4. Explore inappropriate coping mechanisms 

Suicide 

2.9. Inquire about suicidal ideation in any patient with mental illness. 

2.10. Assess degree of suicide risk to help determine appropriate intervention and follow-up. 

2.11. Manage low-risk patients as outpatients and monitor if suicidal ideation progresses. 

2.12. Screen for acetylsalicylic acid, acetaminophen, or any other suspected drug overdoses in 

suicidal patients presenting at the emergency department. 

2.13. Consider attempted suicide as the precipitating cause in trauma patients. 

Sexual Health 

2.14. Exhibit sensitivity in dealing with issues of sexual dysfunction and inclusiveness with regards to 

sexual orientation. 

Sex 

2.15. Inquire about and counsel the patient on sexuality. 
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2.16. Screen high-risk patients for sexual dysfunction and screen other patients when appropriate. 

2.17. In patients presenting with sexual dysfunction, identify features that suggest organic and non-

organic causes. 

2.18. In patients who have sexual dysfunction with an identified probable cause, manage the 

dysfunction appropriately. 

2.19. In patients with identified sexual dysfunction, inquire about partner relationship issues. 

2.20. Counsel men regarding prevention and management of sexually transmitted infections.   

Contraception  

2.21. Advise adolescents and young men about adequate contraception when opportunities arise. 

2.21.1. In aiding decision-making on the use of contraception identify risks, assess exposure to 

 sexually transmitted infections, identify barriers, and advise of efficacy and side effects. 

Infertility 

2.22. In patients with fertility concerns, provide advice that accurately describes the likelihood of 

fertility. 

2.22.1. With older couples who have fertility concerns, refer earlier for investigation and 

 treatment. 

2.22.2. Investigate and assess both partners for primary or secondary infertility. 

2.22.3. In couples who are infertile, counsel regarding alternative parenting options, including 

 in vitro procedures and adoption. 

2.23. Appropriately recognize and manage reproductive tract infections and problems. 

Sexually transmitted infections (STIs) 

2.24. Advise a patient who is sexually active or considering sexual activity on prevention, 

screening, and complications of STIs. 

2.25. In a patient presenting with symptoms that are atypical or non-specific STIs, consider STIs in 

the differential diagnosis and investigate appropriately. 

2.26. In high-risk patients who are asymptomatic for STIs, screen and advise them about 

preventive measures. 

2.27. In high-risk patients who are symptomatic for STIs, provide treatment before confirmation of 

laboratory results. 

2.28. In a patient requiring STI testing, identify the reason for requesting testing, assess patient’s 

risk, and provide counselling. 

2.29. In a patient with a confirmed STI, initiate treatment of partner and contact tracing through 

public health or community agency. 

2.30. Use appropriate techniques for collecting specimens. 

2.31. Do not exclude diagnosis of STI in a strongly suspicious scenario because of testing 

limitations. 

Urethritis 

2.32. In diagnosing urinary tract infections, search for and/or recognize high risk factors on 

history (e.g., epididymitis, orchitis, prostatitis, benign, prostatic hypertrophy). 

2.33. In patients with prostate cancer, actively search out the psychological impact of the 

diagnosis and treatment modality (e.g., penile anomalies, scrotal and testicular 

abnormalities, genital trauma, erectile and ejaculatory dysfunctions).  
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2.34. Appropriately screen for, manage, and refer neoplastic disease of the male genital tract 

(e.g., penile carcinoma, testicular carcinoma). 

Benign Prostatic Hypertrophy 

2.35. Assess male patients who present with lower urinary tract symptoms (LUTS) suggestive of 

benign prostatic hyperplasia (BPH).    

2.36. Explain that BPH has a variable natural history, with symptoms improving over time in 

about 15% of patients, remaining stable in 30%, and worsening in 55%. 

2.37. Identify symptoms of BPH understanding that they can be grouped into irritative 

(frequency, nocturia, burning, urgency, urge incontinence) and obstructive (hesitancy, weak 

stream, dribbling, incomplete voiding, retention) types.    

2.37.1. Outline that symptomatic BPH also raises the risk for erectile and ejaculatory 

 dysfunction and be aware that OTC cold remedies/decongestants can exacerbate this 

 problem.   

2.38. Implement clinical tools such as the International Prostate Symptom Score (IPSS) to  yield 

useful diagnostic information. 

2.39. When conducting a physical exam, include Digital Rectal Examination (DRE), abdominal 

exam, and examination of the genitalia.   

2.40. Distinguish a regular sized prostate versus BPH and be able to differentiate a prostatic mass 

on exam as well as prostatitis.   

2.41. Include urinalysis in investigations and consider a PSA in selected patients only.  Recognize 

that this remains a controversial subject and should not be ordered without individual 

patient consideration.   

2.41.1. Consider post-void ultrasound, though this is not considered in OST guidelines, 

ultrasound can be ordered to determine prostate size. 

2.42. Identify effective treatments for BPH that consider individual circumstances.   

2.43. Counsel patient on lifestyle changes that may improve symptoms that include:  

• Fluid restriction, especially before bedtime. 

• Avoidance of irritant foods or drinks (e.g., alcohol, caffeine). 

• Avoidance/monitoring of some drugs (e.g., diuretics, decongestants, antihistamines, 

antidepressants). 

• Timed or organized voiding (bladder retraining). 

• Pelvic floor exercises, such as Kegels, pelvic floor biofeedback and physiotherapy. 

• Avoidance or treatment of constipation. 

2.44. Offer medication if appropriate and recognize different classes including alpha reductase 

inhibitors (selective and non-selective) and 5-alpha reductase inhibitors. 

2.45. For patients who are non-responsive to lifestyle measures, medication, or have worsening 

symptoms, consider surgical management of BPH with transurethral resection of the 

prostate (TURP) being the gold standard.  

2.45.1. Identify that TURP is the most effective of all BPH treatments, but carries a risk of 

hematuria, incontinence, erectile dysfunction, retrograde ejaculation, and possible need 

for repeat surgeries as well as other complications. 
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2.46. Explain that BPH can have a tremendous impact on the quality of life of men who suffer 

from it. 

Hematuria 

2.47. Identify patients that should be screened including those with macroscopic hematuria with 

ultrasound and referral to Urology for consideration of cystoscopy.    

2.47.1. With repeated microscopic hematuria, perform cytology.  If high risk and age >40, then 

ultrasound and cystoscopy.  If low risk (<40 years old), ultrasound and cytology or referral 

for cystoscopy. 

2.48. Identify and discuss with patients that smoking is a major risk factor for bladder cancer and 

the number one symptom is hematuria.   

2.48.1. Rule out renal disease beforehand.    

2.48.2. Explain that radiation and certain chemical exposures increase the risk.  

3. Assess and manage men using the patient-centered clinical method. 

4. Provide comprehensive and continuing care through men’s lives incorporating appropriate 

preventative, diagnostic, and therapeutic interventions. 

4.1. Health promotion and disease prevention: 

4.1.1.  Osteoporosis: 

4.1.1.1. Provide advice and counseling about fracture prevention to older men. 

4.1.1.2. Treat patients with establish osteoporosis regardless of gender (e.g. use 

biphosphonates in men). 

4.1.2.  Periodic Health Assessment/Screening: 

4.1.2.1. Do a periodic health assessment in a proactive or opportunistic manner. 

4.1.2.2. Selectively adapt the periodic health examination to that patient’s circumstances. 

4.1.2.3. In a patient requesting a test, inform the patient about the limitations of the 

screening test and counsel on the implications of proceeding with the test. 

4.1.3. A gender‐specific understanding of the importance of disease prevention, wellness, and 

health promotion: 

4.1.3.1. Nutritional needs. 

4.1.3.2. Lifestyle: 

4.1.3.2.1. In ongoing care, ask patients about behaviours that, if changed, can 

improve health. 

4.1.3.2.2. Explore a patient’s readiness to change before making recommendations. 

4.1.3.2.3. Explore a patient’s context before recommending lifestyle modifications 

incompatible with the patient’s context. 

4.1.3.2.4. Periodically review the patient’s behaviours. 

4.1.3.2.5. Regularly reinforce advice about lifestyle modification, whether or not the 

patient has instituted a change in behaviour. 

4.1.3.3. Exercise programs. 

4.1.3.4. Weight management and obesity. 

4.1.3.5. Substance abuse counseling. 

4.1.3.6. Avoidance of sexually transmitted infections. 

4.1.3.7. Motor vehicle safety, seat belt, and helmet use. 
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4.1.3.8. Occupational health and injury prevention. 

4.1.3.9. Cancer screening guidelines (skin, colon, prostate, testicular, breast). 

5. Assess and manage complex clinical situations in providing health care to men.  

6. Demonstrate proficiency and evidence-based use of procedural and physical exam skills.  

6.1. Perform a systematic male physical examination, including a comprehensive urogenital, 

inguinal, rectal and prostate examination.  

6.2. Urine sampling or urethral swab for sexually transmitted infections. 

6.3. Perform Foley catheter placement. 

6.4. Various treatment modalities for anogenital condylomata. 

 

Communicator 

 

7. Develop rapport, trust, and ethical therapeutic relationships with men. 

8. Demonstrate the accurate and sensitive collection and synthesis of information from patients and 

their families. 

9. Develop a common understanding on issues, problems, and plans with patients and families, to 

develop, provide, and follow-up on a shared plan of care.  

10. Demonstrate effective oral and written communication.  

 

Collaborator 

 

11. Demonstrate collaborative team-based approach in the care of men.  

12. Engage patients and families as active participants in their care. 

 

Manager 

 

13. Consider the effectiveness of their own practice, healthcare organizations, and systems on the 

care of men. 

14.  Manage their practice and career effectively. 

 

Health Advocate 

 

15. Recognize men as a unique population in regards to their disproportionate involvement in a 

number of issues and advocate for community approaches to addressing these issues. 

15.1. Violence: 

15.1.1. Rape. 

15.1.2. Domestic violence. 

15.1.3. Suicide. 

15.2. Risk-taking behavior. 

15.3. Criminal behavior. 
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16. Demonstrate awareness of community resources to help men in the community.  

17. Recognize the indications for services for men and advocate effectively. 

 

Scholar 

 

18. Apply evidence-based practices for providing men’s health care and methods for ongoing 

continuing medical education. 

19. Evaluate medical information, its sources, and its relevance to the care of men. 

20. Describe the standards of care and recommendations from the College of Family Physicians of 

Canada for the care of men. 

21. Demonstrate the knowledge and skills for educating patients, families, trainees, other health 

professional colleagues, and the public, as appropriate in issues for the care of men. 

 

Professional 

 

22. Demonstrate commitment: 

22.1. To their patients, profession, and society through ethical practice. 

22.2. To physician health and sustainable practice. 

22.3. To reflective practice. 

23. Demonstrate the 12 themes of professionalism with observable behaviors (e.g. day‐to‐day behavior 

reassures that the resident is responsible, reliable, and trustworthy). 

 

 

 

 

 

 

 

 

Modified from content provided by Dalhousie 
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Updated: February 2018 
 

 

Palliative Care 

Curriculum Objectives 

 

Family Medicine Expert 

1. Practice the skills to integrate all the CanMEDS‐FM roles in order to function effectively as a 

generalist in the provision of care to palliative patients and their families. 

2. Apply clinical knowledge, skills and attitudes required to meet the needs of the palliative 

patients and their families in their practice. 

2.1 Assess and manage pain and symptoms effectively through history, appropriate physical 

exam and relevant investigations. 

2.1.1 Apply knowledge of classification and neurophysiology of pain. 

2.1.2 Prescribe opioids effectively including initiating dosage, titration, breakthrough 

dosing, prevention of side effects, monitoring, dose equivalency and opioid 

rotation. 

2.1.3 Describe the clinical presentation of opioid neurotoxicity and be able to put a 

management plan in place to address the problem. 

2.1.4 Prescribe adjuvant modalities and medications for pain and symptom relief. 

2.1.5 Be aware of non‐pharmacologic strategies for pain and symptom management. 

2.1.6 Develop and implement management plans for other symptoms including: 

A) fatigue; B) anorexia and cachexia; C) constipation; D) dyspnea; E) nausea 

and vomiting; F) delirium; G) skin and mouth care; H) anxiety and depression. 

2.1.7 Monitor the efficacy of symptom management plans, using validated symptom 

assessment tools.  

2.2 Create and adjust management plans to accommodate the changes that may occur as 

the end of life approaches. 

3. Assess and manage palliative patients using the patient‐centred clinical method 

3.1 Identify the personal, family, and social consequences of life‐threatening illness and the 

need to address the suffering, expectations, needs, hopes, and fears of palliative patients 

and their families. 

3.2 Employ cultural, gender, religious and Aboriginal sensitivity in addressing end‐of‐life care. 

3.3 Develop a management plan that appropriately balances disease‐specific treatment and 

symptom management according to the individual needs of the patient and family. 

3.4 Carry out the  role  of  the  family  physician  in  assessing  and  managing  grief  in  

patients  and families including normal and atypical grief. 

3.5 Identify and assess spiritual issues in end‐of‐life care. 

3.6 Describe the concept of total pain 
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4. Provide comprehensive and continuing care throughout end‐of‐life care incorporating 

appropriate preventive, diagnostic and therapeutic interventions to relieve suffering and 

improve quality of life. 

5. Assess and manage complex clinical situations effectively in the management of palliative 

patients. 

5.1 Describe a management plan for urgent/emergent problems in the palliative setting 

including spinal cord compression, hypercalcemia, intractable pain, extreme dyspnea, 

superior vena cava syndrome and terminal agitation. 

5.2 Distinguish between physician‐assisted suicide, euthanasia and terminal sedation, and 

withholding and withdrawing therapy. 

6. Establish proficient and evidence‐based use of procedural skills and physical exam skills. 

7. Collaborate and consult with other health professionals and caregivers. 

7.1 Develop and implement a care plan to address issues of grief in collaboration with other 

disciplines. 

7.2 Work in collaboration with hospital, hospice and/or community care providers to ensure 

that the palliative patient receives coordinated care in any environment at the end of life. 

 

Communicator 

8. Establish effective communication with palliative patients and their families using the 

patient‐centred clinical method.  

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

8.2 Accurately collect and synthesize sensitive information from patients and their families. 

8.3 Accurately convey needed information and explanations to patients and families, 

colleagues, and other professionals. 

8.4 Develop a common understanding on issues, problems, and plans with patients and 

families to develop, provide, and follow‐up on a shared plan of care. 

8.5 Discuss and address concerns with the initiation and use of opiates with patients and 

their families.  

8.6 Counsel and provide resources to those coping with loss. 

8.7 Discuss advance care planning, including developing, revising and implementing 

advance directives with patients and families. 

8.8 Explain informed consent and capacity issues as well as substitute decision-making. 

8.9 Initiate and conduct effective patient and family meetings.  

9. Discuss Medical Assistance in Dying (MAID) legislation and be able to assess how this may 

impact your patients palliative care journey.  
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Collaborator 

10. Initiate a collaborative team‐based approach in the care of palliative patients and their 

families  

10.1 Demonstrate the role of family physicians in end‐of‐life care and describe the roles of 

other formal and informal caregivers. 

10.2 Develop an approach to providing home care to dying patients. 

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

their care 

11.1 Develop an approach to providing home care to dying patients. 

 

Manager 

12.  Consider the effectiveness of their own practice , healthcare organizations, and systems 

12.1 Employ the standard tools used in symptom and functional assessment (e.g., Edmonton 

Symptom Assessment System (ESAS), Palliative Performance Scale). 

13. Manage their practice and career effectively to incorporate end‐of life care. 

14. Allocate finite palliative care resources appropriately. 

14.1 Describe models of end‐of‐life care and the role of family physicians in the provision of 

such care. 

 

Health Advocate 

15. Recognize and respond to individual patient health needs and issues as part of the care of 

palliative patients and their families. 

15.1 Practice with privacy and dignity for the patient. 

15.2 Exemplify integrity and honesty in the care of patients and their families. 

16. Recognize and respond to the palliative health care needs of the communities that they 

serve. 

17. Describe approaches to promote the health of individual patients, communities, and 

populations. 

18. Reflect on their own ideas and beliefs about parenting and how this may influence their 

advice to families. 

18.1 Demonstrate self‐awareness and self‐care in caring for terminally ill patients. 

19. Identify local resources for MAID should your patient express interest in MAID. 
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Scholar 

20. Apply evidence-based practices for palliative patient care and methods for ongoing continuing 

medical education. 

21. Evaluate medical information, its sources and its relevance to the care of palliative patients 

and their families. 

22. Educate patients, families, trainees, other professional colleagues, and the public, as 

appropriate in issues of palliative care  

 

Professional  

23. Recognize unique professional obligations important for the care of palliative patients. 

24. Develop an ethical approach when discussing issues involving caring for the terminally ill 

and their families including euthanasia, consent and capacity, physician-assisted suicide, 

principle of double effect, and palliative sedation. 

25. Demonstrate understanding of privacy legislation and physician confidentiality and consent 

as it pertains to palliative patients. 

26. Balance your own ethical compass with MAID and your patients’ right to this service in a 

sensitive and caring manner. 
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Procedural and Surgical Skills* 

Curriculum Objectives 

 

Family Medicine Expert  

1. Practice the knowledge and skills regarding general principles of surgical management: 
1.1 Evaluate the indications for procedures within the scope of family medicine (FM) and FM 

specialties (e.g., Emergency Medicine, Anesthesiology, Obstetrics, Enhanced skills, etc.) and 
surgical procedures. 

1.2 Conduct a comprehensive pre‐operative assessment and identify important perioperative 
issues.   

1.2.1 Describe testing required and not required (e.g., electrocardiogram (ECG) and chest 
radiograph (CXR) need to be reduced preoperatively) 

1.2.2 Describe indications for anesthesia consultation. 
1.3 Cite indications and contraindications of each procedure. 
1.4 Demonstrate the ability to mentally rehearse the landmarks, technical steps, and potential 

complications of each procedure with adjunctive aids such as bedside ultrasound to 
enhance patient safety. 

1.5 Discuss normal postoperative healing and the ability to identify and manage post‐
operative complications (e.g., infection, thrombosis, wound dehiscence, keloid formation, 
etc.).  

2. Assist consultant surgeons for major surgery: 
2.1 Work collaboratively with consultant surgeons in pre‐operative, in‐hospital and post‐

operative care for major surgical procedures. 
2.2 Act effectively as a surgical assistant for major surgical procedures. 

3. Perform procedural skills relevant to a family physician: 

3.1 Demonstrate skin based procedural skills: 
3.1.1 Local anesthetic infiltration with associated toxicology considerations and digital 

or regional block (e.g., median nerve, infraorbital, mental, etc.) 

3.1.2 Abscess incision and drainage with or without ultrasound guidance 
3.1.3 Wound debridement 
3.1.4 Insertion of sutures‐‐simple interrupted, cross stitch, vertical mattress, 

horizontal mattress and subcuticular 

3.1.5 Laceration repair (suture and tissue adhesive where indicated) 
3.1.6 Skin biopsy‐shave, punch and excisional 

3.1.7 Excision of cystic and solid lesions i.e. epidermoid cysts and lipomas 

3.1.8 Cryotherapy of skin lesions 
3.1.9 Electrocautery of skin lesions 
3.1.10 Skin scraping for fungus determination 
3.1.11 Use of Wood’s lamp 

3.1.12 Release of subungual hematoma 
3.1.13 Drainage acute paronychia 
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3.1.14 Removal of foreign body with or without ultrasound guidance (e.g., fish hook, 

splinter, glass, etc.). 
3.1.15 Surgical management of ingrown toenail 
3.1.16 Pare skin callus 

3.2 Perform eye, ear, nose and throat procedural skills 
3.2.1 Instillation of fluorescein 
3.2.2 Slit lamp examination 
3.2.3 Removal of corneal or conjunctival foreign body 
3.2.4 Application of eye patch 

3.2.5 Removal of cerumen 

3.2.6 Removal of foreign body from nose or ear 
3.2.7 Cautery for anterior epistaxis 
3.2.8 Anterior nasal packing 

3.2.9 Measurement of intraocular pressure 
3.2.10 Ocular ultrasound for foreign body, retinal tear, vitreal hemorrhage, raised 

intracranial pressure. 

3.3 Perform gastrointestinal procedural skills  

3.3.1 Nasogastric tube insertion 
3.3.2 Fecal occult blood testing 
3.3.3 Anoscopy/proctoscopy 

3.3.4 Incision and drainage of a thrombosed external hemorrhoid or abscess 
3.4 Perform genitourinary procedural skills 

3.4.1 Placement of transurethral catheter 
3.4.2 Cryotherapy or chemical therapy of genital warts 

3.4.3 Aspirate breast cyst 
3.4.4 Pap smear 

3.4.5 Diaphragm fitting and insertion  
3.4.6 Insertion and removal of an intrauterine device 

3.4.7 Endometrial aspiration/biopsy 
3.4.8 Removal of foreign body (vaginal, anal) 

3.5 Perform obstetrical procedural skills 

3.5.1 Normal vaginal delivery 
3.5.2 Episiotomy and repair 

3.5.3 Artificial rupture of membranes 
3.5.4 Bedside Ultrasound of symptomatic first trimester patient transabdominal 

and/or transvaginal 

3.6 Perform musculoskeletal procedural skills 
3.6.1 Splinting of injured extremities 

3.6.2 Reduction of minor dislocations/subluxations (e.g., finger, pulled elbow, 
shoulder) 

3.6.3 Application of slings for upper extremity  

3.6.4 Application of ulnar gutter splint 
3.6.5 Application of simple casts (e.g., forearm cast, scaphoid cast, below‐knee cast) 

3.6.6 Aspiration and injection of knee joint 
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3.6.7 Aspiration and injection of the shoulder joint, patellar, and subacromial bursa 

3.6.8 Corticosteroid injection for epicondylitis or plantar fasciitis 
3.6.9 Trigger point injection 
3.6.10 Occipital nerve block 

3.6.11 Simple regional blocks (e.g., median nerve block for hand laceration, 
infraorbital nerve block for facial laceration) 

3.7 Perform resuscitative procedural skills  
3.7.1 Skin preparation should be chosen and safely applied  
3.7.2 Intradermal, intramuscular and subcutaneous injections 
3.7.3 Venipuncture and arterial puncture (for blood gas or arterial line) with 

ultrasound guidance 
3.7.4 Peripheral intravenous (with ultrasound guidance) or intraosseous line; adult 

and child 
3.7.5 Ultrasound guided central venous catheter 
3.7.6 Opening the airway with jaw‐thrust or head‐tilt chin lift 
3.7.7 Oral airway insertion 
3.7.8 Bag‐valve‐mask ventilation 
3.7.9 Laryngeal mask insertion or other supraglottic airway 
3.7.10 Endotracheal intubation with an approach for the anterior airway (e.g., 

intubating laryngeal mask airway (LMA)) and posterior airway (e.g., 
laryngoscopy) 

3.7.11 Cardiac defibrillation, synchronized cardioversion, electrical/medical pacing  
3.7.12 Adult lumbar puncture 
3.7.13 Gastric lavage 

 

Assessment and feedback will be provided based on the General Key Features of Procedure Skills: It 
should be remembered that it is not only the technical aspects of the individual procedures that are 
important. The higher levels of competence must also be assessed, as always, in the context of family 
medicine—the key features describe this aspect. 

 

Communicator 

4. Effectively communicate with patients and team members regarding procedures: 

4.1 Review health care information and explanations with patients and their families for 
informed decision‐making, evaluation of risks and benefits, and a description of the 

procedure. 
4.1.1 Engage patients and families as active participants in their care. 

4.2 Demonstrate appropriate communication with your patient during the procedure to keep 
the patient informed and reduce anxiety. 

4.3 Discuss any unexpected occurrences or poor outcomes with patients and their families. 
4.4 Determine an aftercare and follow‐up plan with your patient after completion of the 

procedure. 

 

 

5. Demonstrate effective oral and written communication 
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Collaborator 

6. Effectively collaborate with team members, community agencies, and consultants regarding 
procedural issues. 
6.1 Cooperate with other members of the procedural team to best utilize each person’s skills 

effectively  
6.2 Demonstrate a willingness to ask for help or seek appropriate and timely assistance as 

required 
6.3 Employ a collaborative team‐based approach in discharge planning and community care of 

the post‐surgical patient. 
6.4 Collaborate with specialist surgical colleagues to provide in‐hospital post‐operative care 
6.5 Demonstrate respect for all members of the procedural team 

 

Manager 

7. Operate in the role as the manager with the members of the procedural health care team:  
7.1 Evaluate the context of the procedure including the patient involved, the complexity, the 

time needed, the need for assistance and the appropriate location. 
7.2 Demonstrate a willingness to take responsibility for ensuring that the physical location, 

equipment and supplies are adequate for the procedure being performed. 
7.3 Operate as a case manager for surgical patients with multiple medical problems. 
7.4 Practice safety precautions for each procedure to ensure both patient and operator safety. 
7.5 Identifies the appropriate facets of informed consent for each procedure and describes the 

risks and benefits for each to the patient prior to intervening, save for emergencies. 
 

Health Advocate 

8. Recognize and respond to individual patient health needs and issues as part of patient care. 
8.1 Demonstrate the ability to be an effective advocate and liaison with consultant surgical 

providers and community agencies. 
8.2 Identify populations and individuals at risk of adverse outcomes (e.g., alcoholism, smoking, 

diabetes, coronary artery disease, obesity, etc.) and will counsel patients in risk reduction to 
help avoid the need for surgery. 

 

Scholar 

9. Evaluate medical information, its source and its relevance for procedural and surgical 

skills 

10. Identify opportunities to continually engage in professional activities to improve 
procedural and surgical skills, and learn new advances in surgical techniques.   
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Professional  

11. Demonstrate professional behavior with patients, team members and other health care 
providers at all times. 
11.1 Demonstrate knowledge of his/her personal limits of surgical skills and seek help or refer 

appropriately  
11.2 Demonstrate respect for the patient and ensure appropriate draping and respect for 

boundaries at all times 
11.3 Demonstrates an ability to ensure patient comfort and dignity at all times during the 

procedure 
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Professionalism 

 

 

The following document describes the intended outcomes for a family medicine resident specifically 

with regards to the development of professionalism competencies.  

Upon completion of the NOSM Family Medicine program, residents will be able to: 

Family Medicine Expert 

1. Competently demonstrate the integration of all CanMEDS‐FM roles in order to function effectively 

as a professional. 

Communicator 

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

3. Convey effective oral and written information.  

Collaborator 

4. The resident demonstrates the ability to participate in a collaborative team‐based model and with 

consulting health professionals.  

5. The resident is able to explain how to be effective within their own practice and develop 

familiarity with such issues as: 

5.1. Effective Medical Records: 

5.1.1. Responsibilities and access. 

5.1.2. Effective organization. 

5.1.3. Electronic Medical Records. 

5.2. Compensation: 

5.2.1. Different methods of compensation. 

5.2.2. Billing procedures and strategies. 

6. The resident is able to explain how to manage their practice and career effectively, specifically in 

relation to issues such as: 

6.1. Commencing Practice: 

6.1.1. Evaluating practice and locum opportunities. 

6.1.2. Licensing. 

6.1.3. Group versus solo practice. 

6.1.4. Staffing issues. 

6.1.5. Office equipment and lay-out.  



6.2. Personal and Professional Financial Management: 

6.2.1. Accounting. 

6.2.2. Tax Planning. 

6.2.3. Budgeting and debt management. 

6.2.4. Insurance. 

Health Advocate 

7. Identify opportunities to contribute to the activities of professional associations locally, 

provincially and nationally. 

Scholar 

8. Demonstrate the ability to maintain and enhance their professional activities through ongoing 

self‐directed learning based on a reflective practice. 

9. Critically evaluate and analyze medical information, its sources and its relevance to the provision of 

comprehensive family medicine. 

10. Describe the importance and applicability of research to family medicine: 

10.1. By developing skill at efficiently answering point of care questions using a variety of evidence‐

based strategies. 

10.2. By completing a research project and presenting it to their colleagues and department. 

10.3. By completing a practice audit and present it to their colleagues and department. 

11. Confidently engage in and demonstrate efficiency with regards to teaching opportunities, 
specifically: 
11.1. Important opportunities of teaching patients and their families as a component of clinical 

practice. 

11.2. Facilitate the teaching of topics to resident colleagues. 

11.3. Opportunities to participate in the teaching of other learners and health care workers. 

Professional 

12. Explain and discuss the role of Ethics in Family Medicine with regards to the commitment to the 

patient’s good: 

12.1. Ethics as an integral part of every clinical encounter, not just when controversies arise. 

12.2. Fundamental ethical principles of family medicine, including respect for patient dignity and 

beneficence‐in‐trust. 

12.3. Professional qualities that stem from commitment to the good of their patients, such as 

effacement of self‐interest, compassion, intellectual honesty, justice and prudence. 

12.4. The transfer the care of a patient to another physician in cases where there is ethical conflict 

between physician and patient.  

13. Demonstrate ethical decision making: 



13.1. Demonstrate a patient‐centered approach to key ethical issues in clinical practice, such as: 

informed consent, privacy/confidentiality, withholding and withdrawing medical 

interventions. 

13.2. Demonstrate the ability to identify differing perspectives on priority values and/or ethical 

principles in a given case or issue and the basis of these differences (individual, theoretical‐

cultural, religious and others). 

13.3. Demonstrate an appreciation of their own roles and responsibilities in decision making as well 

as those of patients, and respectfully discuss and manage value differences and conflicts.  

13.4. Demonstrate a clear understanding of issues such as informed consent, surrogate decision‐

making and advance directives. 

14. Identifying, analyzing and discussing ethical issues 

14.1. Demonstrate an ability to analyze cases and issues taking into account relevant considerations 

(e.g. commonly used ethical theories, elements of ethical decisions, principle of double effect, 

positions of stakeholders, etc.). 

14.2. Analyze a case a sequential approach, taking into account such things as the facts of the 

matter, relevant laws, policies, guidelines, the perspective of the patient and others having a 

stake in the issue and the resident's own values as they bear on the issue. 

14.3. Demonstrate the ability to provide ethically reasoned justification for their decision. 

14.4. Demonstrate sensitivity to potential ethical issues in their collaborative relationships with 

non‐medical colleagues, institutions, professional associations, government bodies, etc., to 

foster the health care of patients 

14.5. Identify Areas of Conflict 

14.5.1. Demonstrate an awareness of the issues of allocation of scarce resources, gatekeeper 

role and prioritization of need and how these relate to the duty to the patient 

14.5.2. Demonstrate an awareness of situations where there is an obligation to a third party 

that may conflict with the duty to the patient. 

14.5.3. Demonstrate an awareness of issues that may arise in a physician’s relationship with the 

pharmaceutical industry. 

15. Demonstrate professional behaviour, specifically:  

15.1. Acknowledge his/her limits of clinical competence and seeks help appropriately. 

15.2. Demonstrate a caring and compassionate manner. 

15.3. Demonstrate respect for patients in all ways, maintains appropriate boundaries and is 

committed to patient well‐being (including time management, availability and a willingness to 

assess performance). 

15.4. Demonstrate respect for colleagues and team members. 

15.5. Display a commitment to societal and community well‐being. 

15.6. Display a commitment to personal health and seeks balance between personal life and 

professional responsibilities. 

15.7. Demonstrate a mindful approach to practice by maintaining composure and equanimity, even 

in difficult situations, and by engaging in thoughtful dialogue about values and motives. 



15.8. Demonstrate professional behaviour in all aspects of life and abide by the professional 

standards as set out by the CPSO. 
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Women’s Health Care 
Curriculum Objectives 

 

Family Medicine Expert 

1. Demonstrate the skills to integrate all the CanMEDS‐FM roles in order to function effectively as a 

generalist in the provision of care to women.  

2. Apply clinical knowledge, skills, and attitudes required to meet the needs of women including: 

2.1. Consider many medical disorders manifest differently in women. 

2.2. Consider widespread and complex health effects of sexual abuse on women and resources 

available to assist affected women. 

2.3. Consider effects on female patients regarding the public perception of women and body image. 

3. Assess and manage women using the patient‐centred clinical method. 

4. Provide comprehensive and continuing care to women throughout the life cycle incorporating 

appropriate preventive, diagnostic, and therapeutic interventions. 

4.1. Provide appropriate evaluation and counseling using evidence‐based guidelines for: 

4.1.1. Nutritional needs through the female lifecycle. 

4.1.2. Cancer screening guidelines. 

4.1.3. Immunization. 

4.1.4. Exercise. 

4.1.5. Osteoporosis. 

4.1.6. Smoking cessation. 

4.2. Obtain a detailed reproductive health history as part of a well woman visit – including history 

of risk factors for sexually transmitted infections (STIs). 

4.3. Counsel a woman regarding reproductive and contraceptive choices.  

4.4. Counsel a woman regarding safe sex practices. 

4.5. Diagnose and manage menstrual disorders and irregularities throughout the life cycle. 

4.6. Diagnose and manage infection/inflammation of the reproductive tract and urinary tract, 

including STIs.  

4.7. Diagnose and manage acute & chronic abdominal and pelvic pain, always considering 

pregnancy as a possible cause. 

4.8. Diagnose and initiate management of endometriosis. 

4.9. Diagnose and manage urinary incontinence and uterovaginal prolapse. 

4.10. Screen for, detect, and manage genital tract neoplasia.  

4.11. Diagnose and undertake initial management of infertility.  

4.12. Counsel a woman regarding normal physical and psychological changes to be expected during 

menopause and options for their management.  

4.13. Counsel a woman with an unwanted pregnancy regarding the choices available to her.  

4.14. Identify and counsel women with eating disorders.  
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4.15. Diagnose and manage breast lumps in women.  

4.16. Counsel with recommendations and controversies of screening for breast cancer using clinical 

examination, self-examinations, and imaging and genetic testing.  

4.17. Refer and provide primary care follow‐up for breast cancer patients.  

4.18. Initiate evaluation and treatment of victims of rape and sexual assault (including psychosocial 

and legal issues).  

5. Assess and manage complex clinical situations in the care of women within the scope of family 

practice. 

6. Practice proficiently with the evidence-based use of procedural and physical exam skills  

6.1. Control of fertility: 

6.1.1. IUD insertion and removal. 

6.2. Surgery and diagnostic: 

6.2.1. Obtaining cervical cytology, HPV tests and cultures. 

6.2.2. Gynecological and breast examination. 

6.2.3. Breast cyst aspiration. 

Communicator 

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

8. Demonstrate the accurate and sensitive collection and synthesis of information from patients and 

their families. 

9. Accurately convey needed information and explanations to patients and families, colleagues and 

other professionals. 

10. Develop a common understanding on issues, problems and plans with patients and families, 

colleagues and other professionals to develop, provide and follow‐up on a shared plan of care. 

11. Demonstrate effective oral and written information. 

Collaborator 

12. Practice collaboration and consultation with other health professionals and caregivers in the care of 

women.  

13. Support a collaborative team-based approach in the care of women: 

13.1. Demonstrate collaboration in different models of care including team based approaches. 

13.2. Engage patients and families as active participants in their care. 

13.3. Consult appropriately with other members of the health care team.  
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Leader 

14. Manage time effectively to attend to the care of women. 

15. Employ office policies and practices to ensure patient comfort and choice, especially with sensitive 

examinations (e.g., communication during exam, positioning for Pap, chaperones for genital/rectal 

exams). 

Health Advocate 

16. Recognize and respond to individual patient health needs as part of care of women including:  

16.1. Identifying women who are vulnerable or marginalized and assist them in issues (e.g., 

occupational issues, special diet application forms, etc.) that promote their health. 

Scholar 

17. Identify opportunities for learning and improvement through ongoing self-directed learning based 

on reflective practice in the care of women. 

18. Evaluate and apply medical information, its sources, and its relevance to the care of women.  

19. Identify and employ the knowledge and skills for educating patients, families, trainees, other 

health professional colleagues, and the public, as appropriate in issues in the care of women. 

 

Professional 

20. Demonstrate commitment:  

20.1. To their patients, profession, and society through ethical practice. 

20.2. To physician health and sustainable practice. 

20.3. To reflective practice. 

21. Demonstrate the 12 themes of professionalism with observable behaviors (e.g., day-to-day 

behavior reassures that the resident is responsible, reliable and trustworthy). 
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PARO Information for NOSM Faculty                                 
Maximum duty hours and leaves 

For detailed information about the PARO Contact, please refer to the PARO website 

(http://www.myparo.ca/Contract/PARO-CAHO_Agreement). 

 

MAXIMUM DUTY HOURS 
 

16.1 

(a) Unless agreed otherwise by the affected residents, their Program Director and PARO, a resident 

shall not be scheduled or required to work two (2) or more consecutive periods of call. It is 

understood that the terms, “day of call”, “night of call”, “duty period”, “call period” and other 

similar terms used in this Agreement, refer to a period of time which is twenty-four (24) hours or 

less in duration. 

It is understood and agreed that the twenty-four (24) hour limitation does not encompass a 

crossover period which ensures adequate handover of patient care responsibilities. 

(b) No hospital department, division or service shall schedule residents for in-hospital call more 

than seven (7) nights in twenty-eight (28), including two (2) weekend days in eight (8) weekend 

days over that twenty-eight (28) day period. A weekend day is defined as a Saturday or a Sunday. 

(c) 

i. As an exception to Articles 16.1(b) and 16.9, residents in a hospital department, division or 

service may be required to work up to an additional three (3) call periods over a six month 

block period (July 1 to December 31 and January 1 to June 30), but only if needed to 

replace a resident who is forced to miss scheduled call days due to unexpected, short-term 

sickness, being on a vacation for a period of two (2) consecutive weeks or more, or being 

absent in other circumstances beyond his/her control or due to emergency. 

ii. In selecting a resident to provide additional call coverage under this exception, the 

hospital department, division or service will first ask for volunteers. For clarity, this 

additional volunteered call shall not count as a “required” call pursuant to this provision. 

iii. Where no resident volunteers for additional call coverage under this exception, the 

hospital department, division or service may require a resident to provide such coverage 

but only provided there is no breach of other call provisions (with the exception of the two 

week notice requirement in Article 16.2) and provided that the resident is not subject to 

exceptional personal or family hardship. The hospital shall use its best efforts to minimize 

such required increased call responsibilities. For clarity, it is agreed that where a resident 

has been required to work three call periods under this provision, the resident cannot be 

required to work any additional call periods beyond those scheduled in accordance with 

Article 16.1(b) and (d). 

http://www.myparo.ca/Contract/PARO-CAHO_Agreement
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iv. Upon the hospital’s designate being informed that a resident was required to provide call 

coverage under this provision, the hospital will advise both PARO and the resident’s 

Program Director of such occurrence within two weeks of notification by the resident. The 

hospital shall identify a single individual to serve as the hospital designate. 

(d) Schedules for out-of-hospital call shall be, on average, one (1) night in three (3). For greater 

clarity, no resident shall be required to do more than ten (10) nights of out of hospital call in thirty 

(30). 
 

16.2 Duty schedules shall be published on a monthly basis at least two weeks prior to their 

effective date and copies shall be made available to residents and to PARO. 

PARO, individual residents, and the hospitals all have an interest in certain information related to 

duty schedules that may not be immediately apparent from the centralized hospital call schedule 

prepared for or used by hospital locating. 

Individuals responsible for preparing the call schedule on behalf of the hospital, including the Chief 

or Senior Resident where the hospital has delegated such responsibility to him or her, will forward 

the following information to PARO pursuant to this provision. 

 hospital name 

 service 

  call period 

 resident names 

 type of call (in or out) 

 resident vacation and other scheduled leaves 

 weekends clearly identified 

 a contact name and telephone/pager number 

 the date and time the schedule is made 

This information may be provided on a separate document from the schedule given to hospital 

locating, so as to ensure that the utility of the hospital locating call schedule is not diminished. 

Where the Chief or Senior Resident is responsible for preparing a call schedule which does not 

contain the information required in this Article, PARO agrees that it will not seek damages against 

the hospital for non-compliance with the information requirements of this Article. 
 

16.3 Should a resident be away from the hospital, department, division or service for any reason 

whatsoever for any part of the calculation period referred to in 16.1, the maximum number of 

duty periods during such calculation period shall be based on the pro-rated number of working 

days present. 
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16.4 

(a) After being available for service in-hospital for twenty-four (24) consecutive hours, a resident 

working on the service of anaesthesia or obstetrics/ gynaecology shall be relieved of all service 

and educational duties until the commencement of the next working day, after ensuring adequate 

handover of patient care responsibilities. Such handover shall not exceed one (1) hour. 

After being available for service in-hospital for twenty-four (24) consecutive hours, a resident 

working on the service of ICU or CCU shall be relieved of all service and educational duties until 

the commencement of the next working day, after ensuring adequate handover of patient care 

responsibilities. Such handover shall not exceed one and one-half (1 1/2) hours. 

For the purposes of this Article, the commencement of the next working day will be the normally 

established start time for the entire service. 

i. For services other than anaesthesia, obstetrics/gynaecology, ICU or CCU the following applies: 

i. Where a service provides PARO with advance notice that the service cannot relieve 

residents of their responsibilities within the time set out in Article 16.4(b)(ii) below, 

residents working on that service shall be relieved of their responsibilities by no later than 

1200 hours on the day following their in-hospital call, and Article 16.4(b)(ii) does not 

apply. A service’s decision that Article 16.4(b)(ii) does not apply cannot be the subject of a 

grievance or arbitration, but will be addressed through the committee process set out in 

Article 16.4(b)(iii) below. 

ii. After being available for in-hospital call for twenty-four consecutive hours, residents shall 

be relieved of their duties after ensuring adequate handover of patient care 

responsibilities, and no new patient responsibilities will be assigned, except for 

responsibilities which are reasonably necessary to ensure appropriate clinical handover 

(including completion of sign-out notes, follow up on ordered investigations, and/or 

review/rounding with incoming team members to ensure appropriate transfer of care). 

The handover period will not exceed two hours following the end of the 24 hour in 

hospital call period. This provision does not apply, however, where at any time a service 

has provided notice under Article 16.4(b)(i) above. 

iii. The parties will establish a joint committee with the objective of jointly working on the 

issue of home after call for those programs which provide notice under 16.4(b)(i), and 

attempting to identify solutions which are mutually satisfactory, taking into account the 

respective interests of relieving residents of responsibilities after being on call for a 24 

hour period, optimal patient care, and excellence in education. This committee will begin 

meeting within 30 days following ratification. The parties agree to use William Kaplan as a 

facilitator to the committee, in order to assist them in their desire for a satisfactory 

solution. 

(c) For clarity, the right to be relieved of duties by 1200 hours under either 16.4 b (i) or (ii) applies 

to a resident on out-of-hospital call in either of the following two circumstances: 

i. a resident who commences work in the hospital after midnight but before 6 a.m.; and, 
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ii. a resident who works for at least four (4) consecutive hours at least one hour of which 

extends beyond midnight. 

(d) If Home call is converted to in Hospital Call pursuant to 16.4(c)(i) or (ii) above, the call will be 

deemed to be In Hospital Call for the purposes of 16.4(b)(i) and (ii). 

(e) The program director, or the staff supervisor as designated by the program director, at his/her 

discretion, may apply Article 16.4 (c) to home calls (to which Article 16.4(c) would otherwise not 

apply), where the home call is sufficiently intense, onerous or heavy at the request of a resident or 

group of residents. The decision of the program director or the staff supervisor as designated by 

the program director will not be subject to a grievance. 
 

16.5 In those services/departments where a resident is required to do in-hospital shift work (e.g. 

emergency department, intensive care), the guidelines for determining Maximum Duty Hours of 

work will be a sixty (60) hour week or five (5) shifts of twelve (12) hours each. Housestaff working 

in these departments will receive at least two (2) complete weekends off per month and (except 

where the resident arranges or PARO agrees otherwise) shall between shifts be free of all 

scheduled clinical activities for a period of at least twelve hours. All scheduled activities, including 

shift work and educational rounds/seminars, will contribute towards calculating Maximum Duty 

Hours. Should a resident be away from the hospital, department, division or service for any reason 

for part of a week during which they are required to do shift work, the Maximum Duty Hours 

during the week shall be reduced on a pro rata basis. 
 

16.6 Any difference concerning educational exceptions to the maximum call provisions in this 

Article shall be processed through the procedure outlined in Attachment 2 of this Agreement 

entitled “Memorandum Re: Maximum Duty Hours” rather than through the grievance procedure 

in Article 8. 
 

16.7 It is agreed that no change in the Maximum Duty Hours under this Article will be made 

without the agreement of the parties and COFM. 
 

16.8 A resident shall not be required to be on call at home two (2) consecutive weekends. 
 

16.9 For the purpose of determining the maximum “blended” in-hospital or out-of-hospital call 

permitted under this Article, the total number of out-of-hospital call assignments multiplied by 

three (3) plus the total number of in-hospital call assignments multiplied by four (4) shall not 

exceed thirty (30) over a twenty-eight (28) day period. 
 

16.10 Notwithstanding 16.1(b), PARO agrees that when a resident is scheduled on Friday 

night/Saturday morning call in conjunction with a Sunday call, only the Sunday call will be deemed 

to be a weekend call day. In turn, CAHO agrees that residents shall be free of all patient care 

duties, including scheduled weekend call, on at least two weekends (including Friday 

night/Saturday morning and the rest of Saturday and Sunday) over a 28-day or monthly call 

period. 

http://www.myparo.ca/attachments/#Attach2
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The parties understand and agree that the restrictions noted above do not apply when residents 

switch their weekend call schedules with another resident. 

 

VACATION 

11.1 Residents shall be entitled to four (4) weeks paid vacation during each year. 

11.2 Vacations may be taken by housestaff at any time, but, subject to article 11.4, the timing of 

vacation may be delayed only where necessary, having regard to the professional and patient 

responsibilities of the hospital department for the time the vacation is requested. 

11.3 Housestaff may request their vacation to be taken in one (1) continuous period, in one or 

more segments of at least one (1) week in duration, or in segments of less than one week, which 

request will be scheduled provided professional and patient responsibilities are met. 

11.4 Requests for vacation shall be submitted in writing to the department head at least four (4) 

weeks before the proposed commencement of the vacation. In, addition each resident taking a 

certification examination in the Spring shall have until one month prior to the date of the 

examination to make a written request for one week of his/her vacation entitlement. Vacation 

requests submitted before March 1, or one month prior to the date of a certification examination, 

will be considered in priority to those submitted after that time. All vacation requests must be 

confirmed or alternate times agreed to, in accordance with Article 11.2, within two (2) weeks of 

the request being made. Where the hospital department rejects the vacation request, it will do so 

in writing and include the reasons for rejecting the original vacation proposal. 

11.5 There will be no adjustment to vacation entitlement for up to seventeen (17) weeks in the 

case of pregnancy leave of absence and/or up to thirty-seven (37) weeks in the case of parental 

leave of absence. Where a resident is entitled to and takes pregnancy leave and is also entitled to 

and takes parental leave, there will be no adjustment to vacation entitlement for up to an 

additional thirty-five (35) weeks. If an employee is on pregnancy or parental leave, any accrued 

vacation shall be taken immediately after the leave expires, or at such later date if agreed to 

between the resident and the hospital. 

11.6 The Hospital shall not institute policies that restrict the amount of vacation that residents can 

take over a given rotation, it being understood that the hospital continues to have the right to 

delay an individual resident’s request where necessary having regard to the professional and 

patient care responsibilities of the hospital department pursuant to Articles 11.2 and 11.3. 

 

PROFESSIONAL LEAVE 

12.1 In addition to vacation entitlement, residents shall be granted additional paid leave for 

educational purposes. Such educational leave, up to a maximum of seven (7) working days per 

annum, shall be consecutive if requested by the resident, and shall not be deducted from regular 

vacation entitlement. Such leave may be taken by housestaff at any time, provided only that 

professional and patient responsibilities are met to the satisfaction of the hospital department 

head. 
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12.2 Each resident shall be entitled to paid leave for the purpose of taking any Canadian or 

American professional certification examination; for example, Royal College examinations, LMCC, 

ECFMG, CFPC. This leave shall include the exam date(s) and reasonable travelling time to and from 

the site of the examination. This leave shall be in addition to other vacation or leave. 

12.3 (a) Subject to operational requirements and at the request of a resident, a resident will 

not be scheduled for call duties for a period up to fourteen days prior to a CFPC or RCPSC 

certification exam. 

(b) Subject to operational requirements and at the request of a resident, a resident will be 

granted up to seven consecutive days off during one of the four weeks preceding a CFPC or RCPSC 

certification exam. 

 

STATUTORY HOLIDAYS 

13.1 - All housestaff shall be entitled to the following recognized holidays: 

1. New Year's Day 

2. Family Day 

3. Easter Friday 

4. Victoria Day 

5. Canada Day 

6. August Civic Holiday 

7. Labour Day 

8. Thanksgiving Day 

9. Christmas Day 

10. Boxing Day 

11. One (1) floating holiday 
 

13.2 All housestaff shall be entitled to at least five (5) consecutive days off during a twelve (12) day 

period that encompasses Christmas Day, New Year's Day and two (2) full weekends. These five (5) 

days off are to account for the three (3) statutory holidays (Christmas Day, Boxing Day, New Year's 

Day), and two (2) weekend days. 
 

13.3 If a resident is scheduled to work on a recognized holiday, he/she shall be entitled to a paid 

day off in lieu of the holiday to be taken at a time mutually convenient within ninety (90) days of 

the holiday worked. 
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NOSM Policies                                                                        
A quick guide to the NOSM website 

Policies and Procedures 

1. Go to the NOSM website and click on the Education section in the top toolbar. Under the 

Education section you will be given a variety of topic options on the right hand of the screen. 

Choose Postgraduate Medical Education.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. From here you can find the Policies and Forms tab, which will allow you to browse all NOSM 

PGE related policies, procedures, protocols and forms. Underneath on the toolbar is also the 

Publications and Resources section, which provides Resident Handbooks, rotation related 

information and the Resident Bulletin archives.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.nosm.ca/postgrad/
http://www.nosm.ca/education/pgme/general.aspx?id=13215
http://www.nosm.ca/education/pgme/general.aspx?id=17370
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Family Medicine Program Curriculum 

1. Go to the NOSM website and click on the Education section in the top toolbar. Under the 

Education section you will be given a variety of topic options on the right hand of the screen. 

Choose Postgraduate Medical Education (same as Step 1 for Policies and Procedures).  

 

 
 

 

2. Next, on the right-hand toolbar, choose the option for the Family Medicine Program.  

 

 
 
 
 
 

http://www.nosm.ca/postgrad/
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3. Under the Family Medicine Program additional options will appear below. From these options 

choose Program Overview.   

 

 
 

 

 

4. The new window will provide a program overview, highlights, policies and program curriculum.  

 

 
 
 
 
 
 
 
 

http://www.nosm.ca/education/pgme/general.aspx?id=442
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Quick Links 
 
NOSM PGE Policies: http://www.nosm.ca/education/pgme/general.aspx?id=13215  
 
NOSM Publications and Resources: http://www.nosm.ca/education/pgme/general.aspx?id=17370  
 
NOSM PGE FM Domains of Care: http://www.nosm.ca/education/pgme/general.aspx?id=442  

 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.nosm.ca/education/pgme/general.aspx?id=13215
http://www.nosm.ca/education/pgme/general.aspx?id=17370
http://www.nosm.ca/education/pgme/general.aspx?id=442
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Introduction to the Fundamental Teaching Activities 

in Family Medicine Framework 

Over the last 5 years Family Medicine Residency programs across Canada have evolved 

dramatically, largely secondary to the introduction of the Triple C Curriculum. With this, there has 

been increased demand from Family Medicine clinical teachers for organized faculty development 

to promote quality teaching. In response, the Section of Teachers Council of the College of Family 

Physicians of Canada (CFPC) established the Working Group on Faculty Development and charged 

it with the following tasks: 
 

 To define the core competencies for clinical teaching roles in Family Medicine 

 To make recommendations about strategies to develop these core competencies  

 To develop a dynamic, CFPC hosted repository of faculty development resources, tools, 

and opportunities related to these competencies 
 

The resulting document is entitled the Fundamental Teaching Activities in Family Medicine 

Framework (FTA Framework). This document describes the day-to-day activities of clinical 

teachers which vary depending on the teaching task.  Each activity outlines a number of 

competencies that a clinical teacher needs to develop to fulfill the role of clinical teacher.  It has 

the advantage of providing a holistic description of what a teacher actually does as part of the 

competency. It is important to note that this framework was not designed as an assessment tool 

to examine teachers. Rather, it is a tool to facilitate teaching development. The activities are 

grouped by common tasks that are similar across the country, rather than a formal job description.  

 

The purpose of the FTA framework includes; 
 

1. To provide teachers with an understanding of the activities that are expected of them 

dependent on the specific teaching task 

2. To provide a roadmap for teachers to guide self-reflection and professional development 

3. To assist programs, faculty, and department in developing curriculum for ongoing faculty 

development 

4. To provide an organizational framework for faculty development materials, tools, and 

strategies both locally and nationally 

 

The Framework is divided into three domains that teachers may engage in. Each domain has a 

number of tasks, one or more if which any individual clinician may take one.  Under each task are a 

number of activities that teachers are expected to fulfill to show competency in that task. The 

individual activities have graded steps moving from left to right depending on the skill of the 

teacher. These steps help guide faculty development, illustrating how a teacher may take on 

increasingly complex situations over the course of their career.  
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The three domains are; 
 

1. Clinical Preceptor: The teacher working with learners in a clinical setting where patient 

care is being provided 

2. Teacher Outside the Clinical Setting: The teacher providing small or large group learning 

sessions such as seminars, lectures, tutorials, rounds, or any other clinical teaching when 

not directly providing patient care 

3. Educational Leader: The teacher functioning as an educational program/curriculum 

planner or administrator for teachers, faculty, and educational programs.  
 

For the purpose of this handbook, Domain 1; The Clinical Preceptor is the most relevant and is 

attached below. The entire FTA framework document may be accessed through the CFPC website 

– the link for which is provided at the end of the handbook.  

 

Clinical Preceptor is divided into two tasks: Clinical Coach and Competency Coach.  
 

A Clinical Coach helps learning through reflection of activity. There are 5 activities under the task 

of Clinical Coach. These activities are;  
 

1. Explicitly embodies the roles, attitudes, and competencies of a family physician in 

clinical work 

2. Promotes and stimulates clinical reasoning and problem solving 

3. Gives timely learner centered and constructive feedback 

4. Uses program assessment tools to document observed learner performance according 

to level of training 

5. Employs reflective practice to refine clinical supervision 

 

For each of these activities there are many steps that a teacher would have to incorporate or 

display to be considered competent in that activity.  Faculty development for individual teachers 

may be tailored based on the specific activities that teachers wish to develop competence in.  

Please see the document below for further information.  

  

 

 

 



domain: 
clinical

preceptor

Applies basic  
educational principles 
to each teaching activity

Applies basic and 
advanced educational 
principles to each  
teaching activity

Demonstrates  
leadership and  
scholarship in teaching 
activities

Task I: clinical coach – a clinical supervisor in day-to-day practice, employing clinical 
work for opportunistic teaching and learning

explicitly 
embodies the 
roles, attitudes, 
and competencies 
of a family 
physician in 
clinical work

▲ Verbalizes clinical 
reasoning processes 
for learners (including 
challenges, reactions, 
and ethical dilemmas)

▲ Displays enthusiasm 
for family medicine 
patient care

▲ Provides a safe 
learning environment 
for patients and 
learners

▲ Utilizes appropriate 
educational 
framework to 
explicitly articulate 
decisions and actions

▲ Expresses family 
medicine values and 
principles within 
day-to-day clinical 
practice

▲ Supports other 
faculty to be aware 
of their positions as 
role models and to 
enhance their role-
modeling skills

promotes and 
stimulates clinical 
reasoning and 
problem solving

▲ Uses specific 
strategies to facilitate/
assess clinical 
reasoning

▲ Adapts to learner’s 
reasoning process

▲ Guides learner in the 
refinement of clinical 
reasoning

▲ Discusses clinical 
reasoning processes 
with learners who are 
at different levels

▲ Provides opportunity 
for learner to discuss 
and reflect on his or 
her own work

▲ Makes educational 
strategies explicit and 
guides other teachers 
to reflect on and use 
them

LE COLLÈGE DES
MÉDECINS DE FAMILLE
DU CANADA

THE COLLEGE OF
FAMILY PHYSICIANS

OF CANADA

SECTION OF TEACHERS OF FAMILY MEDICINE
SECTION DES ENSEIGNANTS EN MÉDECINE FAMILIALES

Activities

Domains

Tasks
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clinical preceptor



domain: 
clinical

preceptor

Applies basic
educational principles
to each teaching activity

Applies basic and 
advanced educational 
principles to each  
teaching activity

Demonstrates  
leadership and  
scholarship in teaching 
activities

gives timely, 
learner-centred, 
and constructive 
feedback

▲ Provides and receives 
formative, effective 
feedback according 
to the components of 
effective feedback 

▲ Encourages learner 
to make meaning of 
feedback

▲ Helps learner select 
relevant learning 
strategies and 
resources for self-
learning

▲ Fluidly adapts 
observation and 
feedback depending 
on learner’s needs 
for more or less 
independence

▲ Guides and directs 
learner’s reflections 
on next steps to 
encourage learning 
based on feedback

▲ Encourages learner 
to reflect on personal 
role as teachers

▲ Acts as a peer 
resource for 
enhancement of 
colleagues’ feedback 
skills 

uses program 
assessment tools 
to document 
observed learner 
performance 
according to level 
of training

▲ Demonstrates skill 
at using different 
assessment tools

▲ Uses appropriate 
tools to correctly 
describe the learner’s 
performance  
(eg, field notes)

▲ Collates and interprets 
evidence of learning 
and provides 
meaningful feedback 
based on multiple 
sources, including 
direct observation

▲ Consistently 
chooses appropriate 
assessment tools 
and coordinates 
them to develop 
a comprehensive 
picture of learner 
performance

▲ Encourages 
learner’s reflection 
and increased 
independence in self-
assessment (including 
identification of 
strengths and 
challenges)

▲ Assists faculty in 
improving assessment 
skills

▲ Supports 
implementation and 
enhancement of 
program assessment 
systems
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domain: 
clinical

preceptor

Applies basic  
educational principles 
to each teaching activity

Applies basic and 
advanced educational 
principles to each  
teaching activity

Demonstrates  
leadership and  
scholarship in  
teaching activities

employs reflective 
processes to 
refine clinical 
supervision

▲ Solicits learner’s 
feedback on clinical 
supervision

▲ Seeks peer 
observation and 
feedback on specific 
preceptor-learner 
encounters

▲ Incorporates 
self-reflection 
and feedback 
in enhancing 
supervision 

▲ Collaborates with 
learner to refine 
supervision to meet 
needs

▲ Seeks educational 
opportunities beyond 
the daily reflective 
process to improve 
clinical supervision

▲ Provides peer 
coaching to other 
clinical teachers

▲ Promotes reflection 
on clinical teaching 
among colleagues

▲ Fosters the 
development of 
a community of 
practice among 
teachersH
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Task II: competency coach – an educational advisor along the course of learner’s training, 
guiding development of competencies

helps learner design 
and update his or her 
individual learning plan

▲ Facilitates a dialogue 
with learner to select 
pertinent learning 
goals (eg, program 
objectives) and 
strategies to progress

▲ Engages other 
supervisors in the 
learning plan (helps 
operationalize plan)

▲ Facilitates learner 
to take ownership 
of developing and 
updating learning 
plans

▲ Analyzes challenges 
to progression and 
collaborates with 
learner to plan 
specific strategies 
to overcome these 
challenges 

▲ Acts as a resource 
for colleagues for 
educational problem 
solving in clinical 
training

guides a comprehensive 
periodic progress review 
informed by the learner’s 
self-analysis

▲ Uses the program’s 
tools to help learner 
synthesize the 
different pieces of 
formative feedback  
(eg, field notes)

▲ Integrates learner’s 
self-assessment 
and in-training 
assessments to identify 
appropriate learning 
plans

▲ Fosters and facilitates 
learner in taking 
ownership of lifelong 
learning

▲ Finds common 
ground in the case 
of discrepancy 
between learner’s 
self-assessments and 
supervisors’ in-training 
assessments

▲ Assists colleagues 
to develop lifelong 
learning skills in their 
learners



domain: 
clinical

preceptor

Applies basic  
educational principles 
to each teaching activity

Applies basic and 
advanced educational 
principles to each  
teaching activity

Demonstrates  
leadership and  
scholarship in teaching 
activities

assists learner in his 
or her professional 
development 

▲ Asks about, takes 
interest in, and 
explores career goals 
with learner

▲ Fosters the 
development of the 
learner’s professional 
identity as a family 
physician

▲ Promotes and 
demonstrates  
work-life balance

▲ Discusses career 
goals and encourages 
learner to take 
concrete steps toward 
a career plan

▲ Encourages learner 
to be aware of his 
or her position as 
a role model, and 
to enhance role-
modeling skills

▲ Shares career 
counseling strategies 
with colleagues for 
both their own benefit 
and learners’ benefit

adjusts teaching 
interventions to support a 
learner facing progression 
challenges

▲ Incorporates data on 
learner progression 
as well as learner 
perception to identify 
focus of coaching/
supervision

▲ Adapts learning 
plan for learner with 
recurrent progression 
challenges

▲ Seeks ongoing 
feedback from 
experienced 
colleagues in 
developing skills as a 
competency coach

▲ Participates in a 
community of 
practice or engages 
with others to share 
“best practices” in 
supporting learners 
with progression 
challenges

▲ Identifies colleagues 
who are experiencing 
teaching challenges 
and guides their 
development
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The overall goal of the assessment program is to ensure that 

residents are progressing through the program towards 

competence. 

  

 

RESIDENT ASSESSMENT 

Table of Contents: 

a. Introduction to Assessment of Family Medicine Residents at NOSM 
b. CFPC Guide to Effective Feedback in Family Medicine Residency 
c. Introduction to One45 for Preceptors 
d. In Training Assessment Report (ITAR) Guide – Instruction & Sample 
e. Field Note Guide – Instruction & Sample 

i. Explanation of the Importance of Field Notes to Preceptors 
ii. Sample Field Note 
iii. Quick tracks Guide – Instruction & Sample 

f. Memorandum – Introduction to the Pulse 360 Survey 
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Introduction to Assessment of Family Medicine 

Residents at NOSM 

The Assessment program at NOSM involves 5 main tools that are used at various time throughout 

the residency program.  Each of the forms has a different purpose. The overall goal of the 

assessment program is to ensure that residents are progressing through the program towards 

competence.  

 

The 5 tools are; 
 

1. In Training Assessment Reports (ITARs) and Brief Encounter ITARs 

2. Field Notes 

3. Quick Tracks 

4. Pulse 360 Report 

5. Competency Coach Periodic Review 

 

Each of these tools is described in detail in this handbook including examples and how to access 

them on our electronic portfolio system One45.  They are described in brief below. 

 

1. In Training Assessment Reports (ITARS) 

 These forms are used by clinical teachers to assess the clinical performance of residents 

they are working with. Forms are based on the CanMEDS roles and specific to different 

Domains of Care such as Maternal and Newborn care, or Care of the Elderly.  

 Residents will select and send an ITAR to their preceptor prior to the end of the rotation. 

It is expected that the ITAR is completed and reviewed with the resident before they 

leave on the last day of the rotation. If the rotation is quite short (one week or less) then 

a Brief Encounter form may be used instead.  

 

2. Field Notes 

 Field notes are used to assess resident’s performance in the 6 skill dimensions identified 

by the CFPC as essential to competent practice. It is an opportunity to provide some 

directed feedback to a resident either on a specific patient encounter, or a number of 

encounters that review the same skill dimension (such as selectivity or communication).  

 Residents complete 2 Field Notes each week and submit them through One45 to faculty 

for feedback. Alternatively, the resident can document feedback received themselves.  

 

3. Quick Tracks 

 Quick Tracks is a program that allows residents to determine what topics and procedures 

they are getting experience in while in residency.  

 Residents track each day their patient encounters and document 4 pieces of information 

including where the patient was seen, what Domain of Care best represents the 
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interaction (Ie. Palliative Care or Care of Children and Adolescents), what priority topic 

was the chief complaint about, and what procedure was done as applicable.  

 The daily time required for this component should be similar to the time that it takes to 

do high quality billing by physicians in practice.  

 This information is used to help develop learning objectives and future curriculum for the 

individual resident. 

 

4. Pulse 360  

 This program is used once per resident over the two years as an assessment of 

professional behavior 

 The resident selects people to rate their behavior in clinical settings. The Raters include 

faculty members, resident colleagues, and allied health professionals.  

 Residents may be asked to do additional Pulse 360 assessments if there is concerning 

behaviour at other times in the program.  

 

5. Competency Coach Periodic Review 

 Each resident is assigned a Competency Coach (CC) who reviews all the assessments 

generated about a resident’s performance, these meetings happen 3 times each year 

 The CC is a vital piece in review of the progress that a resident is making towards 

competency 

 In addition to reviewing clinical and professional performance, a CC helps develop 

learning goals and makes suggestions for future clinical rotations  

 

Each of these tools play a different role in ensuring that Family Medicine residents are progressing 

towards competency and a recommendation to both sit the CFPC licensing exam and graduate 

from NOSM’s FM Residency program.  

 

 



Feedback Ingredients

 Immediate: feedback from your preceptor should be 
 received as soon as possible after the encounter

 Specific: feedback should be focused on what was done well 
 and what can be improved

 Case-based: feedback should relate to a specific 
 clinical encounter

 Competency-based: feedback should be centred around 
 core competencies in family medicine

 Objective and concise: feedback should be to the point

Instructions
 Ask your preceptor for feedback after the clinical encounter.

 Document the feedback immediately after a clinical encounter.

 For on-service family medicine rotations, stack your field notes to see what 
 domains are lacking and require more attention.

 For off-service family medicine rotations, frequently ask your preceptor for feedback
 on how you managed a case. Document this feedback as a field note.

 Provide a summary of field notes to your preceptor for in-training evaluation 
 reports during off-service rotations.

 Set aside time each day to reflect on your feedback: read around the case and 
 reflect on how you might change your practice or continue doing what you 
 are doing.

1

2

3

4

5

Tools
• Keep your electronic field
    note URL bookmarked.

• Keep your paper 
    evaluation forms with 
    you each day.

Preceptors
Not all preceptors have the 
same teaching style. If you 

want specific feedback, 
just ask!

Daily
D – description: of the clinical encounter

O – observer: preceptor, patient, family
  member, health professional colleague

C – coaching: specific advice from the
  observer; either positive reinforcement or
  constructive feedback

In Person
S – summary: of the clinical encounter,
  keeping patient confidentiality in mind

O – observer: preceptor, nurse, patient, or 
  allied health professional

W – well: what the resident has done well, 
  including strengths

E – enhancement: preceptor suggestions
  for resident improvement

R – recommendations: for further
  learning, resident plan for follow-up

1

2

3

4

5
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Effective  
Feedback
Handout for  
Residents

 Guide to Effective Feedback in Family Medicine Residency
Developed by Residents for Residents



An  
Introduction
to Feedback 
in Family 
Medicine 
Training

For references, please visit:  www.cfpc.ca/sectionofresidents
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What are field notes and  
why are they important in residency?

A field note is written feedback that you receive after observation of your 
interactions with a patient and/or family member, health professional, 

or team members, or during discussions with the preceptor. You may also 
receive feedback about written communications, presentations, clinical skills, 

or procedures. Field notes serve as a reminder of skills you have acquired and 
skills that may require further development throughout your residency training.

How do I ask for feedback?
Your preceptor will appreciate advance notice that you are seeking observer 
feedback on specific skills. Select a confidential setting and make sure that you 
and your observer have sufficient time for the feedback session, which should take 
no longer than a couple of minutes. Be flexible if the time or location changes 
due to clinical activities or commitments. If the space and time are not available 
immediately, invite the observer to provide feedback at a later date or time. Follow 
up with the preceptor in a timely fashion if feedback is not given immediately.

How do I prepare for a feedback session?
Prior to meeting with your preceptor, reflect on your clinical encounters and prepare 
a list of what you did well and what you feel requires further improvement. Highlight 
specific examples during your feedback meeting. What challenges did you face? 
What would you do differently? How can your preceptor support you in meeting your 
learning needs? Bring these ideas to your feedback session.

What do I do with positive feedback?
Positive feedback is intended to reinforce behaviours and skills essential for practice. 
Take note of what behaviour and skills you have acquired and are expected to 
maintain throughout your practice and career.

What do I do with constructive feedback I receive?
It is normal to have skills that require improvement during residency. When you 
receive constructive feedback, ensure that it is specific and that you understand the 
behaviour or skill that requires improvement. Don’t be afraid to ask your preceptor 
for clarification. After you receive feedback, make a plan to work on the identified 
skills and schedule a time to reassess the skill at a later date.

Some residents may take feedback personally. Feedback is intended to facilitate  
the development of specific skills, behaviours, and competencies. It is important 
to avoid becoming defensive, assigning blame elsewhere, or taking the feedback 
personally. If you feel the feedback you received is not appropriate, talk with your 
faculty advisor, chief resident, or program director.

Version 2 – May 2016
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Introduction to One45 Orientation for Preceptors 

 

Welcome 

One45 is a web-based system used for the assessment of residents and preceptors and will 

contain all NOSM clinical rotation assessment forms in an easily accessible format.  

We have provided within this document:  login information, screenshots, and instructions on how 

to access One45, complete and submit forms, and how to review your entries. 

 

Login Information 

You will receive a link to the login page (NOSM One45) and, for first time users, your username 

and a temporary password.  The URL you should use to access your One45 account is: 

https://nosm.one45.com/index.php 

If you require any further assistance with your login, please contact Julie Rendell at 

Julie.rendell@nosm.ca 

 

Internet Browser 

One45 works best with Internet Explorer.  Please ensure your pop-up blocker is either off or set to 

accept pop-ups from the One45 website.  If you require further details on how to ensure this is on 

your computer, please contact your technical support group. 

 

Mobile Browsing 

The one45 mobile app allows faculty, staff and learners to complete their “Forms to complete” 

assessments from their phone or tablet devices. 

Designed from the ground up with mobile device usage in mind, the one45 app gives people the 

freedom to complete evaluations from anywhere, and will make it easier than ever to get their 

work done and share feedback with your colleagues.  

Support documents can be found here: 

iOS users:  https://one45software.na2.teamsupport.com/knowledgeBase/5376433  

Android users: https://one45software.na2.teamsupport.com/knowledgeBase/5376434  

 

The app is available as a free download from the Apple iOS and Google Play stores. 

 

 

https://nosm.one45.com/index.php
https://one45software.na2.teamsupport.com/knowledgeBase/5376433
https://one45software.na2.teamsupport.com/knowledgeBase/5376434
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eDossiers 

After you successfully login to One45, you will be brought to the home of your eDossier account 

known as your “To Do” list.  This page will display any forms you are required to fill-out.  You can 

easily select the form and submit the same as you would for your paper forms. 

In addition to the “To Do” section of your eDossier account, you will also see the sections for 

accessing your personal info, contact lists and important handouts and links, as well as being able 

to track all your assessment and evaluations online 

 

Screenshot of your “To Dos”.  Click on the underlined “Target” to complete your form. 

 

 

Screenshot of your “Evaluations”.   From here, you can review forms you have submitted. 
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Completing Forms 

The majority of your time spent within One45 will be completing forms online.  The process is very 

simple and automated in most parts of the system. 

During the course of the academic year, you will receive emails directly from the One45 system 

advising that a new form is available online and ready for you to complete.  Within the email will 

be a direct link to login to One45.  Within your “To Do” section, any forms that you are required to 

complete will be displayed. 

 

Simply click on the form title and complete.  Below is a screenshot for a sample form: 

 

 

Please note that in order to complete the form you must click “submit” at the bottom.  

 

 

One45 Support 

If you have questions about One45, or are experiencing technical difficulty please contact 

julie.rendell@nosm.ca 
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In Training Assessment Report (ITAR) Guide 

Rationale  
 

The NOSM Postgraduate Family Medicine (PGFM) program is evolving the resident assessment 

approach in the ongoing implementation of Triple C Competency-Based Curriculum. The 

curriculum goals and objectives for the program are outcomes-based and are no longer linked to 

specific learning immersions or clinical block rotations. As such the in-training assessment reports 

(ITARs) have been developed in the same manner to provide a summative assessment on your 

individual progress during extended immersions or block rotations. The focus of these 

assessments will be on the continued improvement of the resident during the course of your 

clinical experiences.  

 

General Principles 
 

1. Consider your annual schedule as a whole in order to plan the potential course of ITARs. 

As part of this planning, you should discuss with each preceptor the potential assessments 

during orientation to the learning immersion or block rotation.  

 For example, if you have an outstanding Palliative Care ITAR, you may need to see 

more palliative care patients or consider using electives or horizontal elective to 

fulfill this requirement.  

2. Nearing the end of your clinical learning experience or block rotation, consider all your 

encounters (mix of patients, syndromes, level of acuity, etc.) as well as the practice 

context.  

3. With input from your preceptor, select the most appropriate ITAR based on your 

experience. Reviewing the goals and objectives of the domain of clinical care will be 

helpful in identifying the most appropriate ITAR.  

4. Within 12 days of the end of the scheduled clinical placement, select the appropriate ITAR 

in your One45 account to distribute to your preceptor.  

5. ITARs should be completed by preceptors within 10 days after the end of your clinical 

placement. It is strongly recommended that residents meet with the preceptor before the 

end of the placement and ensure the completion of the ITAR.  

 

Program Expectations 
 

1. As of July 1, 2015, the PGFM program requires all Family Medicine residents to obtain one 

completed ITAR in each domain of clinical care for a total of eleven (11) ITARs in each year 

of residency. The domains of clinical care are:  

i. Acute and Critical Care 

ii. Behavioural Medicine & Mental Health  

iii. Care of Adults  

iv. Care of Children and Adolescents  

v. Care of the Elderly  
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vi. Global Health & Care of Vulnerable and Underserviced  

vii. Maternal and Newborn Care  

viii. Men’s Health  

ix. Palliative Care  

x. Procedural and Surgical Skills  

xi. Women’s Health 

2. Resident should have two (2) to four (4) ITARs complete and available for review at the 

Competency Coach meetings.  

 

 

Sample of Domain of Care ITAR - NOSM Care of Adult: 

 
 

 

Sample of Brief Encounter ITAR – NOSM Care of Adult: 
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Field Note Guide 

Rationale 
 

We are evolving assessment in the NOSM Family Medicine Residency program to be in line with 

the methods suggested by the CFPC as part of the Triple C Curriculum and outlined in the 

Accreditation standards.  We are emphasizing data collection about observations of, and feedback 

on, the resident’s performance in daily work (as field notes).  Ultimately, as curriculum evolves 

rotations may be less easily identifiable and, in making decisions about the resident’s progress and 

attainment of the Competencies necessary for certification of completeness of training in our 

program, we will likely rely less and less on end-of- rotation assessments (ITARs), and more on 

field notes, procedure logs, and periodic progress reviews by primary preceptors. 
 

Field notes are used to provide observable evidence of progressive competency attainment to 

independent practice. Field notes are a safe venue for constructive feedback.  Residents are 

encouraged to acknowledge the things they do not know so that they can focus on them and work 

to improve their level of competency.  Residents are encouraged to use field notes to document 

their starting point and subsequent progress, and to make plans to maximize their learning.  

Collectively, their field notes should show overall progress, not perfection. 

 

Program Expectations 
 

1. It is an expectation of the Family Medicine program that all Family Medicine residents will 

complete two field notes per week (at least part of one interaction must be directly 

observed by the preceptor).  These can include, but are not limited to: reviewing a case 

with your preceptor, delivering bad news to a patient, managing a family conference, 

filling out a form for a patient, interacting with any allied health professional in person or 

on a phone, writing a referral letter, doing a procedure, etc…) 

2. It is an expectation of the Family Medicine program that all Family Medicine residents will 

also maintain a procedure log using the Daily Quick Tracks (in One45).  The Daily Quick 

Track will be used to log all individual encounters on a daily basis, tracking information 

such as recurring patients, clinical settings, life cycles, priority topics, and procedural skills.  

This information will not only highlight any gaps in the learning experience, but will 

provide a great resource when applying for hospital privileges. 

 

General Principles for Field Notes 
 

1. The resident determines a moment they want to reflect on and/or receive feedback for. 

2. The resident records the information in their Field Note log in One45 at least twice a 

week. 

3. The resident is asked to reflect on their strengths in this situation as well as the areas they 

would like to develop further. 
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4. The resident should discuss the moment/encounter with the preceptor involved, letting 

them know that a copy of the Field Note reflection will be in their One45 account under 

“Log Entry” and that they can use this to confirm the encounter (if observed) and to 

provide valuable, constructive feedback (whether observed or not).  The resident should 

be encouraging their preceptors to do this! 

 

Completing the Field Note in One45 (Preceptors) 
 

1. Log into your One45 account to provide documented feedback:  

(https://nosm.one45.com/index.php?login_message=113 )   

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you cannot remember your username/password, please click on the “Need help logging 

in?” link on the login page.  You will be asked to provide your email address.  An email will 

then be sent to you with your username and a new password (which you can then change 

upon logging in)  

 

2. Open the field note by clicking on the resident’s name under the “Log Entries” section on 

your TO DO page:  

https://nosm.one45.com/index.php?login_message=113
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3. Review the resident’s notes and then provide feedback at the bottom of the form under 

“Preceptor Feedback of Development of Learning Objectives”.  You will select from three 

options:  

1. Requires Close Supervision   

2. Requires Minimal Supervision   

3. Ready for Independence 

 

Please provide brief commentary on your selection:  

 

4. Click on “submit” to send your feedback to the resident.  
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Explanation of the Importance of Field Notes for 

Preceptors 

I am cognizant of the time pressure that our preceptors work under and we are trying not to 

overburden you with extra work. However, the Field Notes do play an important role for us in 

assessing the skill dimensions that we know are necessary for a physician to be a competent 

provider. The CFPC has identified 6 essential skills that all family physicians must have to deal 

competently with clinical problems. The CFPC believes the best way to assess these skills is to do 

so in the context of a specific patient encounter with feedback focused on only one of the skill 

dimensions at one time. This is the purpose of the Field Note and these are currently used by 

every family medicine program in the country.  
 

The Family Medicine Program ask our residents to choose two patient encounters per week to ask 

for specific feedback relating to their performance in one of the 6 skill dimensions.  These 

dimensions are: 
 
 

- Selectivity 

- Clinical reasoning 

- Professionalism 

- Communication skills 

- Patient centered approach  

- Procedural skills 
 

When you do review cases with the resident, perhaps you could provide them with some specific 

feedback focused on one of the skill dimensions. They are explained in some detail on the Field 

Note itself if you would like a bit of a description. The resident could then record them in the Field 

Note themselves, or you could record them through your One45 account. Each resident is 

expected to complete two Field Notes per week and they are necessary for both promotion from 

PGY1 to PGY2 as well as for completion of the program at the end of PGY2.  
 

The Field Notes are reviewed three times per year at the Competency Coach meeting, and good 

feedback makes this review/meeting go much more smoothly.  
 

I hope that gives a bit of a clearer picture about what exactly we are looking for with the Field 

Notes and why we ask our preceptors to complete these. 
 

Sincerely, 
 

 
              
Paul Miron, MD, CFPC 
Program Director, Family Medicine 
Northern Ontario School of Medicine 



> 4uH*44*K>r*mm

Northern Ontario School of

Medicine

Postgrad: Family Medicine

Evaluated : evaluator's name

By

Evaluating : person (role) or moment's
name (if applicable)

Dates : start date to end date

* indicates a mandatory response

CONFIDENTIAL

FM RoCS Field Notes - Formative Assessment

^Encounter Date:

;May 22, 2017 Q.

Case Summary:

Was part of the interaction directly observed by the preceptor?

®Yes
Ono

Competencies/Skill Dimensions:

Patient Centered v-

Skiii Dimension Definitions:

Patient Centred: This is connected to the process of gaining a greater understanding of the whole person- "who the
patient is", his or her "context". Who the people in their lives are and how they relate to them, who or what their
supports are, and what social factors exist, all play a role in understanding patients' context. This context weaves
through the patient's "disease" and how he or she experiences it. In addressing a concern, the patient and the
physician work to come to a common understanding of the problem and their roles in addressing it. Understanding a
patient and his or her context is also important in effective health promotion and prevention, which are incorporated
into this method. This also encompasses being realistic, and is longitudinal. The priorities of the patient and physician
are respected and balanced. The resources of individuals and the community are considered in the process.

Communication: Residents are expected to demonstrate interpersonal skills that enable them to establish and
maintain professional relationships with patients, families, and other members of health care teams. This includes a
subset of skills that are essential to good communication. These skills are identified as: listening skills, language skills
- verbal and written, including charting, non-verbal - expressive and receptive, cultural and age appropriateness and
attitudinal.

Clinical Reasoning: Residents are expected to demonstrate good clinical reasoning by generating a limited number
of hypothesis early in the diagnostic process and using them to guide subsequent collection of data to arrive at a
reasonable decision regarding the prevention, diagnosis or treatment of a clinical problem in a specific patient. Patient
care includes history taking, conducting a physical exam, ordering laboratory tests and diagnostic procedures,
designing safe and effective treatment regimes or preventive strategies and providing patient education and
counseling.

Selectivity: Residents are expected to demonstrate a more advanced level of clinical reasoning and medical problem
solving. They have moved beyond the cookie cutter approach and there is evidence of a physician who does not do
things in a routine or stereotypical fashion but is very adaptable and selective in approach, modifying it to suit both
the situation and the patient. This may include setting priorities and focusing on what is most important, knowing
when to say something and when not to, gathering the most useful information without losing time on less
contributory data, or doing something extra when it will be helpful.

Professionalism: Residents are expected to demonstrate behaviors that reflect a commitment to continuous



professional development, ethical practice an understanding and sensitivity to diversity and a responsible attitude
toward their patients, their profession and society.

Preceptor Feedback and Development of Learning
Objectives
From the Feedback drop down below, please select one of the topics to comment on.

Preceptor Feedback:
Requires minimal supervision

Based on the topic selected in the Feedback question above, please provide your comments regarding that selected
topjcj
This was a challenging interaction as the patient was a vague historian and the differential was so broad.
I thought you did an excellent job of identifying what symptoms were really bothering the patient by
using both open and closed ended questions. You also identified how these symptoms were impacting her
life and making it difficult to manage. Next time when thinking of Patient Centeredness don't forget to
review other social issues that might be playing a role in health such as finances, social supports etc. I
think medication non-compliance may have played a role here which could be due to cost, poor
understanding of why she needs the medication, or dislike of taking medications. We may have been able

By clicking on the Submit button, this will act as a digital signature for the information provided above.

The following will be displayed on forms where feedback is enabled...
(for the evaluator to answer...)

*Did you have an opportunity to meet with this trainee to discuss their performance?

® Yes
O No

(for the evaluee to answer...)

♦Did you have an opportunity to discuss your performance with your preceptor/supervisor?

® Yes
O No

*Are you in agreement with this assessment?

® Yes
O No

Please enter any comments you havepf any) on this evaluation.
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Quick Track Guide                                                        
Introduction to One45 and Quick Tracks 

Quick Tracks is a software program within One45 that was developed as part of a residency 

research project by two of our own NOSM Family Medicine Residents! It is not considered an 

assessment tool but rather an administrative tool that tracks what clinical experiences residents 

are having. This software allows resident to track patient encounters and classify them based on 

where the patient was seen, was domain of care best describes the patient, what of the 99 priority 

topics best describes the chief complaint of the patient, and which (if any) of the 65 core 

procedures were completed.  The software was developed to take about as much time as a faculty 

member might spend in completing billing at the end of the day. Reports may be generated by the 

residents to help them determine what experiences they are achieving in their education, and 

more importantly, help identify gaps in their clinical experiences.   
 

Quick Tracks reports should be reviewed 3 times a year at the Competency Coach meetings, and 

information from this program can be used to help create a learning plan for the resident that will 

shape their curriculum. Residents are encouraged to track as many patient encounters as they can 

during their first year of training as Site Directors may use the Quick Track data to schedule 

appropriate rotations for second year based on identified gaps.  
 

Many residents have used reports generated from Quick Tracks when applying for hospital 

privileges upon completion of the program as it allows an easy determination of how much 

exposure a particular graduate has had to certain clinical conditions and procedures.  
 

If you wish to review with a resident what they have been exposed to while working with you, you 

may ask your resident to produce a report for any specific time period.  
 

A sample of a Quick Tracks report is seen on the next page.  

 



NOSM Family Medicine Faculty Handbook 2018-2019 

 



 
 
 
 
 
July 01, 2018 
 
RE: MEMORANDUM TO FAMILY MEDICINE RESIDENTS REGARDING THE PULSE 360 
SURVEY 

Dear Family Medicine Residents, 

Starting in 2016, Family Medicine Residents at the Northern Ontario School of Medicine 
have participated in the PULSE 360 Survey. This validated tool is a national physician 
quality improvement program in which several thousand healthcare professionals have 
participated. PULSE 360 conducts survey programs for the University of Ottawa, McGill 
University, St. Joseph’s Health Centre (Toronto), Montreal Children’s Hospital, seven of the 
Harvard hospitals, and many other academic medical centers and community hospitals 
throughout North America. At NOSM, the Pediatric Residency Program has been using this 
survey for the last three academic years with positive feedback from both their residents 
and faculty. Our FM Program has chosen to do the Rapid PULSE 360 which consists of only 
12 questions rather than the standard PULSE 360 in an effort to reduce workload of your 
raters. Very similar surveys are widely used by most Canadian licensing bodies including 
the CPSO. 

The PULSE 360 Survey starts at the beginning of the PGY2 year for Family Medicine 
Residents. It is completed only once in your FM Residency training period. Over the next 
few weeks, you should receive an email from PULSE 360 inviting you to participate by 
selecting raters from three specific groups; resident colleagues, medical faculty, and allied 
health professionals. The raters will provide feedback to you on a number of professional 
skills and habits. This feedback will be anonymized and may be used to help guide your 
professional development. Results will be shared with your Site Director and Competency 
Coaches for discussion at your Periodic Reviews.  

Please look for the participation request email in the next few weeks, and complete the 
requirements within 3 business days. If you do not receive an email from PULSE 360 
Survey, check your Junk or Spam folders and if it is not there, please contact Paul Gregory 
at the address below to let him know you have not received the participation request. The 
PULSE automated system will continue to email you reminders every 3 days until you 
respond and complete the requirements. 

  



 
 
 
 
 
If you have any questions, please contact Paul Gregory, PhD -- our PULSE 360 Program 
Manager -- at paul@pdpflorida.com for assistance. 

Sincerely,  
 

 
 
Paul Miron, MD, CFPC 
Program Director, Family Medicine 
Northern Ontario School of Medicine 
 

mailto:paul@pdpflorida.com
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The Competency Coach is responsible for assessing the overall 

performance of residents to ensure that they are well prepared 

for practice in northern communities. 

  

 

COMPETENCY COACH 

Table of Contents: 

a. Roles & Responsibilities as Competency Coaches  

b. CFPC Guide to Periodic Reviews in Family Medicine Residency 

c. Competency Coach Meeting Guide & Useful Tips 

 



 

POSTGRADUATE EDUCATION 
NORTHERN ONTARIO SCHOOL OF MEDICINE 

 
The position profile calls for the successful candidate to have substantial knowledge of 
the general principles of teaching and learning, evaluation and assessment processes, 
and the Family Medicine Triple C Curriculum. 
 
FAMILY MEDICINE COMPETENCY COACH 
 
REPORTING: The Competency Coach reports directly to the Site Director for the 
assessment and evaluation of the resident’s performance.  
 
SUMMARY OF FUNCTIONS: In conjunction with the Family Medicine Site Directors, the 
Family Medicine Assistant Site Directors, the Family Medicine Program Coordinators 
and the Family Medicine Evaluation and Academics Coordinator, the Competency 
Coach is responsible for assessing the overall performance of residents to ensure that 
they are well prepared for practice in northern communities.  
 
KEY RESPONSIBILITIES: 
 

• Ensures that the mechanisms in place for the systematic collection and interpretation 
of assessment/evaluation are being followed 

• Ensures that the resident has knowledge of the program goals and objectives and 
has knowledge of the methods by which they are to be assessed and the level of 
performance expected of the residents to achieve these objectives. 

• Works with the resident  to develop individual learning objectives and strategies to 
meet those objectives 

• Works collaboratively with other clinical preceptors to collect information about the 
learner’s current level of knowledge, skills and attitudes 

• Prepares Competency Coach ITARs  

• Reviews the assessments of trainee in the residency program (3 times a year) as 
part of the process of ensuring all residents are making progress towards meeting 
both the program’s learning objectives as well as their own personal learning 
objectives. 

• Ensures that there is honest, helpful, and timely feedback provided to each resident.  

• Identifies residents who are having problems in the training program, including 
prompt review of residents with one or more unsatisfactory or failing assessments on 
any rotation, according to the NOSM policies and discuss with the resident’s Site 
Director/ Assistant Site Director 

• Ensures that NOSM Postgraduate Evaluation Policy, Remediation Policy, and 
Resident Probation implementation processes are consistently applied and adhered 
to. 

• Acts as a resource for reviewing and improving the process of resident assessments. 

• Participates in faculty development, as it relates to assessment of residents. 

• Acts as an ad hoc member of the Family Medicine ITER Committee 



  

 
 
QUALIFICATIONS: 
  
Education and Training: 

• A physician licensed in Ontario, practicing in Northern Ontario with 
certification from the College of Family Physicians of Canada 

• A current faculty appointment (or eligibility for same) with the Northern 
Ontario School of Medicine. 

• Minimum of three (3) years recent practice experience 
• Minimum of three (3) years recent experience as a preceptor 
• Knowledge of general principles of teaching and learning 
• Knowledge of the Family Medicine Triple C Curriculum 
• Knowledge of Assessment and Evaluation Processes 
 

 
 
KEY COMPETENCIES: 
 
• Provide motivational support – the ability to enhance other’s commitment to their 

work 
• Developing others – the ability to work with others and  coach them to develop their 

own capabilities   
• Managing Performance – helping the learner to take responsibility for their own 

performance, by setting clear goals and expectations, tracking performance against 
goals, ensuring feedback and addressing performance problems and issues 
promptly 

• Superior interpersonal skills -interacts positively with learners and is accessible 
•  Excellent communication skills -Creates a positive and supportive learning 

environment 
• Problem-solving skills – the ability to tackle a problem by using a logical, systematic 

and sequential approach 
 
 
TERM OF APPOINTMENT: 
 
Three (3) years, renewable. 

 



Guide to Periodic Reviews in Family Medicine Residency
Developed by Residents for Residents

*The Competency Coach (also termed “adviser” in some programs) facilitates the planning and career development of the learner.

WHAT ARE THE EXPECTATIONS FOR A PERIODIC REVIEW? 

IMPORTANCE OF PERIODIC REVIEWS

Periodic reviews are sessions in which a resident and their assigned faculty adviser and/or site director discuss the  
resident’s progress and additional opportunities for learning in family medicine.

➤ Document progressive achievement of competence

➤ Provide a low-stakes assessment approach to track progress

➤ Offer a time to identify areas of improvement and opportunities for growth

➤ Establish a formal process that encourages self-reflection and addresses learning goals

RESIDENT’S ROLE FACULTY ADVISER’S ROLE

•	Understand that the periodic review is different than a 
summative final evaluation

•	Use the review to identify progressive achievement of 
competency in family medicine

•	Focus on self-reflection during the periodic review

•	Help design and update your individualized learning 
plan to address areas in which you feel you are lacking 
competence

•	Understand that participating in a series of periodic 
reviews as part of your residency is not about getting 
check marks of completion; it requires an ongoing 
process of reflection and getting advice from colleagues 
so you are better able to assess your own competence 
and address your learning needs

•	Try not to judge; act as a coach* and understand that the 
resident is practising the skill of self-reflection to assess 
ongoing learning needs

•	Have a sense of an average trajectory of resident 
progression when providing feedback

•	Ask the resident about their own thoughts before 
providing feedback

•	Consider using a structured feedback model 

•	Think of a cat-and-lion analogy to understand your role 
as coach: When a cat looks in the mirror and sees a 
lion, the coach is there to provide guidance and gentle 
correction; when a lion looks in the mirror and sees a 
cat, the coach is there to provide support and evidence 
of strength

Example: James is a second-year family medicine 
resident who loves emergency medicine but 
struggles with managing patients with depression 
or anxiety. This has been demonstrated in his 
field notes and preceptor feedback. At his latest 
periodic review James decided to focus on 
mental health. His faculty adviser agreed with the 
decision and said she would work with James to 
have him see more patients with depression and 
review key aspects of mental health care.

2            4            6            8            10 

Time in Residency (months)

Current 
periodic 
review 

(#4)

Series of field notes from preceptors 
across learning experiences collected 
over the time of the residency  

Field notes indicate the learner 
has had communication 
challenges with patients with 
mental health care issues 
especially when counselling 
is required 

Periodic reviews over the first year of family medicine residency
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THE PERIODIC REVIEW ROAD MAP

DURING EACH MEETING: 

STEP

1
Review field notes, feedback, and progress toward competence in the following areas:

•	Review exposures to Domains of Care: children, adolescent, adult, elderly, and palliative care (as a minimum)

•	Review the seven CanMEDS-FM roles (Health Expert, Communicator, Collaborator, Health Advocate, Manager,  
Scholar, and Professional)

•	Review the CFPC’s evaluation objectives (patient-centred care, communication skills with patients and colleagues, 
professionalism, clinical reasoning skills, selectivity, and priority topics and procedural skills)

Key questions: What is your level of competence across these competencies and Clinical Domains? Have you had enough 
learning experiences to gain competence and confidence? Do you need to have more targeted learning opportunities?

STEP

2
Focus on the following four areas:

•	Areas in which you’re doing well

•	Areas to improve

•	Areas requiring additional learning experiences

•	Areas in which you have had sufficient learning opportunities 

Key question: Why do you feel this way?

STEP

3
After you have provided your comments, receive feedback from your faculty adviser:

•	Ask whether they agree, disagree, or have any comments to add

•	Ask for concrete examples to help you understand the feedback provided

Key question: Do the field notes and faculty adviser agree with your interpretation?

STEP

4
Focus on non-academic aspects:

•	Career planning: What types of family medicine practice choices are emerging for you?  
What might you need to prepare?

•	Health and well-being check-in: Consider discussing harassment, safety concerns, any need for confidential advisers/
outside services, whether you have a family doctor, and your personal physical health and mental well-being

Note: This was valued as very important by all Section of Residents members

STEP

5
Wrap up the meeting with a self-reflective learning plan:

•	Look at specific deficits and strengths and develop a plan with your adviser that covers the time  
until your next periodic review

•	Use SMART goals (specific, measureable, attainable, realistic, and timely)

•	Plan to revisit your learning goals at the next review

Key questions: What are you and your adviser going to do to address the areas in which you feel you need to improve?  
Does the faculty adviser have suggestions for improvement? Come to a mutually agreed-upon plan.

ACKNOWLEDGEMENTS

This document was created by Section of Residents Council members from across 17 family medicine residency programs, 
led by Dr. Kyle MacDonald, with input from family medicine program directors and CFPC education committees.

BEFORE EACH MEETING:

Set aside 20 to 45 
minutes for the 
periodic review

Schedule the 
review to take 
place in a quiet, 
private space 
(e.g., an office)

Review field notes, rotation 
evaluations, and other forms 
of feedback and complete any 
preparatory work beforehand;  
your faculty adviser should do  
the same

Take a positive approach and 
don’t view it as pass or fail; 
the review is meant to be self-
reflective and to help guide 
you toward expected levels of 
competence

Be prepared to lead the 
review—plan to provide 
your thoughts on progress 
first before the adviser shares 
input and feedback
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Competency Coach Meeting Guide: Useful Tips 

To ensure the success of these meetings, we recommend the following strategies be employed:  

1. Become familiar with your One45 account and how to access your resident’s evaluations, field 

notes and daily quick tracks (procedural logs). We will send you a detailed summary of the field 

notes they have submitted for the quarter (which will include their own reflections and 

Competency Coach feedback), but you will have to review the quantitative information on One45 

(list of procedures/priority topics covered and an overview of their field notes for the year). The 

Competency Coach Guide to One45 will walk you through accessing this information. If you need 

help, please contact Julie Rendell at 807-766-7390 (jrendell@nosm.ca).  

2. Review the reports prior to the meeting. The resident has already seen them but you haven’t. 

This will give you time to become familiar with the resident and to get a feel for what they may 

still be missing.  

3. Encourage your resident to complete 2 field notes per week (not to complete them all in one big 

batch) – and to ensure that they are assigning these field notes to their Competency Coach for 

feedback. The resident should be discussing the field note with their Competency Coach before 

the Competency Coach logs into One45 – so that the Competency Coach is aware of the event and 

can provide meaningful feedback. Field Note Guidelines for Competency Coaches (also attached) 

will be sent to each Competency Coach with each rotation notification. Residents who are not 

receiving feedback on their field notes are encouraged to discuss this document with their 

Competency Coaches.  

4. Fill out the Competency Coach ITAR in One45 during the meeting with your resident (this form 

will become available in your One45 account just prior to the dates set out above). It is important 

to capture specific information on this form, especially strategies you have discussed with the 

resident. There are sections for you to fill out, as well as one at the end for the resident to use. 

This form will then be reopened just prior to the next set of meetings, so that you and the resident 

can review the information and his/her progress.  

5. Encourage your resident to come to each meeting prepared to discuss their plans for the next 

quarter. They should be willing to acknowledge the things they do not know so that they can focus 

on them and work to improve their competency. Remind them that we are looking for progress, 

not perfection.  

 

 



Periodic Review (PR) Road Map 
 BEFORE THE MEETING DURING THE MEETING AFTER THE MEETING 

RE
SI

D
EN

T 
• Schedule time to review your clinical and 

academic experiences 
• Review the previous Periodic Review 

report and learning plan established during 
that meeting 

• Reflect on your progress through the 
program, achievement of competence 

• The following tools* can be used to assess 
your progression, as well as areas of 
strengths and weaknesses 
o NOSM Goals and Objectives 
o CanMEDS-FM roles 
o CFPC Priority Topics/Key Features 
o Quick Tracks (w. Skills Dimensions) 
o Field Notes 
o ITARs 

• Schedule a meeting time with your 
Competency Coach 

• Provide a summer of your preparatory 
work and your progress since the last PR 
meeting 

• Consider and provide evidence of patient 
exposure, rotations, skills and 
competencies achieved, teaching, 
presentations, research project, etc. 

• Review Field Notes of the last period and 
discuss feedback provided, highlighting 
areas of strengths and areas for 
improvement 

• Thinking of the next 4 months, discuss 
goals and objectives to establish a learning 
plan utilizing the various tools* 

• In areas requiring attention, discuss 
strategies for improvement 

• Discuss overall program progression 

• Review the learning plan established 
during the meeting and reflect upon its 
implementation in your next 4 months of 
training 

• Discuss the learning plan with your Clinical 
Coaches 

• Continue to gather information and 
evidence on your attainment of skills and 
competencies 

• Use Field Notes to document areas of 
challenge and your progress 

• Use Quick Tracks to demonstrate your 
clinical exposure and growth 

CO
M

PE
TE

N
CY

 C
O

AC
H

 

• Schedule time to review the resident’s file, 
including one45 entries and summaries 
provided by NOSM 

• Review the previous Periodic Review 
report and learning plan established during 
that meeting 

• Make note of the resident’s progression, 
using the various tools* 

• Review ITARs, Field Notes reports and any 
other assessments obtained since the last 
review. Make note of any queries you 
might have, particularly surrounding 
learning gaps or areas for improvement. 

• In preparation for the meeting, consider 
possible strategies to address gaps that 
you might present to the resident 

• Listen to the resident as they present their 
review of progression.  

• Make note of strengths and weaknesses.  
• Encourage and guide self-reflection 
• Review the Field Note report with the 

resident, paying attention to areas for 
improvement and help identify strategies 

• Clarify issues/concerns resident might be 
experiencing 

• Guide and assist the resident in developing 
strategies for achieving goals as well as 
developing the learning plan for the next 4 
months 

• Ensure all documentation for the Periodic 
Review is complete 

• Reflect on the meeting process and what 
might be improved upon for the next 
meeting 

• If needed, communicate concerns/issues 
with Site Director and/or Program Director 
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An additional resource list has been created to ensure all useful 

documents are easily accessible to our faculty members. We hope 

that it will provide adequate information for all of your program-

related questions.   

 

ADDITIONAL RESOURCES 
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Links to Other Useful Documents 

If more information is required, please refer to the following list of complete documents that have 
been summarized in the following Faculty Handbook for simplicity. These documents provide the 
full extent of information and can be accessed easily using the links provided. If you have any more 
questions or concerns, please do not hesitate to contact any of the Family Medicine 
Administrative Team. 
 
 

CanMEDS FM Full Document: 
http://www.cfpc.ca/uploadedFiles/Education/CanMeds%20FM%20Eng.pdf  
 

Family Medicine Resident Handbook 2018-19:  
http://www.nosm.ca/education/pgme/general.aspx?id=21767  
 

Postgraduate Education Office Resident Handbook 2018-19:  
http://www.nosm.ca/education/pgme/general.aspx?id=21767  
 

PARO Contract:  
http://www.myparo.ca/Contract/PARO-CAHO_Agreement  
 

99 Priority Topics by CFPC:  
http://www.cfpc.ca/uploadedFiles/Education/Priority%20Topics%20and%20Key%20Features.pdf  
 

FTA Framework Full Document:  
http://www.cfpc.ca/uploadedFiles/Education/_PDFs/FTA_GUIDE_TM_ENG_Apr15_REV.pdf  

 

OMA – Physician/Resident Wellness  
http://php.oma.org/wellnessCentre.html  
 

 

http://www.cfpc.ca/uploadedFiles/Education/CanMeds%20FM%20Eng.pdf
http://www.nosm.ca/education/pgme/general.aspx?id=21767
http://www.nosm.ca/education/pgme/general.aspx?id=21767
http://www.myparo.ca/Contract/PARO-CAHO_Agreement
http://www.cfpc.ca/uploadedFiles/Education/Priority%20Topics%20and%20Key%20Features.pdf
http://www.cfpc.ca/uploadedFiles/Education/_PDFs/FTA_GUIDE_TM_ENG_Apr15_REV.pdf
http://php.oma.org/wellnessCentre.html
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