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Dear Student, 
 
Welcome to Pediatrics at UBC. As the Fourth Year Pediatric Clerkship Director I am happy to help 
you with any concerns or suggestions regarding your elective. I can be contacted by email at 
victoria.atkinson@vch.ca or by phone at 604-244-5183.  
 
In addition to reading around patients you see in your elective, a list of subspecialty-specific 
suggested topics for reading is attached.  
 
I encourage you to sit down with your preceptor midway through your rotation and review this 
evaluation. Your final elective evaluation will be sent electronically to your preceptor.  
 
 I hope that you enjoy your time in Pediatrics!  
 
Sincerely,  
 
 

 
 
 
 
 

 
Victoria Atkinson MD FRCP(C)  
Fourth Year Pediatric Clerkship Director  
Victoria.Atkinson@vch.ca Phone: 604-244-5183 

mailto:victoria.atkinson@vch.ca
mailto:Victoria.Atkinson@vch.ca
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University of British Columbia Pediatric Undergraduate Curriculum 
Adapted from the Shared Canadian Curriculum (canuc-paeds). 

 
Medical Expert 

 
The student is able to: 

 
Demonstrate proficiency in acquiring a complete and accurate paediatric history with consideration 
of the child’s age, development, and the family’s cultural, socioeconomic and educational 
background. 

 
Describe differences between the medical management of paediatric patients versus adult patients. 

Recognize an acutely ill child. 

Demonstrate an approach (the generation of a differential diagnoses, appropriate initial diagnostic 
investigations, and management plan) to the following core clinical paediatric presentations: 

 
Paediatric Health Supervision 
Newborn 
Neonatal Jaundice 
Fever 
Dehydration 
Respiratory Distress/Cough 
Developmental & Behavioural Problems 
Growth Problems 
Inadequately Explained Injury (child abuse) 
Abdominal Pain 
Vomiting 
Diarrhea 
Altered Level of Consciousness 
Seizure/Paroxysmal Event 
Headache 
Murmur 
Rash 
Bruising & Bleeding 
Pallor (anemia) 
Lymphadenopathy 
Limp/Extremity Pain 
Urinary Complaints (polyuria/frequency/dysuria/hematuria) 
Edema 
Sore Ear 
Sore Throat/Sore Mouth 
Sore Eye/Red Eye 
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Demonstrate physical examination skills that reflect consideration of the clinical presentation as well 
as the comfort, age, development, and cultural context of the infant, child, or adolescent. 

 
Demonstrate competence with the following paediatric physical examination skills in addition to 
general physical examination skills: 

 
Position and immobilize patient for certain physical exam skills 
Measure and interpret height, weight, head circumference (including plotting on growth 
curve and calculation of BMI) 
Measure and interpret vital signs Palpate 
for fontanelles and suture lines Perform 
red reflex and cover-uncover test Perform 
otoscopy 

Inspect for dysmorphic features 
Elicit primitive reflexes 
Perform infant hip examination 
Assess the lumbosacral spine for abnormalities 
Assess for scoliosis Palpate 
femoral pulses Examine 
external genitalia 

Assess for sexual maturity rating (Tanner staging) 
 

 
 

Professional 
 

The student is able to: 
 

Demonstrate professional behaviours in practice including: honesty, integrity, commitment, 
compassion, respect and altruism. 

 
Demonstrate a commitment to perform to the highest standard of care through the acceptance and 
application of performance feedback. 

 
Recognize and respond to ethical issues encountered in clinical practice. 

Fulfill legal obligations as they pertain to paediatric practice (reporting child maltreatment). 

Recognize the principles and limits of patient confidentiality as it pertains to paediatrics (age of 
consent, emancipated minors, disclosure of suicidal/homicidal intent, and disclosure of abuse). 

 
Balance personal and professional responsibilities to ensure personal health, academic achievement, 
and the highest quality of patient care. 

 
Recognize factors such as fatigue, stress, and competing demands/roles that impact on personal and 
professional performance. Seek assistance when professional or personal performance is 
compromised. 
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Communicator 
 

The student is able to: 
 

Demonstrate communication skills that convey respect, integrity, flexibility, sensitivity, empathy, and 
compassion. 

Communicate using open-ended inquiry, listening attentively and verifying for mutual understanding. 

Demonstrate a patient-centered and family-centered approach to communication which requires 
involving the family and patient in shared decision making, and involves gathering information about 
the patients’ and families’ beliefs, concerns, expectations and illness experience. 

 
Acquire and synthesize relevant information from relevant sources including: family, caregivers, and 
other health professionals. 

 
Demonstrate organized, complete, informative, legible, and accurate written/electronic information 
related to clinical encounters (such as: admission histories, progress notes, and discharge 
summaries). 

 
Demonstrate clear, legible, and accurate ‘doctors orders’ (such as investigations, medication orders 
and outpatient prescriptions). 

 
Demonstrate organized, complete, informative and accurate information in verbal patient 
presentations. 

 
Respect patient confidentiality, privacy and autonomy. 

 
Acknowledge/demonstrate the principals of dealing with challenging communication issues 
including: obtaining informed consent, delivering bad news, disclosing adverse medical events, and 
addressing anger, confusion, and misunderstanding. 

 
 
 

Collaborator 
 

The student is able to: 

Work effectively, respectfully, and appropriately in an inter-professional healthcare team. 

Demonstrate understanding of roles and responsibilities in an inter-professional health care team; 
recognizing his/her own responsibilities and limits. 

 
Effectively collaborate/consult/participate with members of the inter- and intra-professional team to 
optimize the health of the patient/family. 

 
Effectively work with other health professional to prevent, negotiate, and resolve inter- and intra- 
professional conflict. 
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Manager 
 

The student is able to: 
 

Demonstrate priority setting, and time management skills that balance patient care, academic 
responsibilities, and personal well being. 

 
Employ information technology to maximize patient care. 

 
Demonstrate a rationale approach to finite resource allocation in patient management; apply 
evidence in cost-effective care. 

 
Develop management plans that demonstrate due attention to discharge planning, and recognition 
of key community resources to support the family once out of hospital. 

 
 
 

Health Advocate 
 

The student is able to: 
 

Engage in advocacy, health promotion and disease prevention with patients and families including: 
mental health, child maltreatment, healthy active living, safety, and early literacy support. 

 
Identify emerging and ongoing issues for paediatric populations who are potentially vulnerable or 
marginalized including: First Nations People, new immigrants, disabled children, children with 
mental health issues, and populations living in poverty. 

 
Identify determinates of health for paediatric populations and the physician’s role and points of 
influence in these issues. 

 
Identify barriers that prevent children from accessing health care including: financial, cultural, and 
geographic. 

 
 
 

Scholar 
 

The student is able to: 
 

Engage in self-directed lifelong learning strategies. 

Engage in self assessment through reflective practice. 

Apply the principals of critical appraisal of the literature to guide evidenced based patient care. 

Demonstrate integration of new learning into practice. 

Demonstrate effective teaching/learning strategies and content that facilitate the learning of others 
(peers, patients, families, allied health professionals). 



 

 
PEDIATRIC HISTORY AND PHYSICAL 

PEDIATRICS - UBC               
    

 
ID:  Name, age, gender, known illnesses and CC: - one word sentence of main concern often using 
words of parent or child 
 
e.g. Luke is a 1-year-old previously healthy Caucasian boy presenting with a 2-day history of cough 
and difficulty breathing 
 
Informant:   all sources of information for your history and their reliability 
e.g.  History from reliable mother and review of ER records   
 
HPI:  

The information is the same for any medical problem. A careful and complete description of 
the presenting problem, with appropriate chronology is key. Always include pertinent 
positives/negatives and relevant family history or social history items. An important 
distinction is that much of the history will be observations from a third party 
(parent/caregiver). Important questions include: mood, activity level, eating pattern, urine 
output (specific as possible), sleep pattern and a description in the parents word what the 
problem is, how it has changed, what they have tried to alleviate the symptoms and what 
they think is causing the child’s illness.  

 
Allergies: 

Allergies and reactions 
 
Medications: 

Any prescription medications, over the counter medications or herbs/supplements  
Include doses when known.  

Immunizations: 
Ask about receipt of immunizations in every patient; there are standard immunizations given 
at specific ages. Parents sometimes have the immunization record; If the child has not 
received immunizations, delicately explore the reasons why. Saying “up to date” is not an 
appropriate response, try to document what immunizations were given and when. It is 
important to ask about if any of the immunizations were paid for. 

 
Past Medical History: 
 
Birth/Pregnancy History: 

For infants, this component is particularly important. Often birth/pregnancy history  is either 
relevant to the chief complaint or represents the majority of the PMH. Make sure to include 
these questions on all infants and any child with a problem that might be related to 
perinatal/neonatal issues. We usually include this in all children.  
Maternal: mother’s age, gravida, para, health problems and medications 
Pregnancy: complications, pernatal care/labs/tests 
Labor: Duration of membrane rupture and complications 
Delivery: Gestational age (at a minimum whether term or premature), Mode (vaginal/C-
section/forceps/vacuum), Apgars and birth weight 
Neonatal: Duration of hospitalization and any events that occurred shortly after birth.  

 
Medical history:  



Any medical problems or hospitalizations with a brief summary and dates 
Specifically ask about the last health supervision visit.  

Surgical history: 
Any surgeries and dates 

 
Family history (include genogram): 

Explore any diseases that are in the family (e.g. hypertension, diabetes, or other problems 
resembling the child’s problem). Also gently explore any miscarriages or childhood deaths in 
the family. Ask about consanguinity. Family chart should be included.  

 
Social history:  

Ask who lives in the home and whether there are other siblings and the state of the siblings’ 
health. Explore childcare arrangements—whether it is the family, an in-home setting or 
center-based (larger classrooms). Inquire about what languages are spoken at home. If the 
child is verbal, directly ask them about school/daycare, friends, and favorite past times/toys, 
pets and siblings/family members. Identify sources of stress for the parents.  
 

Diet: 
Description of diet. Particularly important in the first year of life or if growth is abnormal. 
Comment whether breast feeding or formula feeding (and what type of formula and how 
much)in infants. Ask about typical diet in older children or about concerns the parents may 
have. Important to ask how much milk and how much juice a child is drinking. 

 
Developmental: 

This should be part of every history.  
The way you ask the questions will changes over time; Start with an open ended question to 
parents like “tell me what types of things your child is doing now?”. Childhood development 
is often categorized into 4 domains (social, fine motor, gross motor and language) and 
screening questions in each domain should be explored.  Screening questions should fit age 
of child. 
In older children, make sure to ask about their hobbies, activities, school and friends. Assess 
academic achievement from parents/patient in older children. 

 
Review of Systems:  

This section is similar to that for adult patients. Remember that preverbal children cannot 
report many of the symptoms, so parental observation is the main source of information. A 
sample – remember this is just a sample and you will learn what questions you ask…. 
 
Review of systems:  

GU: frequency, dysuria ,urine out put, 
hematuria, how frequently does the child 
void 
Skin: rashes 

General: fever, weight changes (loss or 
gain), activity, sleep 
Any concerns with vision or hearing 

Neuro: seizures, loss of consciousness 
HEENT: ear or eye pain or d/c, nasal 
d/c, sore throat, hoarsenesss 

GI: feeding/appetite, vomiting, diarrhea, 
constipation, blood in the stool, abdominal 
pain 

Resp: cough, wheezing, apnea, 
cyanosis, difficulty breathing 

Musculoskeletal: joint swelling, tenderness, 
weakness 

CV: murmurs, chest pain, palpitations, 
syncope, edema 

Psych: mood changes, sleep problems 

Heme/lymph: bleeding, anemia, jaundice, swollen glands 
 



Physical Examination:  
 
The approach to the physical examination will vary with the age of the child. There are 
special maneuvers that are done at each age.  
 
General: Describe the state of alertness, mood, willingness to cooperate with the exam and whether 
the child is in distress.  Common observations to make are is this child well or unwell, toxic or not 
toxic. 
 
Vital Signs:  HR RR  Temp  BP    O2 sats 
 
Height________________ % Weight___________________ % OFC_________% BMI___________ 
 
Hydration:  Are there tears?  Comment on mucous membranes and skin turgur.   
 
Head: For infants and children feel for the fontanelle; comment on the shape of the head  
 
Eyes: Note presence of the red reflex in all children; check papillary reaction, lids/conjunctiva 
NB: Fundoscopic exam is difficulty to perform infants but can usually be done in children over 5-6 
years of age; (The examination in this age group provides an excellent opportunity to see the optic 
disc and vessels).   
 
Ears: Check for tenderness of pinna, discharge and gross assessment of hearing. Check TMs 
bilaterally. 
 
Nose: Check for discharge, turbinate color 
 
Throat: Check for teeth/caries. Inspect the tongue, buccal mucosal and the posterior pharynx for 
erythema, enlarged tonsils. Feel for submucous cleft palate in an infant. 
 
Neck: Gently palpate neck for masses and assess range of motion (often by observation) 
 
Lymphatic: Check LN in neck, axilla and groin.  
 
Chest: Observe for signs of respiratory distress (nasal flaring, retractions and grunting). Normal 
respiratory rate varies with age; percuss for dullness and then auscultate  anterior and posterior 
lung fields (remember the RML) Note the inspiratory:expiratory ratio (I:E ratio).  Listen for wheezes 
and crackles. 
 
Cardiovascular: Observe for cyanosis, respiratory distress and hyperdynamic precordium. Palpate 
the precordium (for thrills); auscultate as in adults---pediatric heart rates are faster than adults thus 
distinguishing systole and diastole is more difficult. Many children will have benign murmurs (of no 
medical importance)---train your ears to hear them! Palpate the peripheral pulses as in adults. 
(Femoral pulses are particularly important to feel in neonates when screening for coarctation of the 
aorta).  
 
Abdomen: observe, auscultate and palpate as in adults. Children often have a palpable liver 
edge…always palpate from the pelvic brim up.  Consider a rectal exam if applicable to presenting 
complaint. 
 
GU: Obseve tanner staging if applicable to presenting complaint.  In infants examine to ensure testis 
are desended. 
 
Musculoskeletal: Much of this portion of the examination is observation for tone and strength. In 
neonates, observe for increased or decreased tone…both are pathological.  When children are older 
and can follow directions, the approach is similar to an adult exam. There are also special 



maneuvers to screen for congenital hip dysplasia (Barlow/Ortolani maneuvers). Look for joint 
swelling and rashes.  
 
Neurological: Much of this exam is by observation (especially the CN). Observe for facial symmetry, 
tongue is midline, there is a strong suck.  Children have DTR’s just like adults that should be tested. 
Neonates have primitive reflexes (like an upgoing toe with a Babinski test).   If possible observe a 
child’s gait. Tone and Power can also be mentioned here. 
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Children’s and Women’s Hospital:  EHR Inquiry Tip Sheet 
WHAT HOW 
1.  Open a 
patient record 

 

1. Click on EHR Icon. 
2. Select File, Select Open (for ID number Search).  For MRUN enter 7 

digits, zero fill as required e.g.   000234).  Screen opens to Patient 
Tab (demographic information)  OR 

3. Select Find and conduct a name search.  Double click on name.  
Screen opens to Patient Tab. 

2.  Locate 
Information 
within the 
patient record 

Locate information using:  Chart Tab, Patient Tab and View Tab (or View 
on the Taskbar). The Patient Tab displays on opening the record.  Click on 
the desired tab. 
 
Chart Tab:   

1. A list by Section names displays on the right.  
2. Click on the + by the Section to expand the index.   The event 

date/type window below the index lists documents available for 
viewing.  

3. Click on the individual item line in the window to open the document.  
 
The Section and Subsection names appear only if there are reports available 
in the record for the Section/Subsection. 
   
Patient Tab: 

 Displays patient demographic information. 
 Displays encounter information from the patient registration system. 
 Clicking on the bold title will display more information (exceptions: 

section displaying Affinity schedule and Off/Type/Note/Name 
section). 

 
View on the Taskbar (To Grid Labs) 

1. To grid (downloaded) lab results:   Click on View on the Taskbar, 
Click on Lab Results displays a list of reports. 

2. Click on Select Tests radio button presents a list of test items. 
3. Click on test items to select (up to 10). 
4. Click on Build Grid.  Grid displays.  Click on Reports radio button to 

return to the list of the reports.  The grid will not indicate pending 
results. 

You can also display reports from the list by clicking on the report item.  
Return to the list by clicking on the Reports radio button. 

More about 
viewing Labs 

 Lab reporting has an associated status (N = New Interim, I = 
Interim and F = Final). 

 The lab status displays in the event date/type window. 
 The “N” status is temporary and status changes occur as follows: 

when an “N” is reported, the status on a previous “N” report is 
changed to “I” when the “F” is reported the status on the 
previous “N” is changed to “I”. 

 To customize viewing (to show interims or not show interims):  
The default is set to NOT “Show Interims”.  To change to show 
interims:  Open patient record, Click on Chart tab, Click on 
Option in the Taskbar, Click on Show Interim to add the √.  
Close out of record to activate the setting.     

Viewing Images 
& 
Reports 

1. Click on View on the Taskbar, and click on Stentor PACS. 
2. Select desired date within Stentor. 

Viewing 
Transcribed 
documents 

 Access through chart tab to display documents transcribed by 
Health Information Services. 

 When the paper “original” is signed, a proxy signature box is 
added to the electronic copy.   

Sign Off Click On X upper right hand corner to close EHR Viewer 
Help/Comments Send e-mail to eve@phsa.ca  

mailto:eve@phsa.ca


Using EVE to Access Lab Results 

WHAT HOW 
1.  Open a patient 
record 

 

4. Double-click on the "Eye" Icon (Inq_Pat) 
5. Select File from the Menu 
6. Select Open (Number search – zero fill as required for 7-digit MRUN e.g. 0000234), 

Click OK or hit enter  
7. OR Select Find (Name search), Click OK or hit Enter, then double-click the patient's 

name in the listing 
8. Screen opens to Patient Tab  

2.  Locate LAB 
Reports 

Locate information using:  Patient Tab, View Tab (or View on the Menu) and Chart Tab.  
1. Click on the Chart Tab 
2. Click on the + to the left of the Laboratory folder located on the upper right-hand 

corner of the screen: 

 
3. View the listing of available Lab Report mnemonics and click on the desired 

category:   

 
4. A listing of available types for that category is displayed in the bottom of the screen,  

click on the Lab Report to be displayed in the main area of the screen: 

  
Note that the Accession number and Specimen number are the same    

5. Notice the three tabs at the upper left-hand corner of the display area: 



 
6. Results displays the lab report.  The Zoom button can increase or decrease the font 

size in the viewing window.  The optional tick box on the right appears when viewing 
microbiology reports and allows the clinician to choose to show the susceptibility grid 
on the next page 

7. Message Details reveals details for Laboratory Information Systems (LIS) use 
8. Test Items displays colour-coded discrete values and normal ranges 
9. Clicking on one Test Item will display the historical data (back to October 2004) of that 

item: 
3. Grid Labs 

 

 
 

1. On the Menu select View, scroll down to Lab Results (takes you from the Chart Tab 
into the View Tab) 

2. Three options for viewing lab results – Select Tests, 10 Reports, Reports: 

3. Reports: Displays a listing of all lab reports 
 10 Reports: Test items are listed along the left side and test dates across 
 the top. (Click on the Test Item header to alphabetize the listing): 

 Select Tests (Build Grid): Single-click to select up to 10 items (counter located beside 
Build Grid): 

 
Then click on Build Grid to display: 

  
To alter your selection, click on Select Tests again, to clear your previous selection, click 
on Select Tests once more 

More about viewing 
Labs via Chart Tab 

1. Lab reporting has an associated status (N = New Interim and F = Final) 
2. The lab status displays in the event date/type window 
3. The “N” status is temporary and when the “F” is reported the “N” will no longer 

show 
Viewing Images & 3. Click on View on the Menu and scroll down to Stentor PACS 



 

Reports 
Viewing Transcribed 
documents 

 Access through Chart tab to display documents transcribed by Health Information 
Services 

 When the paper “original” is signed, a proxy signature box is added to the 
electronic copy   

Help/Comments Please send e-mail to eve@phsa.ca  
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Employee Health & Wellness Protocol 
 

 
To: Managers of areas where blood & body fluids are handled by staff 

 
From: Shelley Sing, Occupational Health Nurse 

  Employee Health & Wellness AB 100 
 

Please post this in a visible area where staff, where staff, if a Body/Blood Fluid exposure is 
incurred, can easily access it. 

 
ACCIDENTAL EXPOSURE TO BLOOD AND BODY FLUIDS - PROTOCOL. 

 
Employee’s Responsibilities: 
 

1. Wash with an antibacterial soap and/or flush the affected area thoroughly 
2. Fill out a Hospital employee Incident Report 
3. Report incident to supervisor and have him/her sign incident report form if possible, then: 
4. Get a copy of the source patient’s addressograph, if known; 
5. Report to Employee Health and Wellness to see the Occupational Health Nurse (OHN) or page 

the Security Supervisor/ Occupational First Aid Attendant (OFA) at local 8400, depending on 
the time of the injury, with a copy of the patient’s addressograph.  You will receive a brown 
package of valuable information to assist you in dealing with your injury; 

6. Sign the consent form for HIV testing; 
7. Consult with the Occupational Health Nurse ASAP regarding your last tetanus/ diphtheria (Td) 

and Hepatitis B vaccination status and post Hepatitis B vaccine titre level; 
8. After seeing the OHN or OFA, go to BCCH Emergency to be seen by an Emergency Room 

Physician for your baseline blood tests for Hepatitis B surface antibodies: anti-Hepatitis C and 
HIV I & II, and for counselling for consideration of being started on antiretroviral (ART’s).  
You may start on ART’s if your sources is UNKNOWN; KNOWN TO BE HIV POSITIVE; or at 
HIGH RISK for being HIV POSITIVE.  THESE MEDICATIONS SHOULD IDEALLY BE STARTED 2 
HOURS WITHIN YOUR INCIDENT. 

9. The OHN will ask a physician to order the following tests:  a) Hepatitis B Surface (HBsAg) 
Antigen.  Hepatitis core antibody - (anti HBC); Anti-Hepatitis C; HIV I & II (only with consent) 
on the source patient.  A copy of the source patient’s results can go to their family doctor 
with consent.  AL BLOOD WORK IS TO GO TO THE PROVINCIAL LAB, STAT, WITH A COPY TO 
EMPLOYEE HEALTH & WELLNESS. 

10. Expect your baseline results by phone (with your permission) or by coming to EH Y W. 
Follow-up results are confidentially sent out through internal hospital mail.  It may take a 
month for those results to get to you.  It is your responsibility to contact the OHN if you have 
not received them. It may be recommended instead, you see your family doctor for follow-up 
serology. 

11. If you have any questions, and/ or concerns, please contact the Occupational Health Nurse at 
local 2257.  For general inquires, please contact Employee Health & Wellness at local 2497. 

 
 
Schedule for testing: 
 
Baseline: Hepatitis B, Hepatitis C, HIV 
6 weeks: HIV 
3 months: HIV 
6 months: Hepatitis C, HIV 
1 year:  HIV (only if started on ART’s) 
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Year 4 Senior Clerkship - Contacts 

 
Department of Pediatrics 

 
University of British Columbia 

 
 

Please contact us if you need assistance: 
 

 
Dr. Victoria Atkinson 

Year 4 Pediatric Clerkship Director 
Department of Pediatrics 

victoria.atkinson@vch.ca 
604.244.5183 

 
 

Dylan King 
Undergraduate Medical Education 

Programme Assistant 
dylan.king@cw.bc.ca 

604.875.2882 
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