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Secondary hospital rotation of postgraduate trainees: A pilot study
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ABSTRACT
Background. Postgraduate (PG) training in general

medicine requires reorientation to meet the healthcare needs
of India. In this pilot study, we designed a secondary hospital
(SH) posting for medicine PGs to sensitize them to the
practice of medicine and challenges in a rural SH setting.

Methods. PG trainees in general medicine were sent for
a 2-week rotation to select SHs. A faculty coordinator from
the teaching hospital facilitated the programme. The SH
faculty used qualitative tools to assess the performance of the
trainees. The trainees also evaluated the programme using
open- and close-ended questionnaires.

Results: Eighteen PG trainees in general medicine were
posted to six rural SHs. Data analysis showed that the training
exposure provided sensitization to the challenges of medical
practice in such settings and the need to be multicompetent.
Seventeen (94%) trainees felt that they gained insight into the
issues that are specific for practice at an SH and >80%
expressed confidence about the knowledge and skills gained
during that exposure to enhance medical practice in a
resource-limited setting. They were also sensitized to various
issues of secondary care including skills of multi-competence,
the ability to handle a wide variety of cases with limited
investigations, a cost-effective approach, decision-making on
referrals, procedural competence and flexibility to adapt to
new situations.

Conclusion. A short SH posting can positively sensitize
PGs to the practice of medicine and challenges in secondary
care settings.
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INTRODUCTION
Medical education in India has grappled to make training
relevant to societal needs. Both the graduate and postgraduate
(PG) training occurs exclusively in a tertiary care setting. The
learners are far removed from the realities in which they are
expected to practise medicine, which is either a primary or
secondary hospital (SH), in a rural rather than an urban setting.
Disparity in the distribution of doctors between rural and urban
areas has been reported due to a myriad of reasons.1 However,
nearly 70% of India is rural,2 where both medical services and
doctors are either lacking or grossly inadequate.1 One of the
important factors is a deficit of 81% in the number of broad
specialists (physicians, surgeons, obstetricians, gynaecologists
and paediatricians) at the secondary level in district hospitals,
taluk hospitals and community health centres.3

Various efforts have been made to reorient medical education
to the healthcare needs of the society, ensuring equity focused

on undergraduate training. Several medical colleges in India
have pioneered in community-oriented medical education, such
as the Christian Medical College, Vellore and Ludhiana, and St
John’s Medical College and Mahatma Gandhi Institute of
Medical Sciences, Sewagram, Maharashtra, India.4,5 Several
efforts have been made in the USA and the UK to shift PG
training to community hospitals.6,7 In fact, in the UK, the
majority of PG training in the national health system occurs in
community hospitals. The call for this pedagogic shift to
contextualize PG medical training in India is new, and requires
commitment and innovation to overcome  the resistance that
accompanies such changes.

The Christian Medical College, Vellore, is linked to over 200
secondary care hospitals (SHs) in rural and remote parts of the
country. These hospitals provide broad-based secondary and
primary care to local communities. PG alumni already working
in rural SHs encountered challenges in trying to adapt to these
settings such as the undifferentiated nature of medical problems,
limited laboratory facilities, referral supports and social and
academic isolation.

The PG SH programme was developed in response to these
felt needs. It was felt that such an exposure might develop an
interest in them and influence their career choice. The aim of this
programme was to sensitize PG trainees in general medicine to
the needs and challenges of rural secondary care and the
practice of medicine in SH settings. We report our experience
of introducing a short rotation to a few SHs for general medicine
PGs during their MD training.

METHODS
Structure of the posting
PG trainees in general medicine during their second year of
training were sent for a 2-week residential posting to select SHs.
These are academically oriented rural/semi-urban SHs with
adequate case-load and basic laboratory facilities, and a PG
teacher who is willing to supervise the trainee posted there. The
students were integrated into the SH medical team and took up
responsibilities to manage inpatients, outpatients, intensive
care patients and emergencies. They maintained a log book of
the list of cases they managed and procedures performed at the
SH.

Student assessment
A work-based performance assessment of the trainees was
provided by the SH faculty at the end of 2 weeks. This assessment
tool has 10 different domains (Table I). Each domain has a score
ranging from 1 to 5 (1 very poor to 5 consistently excellent). An
open-ended qualitative feedback was provided by the SH
faculty for each student.

Programme evaluation
An open- and close-ended questionnaire was used for
programme evaluation. The closed questionnaire used a Likert
scale with scores 1–5 (1 and 2: disagreed with the statement; 3:
neutral response; and 4 and 5: agreed with the statement).
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Analysis
The responses of the SH faculty members to close- and open-
ended questionnaires on the trainees were analysed. Similarly,
the responses of the trainees to close- and open-ended question-
naires about the programme were analysed. The details of the
qualitative analysis are provided below. The closed questionnaire
results are presented as a simple percentage of those who
agreed, disagreed or remained neutral on each statement. The
analysis of the assessment of the trainees by the SH faculty is
presented as a mean score on each domain.

Qualitative analysis by triangulation8 was done. Data from
multiple sources, namely responses from open-ended
questionnaires, reflective writings, documented case reports
and PowerPoint presentations were taken, and an inductive
content analysis was done. The data were compiled, coded and
then clustered together under emerging themes. The data were
analysed independently by two persons, which were then
discussed and the converging themes were reported in the final
analysis. This was then subjected to a process of ‘member
checking’8 in which the PG trainees and the SH faculty were
asked to comment on the validity of the emergent themes––
whether it synchronized with the reality of their experience.
These processes were included to improve the robustness of
the data and to prevent bias.

RESULTS
Eighteen PG trainees were posted to six SHs between 2014 and
2016 for a period of 2 weeks.

Performance of the trainees
Most trainees had performed adequately, scoring 3 on all the
domains (Table I). A mean score of 3.4 to 3.7 is observed in
domains pertaining to the clinical approach and communication
skills. A mean score of 3.5 was observed on motivation and self-
improvement. This indicates that the trainees had a good
initiative, were able to respond to criticism and identify and
correct deficiencies in themselves.

Evaluation of the programme by PGs
Seventeen (94%) PGs felt that they gained insight into issues
specific for practice at the SH and >80% expressed confidence
about knowledge and skills gained to enhance medical practice
in a resource-limited setting (Table II).

Major themes on inductive analysis
The significant themes that emerged from the SH faculty feedback
to students regarding their performance were as follows:

1. Need for clinical approach to patient: complete history and
examination

2. Ordering necessary tests to clinch the diagnosis
3. Managing a wider spectrum of cases
4. Referral only when necessary, keeping in mind the cost

issues and travel distance
5. Importance of communication skills
6. Need to practise cost-effective medicine

The faculty felt that PG students contributed to mutual
learning that improved patient care.

Table III provides a more exhaustive list of themes that
emerged from the trainees.

A clinical approach to diagnosis
All trainees commented on the importance of being an astute
clinician. One student captured this as follows, ‘the posting has
helped me look at each case with keener ears and sharper eyes!’
Another trainee reported a patient with cyanosis who did not
improve with supplemental oxygen. He was diagnosed to have

TABLE I. Assessment of postgraduate trainees on various domains
by the secondary hospital faculty

Domain of assessment Mean score Range

Knowledge 3.7 2.5–4
Problem-solving and integration 3.5 2.5–4
History taking 3.4 3–4
Examination 3.7 3–4
Organization 3.6 3–4
Communication skills 3.5 3–4
Technical and procedural skills 3.8 3–4
Motivation and self-improvement 3.6 2–4
Professional conduct and behaviour 3.8 3–5
Flexibility and adaptability 3.9 3–5
Note: The score on each domain ranged from 1 to 5; 1: Poor performance; 2: Average
performance; 3: Good performance; 4: Excellent performance but not consistently;
5: Consistently excellent performance

TABLE II. Evaluation of the secondary hospital (SH) programme by postgraduate trainees
Components of the training at the SH Scores, n (%)

1–2 3    4–5

The training was well organized. 0 1 (6) 17 (94)
The training content was appropriate and the posting has oriented me and made me comfortable to work 0 0    18 (100)

in an SH.
I am confident that the knowledge that I gained at the SH would enhance care of my patients in a resource- 0 2 (11) 16 (89)

limited setting.
I am confident that the skills that I gained at the SH would enhance care of my patients in a resource- 0 3 (17) 15 (83)

limited setting.
The 2-week training was an effective use of my time. 0 0    18 (100)
The posting in the SH has given me insight into issues that are specific to medical care and work at 0 1 (6) 17 (94)

the level of SHs.
The training has given me an opportunity to meet new people with a different perspective to medical 0 0    18 (100)

care and has helped widen my understanding of the practice of medicine.
The SH posting has enabled me to realize that a resource-limited setting is a fertile field for innovations 0 2 (11) 16 (89)
Note: 1 and 2: Disagree or strongly disagree; 3: Neutral response; 4 and 5: Agree or strongly disagree
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methaemoglobinaemia based on a chocolate brown blood colour.
The patient improved on treatment and the diagnosis was later
confirmed biochemically. Trainees learnt that clinical judgement
was critical in the immediate management of patients since
investigations were either delayed or not available.

Clinically oriented teaching by the SH faculty
This theme consistently appeared in the feedback and case
write-ups. One trainee said: ‘the teaching rounds provided a

positive impetus for me to work-up the cases in detail and
discuss them based mostly on clinical findings and minimal
investigations’.

Management with limited resources
The trainees quickly realized the limitations with regard to
finances, laboratory facilities and treatment options. This
heightened their sensitivity towards a cost-effective clinical
approach. One student wrote, ‘…resources were greatly limited.

TABLE III. Main themes that emerged from inductive analysis of the secondary hospital (SH) programme
Clinical management of cases
‘I learnt that there is no substitute for clinical medicine. As there is a delay in investigation reports, at times we have to manage and treat

patients based on our clinical diagnoses without confirmatory lab reports’ (4)
‘In resource-limited settings, it is possible to manage “sick” cases, even without the so-called essentials like “arterial blood gas” while managing

a ventilated patient’ (5)
‘Clinical localization of neurological problems before imaging’ (10)
Teaching by SH faculty
‘Relying on history and clinical examination for diagnosis and treatment rather than just investigations’ (5)
‘The need for a step-by-step clinical approach to pyrexia of unknown origin in a resource-limited setting’ (6)
‘The presentations are on the latest topics with emphasis on clinical signs and symptoms and management in resource-limited settings’ (R-1)
Efficient use of resources in a resource-limited setting
Drugs: ‘Cost-effective drugs like inj. Penicillin is still used!’ (4)
Investigations: ‘Had to make judicious use of the resources in terms of tests ordered, medicines prescribed’
Equipment
‘Use of calculated drops per minute in intravenous set for titrating dose of insulin infusions––infusion pumps were not readily available’ (11)
‘You don’t need cutting edge machines and technology to save a patient, e.g. Orions (ventilators) also work’ (R-2)
Broad-based preparedness
‘The need to be well versed in non-medicine cases because patients with obstetric and gynaecological problems and paediatrics are also present

there which you are expected to manage’ (11)
‘Ability to see patients from broader specialities in view of the lack of speciality departments as compared to the medical college where these

patients would have gone to the specialities’ (16)
Challenges due to lack of facilities that would be available in a tertiary-care setting
Laboratory facilities––difficulty in confirming the cause for pyrexia of unknown origin, polymyositis, systemic lupus, etc.
Lack of histopathological support
Dependent on others for blood bank facilities
Lack of renal replacement therapy in patients requiring haemodialysis
Lack of magnetic resonance imaging-echo spacing while managing complex neurological cases
Referral of cases
Only when it was absolutely indicated
Echocardiography and treadmill test done by general medicine specialists to avoid unnecessary referrals to higher centres
Referral system for percutaneous coronary angioplasty (PTCA)––once an ECG shows ST elevation, the ECG is sent to the nearest cardiac

centre online and if the cardiologist feels PTCA is to be done, the patient is sent in an ambulance.
‘Risk stratification enables management of those who can be managed in the low-cost setting itself without need for referral—this would reduce

the risk of transport of a sick patient across a long distance and would also reduce cost of care by 3–4 times’ (R-2)
Innovations
The electronic medical records––no paper work at all––everything was on the system and could be accessed whenever required. Saves paper and

saves a lot of time since there is no need to hunt for the previous details––makes it patient-friendly
Used pre-recorded video teaching tapes––tailored to the SH situation––for junior faculty––e.g. an approach for management of hyponatraemia
The radiographer trained to operate CT machine, it was reported online by radiologist from another centre
Refurbished ventilators at one-third the cost, reducing the cost to the patient
Use of urinary drainage bags for chest tube drainage instead of bottle system due to lack of facility
Patient-friendly options
Evening outpatients service for those who were unable to come during the day due to work—daily-wage labourers
Burden of responsibility
Complete responsibility of the situation––most of the times, the complete responsibility including medical, financial and legal responsibility has

to be taken by the doctor
Future career option
‘My 2 weeks have made me realize that a well-functioning SH can provide useful, appropriate medical care to a large section of the community

and could be a viable career option in the future’ (8)
Notes: Numbers given in parentheses after a statement refer to the number assigned to the student who gave the comment. The notations (R-1), etc. are statements taken from
reflective writings. No number is provided for themes that were stated by several students.
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(this) made me pause to think before ordering any investigation
and consider if it was really needed or could be supplanted by
clinical probability. Selective ordering of investigations rather
than ordering indiscriminately…Certainly boosted my
confidence in guiding decisions with clinical findings.’

Multicompetence and broad-based preparedness
One other challenge expressed was the ability to tackle any
problem presented to them––medical or otherwise! They had to
manage a wider spectrum of cases; the need for them to be a
generalist and to be multicompetent was another theme that
emerged. One trainee wrote, ‘needed to see patients from
broader specialties due to lack of specialty departments’. They
were also required to take complete medical, financial and legal
responsibilities of the situation.

They also mentioned on how the SH faculty were equipped
with additional skills such as performing echocardiography,
treadmill test, ultrasound, gastroscopy and pericardiocentesis.
This was crucial for diagnosis and also in saving lives.

Innovations in practice
A number of innovations were observed to minimize costs,
compensate for lack of specialists or make services efficient.

Decision-making on referral to higher centres
The trainees developed insights into the approach of referral of
cases to a higher centre. Referral was a complex issue because
of patient preference, cost, patient safety and medicolegal
issues. For instance, in one hospital once an electrocardiogram
shows ST elevation, it is sent to the nearest cardiac centre online
and if the cardiologist feels percutaneous transluminal coronary
angioplasty has to be done, the patient is sent in an ambulance.
One trainee wrote: ‘Risk stratification enables management…in
the low-cost setting itself without need for referral (which)
would reduce the risk of transport of a sick patient. and…reduce
cost of care by 3–4 times.’

Career orientation
Trainees realized the potential for future work in a secondary
care setting: ‘These 2 weeks have made me realize that a well-
functioning SH can provide useful, appropriate medical care to
a large section of the community and could be a viable career
option in the future.’

Analysis of log books showed that most of the cases
managed by the trainees were similar to the cases seen at a
tertiary care centre except with regard to the complexity and the
investigative process. All the trainees highlighted that the
major difference was the management of a broader spectrum of
cases in the SH and the stabilization of sick patients that would
never be seen by a physician in a tertiary care centre since they
are invariably referred to specialists (Table IV).

All the procedures that are usually done in a tertiary care
setting are also done at an SH and trainees are given opportunities
to perform them during their SH postings. Gastroscopy, echo-
cardiography, ultrasound, treadmill test and pericardiocentesis
that are invariably done by a specialist in a tertiary care centre
were being done by the secondary care physician in these SHs.

DISCUSSION
The purpose of posting PG trainees to an SH was to sensitize
them to the challenges and practice of medicine at secondary
care hospitals.

The students learnt how the practice of medicine was different
at the secondary level by working alongside SH physicians who
were excellent role models. The work-based assessments showed
that the students performed well during their SH posting. In
addition to being sensitized to the issues in secondary-care
hospitals, they developed a positive orientation towards them.

The observations in our study are consistent with our
current understanding of PG education involving ‘situated
learning’ by increasing immersion in practice.9 An SH offers a
different context for situated learning with regard to the types
of cases, the facilities, tests and referral facilities available, cost
constraints and a much higher level of responsibility. They
learn from role models (teachers) who are experienced
practitioners of secondary care medicine. They learn the ‘tacit
knowledge’ of secondary care practice within the specificities
of the local context.10

Postgraduate training in Canada emphasizes the concept of
generalism to meet healthcare needs in the community.
‘Generalism is a philosophy of care with acknowledgement by
the physician that broad-based comprehensive care is provided
and the generalist physician is prepared and willing to reach
across the existing gaps in the healthcare delivery system.’11 In
the latest report of the Royal College of Physicians and Surgeons
of Canada, it has been recommended that ‘residents must be

TABLE IV. A sample of cases seen at the secondary hospital (SH) highlighting the similarities and differences from that seen in a tertiary
hospital (TH)

‘Broader spectrum of cases managed with limited investigation’
Cases seen by a physician in an SH and a TH Management at an SH Management at a TH
Bacterial meningitis Imaging almost never done Imaging often done
Pyrexia of unknown origin Step-by-step investigative process Extensive parallel work-up
Post-varicella cerebellar demyelination Clinical diagnosis; no neuroimaging Imaging often done
Neuroleptic malignant syndrome Clinical diagnosis Imaging often done
Systemic lupus erythematosus Minimal investigations Extensive parallel work-up
‘Sick patients managed by a physician, which in tertiary care are referred to the specialists’
Cases seen in an SH and a TH Managed/stabilized by a physician at an SH Managed by specialists at a TH
ST elevation myocardial infarction Thrombolysed before referral Seen by a cardiologist
Hansen disease with lepra reaction Managed by a medical team Seen by a dermatologist
Atonic postpartum haemorrhage with disseminated Stabilized before referral Seen by an obstetrician

intravascular coagulation
Hanging Managed by a medical team Seen by a neurosurgeon
Polytrauma Stabilized and referred Seen by a trauma team
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exposed to generalist practitioners within their discipline, rather
than simply moving from one highly subspecialized rotation to
another. Furthermore, it is critical that our programmes offer
learning experiences outside of the large, urban tertiary and
quaternary care facilities, to expose trainees to a variety of
practice settings’.12

The training exposure was short and served to provide
sensitization by providing a better understanding of the
community and societal needs, promoted need-based learning
and boosted the confidence of a PG trainee to work in secondary-
level hospitals. We believe that this model of training aligns
with the country’s needs and the competence-based learning
objectives stated by the Medical Council of India in 2000. Based
on our study, we suggest that competencies for PG SH training
in general medicine (Table V) be included in a PG secondary care
curriculum.

The merits of the SH posting are the learning of secondary
care medicine, improving clinical skills, increased motivation of
the students and exposure to role models (teachers) and
sensitization to healthcare needs. Since the concept of SH
postings is new in medical colleges, this requires a buy-in from
the teachers and their help in planning postings to ensure
staffing of the clinical service.

The need of the hour, therefore, is to intentionally plan and
incorporate SH postings as part of the PG training curriculum.
Jacob emphasized the urgent need to ‘relocate medical education
away from tertiary settings and situate it in secondary and
primary settings’13 since this would help address the health
needs of the country. More studies and experiences pertaining
to contextualized SH PG training exposures from both the

government and private sectors in different regions of India
would need to be conducted and analysed before a consensus
model could be developed for the country.

Limitations
The main limitation is that our’s is a small pilot study. Another
limitation is the use of a non-validated tool for assessing
student performance in various domains.

Future directions
We hope that every medical school in India would take a small
step towards ‘providing appropriate opportunities for our PG
trainees to be exposed to the health needs in the country’.14 If
every medical school could adopt a community and make it
central to medical training, it would greatly help India achieve
equity in health.
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TABLE V. Competencies for postgraduate secondary hospital
training in general medicine

The skills required for secondary care are:
Ability to handle a range of cases including those which would be

handled by a specialist in tertiary care centres
Excellent clinical diagnostic skills
Managing with less investigations, cost-effective medicines
Range of diagnostic and procedural skills which would be handled by a

specialist in tertiary care centres
Knowing when to refer
Taking full responsibility of the case
Confidence in managing cases with limited laboratory and referral

facilities
Flexibility and capability to innovate in diagnosis and treatment


