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Faculty of Homeopathy 
THE MEMBERSHIP EXAMINATION FOR NURSES  

 

SECTION 1 
 

1. Introduction 

 
The MFHom(Nurse) examination has been developed for nurses and midwives who have 
completed Faculty accredited training beyond the introductory first year and passed the Primary 
Health Care Examination (PHCE).  The PHCE curriculum and examination guidelines are 
published separately and can be obtained from the Academic Office of the Faculty of 
Homeopathy at the address on page 14.  
 

2. Criteria for admission to MFHom(Nurse) training 
 
Training is open to practitioners who are registered with the Nursing and Midwifery Council 
(NMC) or have a nursing or midwifery qualification recognised by the NMC. The eligible 

practitioner must also have completed the Primary Health Care Examination and be a 

Licenced Associate of the Faculty of Homeopathy (success in the PHCE confers eligibility 
for Licenced Associateship). 
 
MFHom level training for nurses and midwives has been developed to:  
 
 Provide practitioners with advanced instruction in all aspects of homeopathic theory and 

practice. 
 
 Enable practitioners to develop research and auditing skills so that they may contribute 

to the growing body of knowledge in homeopathy. 
 
 Improve the standard of health in society and the therapeutic options available to 

patients by training students to become skilled homeopathic practitioners, working within 
a homeopathic setting or within their core discipline. 

 
 Enable practitioners to discuss the discipline of homeopathy knowledgably with 

colleagues to promote its use in conventional medicine. 
 
 Facilitate the award of a higher qualification to raise the profile of homeopathic nursing. 

 
 Secure professional development and career advancement opportunities according to 

individual requirements. This may involve undertaking educational modules outside the 
expertise of the Faculty of Homeopathy and its teaching centres. These modules must 
be provided through an accredited university that has expertise in educating nurses. 

 
 

3. The examination 
The purpose of the examination is to evaluate the candidate‟s understanding of homeopathic 

principles, therapeutics and materia medica and skill in applying them, not merely the 
candidate‟s ability to memorise facts.  A high standard of clinical medicine is also expected.   
 
In terms of passing or failing the examination, the essential criterion is whether or not, in the 
examiners‟ view, the candidate has demonstrated competence to practise homeopathy safely 
and effectively in: 
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 A primary care, outpatient (community or hospital) or inpatient setting – seeing the 

candidate‟s own patients with access to specialist help. 
 

 Midwifery – within the bounds of the candidate‟s profession and level of practice, with 
specialist help. 

 
 Independent (private) practice within the regulated scope of the candidate‟s 

professional field, with specialist supervision. 
 
The examination consists of the presentation of ten case histories, followed later by a clinical 
section and a viva voce, both of which usually take place on the same day. 
 

Important note: The Faculty reserves the right to refuse admission to any part of the 
MFHom(Nurse) examination. 
 
Students will be assessed throughout their training by their teaching centre and candidates will 
be eligible to apply for the MFHom(Nurse) examination when the teaching establishment they 
are attending considers that they have reached the required level. 
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4. The application process 
 

 

AT LEAST 3 

MONTHS BEFORE 

APPLYING 

Candidates must have been an Associate or Licenced Associate of the 
Faculty of Homeopathy for at least three months prior to applying to take 
the examination. Candidates who began their MFHom(Nurse) training in 
2006, or later, must have passed the Primary Health Care Examination 
before they can apply to take the MFHom(Nurse) examination. 

 

AT LEAST 2 

MONTHS BEFORE 

APPLYING 

Ensure you have the correct supporting documentation for your 

application  

 

 NMC number or copies of nursing certificates 

 Evidence of completion of Faculty-accredited training 

 A testimonial letter from your teaching centre confirming your 
readiness to take the MFHom(Nurse) examination 

Submit your completed application form by the advertised deadline. The 
supporting documentation listed above must be included together with two 
copies of 10 case histories. 

If your case histories are judged as satisfactory, you may proceed to the 
clinical section of the examination. 

 
 

 

CLINICAL 

EXAMINATION 

Candidates will take a long case, two Objective Standardised Clinical 

Examinations, a short case and attend a viva. 
 
 

 

MEMBERSHIP If you are successful in the examination you may apply to become a 

Member of the Faculty of Homeopathy [MFHom(Nurse)].   



 

6 

5. Entry criteria 
 

Applications for entry must be made on the appropriate form, available from the Faculty 
Academic Office. The application form, fully completed and accompanied by the appropriate 
fee and any other documents required, must reach the Faculty Academic Office in Luton before 
the published closing date. Late or incomplete applications will not be accepted. 
 

The text in bold shows evidence that must be provided with the examination application form.  
 

PRIMARY NURSING QUALIFICATION  
 

 Candidates must provide their NMC registration number OR  
 

 Evidence that their qualification is registrable with the NMC (for example a 

photocopy of their nursing degree).  
 

PRIOR FACULTY MEMBERSHIP 

Candidates must have been an Associate or Licenced Associate of the Faculty of Homeopathy 
for at least three months prior to applying to take the examination.  Candidates who began their 
MFHom training in 2006, or later, must have passed the Primary Health Care Examination 
before they can apply to take the MFHom(Nurse) examination. 
 
Applications for membership may be made through the Membership Department at the Faculty 
of Homeopathy. You can contact the Membership Officer at the Faculty on 01582 408670 or 
apply online via the Faculty‟s website at www.facultyofhomeopathy.org/membership/. You can 
also write to the address shown at the back of this booklet. 
 
COMPLETION OF FACULTY-ACCREDITED TEACHING (AND COURSE-BASED ASSESSMENT) 

Candidates must have received formal teaching approved by the Faculty of Homeopathy or, by 
prior agreement with the Faculty of Homeopathy, present evidence of equivalent study and 
experience. 
 

 Candidates must provide a certificate of attendance and a signed testimonial letter 

from the Faculty-accredited training centre where they studied to confirm their 

readiness to take the MFHom(Nurse) examination. The letter must confirm that the 

candidate has successfully completed a Faculty-accredited course of training and 

course-based assessment.  

 

 In the case of candidates whose training has been acquired at more than one 

centre, certificates for each stage of their training will be required, together with a 

signed letter from the teaching centre they attended most recently confirming their 

readiness to take the MFHom(Nurse) examination.  

 
Transitional arrangements 
Candidates who completed Faculty-accredited training prior to the introduction of course-based 
assessment, or who started training during its implementation must also provide a signed 
testimonial letter from the Faculty-accredited teaching centre at which they completed their 
training confirming their readiness to take the MFHom(Nurse) examination. 
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Certificates of attendance and testimonial letters will be provided on request from the following 
Faculty-accredited teaching centres: 
 

 Academic Department, Bristol Homeopathic Hospital 

 AdHom, Glasgow Homoeopathic Hospital 

 Academic Unit, Royal London Homoeopathic Hospital 
 
Candidates must take the examination within three years of completing Faculty-accredited 
training.  After this time, candidates should obtain an up-to-date testimonial, confirming their 
readiness to take the MFHom(Nurse) examination which would normally be supplied after 
refresher training, supervision or assessment at a Faculty-accredited teaching centre. 
 
REFLECTIVE PORTFOLIO INCLUDING CASE HISTORIES 

Two copies of a reflective portfolio including ten case histories must accompany the application 
form and fee. These must be presented by the advertised closing date for submission of 
examination application forms. Portfolios will usually be completed as part of course-based 
assessment at a Faculty-accredited teaching centre. Candidates who completed Faculty-
accredited training prior to the implementation of course-based assessment or who have been 
admitted to the examination on the basis of equivalent study and experience should seek 
guidance from the Faculty.  
 

Further guidance about the presentation of case histories can be found on page 8-9 and 21 of 

this document.  
 

Unsatisfactory case histories will disqualify the candidate from sitting the remaining sections of 
the examination. 

 
Entry to the examination room 
 
PROOF OF IDENTITY/NMC REGISTRATION 

Candidates will be admitted to the examination in their full name as given on their original 

nursing registration certificates.  When candidates attend any part of the examination, they 

must produce upon request some means of identification. Admission to the examination 
will be at the discretion of the administrator. 
 
CHANGE OF NAME 

Candidates who change their name by marriage or deed poll must submit documentary proof of 
this if they wish to be admitted to the examination in their new name.   
 

6. Examination format 

 
The examination consists of three elements:  
 

 the presentation of a portfolio with ten case histories 
 a clinical examination including long and short cases and Objective 

Standardised Clinical Examinations (OSCEs) 
 an oral examination 

 
The latter two parts of the examination are usually taken on the same day. 
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The case histories  

 
EXPECTED CONTENT 

Candidates should present ten cases, each of between one and two thousand words, to 
illustrate different types of patient and clinical diagnoses, repertory rubric selection, case 
analysis and homeopathic treatment strategies.  
 

Each case should indicate: 
 a fictitious first name, the patient‟s initials or some other coding for identification 

 sex, age on presentation (not date of birth), marital status and occupation 
 the full history, examination and investigations necessary for establishing a clinical 

diagnosis and a homeopathic prescription 
 choice of rubrics and the reasons for their use with the name and page numbers of the 

repertory used (not necessary for every case, e.g. acute patients) 
 an explanation and discussion of the reasons for the particular management 

subsequently undertaken, including its integration with other aspects of the patient‟s 
care, where appropriate 

 responses to treatment, history of the management, with at least three months follow-up 
of chronic cases 

 a full appraisal of the results of the treatment given 
 
 

A variety of acute and chronic cases may be included of which a maximum of two may be 
acute.  Acute cases should reflect some finer points of acute case analysis and/or management 
rather than commonplace, if correct, acute prescribing (e.g. „sudden onset of fever and severe 
earache with scarlet right eardrum. Prescribed Belladonna‟ is not satisfactory).   
 

One or two cases of unsuccessful treatment are as acceptable as successful cases where they 
demonstrate a good understanding of therapeutic principles, patient care, obstacles to cure, 
irrespective of the outcome. 
 
The candidate‟s own choice of repertory is permitted but he/she must ensure that the chosen 
rubrics are stated in full, and if a computer repertory is used, that the print-out of the 
repertorisation is included with each case. 
 

MANAGEMENT OF CASES 

One or two cases where the advice of another colleague has been obtained may properly be 
included but this must be acknowledged in a clear and detailed manner. Generally the 
management should be by the candidate, and the insights gained and lessons learned from 
such advice should be reflected in the appraisal of the case.   
 

PRESENTATION 

Cases should be typed in double-line spacing with wide margins on A4 paper, kept together by 

a convenient lightweight method (such as treasury tags) and two copies submitted, Pages 

should be put together in such a way that they can easily be taken apart and 

photocopied and all pages should be numbered for that reason (ring binders should not be 
used). Cases should also be numbered and the whole presentation prefaced by an index of 
cases.   
 

The last page of the presentation must consist of a signed and dated declaration that the 

work has been undertaken by the candidate. The candidate’s name should not be 

mentioned in any other part of the document. 
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Please refer to pages 23-30 for examples of two case histories formatted to these 

requirements.  These are included as a guide, and are not prescriptive.  The format may be 
adapted to reflect your own style of case taking, provided that the presentation is clear, and 
fulfils the criteria below. 
 
Candidates may also submit case histories electronically with prior approval from the Academic 
Office.  If you are submitting your case histories electronically the declaration outlined above 
should also be printed in hard copy, signed and dated by the candidate.   
  

ASSESSMENT 

Each candidate‟s case histories will be marked by one examiner. If they are considered 
unsatisfactory, they will then be marked independently by a second examiner.  Before awarding 
a final mark, the examiners will discuss the candidate‟s case histories. Candidates whose 
cases are deemed unsatisfactory after this procedure will not be allowed to proceed to the rest 
of the examination and the remaining part of their examination fee (less the cost of assessing 
their case histories) will be refunded. 
 

The criteria listed below will be used by the Faculty when judging case histories by 
MFHom(Nurse) candidates.  You are advised to use these to augment the samples given on 
pages 23-30. 
 

A good case study should: 
 Be complete: that is, sufficiently comprehensive in respect of the presenting problem. 
 Demonstrate competence in conventional clinical management. 
 Show the quality of rapport with the patient, and awareness of non-verbal clues. 
 Clearly identify key symptoms, and their relative value (weighting). 
 Emphasise the individualising characteristics of the patient, the illness and the case. 
 Show appropriate symptom selection for case analysis or repertorisation. 
 Demonstrate appropriate and competent use of the repertory and/or materia medica. 
 Include appropriate and intelligent discussion of the differential diagnosis of the 

homeopathic prescription. 
 Explain clearly the rationale for the choice of medicine, potency and dosage regime. 
 Demonstrate adequate and intelligent follow-up. 
 Provide intelligent and critical appraisal of the case. 

 

The long case 
 

TIMING 

The candidate will have a one hour consultation with a patient, followed by half an hour with 
two examiners during which time s/he will be asked to present the case and discuss the 

patient‟s management. Candidates are warned that the time allocated for this section will be 

strictly adhered to. 
 

ASSESSMENT 

As with case presentations at the previous stage of the exam, the candidate will be expected to 
approach the homeopathic management of the patient within the context of their general 
medical care, and in relation to any conventional treatment that they are receiving, or may 
require. The candidate should undertake any examination that is regarded as necessary to 
elicit symptoms and signs relevant to the general and homeopathic management of the patient 
(excluding any internal examination), but should not spend time on a comprehensive physical 
examination that does not have a bearing on the problem. 
 
The candidate will not be expected to have repertorised the case, but should, if possible, leave 
a little time at the end of the consultation to use the repertory to help them explore key 
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symptoms and possible homeopathic medicines. The candidate should not be concerned if 
s/he runs out of time and is not able to do this. The candidate should, however, at least have 
made a note of the key symptoms, and considered the rubrics that might prove useful for case 
analysis. The candidate should also have considered what their „differential diagnosis‟ of 
possible homeopathic medicines for the treatment plan might be. The candidate will not be 
expected to have chosen „the‟ right prescription, but to have thought intelligently about the 
medicines they consider to be indicated, and how they might be employed in a treatment plan. 
 

When presenting the case, the candidate will be expected to review the patient‟s history at 
some stage, but should not spend unnecessary time reporting routine information that has no 
direct bearing on their perception of the patient or the analysis of the case.  The candidate may 
present the case in their own style, giving priority and emphasis to those aspects that are 
judged important, but without omitting any significant information. 
 

An examiner may spend a little time with the candidate observing the consultation at some 
stage - if this is the case the candidate should continue as normal.  Afterwards, the patient may 
be asked how they experienced the consultation. You may wish to explain to the patient how 
the artificial context of the exam may affect the consultation.  
 
The clinical notes made by the candidate may be scrutinised and / or retained by the 
examiners. 
 
In summary the long case examination will test: 
 The quality of the candidate‟s relationship with the patient. 
 Whether the candidate has identified the problems that the patient presents after taking 

an adequate conventional history and full homeopathic history and after any appropriate 

physical examination (a vaginal and rectal examination should not be carried out). 
 The candidate‟s appreciation of the essential homeopathic features of the case. 
 The selection of suitable rubrics for repertorisation. 
 The ability of the candidate to plan the management and homeopathic treatment of the 

patient‟s illness. 
 Any investigations the candidate considers would be required, if any, and the reasons for 

this decision. 
 

EQUIPMENT 

The candidate must bring a book or computer repertory of their choice and a stethoscope into 
this part of the examination.  Other essential equipment is provided.  

 
The short case  

 
TIMING 

There will usually be one short case during which an examiner will be present. 
 

ASSESSMENT 

Short cases will be chosen to present a circumscribed problem that can be assessed in the 
time available. A case may involve symptoms or signs that need to be elicited by brief 
examination, but it may require a verbal history only.  The case will have been chosen to allow  
key prescribing information for the presenting complaint to be elicited in the time available by a 
competent candidate. Appropriate examination tools will be provided, if the need for 
examination is anticipated. 
 

Cases may present problems in any system which is amenable to targeted clinical prescribing.  
The presenting symptomatology will involve only one system.  If a patient has a problem in a 
number of systems, they will have been coached to present only the symptoms of the problem 
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selected for the purpose of the examination, unless the candidate specifically enquires about 
other symptoms in order to confirm or exclude a choice of medicine.  Patients will have been 
instructed to give information only in response to direct questions from the candidate. They 
should not give information about current or previous homeopathic medication. 
 
Candidates will be encouraged to spend 8-10 minutes questioning or examining the patient, as 
in a brief routine primary care consultation, allowing 5-7 minutes discussion with the examiner.  
However candidates may tell the examiner if they are ready to discuss the case sooner. 
 

Candidates will be expected to demonstrate awareness of the relevant symptomatology, and 
the ability to elicit and construe this intelligently in terms of possible, appropriate homeopathic 
prescriptions. They should not stray beyond the local aspects of the presenting problem, unless 
they deliberately intend to use general or psychological symptoms, concomitant symptoms or 
constitutional features to confirm or exclude the choice of a particular medicine. 
 
Attention will be paid by the examiner to the candidate‟s technique in eliciting symptoms and 
physical signs, to their approach to, and consideration for the patient as well as to their 
interpretation of the information available and their ability to choose suitable management and 
homeopathic treatment. 
 
Objective Standardised Clinical Examinations (OSCEs) 
 
TIMING 

There will usually be two short cases or specific clinical scenarios presented as OSCEs and 
fifteen minutes will be allowed for each OSCE. An examiner will not necessarily be present 
during this time, however candidates will be expected to discuss each case or scenario during 
their oral examination. 
 
ASSESSMENT 

Objective Standardised Clinical Examinations will be chosen to present a wide range of clinical 
conditions, tasks and scenarios. Cases will usually take the form of written accounts but may 
also include photographs or video clips where appropriate. 
 
Each case/scenario will be presented in the following format:  
 
 Presentation of the case or scenario – including the conventional diagnosis, history of 

treatment, age of the patient, clinician‟s observations and clinical examination. 

 

 The patient‟s description of their illness usually in their own words 

 

After reading each case or scenario the candidate will be expected to consider: 

 

 Various tasks to perform and management decisions: e.g. the indicated homeopathic 

medicine, potency and dose regime, relevant rubrics, totality of symptoms, strange rare 

and peculiar symptom, hierarchy of symptoms.  

 

 Patient management (relevant to the case presented) including integration of 

conventional and homeopathic treatment, assessment of vitality, anticipating or 

managing a homeopathic aggravation, consideration of evolving clinical scenarios after 

initial management and obstacles to cure. 
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Tasks and questions may cover any part of the core curriculum including principles of practice. 

In this part of the examination candidates will achieve marks for each step or task they perform 
correctly rather than an assessment based on their overall performance. This part of the 
assessment will be completed during the oral examination. 
 

EQUIPMENT 

The candidate must bring a book or computer repertory of their choice. 
  

The oral examination 
This will follow the clinical examination. It will normally last approximately 30 minutes but may 
be extended or reduced, according to the need to determine the outcome, including the award 
of distinction. All examiners will conduct the oral examination but not necessarily all will 
question each candidate. The candidate may be asked to use their book or computer repertory 
during this part of the examination. During this time candidates will be specifically questioned 
on the OSCEs presented to them earlier and more general questions on any aspect of 
homeopathic principles, therapeutics and case management may be asked, including questions 
on the candidate‟s written papers and case histories. 
 
Number of examiners 
For any MFHom(Nurse) examination there will be at least two Faculty of Homeopathy approved 
examiners present at the review of the long case and at the oral examination.  These two 
examiners in most instances will be from the UK. 
 

Trainee examiners 
There may be trainee examiners shadowing the other examiners throughout the day.  They will 
make themselves as inconspicuous as possible, and are there to observe and criticise the 
process rather than the performance of the candidates. 
 
Assessment of the clinical and oral sections 

 
PASS  

A candidate who passes in all sections of the examination will pass overall.   
 
FAIL  
A candidate will fail the examination if he/she: 
 
 fails even marginally in all the sections (long case, short case and OSCEs) 
 fails clearly in any one of these sections 
 fails marginally in any of these sections and does not compensate for this by scoring 

additional marks in the remaining sections 

 
DISTINCTION 

A candidate whose grades in the examination show overall excellence will be awarded a pass 
with distinction.   

 
Review of the examination by the Faculty 
After every examination the Faculty of Homeopathy will audit that sitting.  In the light of its 
findings, modifications to future examinations will be made where considered necessary. 
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7. Results 
 

Results may not be collected from the Faculty office, nor can they be given over the telephone. 
 

Case histories 

Results of the assessment of the case histories will normally be given four weeks (or earlier) 
after the final date for submission of examination applications. 
 

Final results 

Final results of the MFHom(Nurse) examination will normally be posted by first class mail 
within one week of the clinical examination in all centres.   
 
 

8. Practical details 
 

Venues and fees 

The examination will usually be held in Bristol and Glasgow. Final exam location(s) will be 
determined by demand and numbers. This means candidates may not always get their first 
choice of venue. The examination may be held elsewhere (in the UK) by agreement of the 
Faculty. 
 

Details of fees payable on entry to the examination are shown on the examination application 
form or are available by contacting the Faculty‟s academic office. 
 

Cheques should be made payable, in sterling, to the Faculty of Homeopathy. 
 

Withdrawals and transfers 
Notice of withdrawal from the examination must be given in writing and accompanied by the 
admission document (letter of receipt) if received. 
 

The examination fee, less a 10% administrative charge, will be refunded when notice of 

withdrawal is received before the published closing date. No other refunds will normally be 
made. The Faculty will consider refund on withdrawal because of certified illness or other 
extenuating circumstances 
 

Candidates are limited to a maximum of two transfers only. 
 

Re-taking the examination 
Re-applications by candidates who fail badly may be deferred at the discretion of the Faculty 
for a period of time. 
 
If a candidate has failed the examination four times and wishes to make further attempts s/he 
must seek the approval of the Faculty. 
 
Candidates re-applying to take the examination must provide an updated testimonial of 
readiness (as described in section 5 page 6). 
 
Candidates who have failed the clinical section but have passed the case history section of the 
examination may apply to re-take the examination without submitting case histories and will pay 
a reduced examination fee to reflect this.    

Appeals 
If you wish to appeal against your examination results, you must write to the Academic Office, 
Faculty of Homeopathy, Hahnemann House, 29 Park Street West, Luton LU1 3BE.  Appeals 
should be sent within one month of receipt of results. 
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Faculty contact details 
Academic Office, Faculty of Homeopathy, Hahnemann House, 29 Park Street West, Luton LU1 
3BE. Tel: 01582 408680, www.facultyofhomeopathy.org  
 

9. Faculty membership 
 

Candidates successful in the MFHom(Nurse) examination will receive a certificate signed by 
the President of the Faculty and Nursing Dean. The names of successful candidates are 
presented to the Faculty Council for formal election as full Members of the Faculty of 
Homeopathy. 
 

Members of the Faculty of Homeopathy are elected subject to the Faculty of Homeopathy Act 
1950, including its current Bye-laws and Regulations.  
 

10.  Profiles and clinical governance information 

 

Profile of the MFHom(Nurse)  
The Faculty curriculum described in this document represents the homeopathic knowledge and 
skills necessary to qualify as an MFHom(Nurse). An MFHom(Nurse) can treat chronic and 
complex cases homeopathically in their present clinical situation, according to the defined 
MFHom curriculum. In order to prescribe homeopathic medicines they must have undertaken 
the Independent Nurse Prescribing module. The MFHom(Nurse) independently assesses 
patients, plans and implements homeopathic treatment, provides advice and support and 
maintains patients‟ records. They may be working in a primary care, outpatient (community or 
hospital) or inpatient setting, in a generalist or specialist nurse role, and will apply their 
knowledge and skill in a way that is appropriate to that setting. Their usual nursing activity may 
continue to be their core clinical activity, or they may be committed to providing an additional 
homeopathic service for their specific nursing role. 
 
Limits of competence 
The MFHom(Nurse) must be aware of the limitations of his/her practice, maintaining regular 
clinical supervision with a Faculty approved supervisor and knowing when to refer patients on 
for more specialist homeopathic care. The MFHom(Nurse) will be expected to possess the 
competencies appropriate to his/her previous nursing training and any other specialist training 
he/she has received and uses in his/her role.  An MFHom(Nurse) will be expected to be alert to 
problems or disorders newly arising or previously unrecognised or undiagnosed by other 
clinicians. He/she will be expected to consult prospective patients for homeopathic treatment 
and manage them appropriately, maintain effective communication with all other health care 
officials involved in the care of the patient and make appropriate referrals to others when 
he/she recognises needs in the patient that they are unable to meet. 
 
Clinical Governance 
The MFHom(Nurse) undertakes regular CPD as required by the Faculty of Homeopathy and 
Nursing and Midwifery Council.  He/she should engage in regular clinical supervision from a 
colleague on the Faculty of Homeopathy specialist register, or other approved tutor, and be 
involved in clinical audit and research in his/her own area. 
    

Ethical and Legal Issues  
An MFHom(Nurse) must have confirmation from his/her employer that vicarious liability cover 
and authorisation have been issued in order to prescribe homeopathic remedies. A clinical 
protocol for this role should be in place which has been authorised by his/her employer. 
Indemnity insurance cover should also be obtained.  
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He/she must follow the NMC Code of Professional Conduct and document “Standards of 
prescribing in practice” both of which can be found on the NMC‟s website at http://www.nmc-
uk.org/ 
 

Please note that these requirements may change and it is advisable to check with the 

NMC or your employer as different trusts may have their own processes. 
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SECTION 2 

 

A. Core curriculum 
 

GENERAL CONTEXT 

Aim: to understand the scope and limits of homeopathy in contemporary medicine 
 
 The development of homeopathy within the science and art of medicine 
 The scope and limits of homeopathy 
 The clinical and legal bounds of competence of different practitioners 
 Integration/inter-relationship of homeopathy with other forms of treatment 
 The development of homeopathy internationally 
 The various “schools” of homeopathy and international variations 

 
 

HISTORY 

Aim: to have a broad knowledge of the historical and philosophical background to the 

development of homeopathic thought and practice; to understand the history and 

development of contemporary homeopathic medicine and its relationship to the growth 

of conventional medical thought 
 
 The importance of historical primary sources, especially Hahnemann‟s Organon, to the 

understanding of modern homeopathy 
 The work of Hahnemann and his initial provings 
 Later and contemporary developments in homeopathic principles and practice 

 

 

PRINCIPLES AND KEY CONCEPTS 

Aim: to have a broad knowledge of the concepts of the homeopathic approach 
 

Basic principles   
 The Principle of Similars: Similia Similibus Curentur 
 Individualisation of treatment 
 Sensitivity in the ill person 
 The totality of symptoms 
 The minimum dose 
 Theories of chronic disease and miasms 
 Self-healing and placebo responses 

 
Homeopathic concepts of health and illness, disease and cure 
 Hahnemann‟s Organon 
 The various concepts of „constitution‟ 
 Concepts of suppression and obstacles to cure 
 The direction of cure  
 The concepts of incurability 
 The theory of chronic disease and miasms: Hahnemann‟s original ideas and the 

contribution of later and contemporary teachers 
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MATERIA MEDICA 

Aim: to gain a critical understanding of the development of homeopathic 

materia medica and knowledge of a large range of homeopathic medicines 
 

The sources and development of homeopathic materia medica 
Aim:   to gain an understanding of the development and range of „drug pictures‟, from keynote 
symptoms to polychrest remedies, and ideas of typology derived from – 
 

 toxicology 
 provings 
 clinical symptoms 

 

Materia medica of specified homeopathic medicines    
Aim:  to gain a working knowledge of a selected range of homeopathic medicines 
 

There are some 3000 homeopathic medicines in existence and a vast amount of homeopathic 
materia medica information  associated with them.  Trainees will know how to access and 
evaluate materia medica information in general, and will know the materia medica of a number 
of medicines to varying depths of knowledge, namely - 
 

 Full details of the materia medica of major homeopathic medicines 
 Comparative materia medica of major medicines 
 Key features of a selection of other medicines 

 

 as specified in the list on pages 20-22. 
 

Repertories of materia medica 
Aim:  to gain a practical working knowledge of the concepts and techniques of repertorisation 
 

 The historical development of the repertories 
 The structure and layout of Kent‟s Repertory, Synthesis or the Complete Repertory 
 Rubrics and typeface conventions 
 Commonly used repertories in book and computerised form 
 Ways of using repertories 
 The limitations of repertory use 
 The practical use of the repertory 

 
 

HOMEOPATHIC PHARMACY AND PRESCRIPTION WRITING 

Aim: to gain a working knowledge of the preparation of homeopathic medicines, 

potentisation methods, prescription writing and essential aspects of pharmacy practice 
 

 Source materials: vegetable, mineral, animal, synthetic, disease products 
 Mother tinctures 
 The processes of production: 

o Extraction 
o Insoluble substances – trituration 
o Potentisation 
o Serial dilution: X(D), C and LM scales 
o Succussion 
o Hahnemannian and Korsakovian production methods 

 Complex and combination remedies 
 Pharmaceutical forms 
 Prescription writing 
 Pharmacopoeias in common use 
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SCIENTIFIC BASIS    

 

Explanatory models 
Aim:   to become acquainted with conventional scientific principles which show a relationship to 
homeopathic effects, and with possible explanatory models including biophysical models 
 Hormesis 
 Auto-regulation 
 The properties of water 

 
 

RESEARCH METHODS AND EVIDENCE  

Aim: to understand the basic principles of research methodology and be able to make 

critical appraisals of research in homeopathy 
 

 Clinical trials in homeopathy (including veterinary homeopathy), including meta-analyses 
 Methodology design 
 Critical assessment of historic and modern papers 
 Evidence-based appraisal, audit 
 Laboratory studies in homeopathy 
 Research protocols 
 Provings 
 Possible scientific explanatory models including biophysical models 
 The main approaches to conducting homeopathic research:  

o mechanisms of action 
o randomised clinical trials 
o placebo studies 
o qualitative studies 
o observational studies 
o outcome studies 
o attitudes and awareness studies 

 

CONSULTATION AND CLINICAL SKILLS 

Aim: to gain a profound understanding of how the homeopathic method can be used to 

enhance the therapeutic interaction; to learn to use therapeutic relationship to achieve a 

rapport and depth of understanding with the patient that will enhance the quality of the 

consultation and the case-taking process; a detailed working knowledge of the features 

of the consultation, history taking and analysis skills in homeopathic care 
 

Homeopathic history taking 
 In the acute and chronic case 
 Awareness of the natural history of the disease process 
 Placebo and nocebo effects and the possible impact of the non-remedy aspects of 

homeopathic care, such as the consultation and context 
 Categorising and evaluating symptoms and modalities 
 The concept of a hierarchy of importance of symptoms 

 

Case analysis 
Aim:  to identify key features of the case as indicators to the choice of medicines and 
prescribing strategies 
 
 The significance of different elements of the history 
 The significance of predisposing factors and causation 
 The concept of a hierarchy of importance of symptoms 



                     

 19 

 The role and techniques of repertorisation 
 Discrimination between possible remedy choices 
 The use of homeopathic decision support software 

 
Case Management 
Aim: to integrate homeopathy appropriately and effectively with conventional medical practice 
in both adults and children 

 

Therapeutic strategies 
Aim:  to gain a detailed knowledge and practical experience of using different prescribing 
strategies 

 Differences in acute and chronic case management 
 Therapeutic strategies based on different perspectives of the patient‟s history and 

health status: 
o Prescribing in layers and the current status 
o Conventional aetiology and other aetiological influences 
o The relevance of conventional diagnosis and pathology 
o The patient‟s disease reactions 
o Constitutional/fundamental reactions 
o Constitutional characteristics 
o Biographical and past history including family history 
o Typology and drug types 
o Keynotes 
o Totality 
o Essence 
o Strange, rare and peculiar reactions 
o Theory of chronic disease and miasms 
o Isopathy 
o Tautopathy 

 
Patterns of response to homeopathic prescriptions, their interpretation and management 
Aim:  to develop the ability to understand and manage the responses which can follow a 
prescription 
 

 In acute, sub acute, chronic and incurable cases 
 The differing schools of interpretation and practice 
 Speed of responses 
 Initial reactions and aggravations 
 Direction of cure 
 Suppression 
 Obstacles to cure 
 Repetition of doses 
 Changing dosage 
 Changing remedy 
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B. Materia medica A-Z 

 

Grade 1 remedy  

Comprehensive knowledge required 
Grade 2 remedy 
Knowledge of the key mind, general and local symptoms and common clinical presentations 

Grade 3 remedy 
Knowledge of important local symptoms and clinical indications required 

 

Elements, Acids and Salts 
 

Grade 1 Grade 2 Grade 3 

Argentum nitricum Alumina Antimonium tartaricum 

Arsenicum album Ammonium carbonicum Argentum metallicum 

Aurum metallicum Antimonium crudum Arsenicum iodatum 

Baryta carbonica Cuprum metallicum Aqua marina 

Calcarea phosphorica Ferrum phosphoricum Aurum muriaticum 

Causticum Iodium Aurum muriaticum natronatum 

Graphites Kali bichromicum Borax 

Hepar sulphuris calcareum Kali phosphoricum Calcarea fluorata 

Kali carbonicum  Kali sulphuricum Calcarea silicate 

Mercurius solubilis Magnesia carbonica Calcarea sulphurica 

Natrum muriaticum Magnesia muricata Ferrum metallicum 

Phosphorus Magnesia phosphorica Fluoricum acidum 

Silicea terra Natrum carbonicum Kali arsenicosum 

Sulphur Natrum sulphuricum Kali muriaticum 

 Nitricum acidum Mercurius corrosivus 

 Phosphoricum acidum Mercurius dulcis 

 Platinum metallicum Mercurius vivus 

 Plumbum metallicum Natrum arsenicatum 

 Stannum metallicum Natrum phosphoricum 

 Strontium carbonicum Picricum acidum 

 Zincum metallicum  

   

 

The Plants 
 

Grade 1 Grade 2 Grade 3 

Aconitum napellus Anacardium orientale Actea spicata 

Arnica montana Caulophyllum thalictroides Adonis vernalis 

Belladonna Chelidoium majus Aesculus hippocastanum 

Bryonia alba China officinalis Aethusa cynapium 

Chamomilla Cimicifuga racemosa Agnus castus 

Gelsemium sempervirens Cina Ailanthus 

Ignatia amara Cocculus 
(Menispermum cocculus) 

Allium cepa 
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Lycopodium clavatum Colocynthis Aloe socotrina 

Nux vomica Conium maculatum Arundo mauritanica 

Pulsatilla nigricans Dulcamara Baptisia tinctoria 

Rhus toxicodendron Hyoscyamus niger Bellis perennis 

Staphisagria Hypericum perforatum Berberis vulgaris 

Thuja occidentalis Ipecacuanha Cactus grandiflorus 

 Lilium tigrinum Calendula officinalis 

 Opium Camphora officinarum 

 Phytolacca decandra Cannabis indica 

 Ruta graveolens Capsicum 

 Spigelia anthelmia Cicuta virosa 

 Stramonium Clematis erecta 

 Veratrum album Colchicum autumnale 

  Collinsonia canadensis 

  Convallaria majalis 

  Cyclamen europaeum 

  Digitalis purpurea 

  Dioscorea villosa 

  Drosera rotundifolia 

  Eupatorium perfoliatum 

  Euphrasia officinalis 

  Hamamelis virginica 

  Helleborus niger 

  Hydrastis Canadensis 

  Kalmia latifolia 

  Ledum palustre 

  Lobelia infata 

  Mezereum 

  Nux moschata 

  Paeonia officinialis 

  Podophyllum peltatum 

  Ranunculus bulbosus 

  Rhododendron 

  Sabadilla 

  Sabal serrulata 

  Sabina 

  Sanguinaria canadensis 

  Symphytum officinale 

  Tabacum 

  Urtica urens 

  Viburnum opulus 
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The Animals 
 

Grade 1 Grade 2 Grade 3 

Apis mellifica Asterias rubens Ambra grisea 

Calcarea carbonica Cantharis Coccus cacti 

Lachesis mutans Lac caninum Corallium rubrum 

Sepia officinalis Spongia tosta Crotalus horridus 

 Tarentula hispanica Elaps corallinus 

  Latrodectus mactans 

  Medusa 

  Moschus moschiferus 

  Murex purpurea 

  Naja tripudia 

 

The Nosodes 

 

 

Grade 1 

Grade 2 Grade 3 

Carcinosinum Bacillus No. 7(Paterson) Anthracinum 

Medorrhinum Bacillus No. 10 (Paterson) Bacillinum 

Psorinum Bacillus Faecalis Glandular Fever Nosode 

Syphilinum Coccal Co (Paterson) Morbillinum 

Tuberculinum bovinum (Kent) Dysentery Co (Bach) Parotidinum 

 Gaertner (Bach) Pyrogenium 

 Proteus (Bach) Staphyllococcin 

 Morgan Pure (Paterson) Streptococcin 

 Morgan Gaertner (Paterson) Varicellinum 

 Mutabile Variolinum 

 Sycotic Co (Paterson)  

 

The Carbons from organic sources, and other organic compounds 
 

Carbo vegetabilis (Grade 1),  
Petroleum (Grade 2);  
Carbo animalis, Kreosotum, Glonoinum, (Grade 3) 
 

The Mycota (Grade 3)   
 
Agaricus muscarius, Secale cornutum  
 

Miscellaneous (Grade 3)  
 
Folliculinum; Isopathic nosodes e.g. mixed tree pollens, mixed grass pollens 

 

Topical treatments (Grade 3) 

 
 Arnica montana        
 Calendula officinalis    
 Hypericum perforatum      
 Hypericum and Calendula („Hypercal‟)    
 Rhus toxicodendron       . 
 Ruta graveolens 
 Tamus 
 Thuja occidentalis 
 Urtica urens 
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C. Sample format for case histories 
These examples are included as a guide, and are not prescriptive.  The format may be adapted 
to reflect your own style of case taking, provided that all the relevant elements of the case 
history exemplified here are clearly represented, and the case fulfils the criteria set out on 
pages 8-9.  The presentation should use some form of grading to identify those symptoms or 
other features likely to be of most value for case analysis. 
 

Example One 

INTRODUCTION 

WM‟s mother took her son to the local hospital and was advised by the head of the internal 
medicine department that she should take him for homeopathic treatment because he had 
already been on a variety of anticonvulsants and was on the maximum dose of his current 
agent.  His mother was so desperate to find help for her son that she came directly from the 
hospital to the clinic for homeopathic treatment.  

 
PATIENT PRESENTATION 

WM, a 19 year-old mentally retarded man had epilepsy which had been well-controlled on 
treatment until three weeks before.  All of sudden, óon the 16

th
 of Julyô, he started having three 

fits each night.  The fits were more severe and longer lasting than usual.  He would scream and 
his entire body would convulse.  There was otherwise nothing specific or unusual about his 
seizures.  He fitted at night between 10.00pm and 12.00am, or 3.00 and 4.00am, and very 
occasionally during the day.  He was so exhausted by the more frequent fits that he had started 
drooling, slept all day and was too tired to speak.  He would just stare at his food, too tired to 
even feed himself.  
 

Two weeks before he had developed an itchy rash on his palms and soles.  He had never 
before had a rash like it, and there was no-one else in his home who was itching.    
 

WM was a normal child until he developed epilepsy at the age of five.  He had frequent 
seizures as a child despite assessment by neurologists, a barrage of investigations including 
CT scans and the best allopathic treatment available at a university teaching hospital.  As a 
result of all the seizures he was now mentally retarded.  He had been on a variety of 
anticonvulsants, including Phenobarbital and Sodium Valproate (Epilim).  For the last year, he 
had been on the maximum dose of Carbamezepine (Tegretol), 1.6g day, which his mother felt 
controlled his seizures.  He usually had between one and two seizures a month, which  were 
very óshort and very mildô.  His mother could not describe his seizures in detail.  He usually fitted 
at night and his seizures were more likely to follow after he had been angry or excited from 
laughing or playing with a ball.  The fits tended to come in the second half of each month.  The 
only aura was vague generalised body pain. 
 

Every year, in August and September, he had more seizures than usual.  This increase was 
associated with a change in the seasons, and he would wake up sneezing each morning.  
 

WM had the approximate mental age of a three year old.  This was the age group he most 
enjoyed playing with.  He recognised familiar people and spoke simply, like a toddler.  He was 
helpful and obedient, following instructions such as fetching things his mother asked him to.  
He needed guidance and supervision for activities of daily living, such as dressing himself or 
washing. His speech was very basic, he could greet and spoke in very basic sentences.  He 
was mild-mannered and only became angry if he was mercilessly teased by children or they 
kept taking his ball.   
 
He loved bananas a lot and also enjoyed eggs.   
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WM lived with his mother and his three younger siblings.  His youngest sister was the daughter 
of his mother‟s current boyfriend.  Neither his father, nor the father of his five-year old sister, 
had any contact with the family.  During the day, WM attended a day care centre for disabled 
children and adults.   
WM‟s uncle had recently come to stay WM‟s family. Despite his deteriorating health he had 
become an important part of WM‟s family.  During this time WM and his uncle had grown very 
close and it was a profound shock to the family when his uncle had died three weeks before.  
 

EXAMINATION 

WM was extremely drowsy throughout the interview.  He kept falling asleep and almost fell of 
his chair several times.  Each time he dozed off, his mother would sternly reprimand him. He 
would then sit up straight and consciously open his eyes before nodding off again within a 
minute.  He was too exhausted to be a part of the consultation and dribbled saliva onto his shirt 
continuously.  Despite being half asleep, at one point he reached down with both hands to 
scratch his lower legs and thighs.  From the intense, compulsive way he scratched, it seemed 
his legs were very itchy.   
 
He had typical scabies-like lesions on his hands and feet with severe lichenification secondary 
to the scratching.  It looked like Norwegian scabies, a severe variant normally only seen in 
those with Down‟s syndrome or those who are immunocompromised. There were no scabies 
lesions elsewhere on his body.  
 
Physical examination was otherwise entirely normal.  
 

ASSESSMENT 

Mental retardation with epilepsy.  Scabies and uncontrolled epilepsy since the recent death of 
an uncle.  
 
Rubrics (Synthesis Ed. 7.1) 

Mentals 
 
Imbecility (p.132) 
Mildness (p.163) 
Ailments from grief (p.5) 
Ailments from death of parents or friends (p.4) 
Excitement alternating with convulsions (p.102) 
Excitement before epilepsy (p.102) 
 
Generals 
 
Convulsions after anger (p.1580) or laughing (p.1585)  
Convulsions at night (p.1580) 
Convulsions with shrieking (p.1587) 
Desires eggs (p.1607) and bananas (p.1603) 
Periodicity every 4 weeks (p.1663) 
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Particulars 
  
Profuse salivation (p.588) 
Scabies (p.1536) 
Itching lower limbs (p.1225), palms (p.1224) and soles (p. 1228) 
 

CHOSEN REMEDY WITH REASONING 

Prescription: Ignatia 30CH immediately, followed on subsequent days by one dose of Ignatia 
200CH and one dose of Ignatia 1M.   
 
When there is a clear aetiological factor, this provides a valuable clue to which homeopathic 
medicine is needed.  Ignatia was chosen chiefly because grief or loss seemed to be the clear 
aetiology of the problem.  Using aetiology as the main prescribing indicator for WM seemed 
reasonable given the long history of good epileptic control and the sudden, otherwise 
inexplicable change.  His severe seizures started on the same day as his uncle‟s funeral.  The 
uncle was very important in the family and had developed a close relationship with WM.  
 
It is also significant that WM started itching only two weeks before, a few days after his uncle 
was buried.  WM would always be at high risk of getting scabies because he spends his days at 
a care centre for physically and mentally disabled individuals, most of whom come from 
impoverished homes.  This makes the death of his uncle, coinciding with the sudden onset of 
his scabies and the increasing frequency of the seizures, all the more significant.  
 
In addition to this „aetiological‟ basis for choosing Ignatia, Ignatia is also a very important 
neurological remedy.  It is found in many of the rubrics relating to convulsions, including „violent 
convulsions‟, „hysterical convulsions‟ and „convulsions from fright.‟  
In his Desktop Companion, Ignatia is one of Morrison‟s main remedies for „Tics, Cramps and 
Twitches‟, and in this section, Ignatia is described as worse for óGrief. Excitement. On falling 
asleep.ô  These are all things which aggravated WM‟s epilepsy.  
 
In the consultation he was so drowsy it was difficult to get an idea about his personality, 
although his mother described him as someone who patiently played with other children.  
Ignatia is in italics in the rubric „mildness.‟  Periodicity of complaints and profuse salivation also 
point to Ignatia. 
 

I did not prescribe specifically for the scabies, either allopathically or homeopathically.  I hoped 
that the constitutional prescription would result in an improvement in the scabies and the 
epilepsy.   
 
Posology 
 
I chose the daily increasing potency of 30CH, then 200CH, followed by 1M, as a „split single 
dose‟ which would cause gradually increasing stimulation of a healing response from the Vital 
Force, without provoking an aggravation.  I used a potency as high as 1M because of the clear 
emotional aetiology of his problem.  
 
FOLLOW-UP 

Consultation #2.   4 weeks later – 1 September 2005 
 
After his first dose of Ignatia 30CH, WM had not fitted again in four weeks.  His mother said 
that there had been the ógreatest improvementô.  He was eating well again, playing with other 
children and obeying instructions.  She struggled to find the words to explain just how much 
better he was, and eventually said, „He was like an animal before, now heôs a human being.ô 
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There was no improvement in his itching and the skin lesions were unchanged.   
 
I did not give him any more homeopathic treatment.  He had improved so much and was still 
well, that I thought it best to wait and see what happened.  I prescribed Benzyl Benzoate lotion 
for the scabies, the only allopathic treatment available at the clinic.    
 
Appraisal 
 
Although there did not seem to be any improvement in his scabies, it is quite common for 
itching to persist for several weeks after successful eradication of scabies.  This is thought to 
be the inflammatory response which the dead mites continue to elicit in the skin.  So, even 
though he was still itching, the Ignatia may have helped.  This possibility is supported by the 
typical homeopathic response, in which physical changes follow after the initial mental and 
emotional improvement.  Unfortunately, waiting to see if an improvement followed did not seem 
to be an option because of the discomfort it was causing him. This prompted my prescription of 
Benzyl Benzoate.    
 

Consultation #3.  13 October 2005 
 
WM had had only one mild seizure in the six weeks since the last consultation.  His mother said 
he was just as well as he had been at the last consultation, except that he had completely 
stopped itching and the skin lesions had resolved.   
 
She did not want another homeopathic prescription as he was doing very well.  She said would 
continue giving him Carbamazepine and return again if he had any additional problems. 
 
WM looked very well, smiled and wanted to shake my hands.  He repeatedly said, „Hello, how 
are you? Hello, how are you?‟.   

 
APPRAISAL 

I chose to write this patient study about WM because of his dramatic response to a prescription 
based chiefly on the aetiology of his complaint.  His story also raises interesting points about 
needing to treat two important problems, epilepsy and scabies, simultaneously.   
 
Differential 
 
If WM had not responded to Ign or if later on there was a levelling-off of his improvement, there 
are a number of other remedies I would consider.  Distinguishing between each of these 
remedies is more difficult because I was not able to obtain a detailed description of his 
seizures.   
 
Imbecility with slowness.  Ailments from grief and the death of loved ones. Seizures at night 
and monthly periodicity.  Seizures after the exertion of playing with a ball, as well as the 4.00am 
aggravation.  Seizures after anger or laughter.  His love of eggs.  Profuse salivation. These all 
point to Calc carb. 
 
Ailments from grief, convulsions worse 3.00-4.00am and aggravated by excitement or anger, 
point to Nux vomica.  At all African funerals, there are several days of night vigils.  Besides the 
grief, it may have been this loss of sleep at his uncle‟s funeral which precipitated the seizures. 
However, WM did not seem like an aggressive, irritable or oversensitive person like Nux 
vomica. 
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Opium is an important epilepsy remedy, with ailments from grief.  It also has imbecility, 
convulsions at night and after anger. 
 
Related to Calc carb is Cuprum.  The violence of his recent convulsions with shrieking, point to 
Cuprum.  Since the death of his uncle, there was intense emotion which had not been 
expressed. This emotional suppression is also a feature of Cuprum.  
 
Supportive Clinical Prescribing 
 
In addition to the constitutional prescription, I considered giving a low potency clinical such as 
Psorinum or Sulphur, to help to resolve the scabies or at least relieve the itching.  There are 
advantages and potential disadvantages of giving a low potency clinical as well as a 
constitutional.   
 
Giving a low potency clinical may have provided quicker relief of his severe pruritis while the 
constitutional acted more slowly.  Additionally, simplex constitutional prescribing is not always 
successful the first time.  If the patient at least experiences some symptomatic relief from a low 
potency clinically chosen remedy, they are more likely to return, allowing their homeopath 
another chance to find the constitutional. 
 
Prescribing an additional low potency clinical may also mean the patient does not end up 
having to use allopathic treatment, which could also have side-effects and potentially interfere 
with the constitutional prescription.  Conversely, others have suggested that an allopathic 
medicine is less likely than a homeopathic clinical prescription to interfere with a constitutional 
prescription.  However, interference is less likely if the clinical prescription is of a low potency. 
 
The disadvantage of giving a low potency clinical in addition to the constitutional prescription is 
the difficulty of interpreting the subsequent response and selecting the follow-on prescription.  If 
there is an improvement, was it due to the constitutional remedy, which should then be 
repeated or raised in potency?  Or was the improvement superficial and a response only to the 
clinical prescription, necessitating a complete change of constitutional prescription?  
 
I don‟t know which would have been the better way to go, but because I am still in-training, I try 
to keep my prescriptions as simple as possible to enable me to interpret the response.  As I 
become more experienced, I may prescribe differently as I am able to distinguish between a 
constitutional improvement and a purely symptomatic improvement, making the choice of a 
follow-on prescription less challenging.  

 
CONCLUSION 

While studying family medicine, I learned to video my consultations and then critically watch 
these afterwards to learn from my mistakes.  I have continued doing this. When reviewing the 
consultation with WM on video, I realised that his mother had mentioned in the first few 
sentences of the consultation that his seizures had become more frequent óon the 16

th
 of July.ô  

I had completely missed this cue and had proceeded with the interview without enquiring more 
about that day.  Only much later in the interview, when asking about his family, did it emerge 
that WM‟s uncle had died recently.  When I asked when, that same crucial date was repeated, 
óthe 16

th
 of Julyô.  The experience reminded me how easy it is to miss valuable information my 

patients tell me.  Fortunately I was given a second chance to pick up on that vital part of WM‟s 
history.  
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Example Two 
 

Mr. H A 
The case is presented in the patient‟s own words. Where there is the notation “…” this 
represents a gap in the patient‟s spontaneous narrative where he stops speaking and I ask a 
question. It is my normal practice to record the patient‟s story in their own words, but not to 
record the questions that I ask. 
 
He is a 55 year old man with huge ears which are a dark red colour.  
 
First Consultation – 16

th
 June 1993 

 
I have had discharging ears for 20 years…the discharge is dark yellow and the smell is horrible 
– it stinks of rotten eggs…I get a lot of thick wax, and when it is removed, my ear bleeds…each 
time I get another infection my ear gets hot and red and swells…the first time I ever got this my 
right ear swelled up like a big, hot, red steak. I felt hot and dizzy and really ill. I had a headache 
and my muscles were aching…the first attack was on the right and was the worst, but each 
time my ear still swells and gets hot and red. I get attacks in either one ear or the other…I get 
an attack about every three months…my left ear has been blocked for 3 weeks. 
 
…I am retired from work because I had a right retinal thrombosis 18 months ago. So now I am 
partially sighted and have some double vision, so I cannot drive…I had the measles when I was 
very young and after that my left eye turned inwards. I had an operation to correct the squint 
when I was 14, but the sight in that eye has been poor since I was young…I had a bad attack of 
cystitis 16 years ago…the burning pain was terrible – I just had to keep walking about. I was 
passing urine every seven minutes and it was agony. My bladder was in spasm all the time and 
the only thing that helped was a warm bath. I was passing blood and clots and it was agony. I 
was ill for four weeks. 
 
…In December 1984 I had a heart attack…(Observation: deep sighing, and looks sad)…I had a 
long, miserable marriage…for 27 years and three months I kept all my anger inside – I just 
swallowed it and never said a word. At the end of my marriage I felt so happy, I was whistling. 
That was in September, and that December I had a heart attack…I got married again, have two 
adopted sons and one step-daughter. I have a son who is a drug addict. 
 
…When I was 18 I got so angry that I broke the arm of one of my friends and beat up another 
two friends and I didn‟t remember anything about it. Someone told me about it afterwards. I 
promised myself that I would never allow myself to get angry like that ever again. 
 
…I am on Istin for high blood pressure. I used to smoke 60 cigarettes a day. 
 
…My father, mother and aunt all died of cancer 
 
…I am warm most of the time. When I am ill I feel better with someone in the house…I don‟t 
say anything when I am feeling bad…I love sweets and salt, and fat and spicy pickles and 
aubergines…I hate lentils. 
 
PHYSICAL EXAMINATION 

Left eye amblyopic. Right eye: optic disc pinkish, view a little hazy, retinal veins engorged. He 
can read very large print. External ears: very large, puffy, dusky red, swollen and distorted. Ear 
canals are swollen, eardrums not seen, discharge of then yellow from left canal. Pulse 88 
regular, normal volume, BP 130/80, heart sounds normal. 
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CLINICAL DIAGNOSIS 

Chronic Otitis Externa 
 
Case analysis 
 

RUBRIC 

Mind; ANGER, ailments, suppressed, from: aur., cham., ign., sep., Staph. (p2 Kent Repertory) 
 
REMEDY CHOSEN 

Staphisagria LM1, one pill to be sucked daily. 
 
REASON FOR CHOICE OF REMEDY 

The essence of this case is ailments from suppressed anger – this is the “heart” of the remedy 
Staphisagria.  
 
REASONS FOR CHOICE OF POTENCY AND FREQUENCY AND FORM OF DOSE 

He is partially sighted so I decided that it would be easier for him and aid compliance if I used a 
daily pill as a dose. I instructed him to tap the bottle onto the palm of his hand, take one pill and 
put it in his mouth and suck it first thing each morning and then wait a few moments before 
having breakfast. His hearing is steadily decreasing and the giving of instructions required me 
to raise my voice, so I wished to keep the instructions for taking the doses simple and 
straightforward. 
 
He has end organ damage: eyes, ears and heart so I chose a relatively low potency as a daily 
dose to promote gradual tissue repair. Also when he gets an illness he tends to get a severe 
and partly destructive illness, so in this case I wished to avoid a possible severe aggravation 
from a high potency so chose LM1 daily. 
 
RELATED REMEDIES WHICH MAY BE REQUIRED AT A LATER DATE IN HIS MANAGEMENT 

There is a case for Carcinosin: 
1. strong family history of cancer 
2. desire for travel 
3. past history of severe measles with eye damage 
4. his pattern of food desires 
 

MANAGEMENT 

Dispensed an eight gram bottle of Staphisagria LM1 pills with instructions. Review appointment 
arranged for six weeks‟ time. 
 
Second Consultation – 2

nd
 August 1993 

 
…my ears are better. There is only a little discharge about once a week, the rest of the time my 
ears are dry. My ears are a better colour, more pink and less red and they don‟t feel hot. I feel a 
lot more comfortable…I am not pushing my ear forward to hear, so I must be hearing better. I 
am talking quieter and don‟t have to raise my voice to hear myself. 
 
…I feel content. I don‟t get annoyed so much. I am more relaxed. 
 
…My energy is still down a bit – I can only dig about two square metres of garden then I am 
tired out. But I can walk for 20 minutes now. 
 
…I have slept through the night occasionally without waking up to pass urine at 5.00am. 
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…I got angry with my daughter and spoke up for myself. I told her that what she said made me 
angry, and I stomped downstairs and slammed the door. I didn‟t just swallow it. I have been a 
bit more assertive at home. 
 
APPRAISAL AND MANAGEMENT 

He is responding well to the remedy. There is no need to change remedy, potency or frequency 
of dose. To continue on one pill daily of Staphisagria LM1 – another eight gram bottle of pills 
dispensed, and review appointment arranged for two months. 
 
Third Consultation – 11

th
 October 1993 

 
…I went to Greece on holiday. It was too hot for me. My legs swelled up like water balloons. A 
doctor gave me an injection and I passed a huge amount of urine and felt better…my ears are 
dry and the smell has gone. The swelling is a lot less. There is no pain, not even discomfort. 
One night my right ear bled a 5cm bloodstain onto my pillow, and a few days later the left ear 
did the same. 
 
…I got angry with my daughter because I thought she had broken my typewriter…I shouted and 
swore and stamped downstairs. I told her that if it was broken, she would have to pay to repair 
it. I can get angry and it is OK. My family are happier because now they know what I am feeling 
– because I am able to tell them what I am feeling. I am not afraid to get angry anymore. I am 
not afraid to speak my mind. I don‟t walk away. I don‟t swallow it. I can talk about my feelings 
and then leave it at that. 
 
APPRAISAL AND MANAGEMENT 

He continues to improve. Advised to continue with Staphisagria LM1 one pill daily till bottle 
finished. Dispensed an eight gram bottle of Staphisagria LM2 pills to keep. Advised to start LM2 
pills if required for ears or if he feels he is relapsing into suppressing his anger, and instructed 
to suck one pill daily till he is sure he is better and then stop, and to repeat this process when 
required. 
 
APPRAISAL 

A clear essence prescription of Staphisagria which illustrates the gentle but deep action of the 
LM1 potency. 
 
It is interesting and perhaps fortunate that such a gentle and sustained response resulted from 
taking one tablet dry daily for a few months. This represents a much larger dose than 
recommended by Hahnemann. Also there was no slight alteration of potency by daily 
succussion of a liquid LM potency. Perhaps this action of a dry pill daily of LM1 is equivalent to 
the effect of a 6c-12c pill daily. 
 
The method of taking the dose shows that in this patient his touching the remedy seems to 
have made no difference to the effectiveness of the remedy. 
 
This case also illustrates that it is not always necessary to treat patients with high or medium 
potencies and that low potencies can have a gentle sustained therapeutic effect in patients with 
illnesses which have caused structural changes in tissues. 
 
PROGNOSIS 

Good. 
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D. Sample format – Objective Standardised Clinical Examination 
 

1. Eczema- pompholyx 
 
Clinical Scenario 
 
A 24 year old lady presents with six months of severe and persistent vesicular eczema affecting 
only the palms and soles which has resisted treatment with three courses of Prednisolone and 
Dermovate cream four times a day despite good compliance. She asks whether homeopathic 
treatment might help her. 
 
The relevant history is given below in the patient‟s own words.  
“…” = a gap in spontaneous narrative in which a question is asked. 
 
“It started as a collection of little water blisters on both hands (shows right palm) here on both 
sides. The blisters soon burst and were red underneath. Then they cracked and oozed and 
went all yellow and sore. That lasts for a few days then they heal and then it all starts again .... 
yes, it all starts again in the same place .... and at the same time I get another group of them 
close to the first ... yes, they go through the same thing, they burst and the skin cracks and 
oozes and then they heal up ... yes, and then they all start again in the same places ... it has 
happened like this since it all started ... but more and more of my hands are getting it ... it is a 
bit on the bottom of my feet but nowhere else.” 
 
Clinical examination reveals multiple clusters of small vesicles on both palms at various stages 
of eruption, cracking, oozing and healing. Her feet are similarly but less severely affected. 
 
Questions 
 

 What have you identified as the particular strange rare and peculiar symptom? 
(Aphorism 153) 

 

 What have you identified as the totality of symptoms? (Aphorism 7) 
 

 Ideally, how should the apparent contradiction/paradox between Hahnemann‟s 
aphorisms 7 & 153 be reconciled in the treatment of this patient? 

 

 Which features of this history give indications of this patient‟s vitality? 
 

 What advice is best to give the patient about use of Dermovate cream during 
homeopathic treatment? 

 

 Which potency, size and frequency of dose would best be prescribed for her? 
 

 How should a significant homeopathic aggravation be managed? 
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2. Acute Cystitis  
 
Clinical scenario 
 
You are consulted by a woman aged thirty years complaining of severe acute “cystitis” 
symptoms.  A year ago she had her first culture-positive urinary tract infection presenting with 
symptoms typical of acute cystitis which you treated with antibiotics. She has heard that you 
now prescribe homeopathic medicines, so this time she asks whether she could be treated with 
homeopathy. 
 
Patients with cystitis commonly present with combinations of symptoms affecting the act of 
micturition - pain, frequency, urgency and tenesmus – yet in each patient one or two of these 
symptoms are most severe. 
 
Repertory tasks 

 

 Use your repertory to find rubrics related to the act of micturition that would enable you 
to prescribe EACH of the following homeopathic medicines with confidence: Cantharis, 
Nux vomica and Pulsatilla. 

 

 Use your repertory to find appropriate rubrics where the patient‟s main complaint is 
severe pain at the close of micturition. 

 

 Identify a homeopathic medicine indicated when the main complaint is a severe 
spasmodic pain in the bladder at the close of micturition. 

 
Further clinical scenarios and tasks 
 

 You arrange for urine culture and decide to prescribe a homeopathic medicine 

 
Task: Consider an appropriate choice of potency, size and frequency of dose 
 

 Two days later the mid stream urine culture result is positive for urinary pathogens.  The 
patient tells you that her symptoms are 75% better but she has taken a home pregnancy 
test which is positive 

 
Task: Consider how best to manage this scenario 

 

 You decide to issue a prescription for antibiotics for her to take if required, which she 
takes and later she develops abdominal bloating after eating and malodorous flatus 
which show no little sign of settling after four weeks 

 
Task: Consider how best to manage this situation from a homeopathic point of view 
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