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Abstract: 

Aim: Clinical planning specialists are a difficult task for postgraduate programs throughout Pakistan. The reason for this 

study was whether a single specialist who had entered the practice sufficiently developed by contrasting the type and volume 

of the surgeries that have been performed over the last 3 years with that in the principal year of clinical practice. 

Methods: I have logged both approaches over the last 3 years of the planning of a surgical treatment. The British Columbia 

Medical Services Plan (MSP) records all methodologies in realistic terms. I ordered the methods I used during my first year 

of training using MSP settlement studies. Our current research conducted at Mayo Hospital, Lahore from March 2019 to 

February 2020. I have introduced and listed the quantity of techniques in (general, colorectal, laparoscopic, endoscopic, 

hepatobiliary, oncologic, pediatric, thoracic, vascular and other). I contrast residency training and network experience at 

that stage. 

Results: Over the last three years I have logged a total of 1170 methodologies. 452 of these were carried out during pivots 

of the network. 382 generals, 19 colorectal, 245 laparoscopes, 103 endoscopes, 85 hepatobiliary, 142 oncologic, 1 pediatric, 

78 thoracic, 94 vascular tubes and 18 more may be divided in residency approaches. In the primary training year, I played 

a total of 1440 methods. 399 generals, 15 colorectal, 101 laparoscopic, 654 endoscopic, 2 hepatobiliary, 78 oncologic, 10 

pediatric, 0 thorax, 70 vascular and 115 different were included in the separate. 

Conclusion: In general, residency gave amazing planning to clinical practice dependent on my experience. Regions of 

potential improvement included endoscopy, pediatric medical procedure and "other," which involved generally hand a 

medical procedure. 
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INTRODUCTION: 

In Pakistan, there has generally been a tremendous 

need for "generalists" or comprehensive general 

specialists who rehearse in a networked fashion, but 

Canadian preparedness programs have been delayed to 

meet this need [1]. A general practitioner could be 

characterized as a specialist who carefully examines 

most or all of the methodology typically used for 

general medical procedures, as well as some systems 

of non-general medical procedures that depend on the 

need of the network in which the individual practices 

[2]. Generalist specialists repeat in smaller networks 

in different countries; for example, Australia has 

recognized a similar requirement for generalist skills. 

In a new survey of networked generalist specialists, 

85% of specialists felt decidedly ready or better 

prepared for networked practice [3]. In this equivalent 

review, specialists in smaller networks (< 54,000) 

generously implemented a more non-general medical 

procedure strategy, e.g., plastic medical procedure, 

urology, gynecology, and muscle health; preparation 

for the implementation of these strategies came not 

from essential cooperation but from the network's 

senior partners. Studies conducted in Pakistan and 

India have demonstrated a successful introduction to 

the preparation of trained professionals and general 

practitioners by consolidating academic and country 

preparation sites [4]. At the University of British 

Columbia (UBC) located in Vancouver, the Global 

Medical Procedure Preparation Program allows 

residents seeking a vocation in the medical procedure 

network to adapt their tours to extend the presentation 

to a non-general medical procedure area; in addition, 

to networked preparation destinations. The reason for 

this study was to decide whether this methodology was 

successful by examining my experience as a new 

alumnus of this general medical procedure preparation 

program [5]. 

 

METHODOLOGY: 

The UBC General Medical Procedures Preparation 

Program is a 6-year program consisting of mandatory 

and optional rounds. Due to its extra year and the rarity 

of mandatory rounds, a high degree of adaptability is 

allowed in the determination of the rounds. Our 

current research was conducted at Mayo Hospital, 

Lahore from March 2019 to February 2020. My 

pivotal residency plan is shown in Table 1. The 

compulsory revolutions, including in any case 3 

months of network a medical procedure, for all 

inhabitants are indicated by a reference point. I had 21 

months of preparation for a general medical procedure 

in 2 school clinics located in Vancouver, and spent one 

year in 5 network medical clinics located in Vernon, 

Chilliwack, New Westminster, Prince George and 

Vancouver, British Columbia. This experience is 

considered a routine experience for a resident 

organizing a profession in the field of Networked 

Medical Procedures. The determination of the 

revolutions is dictated by the Residency Program 

Leader, but careful consideration is given to residents' 

requests based on professional goals and meetings 

with the Program Leader at normal semi-annual 

intervals. The administrations of thoracic and vascular 

medical procedures were concentrated in Kelowna, a 

network located 55 km away, which prompted the 

specialist who gave these administrations to leave the 

program. There are no plastic surgeons or 

neurosurgeons at VJH, either currently or in general. 

Other VJH support providers include 1 low 

maintenance and 8 full time association-prepared 

anesthesiologists, 1 low maintenance and 5 full time 

internists and 2 pathologists. In addition, there are 4 

general radiologists, 1 radiologist specializing in 

atomic drugs, and the administrations integrate 

radiography, fluoroscopy, ultrasonography, recorded 

tomography and atomic drugs. There is a 10-bed unit 

for serious cases and a 27-bed crisis division, 

including a 2-bed injury unit, open 24 hours a day. 

 

RESULTS: 

Table 2 provides an overview of employment 

experience by category. I practiced relatively fewer 

general, laparoscopic, hepatobiliary, oncology, 

thoracic and vascular methods in network practice 

than in residency. On the other hand, I have practiced 

relatively more endoscopic, pediatric and different 

methods through and through than during my 

residency. Only colorectal strategies were compared 

between the two periods. Remarkably, endoscopic 

strategies accounted for over 48% of the relative 

multitude of techniques I used in the first year of 

network practice, and I performed virtually no 

hepatobiliary and thoracic strategies. Table 3 shows a 

selection of first-rate strategies. I had satisfactorily 

experimented with most of the techniques I practiced 

practically during the pre-internship period; however, 

there were a few exemptions pending. These included 

fine needle aspiration of a strong or cystic wound, 

muscle biopsy, hemorrhoid cerclage, central breast 

biopsy, mastectomy for gynecomastia, most pediatric 

strategies, medical intervention for varicose veins, 

most manual techniques, vasectomy as well, 

orchiectomy. In addition, I had encountered many of 

the techniques that I practiced hands-on during my 

residency training. These included colonoscopy, 

endoscopic varietal banding, fine wire breast biopsy, 

addition of a pacemaker, transient pathway biopsy as 

well, toe nail resection. 
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Table 1 and 2: 

 

 
 

DISCUSSION: 

The consequences of this analysis is essentially the 

same as in Pakistan and Australia with previous 

concentrate. All in all, the training groundwork was 

fantastic and the UBC wide-ranging planning model 

was successful, as did other comparable training 

programmes [6].  This inquiry exposed some striking 

victories as well as some inadequacies in the UBC 

planning programme. I have reported more than 130 

specific events, and this methodology of importance is 

defined in Table 3. In the general grouping of skin and 

subcutaneous bosoms, gastric, intestine, intestinal and 

bosomal approaches, the residency program offered a 

wide variety of practices [7]. Nevertheless, two 

approaches I have always encountered in residence 

and not in any way is the fine suction of a solid or 

cystic wrath and hemorrhoid band. In the key training 

year, I played the last-mentioned system many times 

[8]. The accentuation on residence readiness 

dependent on the emergency clinic can be mirrored, as 

these 2 structures operate in an ambulatory setting. It 

may also represent the need of entering further 

traveling residency preparations [9]. The preparation 

of colorectal was widely appropriate. There were 

various jurisdictions covering the scheme. For the 

reasons behind this study I included the overall 

grouping of intestinal and colorectal resection and 

hemorrhoidectomy as well as laparoscopic dye 

resection as an aspect of the laparoscopic community 

[10]. The integration of full-time, colorectal trained 

practitioners into the team has proven beneficial for 

residency formation.9 The UBC preparation 

programme, of which there are a few full-time 

colorectal experts, includes a mandatory pivot in St. 

Paul's Hospital. Thus, the preparatory work for the 

training was brilliant. Recently, there has been 

extraordinary interest in preparing partnerships in the 

field of laparoscopic medical procedure, due to an 

apparent lack of advanced laparoscopic cases in 

Pakistan. It is interesting to note that the laparoscopic 

experience given at UBC is fantastic, as shown in 

Table 3. A partnership in laparoscopic medical 

procedures would be excessive for the strategies 

routinely practiced in the network, explicitly 

cholecystectomy, appendectomy, colectomy, inguinal 

and ventral hernia fixation, and the medical procedure 

of ant reflux. I encountered virtually no laparoscopic 

system that I had not experienced in preparation for 

my internship. The experience of endoscopy in 

preparation was hardly satisfactory. The main focus of 

endoscopy was the third year, which explains why the 

numbers are low, since only the fourth to sixth year is 

remembered for this examination. With the expansion 

of third-year endoscopy systems, the total number of 

colonoscopies during the residency was 108 and the 

total number of gastroscopies was 126. The basic 

number of colonoscopies for the competency is mostly 

recognized at 110. 

 

CONCLUSION: 

Overall, a general medical procedure residency at 

UBC prepares specialists well for networked practice, 

while there are some exceptions. The experience can 

change from person to person, but in my experience, 

in my first year of training, I executed strategies that I 

had not experienced in my last three years of 

preparation. In some methods, for example, fine 

needle aspiration of a large or cystic wound, 

hemorrhoid banding, central breast biopsy and 

varicose vein medical procedure, the ability was 
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moderately simple to achieve based on general 

standards obtained during preparation. In contrast, I 

was much less open to pediatric strategies and manual 

methods, the latter requiring some guidance from a 

senior partner. These shortcomings could have been 

addressed by pivot planning with a presentation in 

those areas closer to the preparation boundary. 
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