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Introduction

Palliative Medicine Residency Training Program is a structured two-year
subspecialty curriculum accredited by the Arab Board of Health specializations,
designed to develop proficient specialists in palliative medicine.
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Program Content

1. Required Special Knowledge (Learning Objectives)

e Conduct a comprehensive history and physical/neurological examination.

e Develop and implement a care plan for patients who require specialist-
level palliative care.

¢ Integrate knowledge from various disciplines, diagnostic test and clinical
data in developing care plans.

e Coordinate comprehensive palliative care plan for patients with advanced
illness.

e Function as a member of an interdisciplinary team in inpatient, outpatient,
and home care settings.
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e Understand the pathophysiology of common symptoms in advanced
disease, including pain, fatigue, vomiting, depression, dyspnea, delirium,
and cachexia.

e Provide high standard symptom management.

e Understand the specific issues surrounding end-of-life and contribute to a
care plan that optimizes the likelihood of a comfortable and dignified
death.

e Communicate effectively and educate patients and families.

e Engage in decision-making and conflict resolution related to end-of-life
care.

e Discuss advanced directives and goals of care, and understand the ethical
considerations involved in end-of-life care, including: “Do-not-
Resuscitate” (No Code) orders; nutrition and hydration; and the
withholding and withdrawal of life sustaining therapy.

e Make appropriate referrals to other disciplines and specialists.

¢ Plan and coordinate outpatient and home health care follow-up.

e Learn about palliative pharmacology and the most common medications
used in palliative care. Understand the mode of action, side effects, and
drug-drug interactions.

e Understand specific religious, cultural and spiritual palliative care
implications for patients and families in the country of training.

e Understand legal issues pertaining to Palliative Care in the country of
training.

2. Required Special Skills/Competencies - (See Attached competencies)

The fellows are required to obtain competencies in the six areas outlined below,
to the level expected of a new specialist practitioner.

e Patient Care that is compassionate, appropriate, and effective for the
treatment of health problems and the promotion of health.

e Maedical Knowledge about established and evolving biomedical, clinical,
and cognate (e.g. epidemiological and social behavioral) sciences and the
application of this knowledge to patient care.

¢ Practices-Based Learning and Improvement that involves investigation
and evaluation of their own patient care, appraisal and assimilation of
scientific evidence, and improvements in-patient care.
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¢ Interpersonal and Communication Skills that result in effective and age
appropriate information exchange and collaboration with patients, their
families, and other health professionals.

e Professionalism, as manifested through a commitment to carrying out
professional responsibilities, adherence to ethical principles, and
sensitivity to a diverse patient population.

e System-Based Practice, as manifested by actions that demonstrate an
awareness of and responsiveness to the larger context and system of
health care and the ability to effectively call on system resources to
provide care that is of optimal value.
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1. The program should offer at least 3 of the following models/setting of care
a. In patient consultation service
b. In patient palliative or hospice unit or service

c. Outpatient palliative clinic

d. Palliative or hospice home care

e- Standalone hospice or palliative care center

First Year Second Year
Core Clinical Rotations
Palliative Medicine
Consultation & Inpatient 9 months 7 months
Service
Palliative H Health C
atliative (ISI—TSC)ea are 2 months 2 months
Elective Rotations 0 months 2 months
Vacation 1 month 1 month
Total 12 months 12 months
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1.1 Inpatient Setting
1.1.1 These patients are usually admitted to the hospital general unit,
cancer care unit or a dedicated Palliative Care Unit
1.1.2 Fellows are on first-call basis and are responsible for the following:

e [nitial evaluation of the new patients, writing admission notes,
formulate a preliminary plan, and discussing it with the consultant
and executing the plan.

e Round daily on all patients and collect pertinent information before
the consultation rounds.

e Daily progress notes and day-to-day follow up

e Responsible for ordering needed investigations (lab, radiology,
procedures, etc. and following up the results, and communicate
with the consultant.

e Participate actively in the interdisciplinary team rounds.

e Follow up response to medication titration, i.e., opioids.

e Conduct family meeting as dictated by Patient-Care Plan and
Consultant.

¢ |[nitiate advanced discharge planning.

e Write acceptance, transfer, and discharge notes.

e Dictates or write medical reports, discharge, and death summaries,
as indicated.

1.2 Consultations
1.2.1 Fellows should see all new consults as first on call, write the initial
consultation note, evaluate the patient and formulate the initial
management plan prior to consultant rounds.
1.2.2 Communicate the plan to the consulting service.
1.2.3 Subsequently, the fellow will be responsible for the follow up of all
consultation on a daily basis or as needed.
1.3 Ambulatory Care
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1.3.1 One or two weekly Continuity Palliative Medicine Outpatient Clinic is
a mandatory component for each fellow, throughout the training
period, regardless of the rotation.

1.3.2 Each fellow has the primary responsibility of his/her clinic and will be
supervised by a consultant.

1.4 Continuity of Care
Each fellow must participate meaningfully in the care of a panel of patients
throughout the training period, following these patients as possible across
multiple care settings. (Outpatient, Inpatient and Home Health Care)

1.5 Community Setting
1.5.1 Palliative Home Health Care (PHHC)

e Each fellow will have one month in Palliative Home Health Care
(PHHC) Program, every year.

e Fellows must attend and participate in home health care
interdisciplinary team meetings. (weekly or biweekly)

e Each fellow will have the opportunity for longitudinal patient care,
and will be responsible to follow all his patients when discharged
under PHHC.

e A minimum of 25 home visits is required during the course of the
training.

1.5.2 Long-Term Care
A one-month option can be offered, as an elective in long-term
care/geriatrics, if available.
2. On Call: Fellows will share calls with Palliative Care Division staff as first or
second on-call based, on the departmental policy.
3. Electives
3.1 Two months of electives will be offered in the second year.
3.2 Options include, but not limited to Adult Oncology, Adult Hematology,
Pediatric Hematology/Oncology, Gynecology Oncology, Long-term
Care, Research, and Pain service.
3.3 Fellows are mandated to have at least two months of Adult Oncology
in the first year, to include inpatient and outpatient clinics.
3.4When fellows are on elective rotation, they will carry the
responsibilities set by that service (goals, objectives and work load will
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be decided in collaboration with the program director), Fellows should
still take call with the Palliative Care service.
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Core Curriculum and study modules is adapted from the American Academy of Hospice and
Palliative Medicine (AAHPM)

Module Objectives
Module One : The fellow physician should be better able to:
Medical Care of e Atrticulate key aspects and principles of palliative care
People with e Understand the concept of shared decision making
Serious lliness e Describe the principles of prognostication

e |dentify key barriers to providing hospice and palliative care

e Describe models of palliative care in various settings

e Articulate key aspects of hospice care and the hospice benefit

e Describe the role of the physician, advance practice nurse, and
interdisciplinary team (IDT) in hospice and palliative care

e Articulate the common challenges in hospice and palliative care

e Understand other models of delivering hospice and palliative care

e Describe the role of quality assessment and performance
improvement in in hospice and palliative care and identify key
measurement domains

e Identify key issues in research in hospice and palliative care.

Module Two: The fellow physician should be better able to:

Psychiatric, e |dentify common reactions to loss

Psychological, and e Use predictors to assess the likelihood of complicated reactions to
Spiritual Care loss

e Use effective interventions to enhance a patient's sense of efficacy

e Use effective interventions to foster hope

e Assess and manage anxiety and depression with pharmacological
and non-pharmacological interventions

e Differentiate complicated and uncomplicated grief reactions

e Assess for spiritual pain and provide effective basic interventions

¢ Involve other team members in alleviating psychological and spiritual
pain.

Module Three: The fellow physician should be better able to:
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Pain
Pathophysiology,
Assessment and
Management

Assess the difference between acute and chronic pain in terms of
treatment strategies and opioid responses

Understand the historical evolution and concept of "total pain" and
its importance to chronic pain and cancer pain management
Understand opioid pharmacology and its clinical importance
Understand pain pathways, phenotypes and the importance of these
pathways to cancer pain management strategies

Understand cancer bone pain and neuropathic pain mechanisms and
how these mechanisms relate to targeted pain management

Better assess pain using multiple pain assessment tools and
questionnaires

Better determine when diagnostic tests should be used in assessing
pain syndromes

Rationally choose an opioid based on patient and clinical
characteristics and context

Convert opioid equivalents and adjust opioids using opioid
conversion tables and guidelines

Understand the limitation of equianalgesic tables

Convert opioids from oral to alternative routes (intravenous,
subcutaneous, rectal, and spinal)

Understand spinal analgesia and drug choices

Recite adjuvant and analgesic classes, understand the pharmacology
of each class and when each class should be used and not used
Appropriately titrate opioids based upon pain intensity

Identify and tread opioid side effects

Appropriately treat cancer pain in someone with an addiction
disorder

Choose opioids and no-opioid analgesics for special populations,
patients with liver disease, renal insufficiency and the elderly

Module Four:
Non - pain symptom
management

The fellow physician should be better able to:

e Recognize the importance of using symptom assessment tools
to ensure comprehensive data collection and objective
comparison between patient encounters

e Assess and provide effective interventions for dyspnea,
including

o Non-pharmacologic management of dyspnea
o Pharmacologic management of dyspnea
o Management of pulmonary congestion and secretions
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Assess and provide effective interventions for dysphagia,
including

o Non-pharmacologic management of dysphagia

o Pharmacologic management of dysphagia
Assess and provide effective interventions for anorexia-
cachexia, including

o Pharmacologic management of anorexia-cachexia

o Role of artificial nutrition and hydration
Assess and provide effective interventions for fatigue, including

o Pharmacologic management of fatigue
Assess and provide effective interventions for nausea and
vomiting, including

o Pathophysiology and etiology of nausea and vomiting
Assess and provide effective interventions for malignant bowel
obstruction, including

o Managing constipation and fecal impaction

o Pharmacologic management of malignant bowel

obstruction

Assess and provide effective interventions for delirium,
including

o Pharmacologic management of delirium
Assess and provide effective interventions for spinal cord
compression

Module Five:
Communication and
teamwork

The fellow physician should be better able to:

Demonstrate effective strategies when communicating with
patients, families, and other healthcare professionals

Identify the positive impacts of effective communication
Identify patient, family and provider barriers to effective
communication

Demonstrate effective techniques when communicating serious
news

Demonstrate effective techniques for eliciting patient goals for
medical care and achieving a shared decision

Utilize a framework for discussing prognosis and assessing
prognostic awareness

Describe family systems theory and counseling techniques to
facilitate family conferences

Describe the roles and functions of team members to interact
more effectively as a team member

Employ conflict-resolution skills to promote effective teamwork
Utilize a framework to guide decisions about respecting
confidentiality
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Demonstrate effective techniques to manage the stress
associated with caring for patients with terminal illness.

Module Six :
Ethical and Legal
practice

The fellow physician should be better able to:

Apply the decision-making process when making ethical
decisions
Apply knowledge of medical ethical principles to clinical
situations
Differentiate instructive and proxy directives
Provide guidance when obtaining informed consent for care and
research in hospice and palliative care settings
Provide ethical guidance for patients and family members when
they
o Express misconceptions about opioids that interfere with
optimal pain management
Make decisions about cardiopulmonary resuscitation
Make decisions about futile treatment
Make decisions about the withdrawal of artificial
ventilation
o Make decisions about the withdrawal of artificial
nutrition and hydration
o Request assisted suicide or euthanasia

Module Seven:

Pediatric Palliative
Care and hospice

The fellow physician should be better able to:

Define pediatric palliative care (PPC) and related concepts,
including patient demographics and hospice eligibility criteria
Identify similarities and differences between adult palliative care
and PPC

Identify barriers to providing comprehensive palliative care for
pediatric patients from the time of diagnosis of a life-
threatening condition and strategies to circumvent those
barriers

Use effective communication techniques when discussing
palliative care, chronic conditions, terminal illness, and death
with children and their families

Recognize anticipatory, normal, and pathologic grief and initiate
effective interventions to help families through their
bereavement

Initiate effective management of psychological issues, including
practical concerns, related to children with life-threatening
conditions

Identify and explain ethical and legal issues related to palliative
care for pediatric patients

Assess pain in pediatric patients

Page 13 of 24




Manage pain and opioid-related side effects in pediatric patients
Assess and manage non-pain symptoms in pediatric patients
Assess and manage refractory symptoms in pediatric patients
Anticipate and manage the physical, psychosocial, and spiritual
suffering surrounding a child's death.

Module Eight :

Evaluation &
Management of COPD,
Heart Failure, and
Renal Disease

The fellow physician should be better able to:
Heart Failure (HF)

List HF classifications (New York Heart Association [NYHA] class
and American College of Cardiology/American Heart Association
[ACC/AHA] staging)

Describe the disease course and illness trajectory in HF

Discuss when to initiate palliative care for HF

List difficulties in predicting prognosis in HF

Discuss the prognosis for a patient with HF, including the
differences in prognosis and therapies for patients with
preserved ejection fraction

Describe medical and invasive therapies for HF and how they
translate to the palliative care setting

Discuss symptom burden in HF

Describe when it is appropriate to refer patients with HF to
hospice.

Chronic Obstructive Pulmonary Disease (COPD)

List the most common etiologies, prevalence, burden, and
mortality of COPD

Describe the disease trajectory for patients with COPD
Describe the neurophysiology of dyspnea

Demonstrate the assessment and treatment of COPD and
dyspnea, including pharmacologic approaches, oxygen, opioids,
and non-pharmacologic approaches

Discuss the indications for noninvasive ventilation (NIV) for
patients with end-stage COPD

Refer appropriate patients with COPD to palliative care and
hospice

Communicate effectively with patients about end-of-life (EOL)
care options for patients with COPD

Describe the impact of anxiety and depression on patients with
COPD

Educate patients and families on home care and self-
management of COPD.

Renal Disease

Define the five stages of chronic renal disease
Describe three potential disease trajectories for renal disease
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List common causes of pain in patients with renal failure
Discuss safe opioid prescribing in renal failure including best
practices for opioid selection and dosing

List common non-pain symptoms In renal failure and treatment
options

Discuss barriers to adequate advance care planning in renal
disease

Explain how the Medicare hospice benefit applies to patients on
dialysis

Discuss prognostication for patients who discontinue dialysis
Describe the management of symptoms that commonly occur
after dialysis discontinuation

Module Nine:
Evaluation and
Management of HIV,
Dementia, and
Neurological
Conditions

The fellow physician should be better able to:
Dementia

Identify the most common etiologies of dementia and their
pathogenesis in the United States

Understand the prevalence of dementia in the United States
and its age-related variation

Describe the typical disease course for a person with
Alzheimer’s dementia

Describe the currently available pharmacologic therapies for the
treatment of Alzheimer’s disease, including their mechanisms of
action, indications, and common side effects

Develop a strategy to assess pain in people with mild-to-
moderate and severe-to-end-stage dementia

List the behavioral and psychological symptoms of dementia
(BPSD)

Describe the difference between depression and apathy and
understand the unique features of depression in people with
dementia, including prevalence, alternative presentations, and
treatment options

List the most commonly used atypical antipsychotics, with
dosage recommendations and possible adverse effects
Identify contributing causes to agitation in people with
dementia

Recognize frequent complications in patients with end-stage
dementia and an approach to their treatment

Review hospice eligibility guidelines for dementia and
summarize their limitations
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HIV

Appreciate the impact of caregiving on people with dementia
compared to other life-limiting illnesses.

Improve the quality of life of patients with human
immunodeficiency virus (HIV) disease

Identify behaviors that increase the risk of HIV disease
progression

Assess prognosis

Help patients set realistic goals

Manage selected HIV-specific symptoms

Identify the short- and long-term side effects of antiretroviral
therapy

Discuss the withdrawal of antiretroviral therapy

Identify methods for coping with multiple losses

Describe recommendations for caring for HIV patients safely.

Neurological Conditions

Recognize common neurological disease presentations
Understand disease trajectories and prognostic factors for
common neurological conditions

Understand treatment options for common neurological
conditions

Be familiar with end stage issues for common neurological
conditions

Understand when hospice referral is appropriate for common
neurological conditions
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Case presentations.

Journal clubs.

Audit meetings.

Research meetings.

National and international courses and conferences.

Morbidity & Mortality meeting
Grand round

MDT meeting

Arab board lecture series
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Oxford Textbook of Palliative Medicine

Oxford Textbook of Palliative Medicine for Children

Oxford Textbook of Palliative Nursing

Textbook of Palliative Medicine and Supportive Care

Evidence Based Practice of Palliative Medicine

The Psychiatry of Palliative Medicine

Palliative Care Formulary (PC

Omar Shamieh, MD, “Proposal, for National Palliative Medicine Fellowship
Program in Saudi Arabia”. (2008), King Abdulaziz Medical City, Riyadh, Saudi
Arabia .

Omar Shamieh, MD, “Proposal, for Palliative Medicine Fellowship Program
at King Hussein Cancer Center, Jordan,2007)

“Program Standards for Fellowship Education in Palliative Medicine”.
American Board of Hospice & Palliative Medicine (ABHPM).
http://www.aahpm.org/fellowship/development.htmt. Accessed
9/17/2007

Hospice & Palliative Medicine, Core Curriculum and Review Syllabus”.

(1999). American Academy of Hospice and Palliative Medicine. Dubuque,
lowa: Kendall-Hunt Publishing Company.

Hospice and Palliative Medicine Core Competencies, Version 1.05, August
17,2006
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14. National Consensus Project for Quality Palliative Care. (2004). Clinical
practice guidelines for quality palliative care.

15. http://www.nationalconsensusproject.org. Accessed 9/17/2007

16. Mayo Clinic Palliative Care Fellowship Program Outline

17. http://www.mayo.edu/msgme/palliativecare  -rch.html. Accessed
9/17/2007

18. James J. Peters VA Medical Center/ New Jersey VA Healthcare

19. System Inter-professional Palliative Care Fellowship Program.

20. GRECC Education Guidelines .

21. http://www.mssm.edu/grecc/pdfs/pallfellapp.pdf. Accessed 9/17/2007
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Advances in Palliative Medicine

American Journal of Hospice and Palliative Medicine

BMJ Supportive &Palliative Care

Current Opinion in Supportive and Palliative Care Death Studies
End of Life Care Journal

European Journal of Palliative Care

International Journal of Palliative Nursing

Internet Journal of Pain, Symptom Control and Palliative Care
9. Journal of Hospice and Palliative Nursing

10. Journal of Pain &Palliative Care Pharmacotherapy

11. Journal of Pain &Symptom Management

12. Journal of Palliative Care

13. Journal of Palliative Medicine

14. Journal of Social Work in End of Life &Palliative Care

15. Journal of Supportive Oncology

16. Omega Journal of Death and Dying

17. Palliative and Supportive Care

18. Palliative Medicine
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Assessment Methods and tools

In CBME residency training programs, assessment is continuous, frequent, and
criterion-based, focusing on measuring trainees’ progress toward specific training
and learning objectives.

These assessments are carried out by the attending consultant responsible for
the resident during the training unit. This takes the form of examinations,
whether written or clinical, with the aim of giving the resident feedback about
performance, knowledge level, and skills.
e Multiple workplace-based assessment tools are used, including:
e Mini-Clinical Evaluation Exercise (mini-CEX)
e Direct Observation of Procedural Skills (DOPS)
e Case-based discussions
e Multi-source feedback (MSF)
e Record reviews
e Clinical Encounters
Formative assessment:
a. Direct Observation: formative (skill)
1. Faculty observe fellows during patient encounters and provide feedback.
2. Utilize structured tools, such as the Mini-CEX (Clinical Evaluation
Exercise), at least once per 4-week block.
3. Chart simulated recall
b. Case-Based Assessments:(knowledge)
1. Fellows present and analyze complex cases during case conferences at
least once every 4-week block.
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2. Evaluate their clinical reasoning and management plans.
c. In training Rotation evaluation (ITER): overall assessment of the
competencies at the end of each rotation (overall competency and attitude)
d. Assessment of Professional and Behavioral Performance

This includes patient satisfaction surveys, peer assessments, evaluations by
support staff, direct observation of patient interactions, and student evaluations.
(MSF)

Promotion Assessments

e End of rotation In-training evaluation covering core knowledge and clinical
skills (+ formative assessment report)
Annual Review of Competence Progression (ARCP): Residents’ performance
is reviewed by Clinical Competency Committees (CCC) at least twice a year,
using milestones and other performance data to track progress and identify
areas needing support or remediation. Assessments are conducted regularly
and documented systematically, with feedback provided to residents to
guide their learning and improvement.
Commitment to completing confidential report forms for all trainees and
ensuring their confidentiality by training supervisors at various stages of
training. Commitment to filling out the training logbook at different stages of
training.

These take the form of written (knowledge) and clinical (practical) exams based
on the learning outcomes for each stage of training.

Final Exam: Consists of Two Parts: knowledge and practical clinical exams.
Final knowledge Exam:

Ensures the trainee’s knowledge and cognitive competence in advanced applied
and clinical sciences relevant to their specialty. This is taken before the final
practical exam. The format, number of questions, number of allowed trials and
details are determined by the Arab Board bylaw of academic regulations.

The final knowledge exam is held once a year on the electronic examination
platform at accredited centers in the last quarter of the year, concurrently with
the second round of the primary exam. An exceptional round may be held with
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first round timing upon request by the scientific council chair. The passing mark
is set according to the bylaws of the Arab Board following standard settings.
The final exam consists of one paper containing (MCQs) questions aligning with
the training curriculum map.

Final Practical Clinical Exam:

This exam is designed to ensure that the candidate demonstrates the knowledge,
abilities, skills, and professional behaviors required for safe, competent, and
independent practice. The candidate must successfully pass the final written
examination before attempting this exam, which is held one to two times per year
as determined by the Arab Board.
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Upon completion the training program successfully and fulfilling all the
requirements and passing the final exams (the knowledge and
practical), the physician is awarded the Arab Board specialty certificate.

Name of Certificate (English)
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