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Introduction

Written by Kyle Merritt
The class of 2009 is proud to present you with an orientation to your clerkship year, affectionately referred to as a Survival Guide. The guide is an updated version of the guide that was given to us by the class of 2008, which was an updated version of the guide given to them by the class of 2007, which was an updated version of the guide given to them by the class of 2006... and so on and so forth - dating back to the first class that actually figured out how to survive - probably sometime in the early '80s or something.

We have attempted to systematically go through each rotation with the aim of giving you an idea of what to expect.  In fact, being able to transition between rotations is a skill unto itself, and our hope is that this guide will help you to do this a little more effectively. You might find that it is helpful to read it at the beginning of the year - and then check certain sections out again as you prepare for each rotation.

It is quite possible that you are feeling somewhat anxious about the upcoming year - hence you are reading a survival guide. You have likely been told that 3rd year is like nothing you’ve experienced before. You’ve heard you will have to adapt your skills and learn “how to think and learn like a doctor”. You will be told to “Eat when you can. Pee when you can. Sleep when you can”. You will also be told that while you are eating and sleeping “while you can”, you should get around to deciding exactly what you want to do with the rest of your life. There is truth to all those tidbits, but they can also serve to increase your level of anxiety, rather than reduce it.

While your anxiety is high, we will say this- It's true, 3rd year is hard.  You will be challenged in many ways.  You will learn (a lot).  And like a well-made romantic comedy starring John Cusack, it will be somewhat of an emotional roller coaster ride, full of laughter and tears.  This is the year where you really get introduced into the weird and wonderful world of medicine.  You will likely have moments where you question if this is the right path for you.  At times you will be given responsibility you don't think you can handle.  At other times you will be begging to be allowed to do more.

And despite all of this vague talk abut laughing and crying, this is the part where we tell you not to worry..

So don't worry. With the guide or otherwise - you will survive.  In fact, you will not only survive, you will have fun with your friends, go out to dinner, hit the gym, hike a mountain, spend time with you son/daughter, spend time with someone else's son/daughter, or whatever it is you liked to do before 3rd year.  Your schedule will be unpredictable and demanding at times, but not all the time.

Before we get into the specifics, we will attempt to give you some honest ideas/recommendations about how to deal with the upcoming year, with the aim to decrease your anxiety. A problem with trying to do this, is that what a day or week might look like is so different, depending on what rotation you are in and at what site.  We hope the specifics of each rotation will be covered adaequately in the subsequent sections. This is meant to be a general overview. Here we go.
HOURS

The amount of time you will spend at hospital/clinic is highly dependent on rotation. As a basic schedule (not factoring in the times you will be on call) you can expect to be occupied from Mon-Fri for about 8-10 hrs per day. If you are doing something other than the BIG 3, you will get the occasional morning or afternoon off. Even during the BIG 3, this may happen.

During some rotations (Internal, Surgery, Peds, ObsGyne, Psych), you will also be on call.  The frequency of this is at most once every 4 days, although it won't always be regular. Call is typically “in-house”, meaning that you don’t get to go home. If you are on call, you typically stay at the hospital anywhere from 24 to 34 hours. When you are doing an overnight, in-house call, you are very likely to get at least a little sleep, and you are typically able to go home early on your post call day, but this also ranges widely depending on your rotation (service) and location. Some services, you will sleep through most of the night. Other nights you will be admitting a patient at 3am and then receive an impromptu teaching session from a well-meaning resident. Some nights a delirious retired firefighter turns on a fire hose at the top of the hospital, flooding the elevators and sending a waterfall down the stairway as you hike up to check on a sick patient. Well, the last one doesn’t happen to everyone.

The bottom line is that your hours will be unpredictable and your schedule may be given to you a few days before start a given rotation.  You may be expected to do a call shift after you have completed your exam for that rotation. You may have to round at 6am every morning if the residents feel like that is a good plan. Everyone experiences slightly different schedules depending on the hospital, the residents, and the attending.

Being in 3rd year means that medicine will really start to interfere with your life. When it happens, dig in, and make the best of it. It will quickly become the most rewarding aspect of your life, because this is what you have been waiting two years for. Trust us – you are ready for it!

CALL

This can be the most nerve-wracking part of a rotation.  Following are some tips to make it go smoother. What to bring depends a lot on how busy you think you will be. For the first couple of shifts, you won't know, so here are the basics:


Study material


Change of socks/underwear


Something warm (many of the call rooms get very cold at night)


Comfortable shoes


Toothbrush/paste


Lots of food

There are call rooms available, typically with something that looks like an old hospital bed - that doesn’t work anymore - to sleep on, a sink and a phone.  There will be showers available as well, which may well be worth the time if you won't be going home for a while post-call.  You typically wear hospital scrubs for some portion, if not all, of the time you are on call.  When you are in scrubs, it's legit to wear running shoes. On your first night, ask the resident you are with how to get scrubs.  Don't be afraid to raid the hospital carts for towels, pillows or extra blankets as you need them.  For busier call shifts, bring portable food you can fit in your white jacket.  One little granola bar can speed your brain up when you miss dinner.

When you are on call, your duties will mostly involve seeing new patients (consults) and dealing with problems that come up on the ward.  During your first shifts, stick close to the resident and they will tell you what to do.  When you go to bed, it's possible that you won't be called at all overnight.  Don't forget to set your alarm for the next morning so you don't miss rounds.

When on call, learn something. Try to see as much as you can. You’ll be amazed at how much you absorb from call when exam time rolls around.

RESPONSIBILITIES

What you will be doing will also be quite varied depending on your rotation and site. Sometimes you will only shadow. Other times you will be assisting in surgery, performing invasive procedures, dictating reports, admitting and discharging patients, ordering medication, etc. You may be nervous about the fact that you have no idea how to do these things.  This is normal but also kind of weird. That is why you are in medical school: to learn these skills. Clerkship is when you learn them. Try not to let people make you feel dumb for not knowing how to do something. It seems painfully obvious, but if you already knew how to write orders for someone with an upper GI bleed, why aren’t you getting paid to do it?

Generally, your responsibilities will be either clinical or academic.  Most of your time will be spent on your clinical responsibilities and this is also where people typically say they learn the most.  Clinical work can either be inpatient or outpatient.  During your inpatient rotations, you will be looking after sick people who are admitted to the hospital.  You will usually be assigned patients and be responsible for seeing them every day during the week, writing notes, and helping to devise a plan to help them get out of hospital.  Doing outpatient stuff is typically more familiar.  You will work with a doctor in a clinic, seeing patients and helping to devise a plan to keep them out of the hospital.  You will always be supervised by staff doctors or residents.  Your level of autonomy is generally governed by your own competency and comfort, as well as those people who are supervising you.  At first you will be pretty useless, but you will quickly figure out how things work and start making decisions on your own.

Your academic activities are often interspersed with your time on the wards.  Residents will have planned or impromptu teaching sessions, and there will be various types of "rounds” for you to attend, depending on what rotation you are in.  Almost every rotation also has "academic half days".  These are times when you are exempt from clinical duties and get lectures/seminars on various subjects relating to the rotation you are in.  These are designed to make you more useful on the ward and prepare you for the exam.  Exams will happen at the end of each block and will range from the super-easy to quite difficult.  For example, the derm exam is online and open book while the internal medicine exam encompasses a huge variety of topics and has a standardized multiple-choice and oral component.

It is relatively easy to get through the year without doing a lot of essential doctor stuff. Sometimes you are working on a survival level, and are just trying to get the jobs done that are being asked of you. When you are feeling more empowered, try and do something you haven’t done... unless it is illegal. Propofol doesn’t count as something you have not done.

Along with gaining clinical skills and knowledge, you will also learn many administrative skills.  Some of it is useful for you to know how to do (ie dictate a discharge summary). Other stuff isn’t (launder your senior resident's clothes). My senior resident in surgery described the best medical student he ever saw as this guy who carried a bag with pens, stethoscope and all the paperwork the resident might need (lab reqs, consent forms, etc). I don’t think going to that extreme is necessary, just try and be helpful.

Along these lines, you will have to adapt how you think of yourself. This is where the whole “thinking like a doctor” bit comes in. That basically means that you get to start asking for things. You will write down things on paper that will make work for someone else (ie fleet enema). You will get unit coordinators to fax things for you. You will ask parents to control their child so you may exam them.  You are a learner, but so are the residents, fellows and attendings for that matter.  You won't have the same authority as the people above you, but you will have some authority and will learn to use it appropriately.

STUDYING

Everyone will do this differently, and we debated even putting this section in because, really, you probably don't need advice on studying  Your patterns will change a bit, but you already know how you like to learn.  Some people will read a textbook or study guide cover to cover to make sure they don't miss anything.  Other people will haphazardly read about different topics as they encounter them.  Most people use question-style books like Pre-Test to prepare for the NBMEs.

The one main piece of advice, that you will hear more than once, is to read around your cases.  In terms of efficiency and retention, this is best way to learn in 3rd year.  Also, it can be very practical.  When you see something new, or are encountered with a question from a patient, or a difficult therapeutic decision- make sure you follow up on it.  The next time you have time to study, read up- the information will get tied in your mind to that patient and will stay with you much longer.

PDAs

Most people in our class bought a PDA for 3rd year if they didn't have one already.  For outpatient rotations, they can be helpful, as you may not have easy access to a computer.  On inpatient rotations, however, you may find that easy access to computers and a subscription to Uptodate is much more convenient than a PDA.  There tend to be small handbooks (made of paper) that tend to still be more useful when you are on the wards than the PDA, and you find that the pockets of your scrubs/white coat will fill up quickly, and that PDAs fall out of said pockets with amazing ease.

CaRMS

During this year you will rotate through the main specialities and get a better idea what kind of doctor you might like to be.  It's not in the realm of this guide to delve into this subject too much, but we would like to suggest, is to keep an open mind, be honest with yourself and others about where you are headed.

Most importantly, if you think you have done well, or made a connection with someone, ask for a reference letter for CaRMS.  Do it on your last day or while you are getting your evaluation as it gets a lot harder to contact people (and for them to remember you), a year later when you realize you want to apply to their specialty.  It's awkward to ask for favours, but they are used to it, and you certainly won't regret having an extra letter to choose from when it's time to submit your CaRMS application.

YOUR EGO

A vascular surgeon I worked with said this, “All medical students are bright these days. They will learn. We just have to work at not getting in their way”

Work hard  to keep this in mind, because some days, "bright" isn't the first word you will think of to describe yourself.

 During the year you will constantly be evaluated. Doctors, nurses, unit coordinators, patients, will let you know how they think you did. Try not to let the last person who evaluated you run your mood. One day you will be told “you really shouldn’t forget your physiology” and the next be lauded on your deep understanding of the respiratory system.  Some people who evaluate you will be too nice and will fail to give you any meaningful feedback, others will give you too much negative feedback for your liking. Try and be good at everything, but recognize that you won’t be. Your class needs to produce surgeons, internists, pathologists, pediatricians, family doctors, psychiatrists……. even dermatologists. All these different jobs require people with different skills and different personalities.

You will have some amazing preceptors and residents who will support and inspire you.  There will also be those teachers who are less inspiring.  Some people love teaching and others will find it very stressful.  Try to not be offended when your staff person looks less than overjoyed when you are waiting for them in the morning. It usually has very little to do with you.

IN SUMMARY

Keep in mind, we are all in this together. This is our boot camp and a significant amount of camaraderie (or collegiality) sets in. Help get your classmates out of the hospital if they were on call the night before.  Buy them a coffee.  Try not to comment on just how "post-call" they look.  Be thankful that it's not really about surviving, although it does truthfully feel like that sometimes.  Although it's far from perfect, we are lucky to be studying in a system that values us and gives a us a high level of responsibility.

Hospital Lexicon
Charge Nurse: This is the nurse in charge for the day. In most places, they nurses take turns being “in charge”.

Rounds: This can mean anything that doctors come together to do. Grand Rounds are a lecture given to a large group. Teaching Rounds are usually a smaller group and aimed at residents/students. “Rounding” usually means either talking about patients, or actually going to see them. During "M&M rounds", patients who had complications and died will be discussed. BBQ rounds don’t really exist, but if they did would involve chicken wings.

Staff/Attending Physician: This is the person that knows the most and therefore is the one who gets paid. They are any doctor that works in a hospital that oversees learners.

Fellow: Male or female individual that has finished their residency and is doing further training. For example, if you wanted to be a hand surgeon, you would do a “hand fellowship” after you completed your plastics or orthopedic residency.

Residency: The practical training you receive after you’re done medical school.  Apparently in some places in China, you actually do have to live at the hospital.  For us it just feels that way.

Skut: A made-up word used to describe administrative tasks like writing long consult notes, filling out lab reqs, calling to find out where a patient is, checking up on lab tests, dictating discharge summaries or other tasks generally regarded as "not medicine".

Service: The team of doctors that looks after once particular branch of medicine in the hospital.  For example, if you are doing a nephrology rotation, you will be on the "nephro service".

Consult: When one doctor asks another doctor for help.  There are two main types.  An interservice consult is when one service will consult another if one of their patients has a problem that they don't think they have the expertise to deal with (ie- if a patient on a general surgery service develops..umm...a rash, they would consult derm).  The other type of consult, and the one you will be doing most of, comes from the emergency room.  If the ER doc thinks a patient is sick enough to come into hospital, they will consult the appropriate service (ie- a person with CHF comes in with SOB, they would consult internal medicine).

Post-Call: The morning/day after.  Most often used excuse to get out of things.
Pimping: When attendings or residents quiz you (“pimp you") 
Unit Coordinator: This person is like the secretary for the ward. Usually he/she answers the phone, inputs orders, organizes porters to pick up patients for imaging, etc. This person will often look deceptively like a nurse. Don’t be fooled.
Anesthesia

Last edited by: Clara Wong

General Information

Like most other rotations, what you get out of your two weeks in anaesthesia depends on what you put into it.  The key to this rotation is the recommended “grey book” – otherwise known as Anaesthesia for Medical Students by Pat Sullivan (~ $25 at the UBC Health Science Bookstore).  Ideally, read the entire book before starting the rotation (totally feasible in one weekend).  Otherwise, skim the important chapters before the first day and read it over the course of the two weeks.  Recognize that many preceptors expect you have at least looked at the book and “pimping” may start from day one.

Now that I have brought fear into your hearts, allow me to reassure you by saying that most students find this rotation quite enjoyable.  You will have opportunities to perform procedures that you will not get elsewhere – so make the most of it!  There is little stress as well as no call, weekends, or night shifts.  You will be assigned to any one of the three sites: VGH/UBC, St. Paul’s Hospital, and Royal Columbian Hospital.

There is no orientation session for anaesthesia.  You will receive an e-mail and a package in your mailbox prior to the start of your rotation.  Refer to these for location-specific first-day instructions.  If you are at VGH/UBC, you will receive an e-mail with the schedule and your O.R. number around 3pm the preceding day.

There should be lockers reserved for students at the sites but finding them may take some time.  Always bring your stethoscope, Anaesthesia for Medical Students, and the Introduction to Anaesthesia handbook (included in the orientation package in your mailbox) with you to the operating room.  When you arrive in the O.R., introduce yourself to the anaesthesiologist and the nurses.  It is a good idea to aim to arrive 5 minutes before the staff doctor shows up. You will most likely be working with a different anaesthesiologist each day and you should recognize that each has his/her own system and preferences.  Thus, take note of how they do things with the first patient.

You may be asked to go see a patient and complete a pre-op assessment.  Know what questions to ask (e.g. cardiopulmonary history, GERD, previous anaesthetics and post-op reactions, medications, allergies, and last meal) and how to assess the airway (e.g. screen for potentially difficult airways including Mallampati score).  Auscultate the heart and lungs.  The assessment should be quick so keep it under ten minutes.  Complicated patients have likely already had a pre-op evaluation on a previous day – verify the information in that case because chances are it was done by a different staff.

The O.R. can get a bit chaotic when the patient arrives in the room but there are things that you can do.  Help to transfer the patient safely.  Monitors need to be attached to the patient including ECG (note that some institutions use 3-leads while others use 5-leads), blood pressure cuff, and pulse oximeter.

There are two discussion group sessions (one per week) with mandatory attendance (you are excused from clinical duties).  These are run by one of the anaesthesia residents.  The topics covered – shock and airway management – are relevant and tailored to medical students.  You are also expected to attend grand rounds which are offered at each individual site.  These may be interesting but are usually outside of a medical student’s comprehension – however, coffee and breakfast are provided.  The schedule for all these sessions will be in the initial e-mail.

How to Prepare 
There are a myriad of opportunities to get hands-on experience and showing interest goes a long way.  A critical skill to learn during the rotation is how to bag and mask an unconscious patient.  You should ask to start IVs and over the course of the two weeks, you will probably be shown ten different variations of the same technique – find what works for you.  This will also most likely be your only chance in third year to perform endotracheal intubations.  Know the anatomy of the airway and describe what you are seeing as you slide the laryngoscope down the oropharynx.  Do NOT lever on the teeth!  Visualize the vocal cords before and while you place the ETT (otherwise the tube will end up in the esophagus).  Ensure you have your stethoscope at hand and auscultate the stomach and lungs (in the axilla) as you first ventilate the patient – do not simply rely on the end-tidal CO2.  Spinal anaesthesia is another area that you will have exposure to.  Again, know your anatomy and understand your objective.  Do not fret if you are not successful at first with these procedures as no one expects you to have perfected them.  However, demonstrate competence and you will be rewarded with more opportunities.

You are always one-on-one with an anaesthesiologist which means plenty of time for excellent teaching during the cases.  Topics will cover the span of physiology and pharmacology – this is when you will not regret having done some pre-reading.  There are objectives in the Introduction to Anaesthesia handbook to guide discussions.  The anaesthesiologists are generally very friendly and relaxed.  Ask questions and look up what you do not know or understand.  Make sure you bring Anaesthesia for Medical Students with you in case you get an anaesthesiologist who does not talk very much.

You will spend one day at each of BC Children’s Hospital and BC Women’s Hospital.  Be sure to pre-read for these days.  There is a Medical Student Orientation Package for Paediatric Anaesthesia (included in the orientation package in your mailbox) which contains important information that is not in the grey book.  Know how to determine endotracheal tube sizes and estimate blood volume in kids.  Also be familiar with anatomical differences of the paediatric airway compared to the adult airway.  Anaesthesia for Medical Students has chapters on local and regional anaesthesia and obstetrical anaesthesia which are worth reading before going to BCWH.  You are not provided with a locker on these days so either bring your valuables with you into the O.R. or find out from your colleagues in paediatrics where their lockers are and “borrow” one of those for the day.

Exam / Evaluation
Evaluation for this rotation is made up of daily clinical assessments (50%) and a written examination (50%).  The exam consists of 50 multiple choice questions (scheduled on the same day as the orthopaedics exam) and 60% is required to pass – you will do well if you have read Anaesthesia for Medical Students.  The questions tend to recur from year to year but be aware that some groups have reported far fewer repeats than others and that some of the answers passed along are wrong.  There is no oral exam or OSCE.

Tips:

1. Pre-read!

a. Anaesthesia for Medical Students covers essentially everything you need to know

b. Cardiac and pulmonary physiology

c. Mallampati scores, Cormack and Lehane grades, and ASA classification

d. Pharmacology of major classes of drugs used in anaesthesia

e. Medical Student Orientation Package for Paediatric Anaesthesia prior to BCCH

2. Know your anatomy for procedures – be able to describe what you are looking for.

3. Examples of vocabulary to know: vallecula and ligamentum flavum

4. Ask to perform procedures (e.g. start IVs, bag and mask, place LMAs, intubate, put in spinals, draw up medications)

This is a great rotation and you have the opportunity to do and learn a lot.  Good luck!
Dermatology

Edited by Claudia Cheung

General Information

Dermatology is a one week rotation. It is composed of hospital inpatient consults and outpatient clinics at the skin care centre (West 10th), BCCA, and in the community. For the clinics, call 1 day ahead to confirm and if cancellations happens (quite common), check with the derm secretory at the skin care center to find alternative clinics to attend. The clinics are in general derm, pediatric derm, psoriasis, pigmented lesions, wound care or hair and nails etc. You are mainly an observer but some physicians may ask you to see the patient first and present to them. Of note is Dr. Shapiro's clinic out in Maple Ridge. Many students like it and as you can see lots of typical office derm - acne, eczema, ectopic dermatitis, sebhorreic keratosis. The plastic surgery laser clinic is another popular clinic where students can see surgical removal followed by microscopic analysis of derm tumors.

Site Specific Information/ Basic Weekly Schedule

There are 2 sites are VGH and St. Paul's for the in-patient component. You will be seeing consults with the residents. In general at SPH the calls are busy and the patient population (IVDU'S, HIV/AIDS) allows you to see extensive skin pathology. Call at VGH is generally not busy - you may have only a few consults or none at all.  To get the most out of the experience, page the resident before the call starts and check with the resident the meeting time for ward rounds at the end of the day (sometimes there are none). When doing consults, the most important aspect is to accurately describe the lesion(s). The majority of consults are query allergic reaction to meds. This requires a drug exposure chart. Students will need to go through patient's chart and find out the exact doses, and the start and stop dates of ALL of the patient’s medications.  

On Tuesdays, there is a morphology teaching session where a staff dermatologist teaches the residents and med students. It is usually interactive, so read up on basic morphology and know how to describe a lesion! On Thursdays, there are grand dermatology rounds at the skin care centre. These consist of patient presentations where an interesting patient comes to the skin care center and sits in one of the examining rooms. Everyone takes turns reading their brief history on the door to the room and examining the patient. Then everyone re-groups and one of the residents presents the patient and the differential diagnosis. There is discussion surrounding the case and the pathologist may go over the microscopic findings. These cases are beyond third year level, but are quite interesting. Don’t worry - you won't be asked your opinion! Afterwards there is a lecture for the residents and students. A resident does a morphology teaching session with the students only. This is a very good session that you will want to prepare for by reading over your morphology and basic differential diagnoses.

Resources/ How to prepare

Reread the second year derm notes! They cover the majority of what you will be pimped on. The derm website (www.derm.ubc.ca/teaching) is also very useful. It contains access to Derm Web (photo atlases, common skin problem, dermatology links) as well as information about the core teaching and research occurring in UBC's dermatology department. Fitzpatrick's atlas is a useful book with great pictures. A useful text (available at the library) was “Dermatology Secrets in Color; Questions you will be asked on rounds, in clinics, on oral exams” (Fitzpatrick and Aeling). This book was short with lots of the common questions and answers that you get 'pimped' on during this rotation.

Exam/ Evaluation

The exam is at home/open book on MEDICOL (multiple choices). It is divided into several modules so you don't have to complete it at once. You can do it with the Atlas or the Internet and learn as you're writing the exam, and this will get you over 90%. 

You are evaluated by each preceptor that you work with in clinics. At the end of the week you meet with the resident to get a standard evaluation form filled out. In general, if you're interested in dermatology let your preceptors and residents know and you are likely to get a good evaluation.

Emergency
Last Edited by Dan Pare (with input from Sarah Coad, Timothy Findlay, Steve Yau & Derry Dance)
Emergency is a 4 week rotation done at VGH, SPH, ERH/RCH and a number of other sites around the lower mainland. This rotation is generally one of the most well-liked of the clerkship year, as you get a chance to see and do quite a lot, and the workload is quite manageable. It’s a great rotation regardless of when in the year you do it. ER allows you to see the initial presentations and work-up of all sorts of things you’ll end up taking care of in Surgery or Internal Medicine if you do it early in the year, and it’s a good review of all the most common topics—and gives you a chance to do a little more on your own--if you do it later in the year. 

General Organization
Generally you’ll do about 15-17 eight hour shifts over the 4 weeks, with academic half days one morning per week and Emergency Medicine rounds as per the department at each site. Evaluation and attendance for each shift is monitored with evaluation forms that you have your preceptor for the day fill out at the end of the shift. Just about everyone gets a “Meets Expectations” as long as you show-up and are reasonably interested and hard-working, so don’t worry too much about these, unless you’re an ER gunner and think you really need something more than that. Most hospitals are fairly flexible if you want to switch shifts with classmates. It will be a fairly busy month, but you’ll definitely have some free time and days off, as well. 


Call: no call! But, will probably have some overnight shifts (e.g. 11pm-7am)

Site Specific Information
VGH

The VGH rotation consists of 3-4 consecutive shifts of 0700-1530, 1500-2330, or 2300 to 0730.  Every student will get one set of graveyard shifts.  Shifts will have the student working with the attending physician/resident on either the Treatment side or the Acute side.  The patient load is high on both sides, with ample opportunity to see various complaints.  As a general rule, the amount of teaching varies inversely with how busy the emergency department is.  There are no designated food breaks, but if you need to get some food just ask – most attendings will accommodate this. 

There is great diversity in presenting complaints, as the population is very diverse.  You’ll be able to work up regular complaints such as chest pain without another doctor/resident seeing the patient first.  For major events, such as traumas, the student will mostly observe, but there are some opportunities to help out. 

SPH

At this site you do a total of 16 shifts, usually split fairly evenly between 0700-1500, 1500-2300 and 2300-0700 shifts.   When you get to the docs lounge/locker room there will be a schedule posted on the wall which indicates whether you’ll be working Fast Track or Acute. Check out the ER doc schedule to see who is starting at the same time/side as you and go introduce yourself.  Usually, if you are in Fast Track and a trauma comes in, most attendings will let you go over and watch the trauma team.  Generally speaking, there is less trauma at St. Paul’s than VGH and RCH because they only have 1 trauma bay. For the overnight shifts you’ll usually end up working with two different docs—probably a good idea to get the first doc to fill out your form and then you can relax for the last few hours. 

Fast Track is a bit easier, as most have “acute family practice” complaints. It is also a nice place to work as you get to see someone, help them out, and then send them home, which is rewarding.  Fast Track involves A LOT of cellulitis, abcesses, fractures, and lacerations.  The doctors let you do lots if you are keen (suturing, draining abcesses, reducing fractures, splinting, etc…) and time can really fly by.  Patients are signed in by the nurses, their chart is put on the board, at which point students can go see the patient, present the case, and then return to the bedside with the attending.  There is usually time for teaching points between patients.

The Acute Care side is run in a similar fashion, with students seeing the patient before the physician, presenting the case with a differential, necessary lab tests, and treatment plan.  Most seriously unstable patients will already have been identified, but be on the lookout and get help if necessary (this includes Fast Track as well – no triage system is perfect!).  You will likely see some serious trauma and unstable patients, as well as other common presentations such as COPD, chest pain, abdominal pain, drug overdose, presycnope/syncope, and HIV-related illness.  

Unlike VGH, students cannot order even basic lab tests on the computer, so all tests have to be requested through the attending physician.  The emergency department can get quite busy, and patients are often assessed by medical students in the waiting room (on both sides).  

RCH/ERH

Royal Columbian is a major trauma center and is a very busy place.  Frequently, the ED is completely full, which can make seeing new patients difficult.  The doctors at RCH are generally very enthusiastic and excellent teachers, often allowing students to perform procedures such as LPs, suturing, and even chest tubes.  Usually the student is paired with a physician who does not already have a resident assigned to them.  Residents are around, but there are not so many of them that they take all the procedural opportunities.  The staff are generally friendly and helpful, and often an extensive workup is done in the ED as fewer consulting services are available on site when compared to St. Paul’s or VGH.  

The schedule is generally 4 days on, 3 days off, then repeat.  Shifts are 8 hours long.  Students will see patients first, do as much of a workup as they think necessary, present the case to the attending, and then return with the attending to the bedside.  

The main disadvantage of RCH is the location, which is a 20-30 minute drive from the VGH area but is really easy to get to by skytrain.

Some students will spend 2 of their 4 week rotation at Eagle Ridge Hospital (ERH).  This is a community hospital in Port Moody.  There is usually 1 - 2 ERPs on at a time and frequently you will be the only learner which means you can pick and choose the interesting cases.  While you may not see lots of exciting trauma, you will do tons of suturing, I&Ds, casting… you know, the practical stuff!  It is a pain to get there by public transit (but doable).  Parking is $3.75/day.

Richmond

Richmond is a community hospital, but don’t let that fool you. As the only medical student on for the whole month, you get a lot of responsibility and autonomy to do what you want. The nursing staff is generally really good as well – not as grumpy as the VGH ones ( Just tell them you want to start IVs, and they’ll put your name on the board and holler when they need you.  There are lots of chances to do suturing, casting, splinting, and other procedures.  Eventually, they won’t even supervise you.  Generally, the doctors are really nice & very enthusiastic. The docs who don’t want to teach, don’t teach period, so you avoid the grumpy attendings. Of course, you don’t really get involved in the major trauma, but any code blues at the hospital are run by the ER docs, so be prepared to run up to the wards with the ER doc if anything happens! Another thing I liked was the fact that the radiologists were very close by so that you could get films read if needed.  

The schedule is also very good at Richmond. Many students only ever had to work 1 or 2 night shifts throughout the whole night with a couple of the “swing” shifts between 4 pm & 2 am.

One tip, if you want to do really well on the evaluation, make a point to emphasize at least one of the criteria on those mini-evals on each shift. The docs like that and it shows initiative. If you’re keen, they’ll love you.

Lions Gate Hospital

Lions Gate is another community hospital on the North Shore. It is not a tertiary care facility like VGH, but you get a broad variety of experiences and lots of experience in the casting room, suturing, etc. The ER docs there are very supportive of students.

How to Prepare
 Emergency Medicine Custom Courseware is available at the bookstore, which covers the main topics and is decent, but it is starting to get a little out of date. There are also a number of different Emergency pocketbooks (e.g. NMS Emergency) which are fairly good. A good Internal Medicine summary book (First Aid, Step-Up, etc) is nice to have as well, which you will already have if its later in the year, and isn’t a bad idea to get a little early if you haven’t done CTU yet. A PDA or pocket drug reference—for this rotation and all the others—is great to have as well. The half-days are decent; you get one on Casting which can be quite good and another where you get introduced to the Sim-Man and get to play through some codes etc. Otherwise, the half-days are seminar based and will usually revolve around case discussion; it helps if you pre-read, but I never did and it was fine all the same. The Toronto Notes “Emergency Medicine” chapter is a pretty reasonable summary of the big topics and worth at least skimming through the night before the rotation starts or over the first few days of the block.


Exam / Evaluation

The exam is multiple-choice and is done on computers at the LSC. It’s pretty straightforward & nothing to stress about, especially if it’s later in the year. The Custom Courseware covers all the essential topics and there’s some old sample questions floating around which give you a good idea the types of questions they will ask.  


People
The docs are generally quite welcoming and friendly, and happy to teach if you ask questions. No one will expect you to know everything—or anything if it’s early in the year—but you earn points by staying on top of the patients that you were the first to see; i.e. keep track of pending labs, imaging consults, other things which need following up and let the docs know when they’re available. Before you leave for lunch or at the end of your shift; run through any patients that you’ve got left and make sure that someone is following up or a plan is in place. 

Frequent Pimp Q's
ER docs love to ask about different “Rules”; e.g. the Ottawa Ankle Rules, Canadian CT Head Rules, DVT/PE Probabilities, so good idea to look these up on the spot, or ahead of time if possible. Take note of different algorithms or rules that come up on your shifts; they’ll be quite likely to come up again. Otherwise, try to have an at least rudimentary approach to common things like Chest Pain, SOB, Abdominal pain etc. Other than the really common things, pretty much anything can come in the door so pretty hard to predict what will come up on a consistent basis. 

Other Hints & Tips
1) A common ER approach to differential diagnosis and work-up is to think of the Top 3 Deadly possibilities and the Top 3 Common things for each patient that you see. Try to keep this in mind when presenting your differential and suggesting tests you may want to order.

2) Get some collateral information before heading straight to a new patient; check the computer for old consults/discharge summaries, read the paramedic & nursing notes etc. This will allow you to focus much more on relevant info when talking to the patient. 

3) Other than HPI, try to include Meds, Allergies, and Past Medical History whenever possible on your write-ups. Always copy down the nursing vitals and take note of any that fall outside normal ranges. 

4) Try to make the most of the opportunity to work on your suturing skills. Your suturing may not be very pretty when the rotation starts, but stick with it and by the end the docs will love it when they can send you off to stitch people up and only come back to take a quick look when you’re all done. Take your time and ask for help if you need it, and by the end of the rotation you’ll definitely feel comfortable with the straight-forward lacerations. 

5) A number of students find the Students Interested in Internal Medicine pocket book “Approach to Internal Medicine”, to be quite handy for this rotation (as well as others). It includes a number of clinical algorithms and summarizes some of the JAMA Rational Clinical Exam Series. The Sanford Antibiotic Guide or “Bugs & Drugs” can also be quite helpful for looking good with all the infectious disease topics that will come up during the rotation. 

6) Make sure to throw some snacks into your white coat or locker, in case its too busy to get away for a full lunch or dinner break. 

Internal Medicine

Editors: Pooya Kazemi, Chris Waite, Erin Sloan, Lise Bondy

General Overview

Internal medicine is an 8 week rotation.  The three major sites are VGH, St. Paul’s Hospital (SPH), and RCH.  Many would agree that you may learn more during this rotation than all other rotations combined.

There are a few basic challenges for a student starting internal medicine. First, knowledge base – you must know the common diseases and maybe some rare ones. It is also your job to understand the basic approach to common disease managements. Second, clinical skills - you should refine history taking and physical exam skills. They are essential for obtaining data needed to paint the overall picture of the patients. Third, organized approach - you begin to take ownership of caring and managing your patients. Having a systemic approach help you keep track of their multiple complex illnesses.  Forth, team work – you need to communicate with and consult many different teams.

Knowledge Base 

Having successfully completed the first two years of medical school, you should already have a strong foundation on which to build more knowledge.  During this rotation, you will be asked broad and specific questions relating to basic physiology, disease pathophysiology, clinical reasoning, patient management, and acute care.  Get yourself a couple of good books and start reading on the first day.  It may seem insurmountable, but you will eventually become familiar with most of the common conditions.  Some of the most common conditions are COPD, CHF, and acute renal failure.  

Always try to read around your patients.  This will help you impress your attending and somewhat prepare you for the final exams.  However, this reading is insufficient for your final exams and you should try to cover most chapters in one of the review books listed below.  

Finally, always have an approach to a problem.  For example, a logical approach to renal failure would be to classify it as pre-renal, renal, and post-renal.  An outstanding learning resource to become familiar with approaches is St. Francis Guide to Internal Medicine. Equally popular was David Hui’s Approach to Internal Medicine.  

Clinical Skills 

History taking must be thorough and precise.  Before talking to the patient, do some investigative work by looking at the old chart(s), and reviewing the ER doc’s assessment and pharmanet.  By the end of your initial interview, you should have a basic list of differential diagnosis in mind.  This requires you to pay attention to the chief complaint and have three or four diseases in mind before you go see your patient. Sometimes it is useful to pause and refine your questions, then ask the specifics to rule in or out a diagnosis.

Good physical exam skills are very important! Use a systemic approach – H&N, cardio, resp, abdo etc.  Don’t ever make things up!  If you skip a system, say ‘deferred’ during your presentation. Again, present the physical findings in the way that will help you rule in or out a diagnosis. For this reason be sure to mention pertinent positives and negatives for the most likely items on your differential. For example, a patient with shortness of breath may be having congestive heart failure or a COPD exacerbation. Accordingly, the presence or absence of an elevated JVP and respiratory exam (fine basilar crackles and expiratory wheeze) are important to deciding on the more likely cause. Take every opportunity to see, feel, or hear physical features of common illnesses. This is the only way to improve your clinical acumen and acquire judgement about the clinical significance of physical features.

Presentation skills are as important as your H&P.  Most attendings place heavy emphasis on your presentation skills when it comes to evaluation time.  There is no such thing as a universally good presentation and every attending has their own presentation style.  On your first day, ask your attending and senior resident how they like the information presented.  Any good presentation should include identifying information (ID), past medical history, chief complaint, medications and allergies, social history, physical exam findings, and impression and plan (I&P).  In the I&P section, you need to be meticulous and list every problem.  Things such as a mild anemia and borderline high creatinine may seem minor but cannot be omitted.     

Organization 

Your patients will have multiple medical problems. This means they will likely be on multiple medications and undergoing many different investigations. They often will develop new problems while in hospital as well. Your team relies on you to keep tap on your patients. They expect that you to know latest news about the patient whether it is arising problems, new lab results or recent investigations. Therefore, you must have an organized approach managing your patients. Have a system to keep track of your patients. In your daily progress note, prioritize the problems and their management plans. Make sure you carry out the discussed plans!

Teamwork

You will find that there is significant amount of ‘grunt’ work in this rotation.  Your job does not end once the patient’s condition has been treated.  Every patient needs to be approached from a biopsychosocial perspective. First you will need to consult various subspecialists.  This involves presenting your patient in a thorough yet concise manner, and advocating on his or her behalf.   Second you may need to utilize services such as physiotherapy, transition services team, occupational therapy, and social work. Furthermore, you need to arrange family meetings, and fill out referrals or transfer papers etc. Learn to anticipate your patient’s needs in the community and arrange for supports (home care, facility etc) EARLY. Don’t let these issues be the obstacles to their discharge.   

Site Specific Information
SPH
You will see a wide array of medical illness including many of the “St. Paul’s Special” who are the homeless, IVDU, HIV+ and Hep B & C.  However, patients come from all over the city and you will be able to meet all kinds of interesting people. Of note, geriatric patients are not usually managed by the CTU at SPH, whereas CTU at VGH involves caring for patients on the geriatric ward. 
CTU at SPH is team based.  Each team consists of medical students, two-three junior residents, one senior resident, usually an international medical graduate and an attending physician. Some teams also have another senior resident who will acts like your attending as a teaching tool for them.

The day begins with the morning report at 8:00 am - a one-hour teaching/pimping session.  It starts with a case presentation by a member of a team (this could be you).  Then, the whole CTU discuss the history, physical exams, differential diagnosis and management plans.  This is usually a time where medical students are asked to volunteer answers, not a hard-core pimping session.  The rest of the morning will be spent rounding on your patients (typically 3-5), ie. Talking to your patients, checking their daily labs, changing medications, making discharge plans etc.  Depending on your attending physician, there may also be a team round later in the morning. These can be “walk-around” rounds or “sit-down” rounds.  There are noon teaching rounds daily except Wednesday.  One of the subspecialty services usually presents a case with relevant teaching points and recent evidence on diagnosis or management.  Lunch is provided. Try to arrive early if you want to get food.  After lunch, there is teaching three days a week, once by the chief resident, an infectious disease physician, and one of the clinical pharmacists.  These teaching sessions are great. The rest of the day is spent following up with patients, checking on test results and finishing off the discussed ‘to-do’ lists. 

The call is one in five.  You are on call with your CTU team.  The routine of the call day begins as normal.  Usually by mid-to-late afternoon, you will start to get paged down to see patients in the ER by the senior resident.  You then go through the admission history and physical, come up with a list of differential diagnosis, derive necessary investigations, write up the case, and present it to your senior resident.  You and your senior will work together to determine the management plan and write admission orders.  The whole process will initially take about 3 or 4 hours but quickly lessens to 2-3 hours.  Typically, students on call are asked to admit two to three patients per night.  In the post-call morning, the team usually meets at 7 am to go over new patients.  Depending on the number of admissions, you may round on the new ones as a team or you get to break off to see your own patients. This is your “post-call” day and you are technically supposed to get out of the hospital by noon as you most likely only slept for a couple hours. Many attendings are strict about students leaving by noon, others not quite as much. Make sure you contact one of the medical students on the on-call team of the day if there are any issues pending that you couldn’t tidy up before heading home. 

Medical students are first call to the ward for non-urgent when on call.  Do a walk-around to all the nursing stations before you decide to go to sleep.  Ask the nurses if they need any orders such as analgesics or sleep meds for the patients, otherwise you are guaranteed to get paged about this.  

One of the best things about SPH is the food options nearby.  Davie Street has some fantastic places to get reasonably cheep food.  Don’t eat in the hospital cafeteria.  The Donair place on the North West corner of Davie and Thurlow gives discounts to medical students if you ask.  Also, try Kam’s for Indonesian and Kadoya for Sushi. It’s not uncommon for teams to break for dinner together when on call.  
VGH
At VGH your team is composed of an attending, a senior resident (an Internal medicine R2 or R3), one or two junior residents (R1) and two to three medical students. Your team may also include an “off-service” resident from a program such as surgery who acts as a junior resident. VGH schedules its morning report at 9:30 am (see SPH for explanation on morning report).  This means you can show up at 8:00am, quickly round on all your patients, and be able to give your team a summary after the morning report. There is coffee available at morning report. Fridays we had “medical student only” morning report which was run by 1-3 attendings and was supposedly less intimidating. There are noon rounds on Monday and Friday at 12pm where lunch is provided.  The chief resident organizes regular teaching sessions - ours were on Monday and Friday at 1pm. Academic half-day is Thursday afternoon. The pharmacists do 2-3 sessions on topics such as antibiotics and diabetes medications. There was also a mandatory neurology bedside teaching as well as “professor’s rounds” which is essentially bedside teaching by Dr. Meneilly who is the head of the Internal Medicine Department. Some attendings organize bedside or formal teaching sessions for their teams. The amount of teaching varies among different teams.  

You’ll carry an average of 3-6 patients at any given time. You are responsible for their day-to-day care. Depending on how sick they are, you may round on them quickly or it can take an entire day to arrange for various consults and tests.  Most of the day will be spent writing progress notes, following up on your orders and lab investigations, performing clinical assessments, discharge planning and also rounding on a larger group of patients with your entire team. Discharge planning is important in CTU. Start filling out discharge summaries early. Talk to the CML (case management leader) who is an RN whose job is to help with discharge planning about your patients, since the CML will liaise with social work, physio and occupational therapy and ultimately decides if your patient can go home. If your patient will need help at home with things like dressing changes, fill in the paperwork for home care nursing (it is called “TST” – Transitional services team) during the weekdays. At VGH (unlike SPH) medical students are not expected to dictate discharge summaries or admission histories. 

To avoid medico-legal problems, every time you are called by a nurse to see assess a patient, write a note. Document every discussion with the patient and their family in clear teams in the chart, especially if it involves code status (level of intervention). Make sure you finish your notes before you go to Academic half day on Thursday. If you are unable to do so, page your resident to let them know you haven’t finished before you go. 

The chief resident is an invaluable resource for medical students. If you need help navigating the paperwork on the ward, an explanation on a concept you don’t understand or feel you are missing out on bedside teaching, they are who to turn to. The 2007-08 chief residents, in an effort to include students at distant sites, created powerpoint presentations summarizing all of their teaching sessions which are available on WebCT. These are really complete and a great resource for studying for the bedside exam. 

You will likely have time to practice procedures during your rotation at VGH. Everyone gets to attempt arterial blood gases, and many students try lumbar punctures, pericentesis and thoractocentesis. Many students found the videos of procedures available on the New England Journal of Medicine web-site helpful in preparation for these. 

Call at VGH has recently changed. You are now on call with your entire team, although some nights you are only on call until 9pm. Call is roughly one in five but is no longer a set schedule. One CTU team is devoted entirely to the MAU (Medical assessment unit) – a unit that is close-by to the emergency designed for short-stay patients who do not need isolation. Call is very busy - don’t expect to get much, if any, sleep.  You’ll be busy with a variety of ward calls which usually slow down around 10 pm.  Most of your time on-call will be spent in the ER admitting new patients.  The day of call you should try to be extra organized because you most likely won’t get called until 5 pm (since VGH has an “ER triage resident” who admits patients during the day), which means if you’re done early you can try and catch a nap in one of the call rooms.  Post-call you meet with your attending around 7 am and go over the new admissions. Some attendings will come in at night as well to review some of the admissions.  In the morning, you will usually round on the new patients as a team and then go off to see your own patients.  When you get to leave really varies with the team.  Many expect you to finish your own work before you can leave, others will share the work so everyone can get out by 12pm. 

VGH vs. SPH

The call format at VGH recently changed to be more like SPH so you are on call with your entire team. The main difference is that CTU at VGH usually means more work for the medical students than SPH. The combination of no International Medicine Graduates (IMG’s), less “off-service” residents (residents in other programs doing their CTU) and more consults from emergency (up to 25 per night) means students carry more patients and admit more patients while on call (up to four to five admissions per night). This can be frustrating as it means less time to review admissions with your senior resident as often they are admitting patients themselves, and less time for teaching during the day. Students at SPH often have time to eat dinner on call with their entire team, whereas at VGH there is often less time and you grab a bite when you get a chance. VGH has fewer options of cheap places to eat close to the hospital – you can try Hakata or Minato for sushi, Banana Leaf for Malaysian, 24 hour Thai or Tim Horton’s/Wendy’s is open 24 hours. Café Ami closes at 11pm. One advantage to being at VGH is that you do your oral exam at SPH, and you are often very well prepared and, in comparison, the examiners seem much nicer. 

In general, it seems that students and residents like the format at St. Paul’s better, but in the end it doesn’t really change the overall experience.

The patients you’ll see…

VGH: GI bleed, CHF, COPD, pneumonia, hyponatremia, pulmonary embolism, pancreatitis, MI and urosepsis.  There are sometimes ‘overflow’ patients with febrile neutropenia from BCCA.

SPH: pneumonia, endocarditis, cellulites, hepatitis, STIs, HIV, addictions and TB.

UBC

The teams at UBC consist of 1 medical student, no residents, and one attending. The attendings rotate once every 1-2 weeks. This allows for a lot of one-on-one teaching with the attendings. Typically, the medical student is responsible for anywhere between 1 and 5 patients. 

The call schedule is quite flexible and you actually decide when you want to be one call. Typically, a couple of weeknights and one weekend day. Call only lasts until 10pm and you generally won’t receive any calls. Your call can even be from home if you can get to UBC within 30 minutes of being paged.

UBC provides a good sense of what a general internist does at a small hospital.  You also receive outpatient clinic experience, something that you won’t receive at VGH or SPH. Another benefit is that you receive consults from other services such as psych and long term care.

Respirology (VGH)

In this subspecialty there was one attending, and they swiched after 2 weeks, one fellow, and a couple of residents.  There were separate ward and consult teams.  Generally the year MSI is responsible for the ward work with occasional consults. The attending allow you to choose whether you want to follow individual patients or round on different patients each day. The typical patients had asthma, COPD, interstitial lung disease, and lung cancer. You also see patients in the "Resp Assessment Unit" which is on the 12th floor but acts more like an outpatient clinic for people that need a quick referral (eg. from emerg).


Call consisted of one day per week as well as one weekend day. It varies who you're on with as to whether you take call in house, just stay until 11 and then you're off, or take call from home. Call is generally very quiet which allows for plenty of study time.

RCH 
RCH, or “Hotel Columbian”, has fabulous on-site amenities. The call rooms are by far the best and the lounge is amazing.  There are only 2 designated CTU call rooms, but several “spares” are available if your team is larger.  The lounge has big screen TVs, couches, computers and most importantly a free communal snack fridge (stocked for you!) with bagels, ice cream etc.  Otherwise food resources are limited to the cafeteria (not great), Tim Hortons near the ED, Subway across the street and a little menu book in the lounge with local delivery options.

Daily morning report consists of either a senior resident or attending presenting a topic for an hour.  Expect to be pimped on the topic of the day (although you won’t know what it is beforehand, you’re all in the same boat).  The format of patient rounds varies with each attending.  Sometimes you will round all together, but usually you will see your patients in the morning and meet to discuss any questions/issues in the afternoon.  

Call is 1 in 4 +/- a full weekend.  MSIs are first-call to the ward.  For the most part the senior residents do a good job of evenly distributing the workload so you don’t end up with a ton of consults, which allows you to do more focused learning around fewer patients.  Post-call rounds start in the ED and you see all your new patients as a group. 

In comparison to other CTU sites, RCH seems more relaxed and less busy. This can be good or bad.  Some people have felt there was not much informal teaching done on the wards, however there are some staff members who are quite keen to teach.  The relatively decreased patient load means that you may get some sleep on call, but will end up doing more “book learning” since inevitably you will see fewer cases overall.  

Expectations vary with each attending.  Some expect you to have the same skill set as your residents, while others seem happy if you can do anything on physical exam.  Procedures are few and far between, so be keen when the opportunity presents itself.  You do work quite closely with your attending, which provides ample opportunity for reference letter exposure/request.
Exam / Evaluation

Evaluations

Your final mark consists of 3 components: the clinical mark, the written exam and the practical exam.

The Ward Evaluation:

In order to well, you need to do a couple of things: 

Read around your patients - It not only help you to better care for your patients, but also save you from pimping session by your attending or residents.  Read from pocket medicine or St. Francis before presenting to your team.  

Work hard – Show up on time and do what is asked of you.  It shows and people around you will notice.

The evaluation is actually a little bit strange.  All the attendings and residents meet in the conference room and discuss all the students.  Then you meet with the undergraduate program director who spends about 3 minutes telling you what they said.  You don’t actually have a formal sit-down with your team.  This seems to work for them so it probably won’t change anytime soon.

The Written Exam:

The written exam is the NBME exam (100 multiple choice questions).  You only have 2.5 hours which keeps you rushing right until the end.  The questions are long, containing irrelevant information with all the lab values in US units.  It really helps to read the last sentence in the vignette prior to reading the whole paragraph because then when you read you already have the question they’re going to ask in mind- which prevents having to re-read.  Use your time wisely.  Don’t waste time on a single question.  Skip the ones with lots of calculations and return later if you have time.  Studying for this exam frequently feels futile, but you have to trust that you’ve learned a lot on the wards.  The best advice is to study a little bit of everything.    Don’t worry about the fine details, just big picture stuff.  The majority of the questions focus on patient management, diagnosis and treatment.  They are “what would you do next” and “what does this test result mean” types.   

The Practical Examination:

You never know what you’re going to get so you have to be prepared.  You are assigned 1 patient and given 1 hour to complete a history, physical and develop an impression, differential diagnosis and treatment plan.  Ideally you should leave yourself about 15 minutes to put your thoughts together, which also gives you a chance to quickly return to the patient and ask any questions you may have forgot.  Make sure to tell the patient at the beginning that this is an exam.  Don’t let them go off on tangents - you don’t have the time!!  Make sure to reel them in.  You will present the case to 2 physicians who will stop you at any point and ask questions and go to the bedside where they’ll ask you to demonstrate physical exam skills.  What is important to remember is that even though you may be seeing a patient with COPD, they may ask you to demonstrate the peripheral findings of aortic stenosis.  Anything is fair game at these exams.  If you did your rotation at VGH, your exam is at St. Paul’s, and vice versa.    A useful way to study is get together with a few friends and make up a list of the most common problems you’ve seen at VGH and St. Paul’s.  Then come up with an approach to these problems: acute vs. chronic, signs & symptoms, investigations, lab findings, treatment, etc.  Don’t get flustered.  The examiners want to see is your approach to problems.  Ultimately, you’re in control.  Don’t lead the discussion into areas you know you’re weak in.  Try and talk about things you know and strategically pause so they will ask you more.
Books

· Pocket Medicine: provides evidence-based approaches to all major and many minor problems you will.  An excellent resource and a MUST for the wards.

· St. Francis guide to inpatient medicine: teaches approaches to common problems.  An outstanding resource for both the wards and the final exam.  

· Toronto Notes: gives good high yield summaries.

· StepUp to Internal Medicine: one of the best reviewed study guides on the internet.  An excellent review book. 

· Blue Prints for Medicine: popular study choice. Fairly general but will give good foundation. However, not enough on its own.

· First Aid for Medicine: has major information you need to know. Manageable size.

· NMS Medicine: detail-oriented might be difficult to get through in 8 weeks

· David Hui’s Approach to internal medicine: a good overview for medical students, complete with what labs to order and differential diagnoses
· Cecil’s Essential: good reference. If you are keen, you can try to read through it.

· Harrison’s Handbook: good reference. If you are keen, you can try to read through it.

· Acid/Base, Fluid and electrolytes & Approach to ECG: written by Dr. Arsenal. Easy to read and teach you the seemly difficult topics with excellent examples and practice questions.

· Practice questions – MKSAP, Pre-test, Appleton and Lange etc. Flip through them and pick one that suits your study style. They are quite similar.
Obstetrics & Gynecology

Edited by Sarah Coad and Chad Van Tongeren
Obstetrics and gynaecology (obs/gyne) is a 6-week rotation (was 8 weeks in the past), and depending on where you do your rotation, the split between obstetrics and gynaecology can be distinct or integrated throughout your 6-weeks.  One of the weeks is your ‘preceptor week’ during which you are assigned to one ob/gyne and will spend the whole time with them (at the clinic, in the OR, and call) – more on the preceptor week below.  

There are 4 locations to choose from:

1. BC Women’s Hospital (BCWH) and VGH

2. Royal Columbian Hospital (RCH)

3. Richmond General Hospital (RGH)

4. Lion’s Gate Hospital (LGH)

This is a very busy rotation – there is definitely 8 weeks of material in this 6-week block!  Babies come at all hours of the day and you can be just as (or even more) sleep deprived in this rotation as you are during CTU or general surgery.  However, most call shifts are 24 hrs in house (from 8am-8pm) and you pretty much always go home at 8am (the residents do!).  That being said, how busy you are on this rotation is very dependent on how much you put into it.  Because things tend to happen very quickly on this service, residents and nurses may not have time to page you, even if you ask them to!  Most will make an effort, but good communication with your resident/preceptor/nursing staff and consistent follow-up on patients are both ways you can ensure you are involved.  This is especially important if you are rotating at one of the peripheral sites (LGH, RCH, RGH) as staff are not as used to having medical students as at BCWH.

Mary-Ann Rampf is the program assistant and her organization skills are unmatched. She definitely goes out of her way to make sure we have a good rotation!  If you have any special concerns, timetable or location requests, Mary-Ann generally is open to take these at any time.  This year she sent out on email to us a few weeks before our rotation asking us to rank locations – most people seemed to get their first preference.

The other strong facet of this rotation is the Teaching Fellow who changes frequently throughout the year.  For the most part, all of them are indispensable resources so make sure to use your fellow.  Most fellows will set up a time to meet with you and a couple of your colleagues to go over sample OSCE station scenarios such as pre-natal history taking, performance of swab sampling for the different STDs, work-up of PID and other important topics.  If you find your fellow to be a helpful resource after this 1st encounter, use him/her throughout the rotation.  Many students in our class used the fellow to access models to practice vaginal exams and receive feedback as well as the suturing kit to practice repairing vaginal tears (and trust me – you’ll be in a situation during the rotation where your attending or nurse will hand you the needle and request you to start suturing; so, you want to be in that situation with some confidence)  The fellow can also be used for exam preparation, clarification of topics covered in academic half-day and other burning obs/gyne issues!

Where do I want to be?

Each location has pros and cons, but overall, you will have many opportunities to deliver babies at each of the locations.  For a more slack rotation – LGH, RGH are good choices – students that have been to these locations get sleep every night on call, though how busy it is seems to depend on the time of the year.  However, that being said, you don’t need to necessarily deliver 10 babies a night to have a great learning experience, and each experience is very individual – some people at BCWH never got any sleep, while others slept through the night.

BCWH/VGH

Ob/gyne is split into two 3-week blocks, with 3 weeks at BCWH for obstetrics, and 3 weeks of gynaecology at VGH.  The 1-week preceptorship tends to be during your gynaecology block.  If you are interested in ob/gyne, BCWH/VGH is a good choice as you will be able to work with the residents, get to know the staff, and see lots of high-risk obstetrics, and a variety of gynaecological cases.  That being said, it is still possible to get a really good experience at the other locations.  Having a variety of residents is helpful for teaching, but as a result, you may not be first assist in the OR (though most of time, you get to scrub in at least) and there are also family practice residents around that need their share of deliveries.  In general, there is little time spent with a particular doctor except during your preceptor week.  

It is a good idea to introduce yourself to the unit clerk at the beginning of each call shift as she will be able to recommend patients for you to follow.  You will generally be most involved if you follow uncomplicated multiparous deliveries.  L&D and Cedar is a good place for medical students since the deliveries there tend to be routine.  Information about each patient can also be obtained on the computer which summarizes the patient’s gravida, complications, and cervical dilation (at last VE).  Drop in your patients frequently to check how labor is progressing.  

Sometimes women do not welcome male students (there have been the odd female students asked to leave as well!).  The best advice for this for any student – try to meet the women early in their labour (i.e. from admission if possible) or stick with either a family doc, resident, or obs/gyne and get them to introduce you as a part of the team. Letting the admitting staff know you would like to do the new admissions will help facilitate meeting labouring woman early on and maximize your opportunity to participate in patient care.   

The volume of gynecology at VGH tends to be quite low.  Rounds start at 6:30 am, but most mornings there are few patients to round on.  Following rounds, you will either go to clinic or to the OR.  You are on call with a resident (who does home call) and there tends to be variable volume so there will be opportunities for you to study.  

Gyne-oncology OR days are mainly observational and unfortunately, most of time you cannot scrub in as a lot of it is laparoscopic.  UBC OR days are a bit better – you tend to be able to scrub in, and can assist in hysterectomies, etc.  The gyne-oncology team is a very strong group, though you only get one half day in clinic.

You get one half day in REI clinic and one in the OR – again you may not be able to scrub as there is a fellow, but Dr. Rowe and Dr. McComb are both very nice and are great teachers.

LGH

There have been mixed reviews about LGH.  The volume there tends to fluctuate but when it gets busy you may not get any sleep that night when you are on call.  The rotation is designed as a mix of obs and gyne throughout the entire 6 weeks.

All students in the ob/gyne rotation give a powerpoint presentation to the class and teaching fellow on a topic of interest.  However, when you are at LGH you do this presentation at LGH during rounds in front of your colleagues and attendings (only 1 or 2 actually show up – it’s pretty chill!!)

The schedule is organized such that you spend approximately 4 mornings/afternoons at the Lions Gate Maternity Clinic across the street from LGH, 3-4 OR days, 1 afternoon at the local midwifery clinic, 1 week with a single preceptor and on-call duties (usually 1 in 6 or 7).  There are also the other clinics (Infertility, GyneOnc etc.) which the rest of the students also do.

The Maternity Clinic has probably been the most useful part of the rotation for most students as you see patients and newborns on your own and perform pre-natal histories and physical exams as well as newborn examinations.  The physicians at the clinic are all great.

Just like every other location, most of the physicians let you scrub in during your OR days and hold the scope, while others request you just watch the screen.  If this happens, at least ask questions as you are watching the screen during the procedure.

Parking is $3.75 for 24 hours and free parking approx. 10 blocks north or 5 blocks east of the hospital if you don’t mind walking.  You can go to Safeway or nearby for dinner.

RGH

The volume at Richmond was more variable, with some nights being very busy and others being very slow.  Showing interest and initiative is key to a good rotation here.  The docs will give you a lot of hands on experience if you want to be involved and nurses may call you if you are keen (but don’t count on it).  

You will spend a lot of time at the Noaks Clinic (RGH Maternity Care Clinic run by GPs) where you will get good 1:1 teaching.  The nurses are also an invaluable educational resource in teaching vaginal exams and fetal monitoring.  It helps to prompt the docs and nurses with questions if you want them to teach you something.  

There are some great preceptors at RGH  Dr. Laura Heslip is great for giving you lots of exposure to stuff.  She makes a conscious effort to teach and I really appreciated her focus on the approach to ob/gyne problems.  She's just starting her practice so she also doesn't have as many patients, which is actually good because she takes a bit more time out to teach!  

Dr. Makoff has a lot of experience and he's also very good teacher.  He'll take opportunities to teach you when there are good cases.

Few gynecology cases come through the emerg when you are on call so most of the gyne experience will be gained during preceptor week and during surgeries.  

There is more flexibility at RGH, however, since you can switch call nights and work out your schedule for your learning experience (eg. taking a morning to work in a different preceptor's office).  

RCH

There have also been mixed reviews from RCH.  Those that had Dr. Ubhi for a preceptor had amazing experiences.  Also, your clinic time with Dr. Farquason (MFM) involved lots of hands on experience.  There have been mixed reviews of the other obs/gyne docs, especially with being allowed to assist in C-sections.  There are residents there, but a lot of them let the MSIs do most of the work as they tend to be off-service residents (i.e. residents in radiology, dermatology etc).  The volume has been said to be similar to that of RGH.  The 6 week experience combines Obs and Gyne, instead of 3 weeks each, so it keeps the days varied with options to participate in deliveries, C-sections, or Gyne surgeries like hysterectomies etc. The environment is very friendly, non-stressful, most of the doctors there are eager to teach. The call rooms and lounge facilities there are excellent (they even have a gym for students and residents to use!).  Most half-days are video conferenced to RCH now, which is really convenient.  Some days you may be scheduled to attend the OR at Eagle Ridge Hospital where only Gyne surgeries are done. It's a great hospital, and a good chance to get hands-on experience.

You're always on-call with a resident and days on-call are flexible in terms of what you want to do, but it's important to be proactive and let the nurses and unit-clerk know that you want to be called for the deliveries, otherwise it's easy to miss deliveries during the evening and night. 

If you are male, working with Dr. Ubhi (who is also male) has been a very positive experience, as patients are less likely to reject your presence (and Dr. Ubhi is excellent at welcoming you to gather as much experience as you can). 

The Schedule

Each student will get their own personalized, colour-coded schedule, which pretty much defines where exactly you’ll be for the entire 6 weeks.  Some blocks of time may be unscheduled, and you are encouraged to use it for reading, or to seek out other novel experiences (such as u/s, amniocentesis clinics).  These opportunities are outlined in the student manual.

The first few days of the block is orientation, and includes a labour and delivery workshop where you can practice your vaginal exams (VE) and Leopold’s maneuvers on models as well as a suturing session.  Most sites will have a separate, short orientation as well.

Academic Half-Days

Obs/gyne has 2-half days per week (generally Tuesday and Thursday mornings).  Most pertinent topics for the OSCE are covered in these half-days, though not necessarily in the most effective manner.  Each student is also required to do one presentation, and it is done during half-days.  The presentation topics were assigned by our teaching fellow and for the most part very low key.

Preceptor Week

1 of the 6 weeks is spent exclusively with one preceptor (dubbed ‘preceptor week’).  Students are generally assigned to preceptors that work at the location they are assigned to, but there are options to do preceptor week in other communities such as Langley, Abbotsford, Powell River and Sechelt (NOTE: there is no funding to go to these locations though!)  Depending on your preceptor’s practice, most students found this week a good opportunity to gain more hands on skills and get more exposure to gynecology (i.e. pap smears, colposcopy, urogynecology, abortion and infertility).

Most preceptors are excellent.  If you are at BCWH/VGH, the preceptors tend to do at least one day or night on call in the labour and delivery suite at BCWH – lots of opportunities to scrub into C-sections, assist in vaginal deliveries, etc.  

Sechelt was a great experience – Dr. Kellet takes you into his house (as there is no accommodation elsewhere) but you do need to have a vehicle.  His practice is mostly gynecology, with some high-risk obstetrics.  It’s a pretty relaxed week – most days end by 3pm.  He generally has 2 surgery days, one colposcopy clinic, and then clinic days for most afternoons.  The family docs do most low-risk deliveries, so you will not be getting much experience there.  He does do C-sections, along with another family doctor.   

End of rotation Exam – What’s it all about?  How do I study for it?

The end of rotation exam consists of the multiple choice NBME (100 questions) and an OSCE (8 stations, 10 minutes each).  

As with all the NMBE exams, it is hard to say how exactly to study, but doing sample questions, such as from NMS (comprehensive at the end), Lange Case Files, Pre-test, or Appleton and Lange have been used by students.  The department also provides you with a user name and password for an online question bank put together by the Association of Professors of Gynecology and Obstetrics which has over 300 practice questions that are very helpful.  The consensus from our class is that the focus of the NBME was on STDs, Uro-gyne, and high-risk obstetrics.

The recommended textbook is Hacker&Moore Essentials of Obstetrics and Gynecology (the same book that was required for 2nd year Reproductive block).  It is pretty good for filling in some of the gaps left out of the review texts. Another suitable option that some students used exclusively was Blueprints.

The OSCE consists of 8 stations.  Each station has one examiner and is case-based.  A brief description of a case is posted on the door outside of each station, and a copy is provided inside.  Try to go through each case systematically, and try to say as much as you can after being asked a question (you only have 8 minutes, with a 1-minute warning at 7 minutes).  The examiners will be giving you marks for what you say (on a pre-printed checklist marking sheet).  The examiners are generally very nice and try to help you along if you get stuck.  

Recurring OSCE stations: 

1. Management of multi-gestation pregnancy

2. Post-partum hemorrhage

3. PID

4. Ectopic pregnancy

5. Oral contraceptives

6. IUD

7. IUGR

8. Pap smear – schedule for f/u if normal or abnormal, how are histological changes classified, indication for colposcopy etc.

9. Vaginal/Cervical swabs (Gonorrhea, Chlamydia, GBS)

10. Abnormal vaginal bleeding

11. Routine prenatal care and Prenatal screening/diagnostic tests

12. Normal labour and delivery  - show the cardinal signs on a model

13. Gestational Diabetes

14. Hypertension in Pregnancy/HELLP Syndrome

Other Resources

Asides from the recommended texts – there is a great little blue book that has all the ACOG (American College of Obstetricians and Gynecologists) practice guidelines, that can serve as a good study book while in between cases, or on call.
Ophthalmology 

Edited by Cristin McRae 

Ophthalmology is a one week rotation aimed at developing proficiency in performing a detailed eye exam.  By the end of the rotation clerks are expected to use a slit-lamp and ophthalmoscope.  A schedule with details regarding clinics and contact information will be provided prior to the start of the rotation.  The majority of the week is spent in different clinics and usually half a day in the OR. An orientation/teaching session given by a resident is held in the morning of the first day of the rotation.  This informal session allows the clerk to gain exposure to the slit lamp and other aspects of the eye exam.

Clinics

Clerks attend a variety of clinics including the Eye Care Center at VGH, St. Paul’s, BC Children’s and private offices.  The clinics may be specialized (ie. Retina, Glaucoma), or General Ophthalmology.  In some clinics clerks will be given an opportunity to perform histories and relevant eye exams, however at other times clerks may just observe the clinician.  An attendance form signed by each clinician at the end of every clinic must be submitted by the end of the rotation.  Additionally, each clerk must perform a successful slit lamp and ophthalmoscope exam evaluated by the staff/resident.

OR
Each student spends approximately half a day in the OR at the Eye Care Center.  There is also a wet lab on Wednesday afternoons where some clerks are able to practice suturing eyeballs – lots of fun and good practice.

Call
None (
Study
A CD covering common eye diseases will be in your orientation package.  Studying the CD and its questions is where the money is for the exam - and it is actually a pretty good resource, albeit long.  The recommended text is Basic Ophthalmology for Medical Students and Primary Care Residents by Berson for those seeking additional material.  Toronto Notes also gave a great review of all the key topics.

Exam 

The exam is 1hr for 100 multiple choice questions, which for the most part are identical to the questions on the CD.  If you know the CD material/questions inside and out, this test is a cake-walk.

Frequent Pimp Q’s
Eye anatomy, common symptoms and risk factors for the common eye conditions
Orthopedics 

Edited by Coco Sinclair
Ortho is a two week rotation which is paired with anaesthesia.  Currently there are three main sites: Royal Columbian, Richmond General and Surrey Memorial.  There was also a pilot project at Lions Gate Hospital.  
How to Prepare
There are approximately 75 orthopedics cases on medicol which function as the main study tool; go through those cases and you should be fine for the exam.  Sadly, the exam study material and the topics that attendings pimp on are not the same.  Common pimping question include muscle names and also their function, blood supply and nerves, as well as interpretation of radiographs.  The expectations are pretty low, thus if you have a chance to review your year 2 gross anatomy notes you will stand a good chance of impressing people.  The exam is a one hour multiple choice exam which occurs at the end of the ortho/anaesthesia month.  Tip for those doing ortho in the first half of the year (i.e. big three last): read up on the format of an OR note, and what might go into post-op orders; this information becomes second nature after having done general surgery, but if ortho is your first surgical rotation you unfortunately will not have a clue, and you will likely be asked to write them.  This is one area you can be helpful and impress the surgeons.

Royal Columbian Hospital

General Organization- The schedule is pretty flexible: more enthusiastic students will have the opportunity to spend lots of time in the OR, while those less interested in breaking bones can hang out in the library or student lounge.  There are scheduled teaching sessions, usually in the AM, which is a benefit to being at RCH as no other hospital has that. 
OR- Some students felt they didn’t get to do much in the OR - “ignored” to be precise - while others got to do more.  It depends on the surgeon; specifically Dr. Pirhani (paediatric ortho) was great and let students do a bit more. 
Clinics- Cast clinics were a great time to practice quick history and physicals as well as casting (shock).  There are two casting techs that are enthusiastic to teach, so meet them early and book a session to practice on each other.
Call- no call
People- Generally, pretty strong personalities go into ortho, and some can be intimidating.  There are lots of ortho surgeons at RCH, as well as 2 residents, so there are lots of different people around.  If you really clash with someone (it happens), the schedule is flexible enough that you could spend more time with someone else. 
Frequent Pimp Q's- You will get pimped on interpretation of ortho x-rays starting on day 1.

Richmond General Hospital

General Organization- A rough schedule will be given to you at the start of the rotation, but your interests will also be taken into consideration (i.e.: are you interested in more OR time or clinics).  There wasn’t specific teaching time set aside, but if there is a topic you are interested in learning about, ask one of the docs to go over it with you.  There are no residents at RGH so you are a big help to the staff, they appreciate it if you round in the AM on their patients but ask on Day 1 when, where and how to do this.

OR-Lots of retracting, but we also had the chance to drill and saw, as well as closing the skin.  

Clinics-Cast clinics are busy and a good chance to do quick history and physicals.  Regular clinics are a bit more relaxed and you will get a chance to practice your MSK exam skills (so review them).

Call- call is “optional”, which means you better do it.  Students are usually on-call twice during the two weeks, but after about 10 or 11pm it becomes home call. It is very rare to get called past midnight.  When on-call students are called to the ward and requested to do consults in emerg - these are interesting as they are usually trauma and you get to scrub in. 

People- Dr. Kendall is great, get to his clinics and ORs as often as you can, there are a couple other enthusiastic teachers as well, it’s a small group out at RGH and you will get to know them all.

Frequent Pimp Q’s-Anatomy, while in the OR retracting a hip so you can’t even see what the surgeon is pointing at…good luck.  Know about compartment syndrome. 

Surrey Memorial Hospital

General Organization- This was only the second year of students being out at SMH, but it recieved good feedback.  There was one on one teaching with the docs and a wide variety of cases as each doc specializes in a different area (hand, shoulder, knee, etc). 

OR- Lots of scrubbing, but also lots of observing while scrubbed.

Clinics -Lots of opportunity to look at MSK films at the cast clinics

Call- Expected to be on call 4 times, but you choose the days; call goes to about 10-11pm. 

People- 5 orthopaedic surgeons, no residents. 

Frequent Pimp Q’s- As always, anatomy and imaging.

Lions Gate Hospital

General Organization- Ortho at LGH was started as a pilot project this year.  It was a preceptor-based elective, so most of the time was spent with just two different staff.  Overall it was a great rotation.  The two surgeons were open to having students and interested in doing a little bit of teaching when asked questions. 

OR- There was lots of hands-on experience in the OR, as there were no residents there at the time which enabled med students to be the assist (unless there was a GP assist for joints, then the med student was second assist). 

Clinic-There wasn't a lot of responsibility given in the clinic (i.e. mainly just shadowing and the occasional history-taking), but there was opportunity to do consults in ER when on call for trauma service. 
Call- No overnight call, starts at 1pm and goes until the surgeon is tired of doing surgery, latest was 10pm. 

People- LGH has an excellent ortho team and it was a great place to get to know a couple of doctors well instead of working with a different surgeon every day.
Frequent Pimp Q’s- Not much pimping, good to read on knee/hip arthroplasty, knee/hip exam, indications for surgery in trauma cases. 
Pediatrics

Edited by: Evelyn Wu and Esther Lee

I. Overview

Welcome to pediatrics clerkship!  This 8 week rotation is comprised of 4 weeks inpatient peds and 4 weeks outpatient peds.  You will either be assigned an order (ie: inpatient first, outpatient second) or if you have a preference you may want to indicate to that to the peds admin assistant when you send in your outpatient selections.  Students from the VFMP will be placed in BCCH, Lions Gate, Royal Columbian or Richmond Hospital. It is a challenging rotation because it covers such a broad amount of material but you won’t get to see it all first hand.  Daily schedules and expectations vary greatly depending on where you are and if you’re on inpatient or outpatient rotations. In general, students attend academic half-day, grand rounds on Friday morning, and noon time round on Friday if at BCCH. Call is 1 in 4 on inpatient, and there is no call while on outpatient rotations. You will be assigned your own patients, which you will follow under the supervision of a junior/senior resident.  You might have heard rumors that pediatrics was not the best rotation for us in 2007-2008.   Specifically, the inpatient portion at BCCH was not enjoyed by many of us.  This had to do the most with certain residents and attendings.  A formal complaint was made and hopefully things have changed.  This rotation is also entails many assignments (e.g. mini-CEXs, case write-ups) so the most valuable piece of advice is start studying early and stay on top of all the assignments (e.g. get them done ASAP)

Ia. Orientation

Orientation involves most of the first week and is fairly structured so expectations of this rotation are clear.  Thus, you likely won’t get to spend much time on the ward or in the clinics in the first week (except for outpatient emergency).  During orientation week there is an assignment of a complete history and physical write-up on one of the ward patients.  You will meet with a teaching fellow to review them in a small group.  This is really an excellent way to learn how to structure your admission notes and how to effectively present a patient.  Be sure to write this up as your first formal assignment as this will save you time (see below).

Ib. Academic Half-days:

Academic half days are held once a week for the total 8 weeks.  Typically a few pediatric subspecialists will give talks on common pediatric conditions which is a good way to focus your studying.  At half-day, a limited number of students are given the opportunity to give a 10-15 minute presentation from a list of selected topics in pediatrics; the rest have to write a short essay.  Students who are doing inpatient at sites other than BCCH can present at their respective sites.

Ic. Bedside teaching:

There should be 4 bedside teaching sessions with 2-3 other students during your inpatient rotation only with an attending (at BCCH only).  The morning of your session you will be asked to assess your inpatients that would be willing and able to be examined by the group.  Generally 2-3 patients are reviewed by an attending or fellow in the 2 hours allotted.  This is a good opportunity to step up and demonstrate your clinical examination skills under pressure.  It will prepare you for the OSCE and will earn you a mini-CEX (but tell your preceptor in advance if you would like to be evaluated).   If this doesn’t occur, you should enquire about it.

Id. ICU orientation:

BCCH does offer an ICU orientation which consists of a half-day during the outpatient rotation.  This is basically all the ICU you will see in your third year (unless you make your own arrangements). Be sure to sign up for this because it is often cancelled as people forget the sign-up sheet.

II. Clerkship Evaluation:

The overall evaluation is based on your clinical mark, written board exam (NMBE), practical OSCE, and several assignments done over the course of the rotation.  The clinical mark is determined by your attendings and junior/senior residents.  It is based on admissions, patient management, input and discussions during rounds, team work, adaptability, willingness to learn, etc.
1. CLIPP cases: There are 31 patient based cases online.  You are required to do 15 cases but most people find them good for studying and wind up doing almost all of them.  Each case takes an average time of 30 minutes.  The department is able to follow your progress since you need to register using your interchange address.

2. 4 Full patient write ups: Whether be it during inpatient or outpatient, when you encounter a patient you need to do a full write up (admission note or consult entailing a history and physical with differential diagnosis and treatment plan), you can use it toward this assignment.   It’s best to write them up nicely at the first go and then photocopy it to submit.   During orientation, you will be given a guideline how to do this.  The teaching fellow will mark your write ups and will expect that they improve with each submission so make note of the feedback on previous write-ups and change your style accordingly.  
3. Presentation (optional): At half-day, a limited number of students are given the option to give a 10-15 minute presentation from a list of selected topics in pediatrics.  (If you like presenting, this can be used as opposed to the essay assignment).  Students usually do a powerpoint presentation and some provide handouts.
4. Essay: A two-page essay based on a patient that you admitted (and wrote about) is also required.  Don’t spend too much time labouring over this—use Nelson’s Pediatrics or Pediatrics Review Journal for general information.
5. Mini-CEX: You will have about 8-10 mini “clinical evaluation forms” given to you at orientation.  Usually you ask a junior/senior resident or attending to observe your history taking, physical exam skills, counseling, or presentation.  These mini CEX’s are marked and added toward your final mark.   Try to get them done at any possible situation.  Keep a few in your bag all the time—you never know when you could do one.
6. National Medical Board Exam: The NMBE covers a large number of topics and can be quite daunting to study for.  Consider learning the presentation, diagnosis, and management of the common pediatric problems which you hear repeatedly on the ward and at half-day.  The best tactic would be choose a review book as well as a questions book and starting early so you don’t need to cram. 
7. Mini-OSCE: This OSCE is quite informal and straight forward.  Generally it involves a history, focused physical exam, counseling, radiology and laboratory based written responses.  After 8 weeks of peds you will find that you have become quite proficient at these things.  
III. Suggested reading

The department recommends Blueprints Pediatrics, which is a review book, very short and sweet.  Some preferred First Aid Pediatrics, which is a little bit longer but still manageable.  Few managed with NMS Pediatrics which is more heavy duty but more detailed.  If you really need more information, you can use Nelson’s Essentials of Pediatrics.  As for a questions book, almost all relied on PreTest Pediatrics.  And as mentioned previously, most students wound up doing all the CLIPP cases online.

IV. Inpatient Pediatrics (4 wks)

IVa. BC Children’s Hospital

There are two wards where you can do your inpatient rotation at BC Children’s Hospital. 

General Peds/Nephrology (3F) (4-5 students): This “GREEN” team cares for more general peds and nephrology patients; nephrotic syndrome, IBD, respiratory. Cardiology (3M) (4-5 students): This “BLUE” team cares primarily for general peds, some cardiac patients.  Generally as opposed to other rotations, a resident also takes care of your patient.

i. Mornings:

MSI’s and residents start rounding ~730 on their own (e.g. check what has been happening overnight), then convene 8-830 with whole team for group rounds with attending pediatrician and/or pharmacist and dietician.  This can take a long time, depending on your patient load and who is on your team.  Depending on your attending, it will be a sit-down or a walk-around round.  You are expected to present your patient if you admitted them and let the team know what has been happening and the pending issues.  In this pediatric rotation, the difference from other rotations is that there is quite a bit of emphasis on nutrition/hydration status of the patient (e.g. you will need to learn how to convert different types of newborn milk into calories.)  Seek teaching from the allied health professionals – pharmacist (antibiotics) and dietician (different types of formula).  Often there is teaching/pimping worked in sporadically into the sessions.  You will learn to read around your cases to prepare for these sessions, which is also helpful for your exams.  Once a week the blue team has rounds with the cardiologists (know the total fluid intake of the patient).  Similarly, the ‘green’ team has weekly nephrology rounds.   

ii. Afternoons:

The rest of the day is spent caring for patients, arranging tests, discharges, discussing plans with families, and often some teaching from the residents or sometimes from specialists who are willing to spend an hour teaching (e.g. cardiologists – heart pathology, ECGs). Students are expected to write up a complete note on each of their patients each day, which is time consuming and often repetitive; but really useful for your team if you’re on call and need to make a decision around treatment without knowing the patient well.  You should aim to finish by 4pm when handover to the on-call team occurs.  At handover, the students and residents who are on-call that night will get a print out of all the patients, which includes problem lists, current meds, and brief treatment plan.  At handover, you will be telling the on-call people a BRIEF summary of your patients and the problems that anticipate for each for that night only.  It’s your job to make sure the print out for your patient is up to date  

iii. Teaching:

Be sure to know where and when these sessions are held.  There are lots of teaching sessions and it is really easy to forget them.  It’s best to keep some sort of agenda or jot it in your palm.

· Half-days: once a week for 8 weeks (outlined above)

· Noon rounds: Fridays weekly one of the staff presents on a “hot topic” and there is lunch provided (go early)!

· Grand rounds: Once weekly one of the BCCH staff/or guest presents a random pediatric topic.  Not everyone goes, but if your resident attends they will expect you there.

iv. On Call: (There is no call during 4 weeks of outpatient.)

Call starts around 4pm on weekdays and 8am on weekends where the team regroups and hands over to the on-call team.  Each blue and green on-call team has one student and one junior resident.  And there is one senior resident overseeing both teams.  Call involves answering ward calls (students are first called unless it’s an emergency), doing emergency consults and admitting new patients.  For consults and admissions, the senior resident will tell you to go see a certain patient after they have been briefly assessed.   After you see the patient and write it up, you will discuss the patient with the senior resident and you will also get some teaching around the case.   The junior resident will also see your patient after you (or with you if time is tight) and write a short addendum note.  Be sure to photocopy your note so you can present it next morning for rounds.  There will be 1-2 admissions on an average night, 3 on a weekend, and a few couple ward calls.  On occasion you might need to tackle a huge ICU transfer.  Most of the time you’ll get 3-4 hours of sleep, although don’t count on it or you might be disappointed!  (The call rooms are nice and private)

Tips for call

· When on call, be sure to speak to the nurses assigned to your patients and to the charge nurse before grabbing sleep.   This will definitely reduce the frequency of overnight calls. Many of the nurses are highly skilled and experienced so learn as much as you can from them.
· When you do get called to ward, go assess the patient and always call your resident when you are finished (or feel uncomfortable about the status of your patient) because the residents always have to assess anyway.  
· Some of the residents are superb teachers (even at 3 am) and you might ask a few burning questions while you have a chance.
· Memorize the admission history structure and use a good admit note from any patient's chart as a template to write your own.  Always try to improve on the structure of your admission note/progress note but reviewing residents’ notes when you can—you will learn a lot.
· Catch some zzz’s when you can—or you won’t be able to think straight for morning hand-over/rounds/more rounds/teaching.  Remember your primal instincts—SLEEP to avoid all the kiddy germs.
· OBSESSIVELY WASH YOUR HANDS—you will encounter many cute, germy kids.
· The residents’ lounge, which is right next to the call rooms on the 2nd floor (right below the wards) is a good place to meet the residents to chat (especially if you are interested in peds).  There are comfy couches and a TV!  Get one of the residents to give you the code and show you around. 

v. Last Word On Inpatient Peds at BCCH:

The challenge of this rotation is writing long notes on patients each day, taking a long time to round every morning despite not seeing the patients, and sometimes feeling unnecessary as the junior residents see all of the patients even if they have been seen by a medical student. However, inpatient pediatrics is good because you get to know your patients well, there is continuity with the team and you will see common things many times. Most students get good teaching from their residents and attending pediatricians, and get some time to study during the day. Call is a good learning experience and usually allows for some sleep. 

It was said that other hospitals are the places to go if you are not interested in pediatrics. However, there has been concern that there isn’t too much to learn or do at the other sites so be careful what you wish for!
IVb. Lions Gate Hospital

LGH has a general peds ward which has 2 short stay {<24 hrs} beds, several inpatient beds (the # varies with how busy things are), and 4-6 eating disorder beds.  It also has an excellent SCN (32 weekers and up).  LGH has 5 pediatricians; 4 teach medical students.  These attendings tend to be very approachable and eager to teach if you are interested. One is on-call each day, and for your on-call shifts, you will be paired up with one of them.  The commute to LGH is not too bad, as you are at the hospital bright & early and going against traffic. Parking is easy to get on-site and is cheap (3.75 with your ID card); you can also find free parking just a few blocks from the hospital (I know! Free parking near a hospital! Crazy!) so if you’re able to get up a few minutes early, it is also a great option. A few students took the bus / sea bus to LGH and did not find it too onerous. 

The first day  

Students meet with Elena, the LGH student administrator who will give you a tour of the hospital and show you the library (24 hour access with your Vancouver Coastal ID… just enter through the doctors lounge) and the call rooms (there is a renovated call area with 4 “rooms”, a kitchenette,  a lazy-boy in front of a big TV, and shower facilities)..  Then, Dr. Glenn Robertson, the attending in charge of peds education, will give you a more in-depth overview of the peds rotation; she is very pleasant.  There are sometimes no residents at LGH, which can be either a pro or con depending on your perspective. On one hand, you get 1-on-1 teaching with an attending, but on the other, you may find you have less time to ask questions as they are often busy! 

Day-to-day life at LGH

You will be working a lot on your own and with your partner (there are usually 2 MSIs at LGH for each rotation).  Students will follow a combination of patients from the general ward and the SCN.  For many students this year, the expectation was to follow a minimum of 4 patients.

There are 4 – 6 beds for in-patient pediatric eating disorder patients at LGH.  IF you have an interest in psych, this site is for you, as you can spend a lot of your time working with these teens. It’s a unique and interesting experience. 

There is a level II SCN nursery at LGH with very dedicated nurses. It is an excellent part of the rotation, and the nurses can teach you a lot. They can be pretty strict with when you can examine the babies, so get to know the feeding schedule for each babe (on the wall in the SCN) and time your daily exam for just before a feed.  The nurses rule the unit, so bring some cookies in with you!  

Unlike the other sites, your mornings are very unstructured. Each day will be different… some times you will be on day call, others will have you in outpatient offices, and you may be scheduled for clinic (diabetes clinic, eating disorder clinic)  or outside experiences (public health visits, breastfeeding clinics, etc).

On-call at LGH

Call is 1 in 4 but on a varied schedule as they try to ensure you are not on call the day before or the day of half-day at BCCH.  You will find that most call nights are NOT busy.  I usually managed at least 6 hours of sleep!   You are expected to round on your patients on your post-call day and stay until noon the latest.  We were allowed to leave early on post-call days when it was not busy.   

While on call, you will spend most of your time on the wards (gen peds, SCN, pediatric observation beds) but will also spend time in emergency and a lot of time in the delivery or c-section suite. 

One nice thing about LGH is that they have “short stay” or “observation” rooms on the ward.  This allows emerg to send up patients to the floor for a full consult in a more calm environment than you would get in emerg.

One of the different things about LGH is that when the on-call attending is not busy, they will be across the street in their offices. You will always present your patients directly to the attending which, although initially intimidating, can be an excellent learning experience!

Final Tips:

· Bring your (crappy) pagenet pager, but it often does not work at LGH (especially in emerg) so bring a cell phone too, if you have one. 

· Write your name on the board in the SCN and peds ward on your on-call days… nurses are still getting use to having students around, so remind them when you’re there, and check in before you go to bed!

· There is Mehri’s café at the front entrance for coffee and basic snacks. Otherwise, Lonsdale has several places to grab food during the day. The cafeteria closes at 7pm on weekdays and 3pm on weekends.  There are vending machines that meet your basic drink and snack needs.

IVc. Royal Columbian Hospital
The hospital – RCH is awesome in general for 3rd year.  The call rooms are great, as they are brand new – no 50 year old mattresses here!  On top of that, there is a whole MSI/resident area that includes a kitchen, computers, a work-out room, nice showers, and a stocked fridge (bread, cereal, milk, juice, cheese, yogurt and ICE CREAM!)

The first day - you will meet with Kathleen (amazing admin person) and get all of your swipe cards, computer log ins etc. Dr. OuTim and the residents will orient you to the hospital and the ward. 

Day-to-day life at RCH

Some days are busy, others are not. Rotations in the summer and early fall tend to be especially light at most of the peripheral sites.  You will have a junior resident on with you at all times; they tend to be off-service residents.  There is occasionally a pediatrics senior on the ward too, but this depends on the month. You work a lot with the attendings; they are a great bunch. You can get a lot of excellent teaching if you show interest and work hard!

You will be able to attend c-sections and high risk deliveries with the peds attending. If those babes are admitted to the SCN, you will be able to follow them in the SCN during their stay – this is a great way to get newborn experience, so take advantage of that.  You are usually able to do an emerg consult or two on each on-call day, and present those to the attending. 


On average, one student manages 2 patients/day.  Rounding starts at 8am, which finishes around 10am or so.  Then in the afternoon, clinics would occur.  Dr. Kasavan and Dr. Cieslak were great teachers. Dr. Ou Tim was nice too. The others were as keen to teach

On-call at RCH

Call is 1 in 4-5 (ish)
You get a fair bit of sleep at RCH, and the call rooms are awesome (see above!).  Many students managed 5 hours of sleep a night!  You need to be proactive and make sure the nurses know you are on call, and *want* to be woken up for new consults or ward issues, or else you won’t learn nearly as much….  
Final Tips:

· You need a separate computer log-in and ID swipe card for RCH.  You will be asked via email to submit some basic info to the admin assistant at RCH and you pick this stuff up on day 1. You will need $20 for the swipe card deposit – get this back on your last day. 

· There are lockers so bring a lock with you!

· You have 24-hr access to the library (complete with computers and free printing and photocopying!) via that swipe card. 

· Parking at RCH is great if you know the system! You can buy a 1 month pass (I think it was about $44.50 for the month) for the outdoor lot next to the hospital. Other options are to pay daily - it is 4.50/day for staff in that outdoor lot if you get a hanging decal from Kathleen first (may need a $20 deposit for this);  otherwise if you’re just driving in occasionally and don’t have the hanging decal showing you’re staff, it will cost more.  Finally, if you just drive occasionally and try to use the underground lot, you may not be able to get in…  it gets busy (most days by 8am) and they close the lot to non-pass holders. 


There are lots of opportunities for learning.  These include:

· Powerpoint presentations (by residents and fellow MSIs)

· Antibiotics session (with the pharmacist, Frances)

· Nutrition lecture (with the dietician)

IVd. Richmond general hospital

There are usually two students assigned to Richmond General Hospital. Three main pediatricians are responsible for the pediatric patients there, but there are also some others who take call. Dr. Paice, is an enthusiastic, great teacher "in charge" of UBC students.  [update: She has been replaced by Dr. Atkinson, and apparently there's another male pediatrician who will be working at the in-hospital clinic.]  Days are divided between wards & outpatient clinics (one in hospital-Dr. Paice) and 2 across the street. The majority of "ward work" is on the maternity ward (newborns)and in NICU. One advantage is having the opportunity to attend deliveries, C-sections w/ lots of hands on experience (as there are no residents). Call is home call until midnight. When you are called in, it is usually for C-sections. Call is quiet compared to Children's – there are hands-on opportunities if you are keen, and there is study time available. During your rotation at RGH, you will be asked to do one presentation for the pediatricians there. Students have generally had good time in Richmond, the only disadvantage is that there is less patient volume/case exposure than BCCH.  Note: for people interested in peds, it is not a great idea to be at Richmond during the summer months when peds is already slower than normal, because it was really REALLY slow there during that time.
IVe. Surrey Memorial Hospital (new 2007-2008)

This is a new site.  There was one resident to 2 students (only 2 students at this time). Responsibilities included coverage of 16 peds beds, special care nursery, deliveries, and emergency patients.

The pediatricians at SMH are very excited to have us out there - we are the first students to head out there and I think it is an amazing learning opportunity. Most of the pediatricians are quite laid back and are fairly good educators - there is only one resident out there and they basically do their own thing so it is mostly 1:1 with the pediatricians.

The shifts are mainly 8-4pm which involved taking care of our inpatients in the mornings and then attending a teaching clinic (3days/week) that was designed specifically for the medical students. The other afternoons students are sent to specialty clinics which was primarily shadowing. The call shifts are about 1:4 - 1:5 and are busy. Students are responsible for ward, emerg consults and deliveries with the resident or pediatrician who is on call. 
The downside to Surrey is the distance - there is no allowance at the moment for driving or skytrain - the skytrain is only about 2 blocks away...however, it is worth the drive. There is no intimidation out in Surrey...
Outpatient Pediatrics: (4 weeks total)

Outpatient pediatrics is a total of 4 weeks.  There are a number of rotations to choose from.  If you are keen on a particular topic, send in your choices early or ask the pediatric coordinator if you can set up a self-directed rotation.  Each rotation is either 1 or 2 weeks in length and there is no call in outpatient.  Be proactive!  You will get as much out of these sessions as you put in!  If there is some down time between patients or clinics, use this as an opportunity to do some general reading in preparation for your exams or specific reading around your cases.  One of the best choices seems to be pediatric emergency at BCCH.

Outpatient: Cardiology

Edited by Steve Yau

This two-week rotation takes place at the 3M in-patient ward and the cardiology outpatient clinic located on the first floor of BCCH (follow the hearts on the floor). On the first day of the rotation, page the Cardiology Fellow and wait for instructions as to what the first day would be like. Afterwards a typical day runs from 7:30 am to 4 pm. In the morning, students are supposed to show up for the ICU rounds in the conference room inside the nursing station in the ICU. Radiologists will review cases with residents, nurses and attending. Then rounding at besides with everyone will take place until 9am or so. Students are expected to show up for these rounds but there would be no active
involvement during the ICU rounds.

Each student should be assigned one to two patient(s) on the ward and round on them each day and write progress notes. On Thursday, there would be grand-round with most, if not all, of the cardiologists and fellows on the ward. Students are expected to present during these rounds, be sure to know the pertinent details: the reasons they are admitted, the treatments they have received and their current status.

Then students are expected to see patients in the cardiology out-patient clinic on the ground floor. They should be scheduled with a number of different cardiologist and spend time seeing patients in their clinic.


Depending on the attending, a student could see the patient first, but the majority of the time you will see the patient with the attending. Students will become more familiar with the different types of congenital heart defects and their associated murmurs.

Occasionally, student could be asked to do new consults by the fellows on the wards. However, that experience varies.

On each Friday, a student is scheduled to work in the Respirology Clinic next to the cardiology clinic. It is a worthwhile experience to see patients who presents with asthma, pneumonia follow-up, etc. It is a good place to learn to do respiratory-focused history and physicals. Usually, a peds resident is also scheduled to work in the clinic, so you may be working with the resident first and then see the patient again with the attending. Again, you would be expected to present the patient to the attending if you saw the patient yourself first.

This rotation is a great review of congenital heart defects, including history, physical signs and treatment. You will also get the opportunity to review echocardiograms with the cardiologist, observe stress tests, observe in the cath lab (if you ask), and perhaps observe a cardiac surgery (not routinely schedule but you may approach the surgeon during your rotation for such opportunity).

Tips:
· Focus on developing a solid cardiac history and precise chronology of events.
· Learn to perform a proper cardiology exam including checking the femoral pulse, description of murmurs, etc.
· Review the approach to ECGs so that you will be ready for  the "pimping" sessions
· Dr. Shubyani has a handout that is on Medicol for the half-day lecture on cardiology. If you do this worksheet (only about 3 pages) before the rotation, it will help you out with a bit of the info that you should know.
· A tip for the cardio physical exam, if you have a hard time discerning S1 and S2 like I did (especially when the hearts are beating REALLY fast), you can palpate the pulse at the same time that you listen.

Outpatient: Community

Edited by Hiu-Wah Li
This one-week rotation involves shadowing general community pediatricians, either Dr. Bhanji and Dr. Virji or Dr. Thiessen. The schedule is fairly light (11 am to 5 pm for three days with Dr. Bhanji/Virji and 1 pm to 5 pm for four days with Dr. Thiessen). Dr. Bhanji/Virji’s office receives very good feedback – it provides tons of opportunities for you to do interview and physical exams and to see many children with variety of conditions (from newborns to adolescents, from common cold to chronic disease to developmental problems). On the other hand, Dr. Thiessen mostly lets students shadow him, although you still see a variety of patients and he does a lot of teaching around the cases. 

Outpatient: Developmental
Edited by Gloria Yuen
http://www.bcchildrens.ca/Services/SunnyHillHealthCtr/default.htm
The 2 week rotation takes place mostly at Sunny Hill in East Vancouver (see link for directions), with some clinics at BCCH.  Sunny Hill offers specialized inpatient and outpatient services to children with complex disabilities including children with brain injuries, developmental disabilities, and behavioral disorders.  Outpatient developmental services at BCCH may include the cleft-palate, gait, spine, and visually-impaired clinics.

This is a slower-paced and highly-specialized rotation.  The schedule will likely vary daily and the role of the MSI is mainly as an observer at Sunny Hill, with some opportunities to be involved in history-taking at BCCH.  A typical “clinic” at Sunny Hill is 1-3 new complex assessments per morning or afternoon, and at BCCH, clinics will include new and follow-up patients (usually 10-15 per half-day).  There are also opportunities to follow one child as he/she is assessed by a multi-disciplinary team (e.g. at Sunny Hill – psychologist, OT, dietician, social worker, and pediatrician; at BCCH – various pediatric subspecialists).  Students may also spend some time in the observation room watching children undergoing rigorous developmental and intelligence tests.  A valuable experience is the multi-disciplinary conference at the end of a full day of assessments, when all the care providers reconvene to discuss their findings for the child, and then counsel the family on possible diagnoses and management plans.  

Tips:

· Know your developmental milestones and red flags.  Read up on Autism SD, ADHD, FASD, and cerebral palsy.  For assessments at Sunny Hill, go early to read the charts as most children will have extensive histories in the referrals.  Confirm start times directly with the clinics, as changes are often made without being relayed to the student.  If you are scheduled for the same clinic many times, ask if there are other sessions you can attend instead, so that you have a broader range of exposure.
Outpatient: Emergency
Edited by Mitchell Lee
Peds ER at BCCH is a great rotation. During your two weeks there, you will likely be scheduled for eight to ten shifts. Your shifts can be at any time during the day, but they typically do not schedule students for overnight shifts (midnight to 0800). Your shifts can either be on the acute or fast track/treatment side. There’s also Emerg department rounds one morning/week.

The most common things you’ll see on the acute side are Gastroenteritis, Upper respiratory tract infections, asthma, febrile seizures, fever of unknown source. And occasionally, you’ll see some interesting cases like IBD and HSP. On the fast track/treatment side, you’ll usually see a wide variety of cases (i.e. from Lymphadenitis to Appendicitis). The cases on the fast track/treatment are more like cases that you would encounter in an outpatient setting/clinic. 

During a typical shift, you will show up and meet your team (usually an attending and a resident or ER Fellow) and you will be asked to see new patients in the emerg. You should do a focused H&P, and it should take you around 15-20 mins to do. You’ll typically present your case to the residents/fellows and you will get the most out of the rotation if you also start to develop a brief diagnosis and management plan for all the patients you see. Overall, this was a very popular rotation enjoyed by students.
Outpatient: General Pediatrics

Edited by Hiu-Wah Li

This one-week rotation takes place at the general pediatric clinic in the ambulatory care clinic at BCCH.  A typical day runs from 9 am to 5 pm.  Students see regular clinic patients and new patients referred from the ER for follow up.  Students see the patients first and are expected to do a history (focused or full), a physical exam, and to propose a diagnosis and management plan for the attending clinic doc.  You will also be expected to write a note on the chart for each patient you see.  At times there may be a few fellow learners (residents, nurse practitioners students, other MSI) working at the clinic at the same time so make sure you grab the clinic doc to present your case or both you and your patient can be stuck waiting. The clinic can also be slow at times depending on the number or learners around. Having said that, the clinic is designed for teaching residents and MSIs so the clinic docs do take extra time to teach and answer questions.
Outpatient: Multi-Disciplinary

Edited by Grace Li

The rotation consists of several half days of outpatient clinic over the course of a week. Students have an opportunity to see a wide variety of conditions which makes reading around these diseases more interesting. However, the week is quite disjointed so
you have to be flexible. The clinics include oncology, biochemical diseases, and dermatology. Overall, there is quite a bit of free time to do some background reading in preparation for exams. The experiences are varied based on the attendings, residents and the clinic. In most cases, MSIs do quite a bit of shadowing but there is something new to
see every day.
Tips:
· Know about eczema and the various steroid cream preparations
· Know the diagnosis of ALL and good prognostic factors

Outpatient: Neurology/Neurosurgery
Edited by Hiu-Wah Li
This one week rotation covers both neurosurgery and neurology.  Monday is typically spent attending neurosurgery rounds and clinics.  The rest of the time is spent with different attending neurologists in the ambulatory clinics. You may see the patient by yourself or with a resident. This rotation received mixed reviews. Often you may see some rare conditions so don’t be discouraged if you are not familiar with them, just try to develop a good approach in taking a neurological history and doing basic neurological exams. 
Tips:
· Read up on common seizures and neuromuscular disorders.  Know how to take a good headache and seizure history.
Outpatient: Newborn
Edited by Karen Niederhoffer and Navraaj Sandhu

The newborn rotation is a 2 week rotation at Children’s Hospital. In a typical day, you will meet with the one to two residents working in the intermediate care nursery. This is for babies who are not sick enough to require admission to the NICU, but have issues that need investigation and treatment. Typical problems include patients with jaundice requiring phototherapy, respiratory distress syndrome, prematurity, and neonatal withdrawal syndrome. Occasionally, you may encounter infants with more complex issues, such as hypotonia, that require more extensive workup.

There are usually six to ten babies at any given time in the nursery, most of whom will stay for a relatively short duration. You will be assigned one to three babies that you will round on, physically examine, and write a progress note for. Any issues will then be discussed with the attending as he or she rounds on all of the infants with the team. The rest of the day will be spent following up on results from the babies in the intermediate care nursery, as well as attending C-sections for neonatal assessments. Occasionally, you will be asked to assess babies on the maternity wards upstairs. There are also a few scheduled teaching sessions with the residents.

Several times during the rotation, you will have the opportunity to spend time in the Outpatient Developmental clinic. This is where the pediatrician does long term follow up on children who had medical or developmental issues at birth. In this setting, you will see not only infants, but also older children up to the age of five. The developmental team consists of the pediatrician, an audiologist, an occupational therapist, a psychologist, and a speech language pathologist. At the end of the day, the entire team meets with the family to give feedback to, educate, and answer questions from the parents. Although most of this experience involves shadowing, it was very interesting to see this interdisciplinary approach to patient management, and to learn about the roles of health care professionals outside of Medicine.

The days are not very long, there is no night call for students, and you will have several mornings and afternoons off which gives you time to study. This rotation is great for those who love babies and for those who want to become comfortable assessing and handling newborns. It is particularly helpful for students interested in Pediatrics, Obstetrics, and Family Practice as it gives you a good foundation for caring for generally healthy babies. As a medical student, your role will primarily be to check on the babies and write progress notes, rather than in making decisions regarding patient care. Overall, this rotation was fairly relaxed and a lot of fun as you got to hang out with babies all day!

Outpatient: Pediatric Surgery (General Pediatric / Orthopedic)

Edited by Clement Ho

The pediatric outpatient surgery rotation involves attending both general surgery (ambulatory care building-ACB) and orthopedic clinics (Shaughnessy building). 

Typically you will spend three days a week in general surgery out-patient clinics. The general surgery clinics are the same ones attended by students doing their pediatric surgical rotation through surgery.  The only difference from the general surgery rotation is that there is no rounding on the surgical ward, no calls and no OR time. While the patients are interesting and the attendings are nice and interested in teaching, you may see only two to three patients in a half day. Try pairing up or discussing other student’s or resident’s patients with them to learn a bit more.  Usually students will see patients by themselves, present to the attending surgeon, and then return to the patient with the surgeon. Clinics are better if there are two doctors working, as there are more patients and the doctors will have more time to teach. Take initiative and pick up charts as they come in—you’ll see more that way.   Don’t forget to ask for the pediatric surgery package written by Dr. Murphy.

The orthopedics out-patient clinics are for one full day and one half day. These clinics are very busy, with a patient being seen every 10 minutes. There are usually two orthopedic surgeons working at the same time in the clinic, along with a resident and a student. Similar to the general surgery clinic, you will see the patient first on your own, present your history and physical examination to the surgeon, and then return to the patient with them. Due to the nature of a busy, fast paced clinic there isn’t much time for direct teaching except reading radiographs. Students do get to see a good number of patients and a fairly good variety of conditions. Most patients are seen at the orthopaedic clinic for quick follow-ups or pre-op appointments.  With the short amount of time you have in the clinic, there aren’t too many expectations of students – do the best you can on the initial history and physical, watch and learn. 
Psychiatry

Edited by Ryan Klein
Feelings towards the psych rotation ranged the gamut.  Some found it difficult to get into, and others felt it was the best rotation of the year.  Either way, there’s a lot to be gained that can be applied throughout clerkship and later on in your chosen area of medicine.  Psych is a great opportunity to work on your interview skills and to understand a completely different set of pathology.  It may also spark an interest in pharmacology and allow you to spend more time learning about medications than you may have in other rotations.  This rotation offers an excellent variety of patient contact, from ER admission to ward discharge, as well as, outpatient offices, home and long term care facilities, and child and adolescent psychiatry. More often than not these opportunities are provided under the guidance of some very knowledgeable and experienced residents and staff.

How to Prepare

There is a syllabus of psych objectives, but over the six week period make sure you are able to identify the main psychiatric problems and plan their basic management.  This starts with a complete history and mental status exam, which will be covered in the first week of orientation.  While you probably shouldn’t get too attached to the DSM, a lot of us felt that the criteria for common diagnoses (i.e. depression, bipolar, schizophrenia, schizoaffective, etc.) may as well be memorized.  This is actually a good idea for any of the rotations because it helps to focus the history and to generate the differential diagnosis.  The diagnosis can also be structured using the five axes which are mentioned below.  For treatment, it’s handy to work from your diagnosis using the biopsychosocial model.  Try to gradually memorize the major antidepressants, anxiolytics, antipsychotics, mood stabilizers, etc., and their common side effects.  In other rotations (e.g. internal), psych drugs are commonly seen on medication lists, and occasionally responsible for the odd unexplainable finding.  So, it’s nice to know what these drugs do beforehand.  Last, but not least, try to become familiar with the various counseling methods and support networks to nicely round out your treatment plan.  Don’t worry, this process will become natural as the weeks go by.

Resources 

There’s no need to overdo the resources.  Pick a reasonably thorough text and a book of practice questions as your base.  Recommended resources (by students) include “The little green book” (Psychiatry: Current Clinical Strategies), NMS Psychiatry, and Pre-test Psychiatry (or an equivalent questions book like Appleton and Lange).  Practice questions are a very good idea for NBMEs.  Toronto Notes, although not an ideal reference on its own, has some useful tables and charts, including a pretty stellar, worth memorizing, history and MSE.
Exam / Evaluation
We were evaluated with a written clinical assessment (from a preceptor), and two final exams (NBME and clinical reasoning exam).  The written assessment was based on our individual performance over the six week period.  The NBME was a 2-3hr written exam consisting of standardized, very long questions with very long multiple choice answers.  Make sure to use your textbook and go over practice questions beforehand.  The CRE is a few hours after the NBME.  It examines your ability to communicate the MSE, Ddx, and treatment plan for a case.  This is where exam preparation helps the most because the questions are less random than the NBME.  Most people found it to be a bit rushed, so write fast (but not too fast).  Our exam had four cases based on different clinical scenarios encountered over the six weeks.  This generally consisted of a 15 min video from which to write an MSE (a cross-sectional snapshot of the current presentation), and three other questions requiring an axial diagnosis, treatment recommendations (including pharmacological, social, financial etc.), and a follow up plan addressing adverse effects of treatment.  When writing the diagnosis keep in mind that a patient may have other comorbidities.  An example might be:

Axis I: 

1. Major Depression NOS, rule out/consider Depression secondary to substance misuse, bipolar disorder – depressed phase, major depressive disorder

2. Sleep Disorder NOS, consider narcolepsy, primary hypersomnia…

3. Substance abuse disorder in remission for 2/52

Axis II:

Deferred (or whatever)

Axis III: 

1. Hyperthyroidism

Axis IV:

1. Recent divorce

2. Increased responsibility at work

Axis V: GAF 

You may in your exam have to write a paragraph beneath each axis (I.1; I.2, etc) to suggest why you are prioritizing your Ddx as you are.

St. Paul’s 

SPH has 3 placement options including inpatient, outpatient, and emergency. Patients in the outpatient clinic setting are obviously more stable, which means less exposure to diagnostic work-ups and the treatment of acute illnesses.  Emergency (Comox unit) offers a lot of patient interaction in the acute setting.  Being at St. Paul’s allows you to see a wide, eye-opening, variety of cases that you wouldn’t see elsewhere.  Being situated close to the downtown eastside, a fair number of patients present with psychosis due to substance abuse.  Psychosis due to different etiologies (mania, schizophrenia) as well as depression are also common.  Daily work in emerg includes seeing new patients, performing a history, mental status exam, diagnostic investigations, and generating a management plan.  The emergency placement allows you to see the undifferentiated patient and their acute presentation.  However, it does not give much exposure to the long-term management or the outcome of different psychiatric illnesses (because admitted patients are transferred to the ward).  Some people may find this to be a bonus.  Emerg is also busy and there is little formal teaching.  The advantage to working in emergency is one-on-one interaction with psych staff.  You will work regularly with about four doctors, and get to know them pretty well (if you are planning on going into psych, this would be a good location to work closely alongside a few staff).  You’ll also get a lot of practice taking histories and performing MSEs.  Hours are generally Monday to Friday 8:30 to 4:30 (unlikely that you will leave early).   

Students on inpatient wards see patients admitted to the hospital requiring a short or long term stay.  There are three psych inpatient wards (2 East, 2 North and 9-A) with one student on each ward.  9-A is geared toward the treatment of crystal meth-induced illnesses, but because of bed availability patients with a variety of illnesses are admitted to this ward.  For 2-E and 2-N, there is a lot of exposure to schizophrenia, major depression, bipolar and personality disorders.  Students have one assigned attending for their rotation.  Daily work includes rounding on patients with your attending and a resident, admitting patients (“direct admits”, i.e. patients directly admitted by your attending) and gathering collateral information.  There is some formal teaching, however, most of the learning is “on the job”.  Inpatient is a little less "time-consuming" than emerg.  In other words, once your work is done there is the potential to leave earlier in the day (between 12 and 2).  Otherwise the typical day is from 8:30 to 4:30.


SPH also has grand rounds, call, and formal teaching sessions with the residents (depends on your chief resident).  Grand rounds occur on Friday mornings at 9, and all students are expected to attend.  At SPH, students are scheduled for 6 or 7 call shifts (more than other sites).  Weekend call starts at 8:30.  Students (with the resident) round on the patients in the emergency unit, deal with acute issues on the inpatient wards, and see new psych consults from other services (i.e. delirium in a post-op patient).  Weekday call starts at 5 and lasts until 10 or 11.  On these call shifts, students see new patients who present to the emergency and handle acute issues on the wards.  Both weekend and weekday call is home-call, however, on weekday shifts you may end up working until 11, and on the weekends expect to be in the hospital until about 5.  There may be a limited amount of formal teaching from the chief resident.  

UBC

Psych at UBC is an excellent choice for anyone who’s self-directed and keen to have a variety of experiences.  In previous years, UBC was viewed as a good choice for those who wanted a more relaxed rotation with greater potential for leaving early. However, some students were surprised by the workload and occasionally longer hours this year.

On the first day, you’re given a schedule indicating where you will be most of the time.  Mornings are usually spent with your preceptor and arrival time depends on who you’re working with and the ward you’re assigned to (usually 9:30, but sometimes 7:30).  Afternoons are generally self-directed with outpatient clinics, community support groups, ECT, outreach programs, forensics, etc.  Students found the outpatient clinics at South Mental Health Team and forensic psych to be excellent.  UBC also has a lot of sub-specialists.  If you’re proactive you may get a chance to work with some of them.

There is no psych call at UBC, but UBC students are given call time at the Psychiatry Assessment Unit (PAU) at VGH.  On weekdays, call is from 5pm to midnight, and on weekends 8am to midnight.  Call basically gives you a chance to see more acute cases, which you’re less likely to see at UBC.  Some residents will let you leave call early if there isn’t much happening. 

VGH

There are three places where you may end up doing psychiatry at VGH: the PAU (psych assessment unit), the BIU (brief intervention unit) and two wards (East and West). These are all very different experiences in terms of the types of  psychopathology you will see, amount of work you do, and level of responsibility.

The PAU is not only the psych emergency room, but also a place where very sick patients may stay for extended periods of time.  It is located next to emergency  and it has 4 locked “quiet rooms”, 4 seclusion rooms, and 12 regular beds. Rounds start at 8:30, which everyone attends: all attendings, residents, nurses, social workers, and MSIs.  New patients are presented and the nurses report on the progress of inpatients and any overnight issues.  Typically, you can choose which patients you are interested in seeing.  You are expected to write a progress note on each patient you see, even if you weren’t the primary interviewer.  A progress note consists of writing a summary of the interview and commenting on a patient’s mental state exam.  Depending on your comfort level, there is lots of opportunity to see patients on your own.  However, don’t ever put yourself in a dangerous position.  When seeing someone on your own, be sure that it’s an appropriate patient and let one of the nurses know where you’re going to be.  Use one of the rooms that is monitored from the nursing stations and/or leave the door open.  Your day will be busy and will usually end at 5pm.  Some of the most common presentations you will encounter are acute psychosis, schizophrenia, mania, and suicide attempts.  This is where you will be doing call as well, which is very sparse (1 in 12) and lasts from 5pm to midnight (8am to midnight on weekends). You will meet with the resident-on-call at the PAU.  If there are patients to be seen, you can sort it out together.  If not, you can go home or have dinner and the resident will page you if a patient is referred. 

The BIU is a very easy going environment.  The two full time psychiatrists are Drs. Schertzer & Solomons; Drs. Grabovac and Miller are there twice a week. The rounds are scheduled to start at 8:45 but things don’t usually get going until 9am.  Like the PAU, everyone attends, patients are presented and you can decide which patients you want to see.  Initially, you see the patients with the psychiatrist and as soon as you are comfortable, you may start seeing them on your own.  I highly recommend hanging out with Drs. Schertzer and Grabovac:  they will try to teach you a lot in a friendly environment, recognizing when they should be taking over the interview.  Dr. Miller is also a keen teacher.  You usually admit patients directly from emerg or from the PAU, if they are well enough to be on the ward and are likely to require hospitalization for no longer than a week.  How much work you do totally depends on you.  The psychiatrists are only there until noon or 1pm at the latest (except Thursdays when Dr. Miller is there 2-4pm, so you should be too).  So depending on how long it takes you to finish the progress notes, you may leave or you can see other patients just to get some interview experience.  The East and West wards are fairly similar to the BIU, except the patients are more chronic unremitting cases.

One afternoon a week, you are scheduled to spend time with a psychiatrist seeing outpatients. You will usually only see one patient per session, and you are expected to interview them and dictate a detailed report on it.  One of the preceptors is Dr. Frankland, who is a very keen teacher.  These sessions were found to be quite useful by most of us. 
 
Overall, this is a very relaxing and interesting rotation and most people seem to enjoy it regardless of future plans.  If you are a psych keener, make yourself known to the staff, so you can be involved more.

Richmond

The Richmond clerkship is headed by Dr. Karlinsky of “Frames of Mind” fame.  He welcomes you on the first day and provides you with a schedule for each week.  Dr. Karlinsky also teaches on Wednesday afternoons and likes to quiz, so be on your toes with the basics.  There is also regular teaching by other attendings and senior residents when they are available.  Richmond is a relatively new site, but all staff are very keen to have students and provide them with as much teaching as possible.  Notable mention goes to Dr. Shabbitts who frequently takes the time to clearly review patients and various psychiatry topics with his students.  The Richmond site takes on two students at a time, each with their own preceptor and/or resident.  Students are assigned three to four patients on the ward and are asked to round on them when on site.  Time is divided between the ward and other outpatient experiences including child, adult, and older adult clinics, as well as, Bridge House, Daytox and in-home outreach visits.  Call is about four or five times over the six weeks, but these shifts are usually quite quiet.  Overall, students found the experience to be excellent.
Royal Columbian

RCH had about one to two students at a time with one-on-one supervision from an attending and/or resident.  Students really enjoyed working at this site, even though the workload seemed a bit heavy at times.  Some students had up to ten patients at a time, and call was generally busy.  Nonetheless, most found the experience to be invaluable as it gave them a chance to work on their interviewing skills and to get lots of hands-on experience.  Call consisted of one weekend and four weekday shifts.  The atmosphere was by far the most frequently appreciated part of RCH.  Everyone really found the nursing staff, residents, and attendings to be very supportive and welcoming.

Surrey  

SMH similarly takes on one to two students at a time, who work full time with two attendings - Drs. Narang and Manjunath.  There are no residents.  Surrey is a new site and some found the schedules to vary a lot based on staff availability.  Students carry a larger patient load than at other hospitals - average is eight.  However, it is very relaxed and there is minimal clinic work.  A number of the clinics are held in Punjabi, so some students may be able to attend more clinics than others.  A large portion of the time is spent independently rounding on inpatients, and students often end up having the afternoons free.  There is no overnight call, but day call occurs once a week where students see patients in the ER.
Surgery 

Editors by Ananta Gurung & Justin Lee

The perfect surgery student has a steel bladder, a cast-iron stomach, and a heart of gold – Surgical Recall 2008

This section of the survival guide will:

· 1) give a general overview of the surgery block, then

· 2) highlight particulars for the inpatient surgery rotation at each site (VGH, SPH, RCH, RGH, LGH, CGH), and finally

· 3) give an overview of the subspecialty elective rotations.  

The rotation is a total of 8 weeks: 4 weeks of general surgery and 4 weeks of electives (2 electives, each two weeks in length). It is a challenging, but an enjoyable rotation. You should be able to see a wide variety of procedures in the OR and hopefully do an elective that appeals to you. It’s one of the tougher of the big three rotations, due to demands on time – typically call is 1 in 4 and days are long, with 12 hour days not being unusual. As well, there may be many residents and so as a student, you may not get to become very involved, or even see very much in the OR.  The consensus is that it doesn’t really matter whether you do the 4 week general surgery first, or whether you chose to electives first.  However, keep in mind that the 4 week inpatient service is usually more time consuming, thus it may be advantageous to end the rotation with an easier elective and have time to study before the NBME/ OSCE’s (same goes for the pediatrics rotation).

There is scheduled orientation on the first day of the rotation. The clerkship directors will introduce the orientation and offer tips on surviving and doing well. There is also a surgical skills workshop to teach/ review basic suturing & knot tying technique. For the first time this year, there was a pre-orientation day quiz first thing in the morning.  This was arranged with the hopes that students did some pre-reading and came with at least some preparation.  Some of us read through the Basic Surgical Techniques book by Dr. Qayumi, others weren’t even aware that we were going to write a quiz that morning.  In the end it didn’t really matter, since we went over the answers as a group and it didn’t count for any marks (this was the case for us, be sure to check what the deal is for your year though!).  

Generally, there is a lot of time spent in organized teaching activities, and for the most-part these are highly regarded as being very well run and taught. Four small group bedside teaching sessions with an attending (neurosurgery, thoracics, general and vascular) are good opportunities to practice clinical skills. Half days are well-organized and are every Tuesday and Thursday afternoon.  Of all the half day/ academic days you will attend throughout your clerkship during our other rotations, these are by far the most valuable, and if you take anything away from this section of the survival guide, we hope it is this.  Do not be tempted to skip on even post-call days, because the OSCE stations come right out of these half day notes.  

Typically, a day on a surgery team involves rounding on all patients in the morning, anywhere between 6 and 7am. The majority of the day in spent in the OR, responding to ward calls and doing consults in the ER or in clinic . To help out those on call for the night, some teams do a brief afternoon/evening round before the day is done. You will be expected to write progress notes on several patients, but probably won’t be assigned your own patient. Otherwise, you’ll respond to ward calls, initiate consults, and hold retractors and hopefully do some suturing in the OR.

1/3rd of the evaluation is your clinical mark (all three – general surgery and the two electives, are taken into account), 1/3rd NBME, and 1/3rd oral examination (OSCE like stations, but no patients, just an attending questioning you). The clinical marks, as usual, are based on the resident’s and staff’s impression of you at the end of your 2 or 4 weeks with them. Generally, this is based on knowledge, performance and team functioning. The written exam is the NMBE board, and is difficult, especially if you have not been through medicine yet, as it tends to focus more on diagnosis and medical management of surgical patients, rather than actual surgical techniques or procedures. The oral exam consists of four 10 minute stations where you are quizzed by an attending, usually using a case-based approach. The cases and knowledge expected come entirely from the objectives that are on MEDICOL, which are for the most part covered well in the half days. These sessions are tough even if you do well – the difficulty of the questions will increase as you answer more questions, so don’t be discouraged if you are being asked what seem to be completely unreasonable questions – it probably means that you answered most of the basic ones correctly.  Each station has around 3 cases, so although you want to be through in answering questions, be sure to keep answers concise so that you get through them all (some people managed to get through all three cases, however, we know of some people that struggled with time, and only got to the end of the 2nd).

Although the faculty lends all students the two surgical textbooks by Lawrence and they are quite thorough, these books are too wordy, and nearly impossible to read in their entirety.  Surgical Recall, which is a Q&A format that covers most questions commonly asked by attendings and residents was a good pocket book esp. for ER consults, and for cramming the week before the exam. NMS Surgery is good if you can learn from the point-form notes, be sure to focus on not only the key general surgery topics, but also the pre-op medical management of surgical patients.  Do not waste your time studying for the orthopaedic part of the exam, because any question that is ortho related is voided/ not included in the overall NBME mark. Pre-Test is full of questions similar to those on the board exam.  It was also popular with our class, and is the recommended book to prepare from (as with most of the NBME’s). 

Tips & Tricks:

· Make sure you see at least one of each of the common surgeries (appendectomy, cholecystectomy, hernia repairs, hemicolectomy, etc.); @ VGH ask to observe other team’s surgeries if necessary.

· When doing consults, a concise focused history and physical is what surgeons are looking for.  State the pertinent positives and negatives.

· If you want to scrub in so you can see better, or want more practice with suturing, just ask the attending. If they say no, ask another attending on your team. Make sure, though, that you’re somewhat comfortable with suturing before you ask (read the Qayumi book that the department gives you at the start of the rotation).  

· Residents love to teach, but aren’t the most proactive at initiating teaching. Sometimes there will be down time, for example when cases get canceled or between ORs.  Take this opportunity to ask for a quick teaching about a topic of your choice. Alternatively, ask residents how to tie knots and how to hold instruments.

· Get Surgical Recall to review when you have a lull (rare, but they do happen) in the middle of the day; the book is also a good quick review before seeing a particular condition in emergency or in the OR.

· Residents place their input when it comes to your evaluations.  They are mainly looking for a student who functions well on the team and are willing to do the grunt work.  With that being said, it’s not hard to impress. (examples: Show up 5 mins early to print out the patient lists, follow up electrolytes and investigations, have the discharge summaries written up, dictate discharges, OR Notes prior to the start of the OR should be written, Post Op Orders following ADDAVID, help transfer patients post op, introduce yourself to the patient in the pre op waiting area)

· Take a look at the slate the day before to guide your studying/preparation

· Know the case you’re scrubbing into. Attendings often ask what allergies the pt has or what previous surgeries the pt had.

· Introduce yourself to the scrub nurses and offer to get your own gloves and gown.

· Exam tips: many people use Pretest for the NBME exam, and review the half day notes thoroughly for the oral exam. Pestana Review is a great practice quiz.

· Don’t try to read Lawrence cover to cover because it’s next to impossible to do that! Read relevant chapters you are interested in. Some people used Pretest Surgery for practice questions but many people found these were much more difficult than the questions on the exam.

General Surgery: VGH

MSI’s are assigned to one of the five general surgery teams at VGH, which are named by what they subspecialize in (minimally invasive surgery, surgical oncology, hepatobilliary, Blue, Gold). The teams range in size with MIS having only one student and one resident to the blue/gold teams which have 2 MSIs per team along with a senior and junior resident.  All residents and medical students gather for daily handover rounds at 6:45, where the residents on call briefly present all the patients admitted overnight; all teams are present for these rounds. At about 7:00, the team usually rounds on patients as a team, although some teams may assign specific patients to residents and students, and any questions or problems are reported back to the team. Students are often responsible for writing notes on patients – even if you haven’t been involved in their care before. If residents are needed in the OR first thing in the morning, they may pass the rounding duties to the MSI’s for that morning.

After rounding is over, if any of your attendings are slated for the OR then students can go to the OR to watch or assist. If there are several residents/fellows in the room (usually 2 or 3), students often don’t get a great vantage point unless they scrub in, so it’s a good idea to ask the attending whether you can scrub in – otherwise they may not acknowledge your presence. Expect to act as a ‘human retractor’ if you do get to scrub in. Some staff will let you suture a bit as well, so go over your suturing techniques prior to going into the OR. One of the drawbacks is that some teams end up being so busy that they get very little time in the OR. For example, the Blue and Gold teams often become to busy with consults.

It’s a good idea to try to see several different operations during the month, especially the ‘bread and butter’ surgeries. The learning experience in the OR is very dependent on how willing the residents and surgeon are willing to teach – it can be great if they are aware of you and involve you, at least intellectually in the surgery.

Clinics are once a week, where you see both new and follow-up patients. They usually run for half a day, and can be a great learning experience, depending on which attending you get. Some surgeons prefer you just to watch, and don’t review patients with you. Others will let you see the patient first, will review the history and physical with you, and then go back to the patient with you to discuss investigations and management.

There are also several academic rounds throughout the week, which students are expected to attend (Trauma, GI, Senior Resident Teaching, etc). Check with your residents on the first day of the rotation to figure out when and where these are.

General surgery at VGH is difficult because teams can become easily unbalanced; one team may have twice the number of patients than others depending on how often their attending surgeons are operating. This can create a huge workload for the residents and students on these teams. Generally the surgeons who specialize in long surgeries will have fewer patients on the ward. The residents can be good teachers, and the chief resident, whose primary role is teaching and administration for their ‘term’, are usually great teachers if you get any time with them.

Call is on average 1 in 4, but not a regular 1 in 4 (i.e., you may be on call 1 in 2 for a week!) Call is very busy, involving admitting patients to your team through the emergency department (1-3 on average), and lots of ward calls. Expect to get a few hours of sleep each night, although nights are quite unpredictable; you may be able to sleep for most of the night on some nights, while you may only get less than an hour of sleep on other nights.

It’s a good idea to carry around the On Call book in your pocket, and learn how to deal with SOB, low BP, low urine output, and chest pain. Your chief resident may give you a teaching session on “the common ward calls”. Call your junior resident if you’re unsure about anything. Clarify with your junior resident what orders they feel comfortable with you writing without you calling them, and if they want you to call them about everything, or only things you are unsure about.

General Surgery: St. Paul’s

There are two general surgery teams, with patients admitted under 5 attending physicians. Each team consists of two colorectal surgeons; one endocrine surgeon, one gen surg senior and junior resident, one to two off service residents and two medical students.  The functioning of the team may vary depending on the chief resident. Most rounding begins as a team at 6:45 with the goal to be in the OR by 8am. Normally, there were 2 ORs running during the day. In general, the off-service residents preferred not to go to the OR and would instead manage the ward. You and the surgery residents will spend most of the day scrubbed in (the 3rd year clerk typically being either the 2nd or 3rd assist – during the fall term there are often 4th year elective students also on the team). Dr. Wiseman and Bugis do mainly endocrine surgery, Dr. Seal and Phang mostly colorectal – although they all end up doing a bit of everything. Check the next day’s slate, know who’s operating and read around their preferred system. You will get quizzed – and take the opportunity as there aren’t many times to shine in gen surg. 

There are a number of scheduled academic activities each week. Pathology rounds are great – a staff pathologist presents a few of the interesting cases from the previous week. As a group you’ll go over the specimens and those unfamiliar with the case will be quizzed on both the gross morphology and histology as a means of reaching the patient’s diagnosis.  Sit-down rounds are held with all of the staff surgeons present – here you’ll go over each of the admitted patients, their progress and plan. There is also morbidity & mortality rounds and some ad hoc teaching sessions by either the residents or staff. 

Call works out to be 1 in 4, although the scheduling is not balanced. It works out nicely though as you’ll have one full weekend (Friday and Sunday) on-call, with maybe another Saturday, but at least two full weekends off. It can be quite variable in how busy the night is.  Many students have great experiences while on call, with lots of variety including AAA ruptures, abdominal compartment syndrome, pancreatitis, and emergency laparotomies. The on-call team also takes call for vascular patients (who are always the sick ones). 

You’ll be assigned to outpatient clinics 4 afternoons of the rotation. These are a great opportunity for 1 on 1 time with staff. Generally, you’ll see the patient first and present to the surgeon. Oftentimes, they will then do some teaching around the topic. Again, be prepared as your performance in these clinics will probably bare more weight than your impressive retracting ability. You’ll also be expected to present a topic at one of the weekly rounds – a quick literature review stemming from a clinical question. Ask your resident for suggestions on a topic.  It’s usually a fairly gentle audience but know your topic well and be prepared to answer some questions on it. 

The pros: SPH surgeons do a lot of teaching. Dr. Seal and Dr. Brown are good. Residents are friendly. Good acute care, good variety of presentations. Good food around SPH. Good overall experience.  

Cons: 3rd assist at best and therefore very few opportunities to refine your suturing skills. Calls are usually sleepless nights. Dr. Bugis may be difficult to work with.  No scheduled teaching.  

General Surgery: Royal Columbian Hospital

General surgery at the Columbian is a very different experience from surgery at VGH or SPH.  Call ranges anywhere from 1 in 5, to 1 in 7.  The surgery team other than the attending, consisted of 2 med students, and 1 off service resident.  Given that there is only 1 resident, some students found themselves on call with just the attending (who of course was not in-house).  Despite this rather petrifying scenario, RCH  surgeons are all very good and willing to teach. Dr. Turner, Dr. Blair, and Dr. Granger were among favorites. 

Rounds starts usually at 7:30 am when you round on your surgeon’s patients on the general surgery ward with the junior resident. After rounds are completed, the rest of the day is fairly flexible, and depends on the schedule of your surgeon. If it is his day in the O.R. then you will likely join him there and assist with the day’s scheduled surgeries. You should look at the OR slate the day before and review the relevant anatomy so you’ll look like a star when you get pimped. On other days, there is the opportunity to attend the surgeon’s office practice and see new and post op follow-up patients or attend the outpatient clinics in the hospital (colonoscopies and minor procedures). If there is nothing else going on you can follow one of the other surgeons who doesn’t have a student that day. Dr. Granger is especially accommodating to students and is happy to have you both at RCH and the private clinic across the street. You can also spend some time catching up on reading, but there is usually something interesting to see instead. 

General surgery rounds occur one morning each week for an hour, but otherwise there is no formal teaching. During our rotation each student was expected to present a common General Surgery problem at rounds, but this may depend on your senior resident. Call averages to about 1 in 5 to 1 in 7. You will likely do 6-7 calls in the month, both weekdays and weekends. Call at RCH is usually pretty busy but the junior resident is there to help you (sometimes). When suitable patients are referred from emergency, you assess them with or without your junior resident, and then with the staff doctor on call if necessary. You attend all the surgeries of the on call staff that night. You are usually able to go home by 8:30 am the next morning, after rounding on your teams patients.

Strengths of the rotation at RCH include the flexibility in terms of what you do with your day. You can spend time in the OR or clinic, and you are responsible for making your own schedule and keeping yourself busy.  Compared to SPH and VGH, the teams are very small, and you get a lot of one on one time with staff surgeons. In general there are fewer patients admitted under your team at any one time, allowing you to (1) have more time to devote to things other than rounding and dealing with ward issues, and (2) know your patients better.  If you are not first call, call shifts are much, much easier than at SPH or VGH, where you get very little sleep. A typical night would involve getting 3-4 hours of uninterrupted sleep.  The residents in general are also very good at teaching when on call. If you’re going to be there than you might as well be learning something and we are eventually going to have to deal with these problems as residents anyways. Since the residents are off service, they generally are not that interested in being in the O.R. or assisting, hence there is more opportunity for the MSI to be involved in surgeries. The surgeons themselves are all very nice and personable. The resident’s lounge at the Columbian is another perk: there is always some food in the fridge, there are couches, computers, TV with cable, a Nintendo and reference books  Furthermore, there is a pretty decent gym in situ, good showering facilities, and the call rooms are like small hotel bedrooms.

One weakness includes the distance to work. Located in New Westminster you almost always tend to be going against the rush hour flow, so traffic isn’t too bad, though it is still a fair distance. Parking is $4/day in the underground parkade with your student ID or you can get a parking pass in the above ground lot for $45/ month. If you are going to try to park in the parkade you should get there before 7:30am as it fills up fast. If you are taking transit the Sapperton skytrain station is a 1 minute walk from the hospital and takes 45 min- 1 hr.  Although making your own schedule and choosing which OR and clinic to attend is a strength, some students found their time there to be somewhat quite disorganized and unstructured. 

General Surgery: Richmond General Hospital

Doing general surgery at Richmond provides a much more community based view on general surgery than the other more tertiary sites.  Call was in house and was around 1 in 4, though the schedule was made up before hand, the residents were very nice and allowed students to switch days to their liking.  There are three general surgeons and a vascular surgeon who does general work as well.  They are all exceptional teachers and very willing to have medical students help in the OR.  Dr. Nguyen and Dr. Bloom in particular let medical students do a lot of suturing and even laparoscopic work if you show you’re interested and work hard.  Your day usually begins at 0630 am. There is one senior resident there and usually 1-2 junior residents.  Rounding styles vary with each senior.  Some divide up all the surgical patients, usually between 15 – 25 amongst everyone and each person rounds on their assigned patient.  Some however, will split the list in half, and you tag along with either the senior or junior and round with them.  If they ask you on the first day what you prefer, this is probably the better option, since you and your resident see patients, but you take turns and alternate the person examining and charting.  After rounds, you are responsible for informing that patient’s particular surgeon of any problems or issues.  Note; the surgeons will round on their patients before their clinics, or between cases, if there are any patients you are following or are interested in try to make an effort to round with the surgeons, it’ll give you a more complete experience in patient care and as a bonus show the surgeon how interested you really are.  Rounds usually take you until about 0800 am at which point you then either go to the OR, office, or minor procedures and colonoscopy clinic (a schedule for the week includes all four of the surgeons schedules- you decide with your team who will go where at the beginning of the day).  If you don’t finish rounding by 0800 and you are supposed to be in the OR that morning, come back up and finish off rounding in between cases.  However, if this occurs, the other med student who is going to be in clinic and finish up what work that needs to be finished (since clinics tend to start a bit later).  

Usually once a week one of the surgeons will head out to delta to do day cases; this is an excellent opportunity to be first assist for the day.  Dr. Bloom met students directly at Delta, however, Dr. Nguyen preferred students to come to RGH in the morning, and then head there together in his car.  Be sure to clarify what they prefer if you schedule to be at Delta on one of the days.

The benefits of Richmond are fewer residents and students and thus you tend to be first and second assist more often, and compared to the larger centres you get to do more in the OR.  The downside or upside, depending on how you look at it, to not having many residents is that you are usually on call alone and have to handle more problems on your own, as your only option is to call the staff at home (ie. You are first call to the ward and to the ER for surgical patients.  Once reviewing patients in the ER, you call the attending you’re on call with directly so that you can review with him. Similiarly for ward calls after assessing the patient, you will likely call the attending to OK your proposed orders). During the rotation you’ll be required to do an oral presentation given at rounds (15min powerpoint presentation, not such a big deal).  Because this is a community hospital, most of the surgery you’ll see will be bread and butter stuff; like hernias, and gallbladders.  Furthermore, most of these will be straight forward, so you’ll need to read around your cases for complications.   Richmond was an excellent experience for those of us that had it.  If you’re interested in surgery you’ll get a lot of experience in the OR, and even if you’re not, there are plenty of clinics and offices for you to go to.  

The down sides of being in Richmond, were few, but nevertheless they should be mentioned.  The call rooms are terrible, and the 1 in thick walls that separate each of the rooms do not extend all the way up to the ceiling.  As such, if your neighbor’s pager goes off or if they snore, you will not get a sound sleep.  Many times, it was the responsibility of students to call in advance on Friday to find out the clinic schedule for the following week for all the surgeons, so it’s crucial to keep everyone up to speed with what’s going on (even residents, especially the off service residents who may want avoid the OR and to attend clinics instead).

Tips and Tricks:

· Find the call room early and get a bed, as there are only 3 rooms, and you share it with the entire hospital!

· Read the OR slate for the next day at the end of the day, and read around your anatomy and indications etc. for which ever surgery you think you’ll be involved with.

· Be comfortable with an admission history and physical as well as admission orders as you will be doing this on call, often without a resident, and will present directly to the staff. Also when calling staff re. assessment of a ward call, often the patient will not be known to that staff person, thus be ready to give a brief, but complete intro on the patient before you propose orders.

General Surgery: Lion’s Gate Hospital

Doing general surgery at LGH, like other peripheral hospitals, provided a community based view on general surgery than other sites like VGH or SPH.  The team consisted of zero residents and 2 med students, and rounding was very relaxed since all of the surgeons ignored the MSI’s note and saw their own patients anyway.  The surgeons were all great at LGH, especially Dr. Chang who was an excellent teacher.  Those that did their rotation at LGH found it to be a fantastic rotation, since a lot of the time, teaching took precedence over scut work, and you were able to be either 1st or 2nd assist for many of the cases.  The downside to the rotation at LGH was that there wasn’t much exposure to a variety of different cases/ procedures, and it neither the inpatient or ER calls was that busy.  You can arrange and set up your own call schedule and tailor it to your liking.  You are however expected to be on call for one weekend (both days – from Saturday morning to Monday morning), and in addition, one call a week.  Although there were good learning opportunities while on call, it was at the most of times, hit and miss.  Some nights were very busy and students found themselves involved in assisting 4 appendectomies, and other nights, there were no emerg consults at all.  In general, call tended to be pretty quiet after 9pm.
General Surgery: Chilliwack General Hospital

Students who completed their general surgery rotation at Chilliwack General, found that the strength of the rotation there was the fact that the ‘surgery team’, consisted of only 1 student and 1 attending.  As such, a lot of one on one time with staff surgeons was experienced, staff who were all eager to teach.  Although CGH was a great site to do surgery, exposure to other disciplines and subspecialties was somewhat limited.  Students got a lot of exposure to general surgery, and some limited opportunities in plastics, vascular and hand specialty clinics.  Call was pretty relaxed and approximately 1 in 4, and there were very few calls past midnight.  Weekend calls however, were slightly busier.  The pros to CGH include the opportunity to do many consults and work 1 on 1 with attendings.  The con however was that inpatient part of the rotation was seriously lacking, and as such, there wasn’t much exposure to common ward problems.

Elective: Neurosurgery
Edited by Mike Tso
General Organization:

The neurosurgery selective is only located at VGH and lasts for 2 weeks. You will be assigned one preceptor per week who will write your clinical evaluation. Rounding on the 2nd floor ICU patients starts at 6:10am with a 5 minute grace period (i.e. 6:15am). These ‘lightening rounds’ only allow about 5 minutes per patient depending on the clinical situation, as the residents/MSIs need to get to the OR by 7:30-7:45am. There is more rounding on the neurosurgical ICU (NICU) and JPPN 5th and 6th floors. A typical patient list can have 30-40 patients, so teamwork is key. For example, your role may be to get the chart out and start writing the VS, bloodwork, and all the physical findings as the resident assesses the patient. The neurosurgical team can be large with as many as 5 residents (at least one ‘core’ resident) and as many as two 3rd year UBC MSIs +/- 4th year elective students. Wednesday is academic day with Grand Rounds at the VGH HEC from 8-10am. This is followed by correlative rounds where neuropathologists, neuroradiologists, and neurosurgeons meet together to discuss previous neurosurgical cases. Typically, the resident describes the patient’s presentation and it is not uncommon for the MSI to be asked to “localize the lesion” and give a differential diagnosis. Later on Wednesday, there are morbidity and mortality rounds as well as resident presentations.

OR: 

You will have plenty of opportunities to observe neurosurgery in action! Typically there are 1-2 scheduled neurosurgery ORs running every day of the week except Wednesday. It can be difficult to scrub into surgeries as there can be a lot of residents who wish to scrub in as well. The cases can be long and rounding on the rest of the ward patients may occur between cases. The attending will likely ask you questions about anatomical structures during the surgery. Try not to be intimidated, as they will ask questions at the MSI level. Review your neuroanatomy notes from 2nd year the weekend before the selective starts. 

Clinics: 

There is typically one morning or afternoon clinic a week with your preceptor. Most patients are follow-up appointments with only 1 or 2 new patients. Generally, the preceptor will conduct the history, but will allow you to perform the physical exam. Afterward, he may ask you questions about the disease entity or ask you to identify structures on a Head CT/MRI. Review your neuroanatomy!


Call:

You may be on call 3 or 4 times during the 2 weeks, depending on how lucky/unlucky you are. MSI call is in-house and you may only get a few hours of sleep. You will either be in the Emergency working up patients (i.e. head injuries, “worst headache of my life”, abnormal CT scan) or getting paged on the ward/NICU to assess a decompensating post-op patient. Fortunately, you will have plenty of support from the residents and you will never feel alone on the ward or make a life-or-death decision on your own. On your call day, expect to be busy and go to sleep early the night before (i.e. at 9pm). You may have to stay late (6-7pm) and grind-out the post-call day especially if you are interested in the field.


Study: 

There is only a limited amount of time to study for the NBME or OSCE, so it is ideal to have this selective in the first 4 weeks as opposed to the last 4 weeks. However, the residents do a fantastic job in teaching the MSIs the fundamentals of neurosurgery throughout the selective.


Exam:

Neurosurgery stations are a favourite on the OSCE even if no one in your ‘track’ chose this selective. Fortunately, only big concepts are asked. Know the management of acute head trauma, the workup for “worst headache of my life” as well as aspects of the neurological exam (i.e. GCS, pronator drift, etc.). The NBME may or may not have many neurosurgical questions.


People: 

The neurosurgery staff at VGH consists of Dr. Zwimpfer , Dr. Akagami, Dr. Toyota, Dr. Redekop, Dr. Haw, Dr. Woodhurst, and Dr. Honey. Each neurosurgeon has his own particular niche in addition to doing general neurosurgical cases. Dr. Zwimpfer specializes in spinal cord and peripheral nerve disorders. Dr. Akagami performs skull-base surgeries like resection of pituitary tumours and acoustic neuromas. Dr. Toyota focuses on brain tumours. Dr. Redekop and Dr. Haw tend to perform endovascular surgeries (i.e. aneurysms). Dr. Woodhurst has a number of patients with seizure disorders. Dr. Honey performs a number of stereotactic surgeries such as deep-brain stimulation. You will be surprised at how friendly and approachable the staff is. They are all eager to teach and share their experiences. Of note, Dr. Akagami is the UBC neurosurgery residency director as of 2008. 


Frequent Pimp Questions: 

1) “Interpret this Head CT” – know your ventricular anatomy (lateral ventricles, 3rd, 4th, various foramina), neurovascular supply (circle of Willis, branches of the basilar artery, etc.), basal ganglia

2) “Localize the lesion” – i.e. patient presents with loss of R facial pain/temp sensation, loss of L body pain/temp sensation, R Horner’s, R ataxia/dysarthria, vertigo, dysphagia, hoarse voice
3) Management of increased ICP
In short, review your neuroanatomy! 

Why do this rotation?

Lots of people are scared off by neurosurgery given the long hours but even if you are not interested in NSx, there are a lot of things to be gained from this rotation such as:

· Evaluation of the unconscious patient

· Assessment and management of trauma and acute medical conditions

· Neurological exam on patients with interesting pathology

· Management of patients in the ICU setting (head injuries)

· Practice reading CTs and MRIs

· Good staff who enjoy teaching

Elective: Otolaryngology (ENT)
Edited by Trevor Hartl
General Organization:

ENT is a two-week elective and very well organized.  During the two weeks, you will be exposed to general otolaryngology, head and neck surgery, ENT oncology, pediatrics, plastic surgery, ear and voice specialties. 

Prior to the start of the rotation, you should contact the ENT Undergraduate Secretary to receive a student schedule.  The student schedule outlines in detail the specific clinics and OR cases that you should attend.  They’ve worked hard to provide a good overview of the specialty, and you’ll likely work in at least two hospitals during the two weeks. In addition, you are expected to sign up for 2 week-night calls and one weekend call with the secretary.  The specific call days are flexible and entirely up to you.  

A typical day begins with rounding on the ward patients with the residents in the morning.  This usually varies from 1 to 8 patients and, therefore, does not usually take too long, especially since the ENT team rounds as a group.  Subsequently, most of the day is spent doing outpatient clinics as per the student schedule. Ask about interesting clinical findings and if it makes sense, offer to do exams & write notes for extra points.

Clinics:

Students should be sure to contact the individual physician offices in advance to confirm that there is indeed a clinic scheduled.  If there is no clinic scheduled, the student may go to the OR or call other offices to arrange for an alternate clinic to attend.  In generally, most otolaryngologists allow students to see patients first and then discuss with the attending physician afterwards.  Depending on the senior resident, at the end of the day, the student may be expected to page the resident on call to do afternoon rounds on the ward patients.  

OR:

There will be one or two scheduled OR days during the two weeks, but you will likely be able to see more if you express an interest. Surgery is often in very small places, so expect to be watching a monitor and answering questions versus holding retractors and assisting. As will all OR’s, if you can find out what’s on the slate for your scheduled day and read a little about it ahead of time, you’ll fare better than most.

Call:

On-call days/nights are generally light and limited to home call only.  Residents are first-call, and then students are called by the residents (at their discretion) to join them.  The residents are unaware of the students’ call schedules, so you should alert the on-call resident to let them know; call them in the morning and be sure to leave your pager number.  Usually, the residents only call for interesting cases, and will attend to the routine ward calls themselves. However, if you have an interest in ENT, do two things: 

1. Schedule call shifts with senior residents (PGY3 and up). Juniors are less likely to call at all.

2. Be sure to tell the resident you are on-call with that you you’re interested in ENT and that you want to be called for anything.

Study:

Review head and neck anatomy, particularly the nerves and vessels prior to the ENT rotation (esp. prior to OR days). Use the Gross Anatomy notes, and Netters/Gray’s (book or flashcards) if you have them – an hour should suffice. The ENT rotation provides a small “Primary Care Otolaryngology” book which is great for both the oral and written examinations.  There is more than adequate time during this rotation to read this book cover to cover – it takes maybe 5 hours total. The half-day materials are good, Toronto Notes are fantastic, and if you’re keen on the specialty, the Washington Manual Otolaryngology Survival Guide is probably the most useful (and cheap) pocketbook to buy ($31.50 on Amazon). All of this said, expectations are generally low in terms of knowledge, so budget your time accordingly.

People:

The Otolaryngology groups at the various hospitals have very distinct personalities and expectations. As a whole, they are regarded as leaders within the department of surgery, and several are truly world-renowned in their respective sub-specialties. Here are some examples:

BCCH: it probably stands to reason, this group is very kind and patient with students. 

· Dr. Moxham is the Residency Program Director and a grad from the UBC program. He’s very approachable, fun, and enthusiastic with med students. If you can spend a day or two with him, you’re guaranteed to learn something about pediatric otolaryngology and your ego will remain intact. Talk with him if you’re keen.

· Dr. Ludemann is a prolific publisher of academic papers and a very busy clinician. If you’re interested in ENT, he has numerous projects on the go and he’s generous with involving med students. Be prepared to work fast and to dictate.

· Dr. Riding is the senior statesman of the group and incredibly patient. Spend some time with him in the OR if you can.

· Dr. Kozak is a huge personality and great fun to work with. Be prepared to laugh. If you want to see very cool cochlear implant surgery, he’s the one to latch onto.

VGH: as with everything else, this is the big house, and as a group they’re more serious. 

· Dr. Durham is the head of the VGH group and a world-class head and neck surgeon. He does some of the most difficult oncology and skull-base surgery. Very cool stuff. He is calm and soft-spoken, but he doesn’t suffer fools, so be on your game if you spend time with him.

· Dr. Lee is a recent grad from the UBC program and a very easygoing General Otolaryngologist. She’s the new Director of Undergraduate Surgery Education and she’s very keen on teaching.

St. Paul’s: somewhere in the middle of VGH and BCCH in terms of the “serious” vibe.

· Dr. Javer is the head of the Sinus Surgery Program, and one of the most famous sinus surgeons in Canada. He does amazing endoscopic surgery and has become well known for testing the knowledge of med students on rotation at St. Paul’s. The good news is that his discipline is narrow, so expect only sinus-related questions.

· Dr. Westerburg is an otologist and among other things, he does adult cochlear implants. He is also very active in international surgery with the Uganda Hearing Project, an initiative he co-founded. Big hearted and funny guy – try to spend some time with him in clinic.

Common Pimping Questions

1. Differential for dizziness?

2. Diagnosis/management of epiglottitis?

3. Differential for midline neck lumps/lateral neck lumps?

4. Treatment for a middle ear infection?

5. Differential for stridor in a neonate/child/adult?

6. How to interpret an audiogram.

Elective: Pediatric General Surgery

Edited by Courtney Collins

Organization

You function as part of the team in rounding, taking turns in OR and seeing patients in the clinic. We started daily rounds at 7:00am, meeting at the 3R nursing station. The team consisted of 2 Fellows (who weren’t always there), 2 surgery residents, 1 pediatric resident on their surgery rotation and the 2 medical students. They pretty much let us take as much independence as we wished during the rounds. For example, in the very first rotation of the year they let us round with them in the mornings and we could ask questions etc. When we felt comfortable seeing one patient they’d let us do it alone, writing notes in SOAP format and report to them. Following rounds we would figure out who would be going to the clinic, who would take care of consults/ward issues, and who would be going to the OR for the day. 

There apparently are three helpful documents for this rotation (which I just learned right now, while editing this section of the survival guide) – I actually only ever saw the MSI Syllabus, which was a fantastic summary of the cases that will be in the clinics/ER/OR and on the exam:

1. A 2 pager outlining the basics for the rotation. Including, contact numbers and codes to the call rooms, locker room on 3R and OR change rooms. This was on the nursing station computer.

2. A 30 pager summary designed for the residents. It had brief summaries on various pediatric surgical conditions, fluid and lytes in addition to medication orders and some other peds-specific info. I didn’t know about this one until the last week of rotation and still got through, but I think that it had helpful info.  

3. MSI Syllabus – Ask Dr. Murphy for this as soon as you can. It is a summary of pediatric surgical conditions. Some if it is identical to the online information for the academic half-days, and all of it is helpful – you can easily read the whole thing during your two weeks.

Overall it’s a good learning environment, they know you are a student and are willing to teach, answer questions and give guidance. 

OR

It’s a good opportunity to see various procedures, some of them (ex. hernias) more frequently than others. If you know there is something happening that you’d like to see let the team know. They’ll let you scrub in, but you don’t get to do much. However, don’t let that hold you back from asking. Often I found it best to watch from the head of the bed (make sure to introduce yourself to the anesthetist and ask permission to be in their space). By staying unscrubbed you can read about the condition and usually see some of the action too. If you are interested in getting to practice any surgical skills though, my advice would be to scrub at any opportunity – often you won’t get to do a single thing…but sometimes you will, and it shows the surgeons that you want to. 

Clinics

Clinics ran daily and different surgeons took various days alternating between clinic and OR. Following the morning rounds reporting the team decides who will be in clinic each day; for the most part you can pick where you’d like to be. The clinics are a good time to see the pre and post surgical assessments and referrals from GPs. It is in the ambulatory centre at Children’s Hospital. You are encouraged to be very active in your learning at the clinic. If there is a patient waiting to be seen their chart will be in the corresponding physicians rack – just take the chart, quickly review, and then call the patient into an examining room. When you’re done you will then present to the surgeon. They are VERY good at teaching in the clinic. They will call you into other examining rooms to see specific cases and there is always time to discuss the pertinent points of each case. 

Call

Call was about 1:4. It wasn’t perfectly every 4th night but it worked out to that. Make sure you are wearing the MSI pager (from Children’s) when you are on call. Otherwise your call will be suspiciously quiet, and the fellow will tell you the next morning that they called him at home all night. Oops. Once I got that sorted out, I got to see emergency cases and asses them first or with the resident on call. Ward calls were pretty few. The call room for us is different from the general pediatrics call rooms and lounge (although you can hang out in that lounge too). There is a kitchenette with fridge in the call room lounge that you can use. Also a computer and TV. There is a separate code for the call room doors than the outer door to the call room lounge; I suggest giving them a try while a resident is still around to help you out – they take call from home if there is nothing happening.

Weekend call was a little boring so be prepared to do something else through the afternoon. I usually got 2-3 hours of down time. Also usually got more than 3 hours sleep at night. 

Weekday call will vary depending on how your residents prefer it. Some start seeing new cases throughout the whole day, while others only did so in the evening/night. 

Study

Others have recommended a quick read through a peds surgery chapter & a quick review of pediatric history taking as a background. I found that the stuff in the MSI syllabus covered everything that I needed to know. It also came in handy in the clinic so I could look up specifics relevant to each case. 

Exam

I don’t recall any specifics of the Board exam covering peds. I think a couple questions, and again in the detail outlined in the MSI syllabus. The oral exam: I had Dr. Blair as an examiner. He showed me some cases on powerpoint slides and asked questions about important history questions to ask, differential diagnoses, how I would confirm the diagnoses, and what the treatment was. All of it was very straight forward and from the syllabus/half-day information. I think my cases were hernia, pyloric stenosis and volvulus.

Who

All of the surgeons were interested and good at teaching. My experience was that Dr. Blair let me do the most in the OR. All of them will teach you lots in their clinics. Dr. Skarsgaard ran a teaching session for residents and MSIs on Friday afternoons. 

There are no Pediatric Surgery residents, all of the residents are other surgical residents doing a pediatric surgery rotation, so their level of knowledge and ability to teach will vary.

Elective: Radiation Oncology
Edited by Bojana Jankovic
General Organization:

Many of us agree that this was one of our favourite rotations this year and we have had fantastic experiences working at the BC Cancer Agency. This rotation provides a brief introduction to a wide variety of therapies and services available to cancer patients.  The entire rotation is completed at the BCCA, and most of the time is spent in clinics. On the morning of the first day, you will meet with the site director and get a schedule with assignments to the clinics you are to attend over the course of two weeks. You will be in one clinic in the morning and another one in the afternoon. Days usually start at 9am, and end around 4/5pm. You typically get 1hr for lunch. There is no call!

Clinics & People:

You will have an opportunity to attend clinics for different cancer sites (e.g., breast, GI, lung) and see various types of tumours.  A good idea is to pre-read for the clinic the day before to have a general sense of what questions to ask on history, what exam findings you are looking for, or investigations. You can also look up the list of patients that are scheduled for your clinic on CAIS (Cancer Agency Information System – you will get a password & brief training) and glance over their electronic charts. It looks good when you are prepared. Also, you will feel more confident and goal-directed. You will be in the clinic with a staff person (+/- resident) who specializes in a particular tumour site. The clinics may involve new patients (requiring a full history & physical), patients currently undergoing radiation, or patients requiring follow-up. Most staff will let you see patients on your own. Try to take no more than 15-20 minutes per patient, and then present the patient to your staff. You will then likely review the physical findings together, which is a great learning opportunity. The residents and staff are excellent teachers and there are many opportunities to learn about pain and symptom management, radiation side effects, and the collaboration between professionals in various disciplines in treating cancer patients. 

Brachytherapy Suite & Treatment Planning

Normally, students are not scheduled to spend time observing brachytherapy, but if this is something you are interested in, you can approach the site director about this on your first day. If you are interested in getting acquainted with aspects of radiation treatment planning, voice this interest, and your request should be easily accommodated.

Studying & Exam:

Study from AHD (academic half-day) lectures on oncologic emergencies and multidisciplinary approach to the treatment of cancer. Essentials of Clinical Oncology by Dr. Amil Shah provides a solid overview of topics such as diagnosis, staging and principles of cancer treatment. TO Notes are useful as a brief read before your clinic. There were not very many questions from this subspecialty on the NBME, but you may encounter this as a station on your oral exams!

Frequent Pimping Questions:

You will likely get pimped on the risk factors, subtypes of cancers, screening methods, questions to ask on history, physical findings, and the aspects, rationale and side effects of each treatment modality, with a focus on radiation therapy. 

Dictations:

Yes, you will get asked to dictate! This is a very useful skill to learn. It is often helpful to review the previous dictation for that particular patient & use it as a template. The first few may be quite time consuming and frustrating, but trust me, it DOES get easier!

Summary:

Overall, this rotation was considered to have provided a great learning experience, as well as unique exposure to physical findings in the context of oncology and principles of radiation therapy, as well as an opportunity to gain insight into the multidisciplinary nature of care of cancer patients. There was a website (www.radiationoncology.ca) that we were asked to evaluate. It was designed at UofT to provide information to medical students about radiation oncology as a profession. If you are interested, you can check it out! Best of luck in third year!!

Elective: Thoracic surgery
Edited by Rey Acedillo
Thoracic surgery is the only place you will get to see big surgeries in the chest. Major organs include the lung and the esophagus. You will basically see tumour resections, lobectomies, pneumonectomies, VATS decortication of the pleural space, Nissen fundoplications, and esophagectomies. Lung transplants occur overnight.

The Thoracics elective at VFMP takes place at VGH on the 12th floor of JPN. The team comprises usually of 2 residents (often R2’s, and either 1-2 fellows). The staff attendings currently are Dr. Quadri, Dr. Evans, Dr. Finley and Dr. Yee. You are generally confined to the Thoracics ward and the OR, but you do make your way to the endoscopy suites (for imaging of the esophagus or bronchi) and outpatient clinics at the DHCC. You usually spend one session in the endoscopy clinic and one session in the outpatient clinic. The rest of your day is rounding, handling ward issues, and attending the OR. ER consults/ward consults are not common. Usually the attending or resident is already seeing them before you realize there was a consult in the first place.

In general, an average day starts at about 7 (630 on Tuesdays due to teaching rounds), rounding on patients with the fellow and residents as a team. There is usually a bit of teaching during rounds. After that it’s off the OR where students almost always scrub, but rarely get to do much. Days are over when the OR ends, between 4 and 5pm. It is home-call, and requirements are 2 weekdays and 1 weekend day all day. You pick the days. 95% chance of NOT getting called.
Tips & Tricks:

· Preparation: Read your academic half-day material. Make sure you cover esophageal and lung cancer conditions, including staging. GERD, achalasia, empyema, and pneumothoraces are all topics you should read. Also, read about how to insert and remove chest tubes (using the NEJM procedure articles and videos). Best way to impress the team? Always pick up a chart and write as you go when ward rounding. Write down the orders as well. For patients near discharge, have the discharge forms mostly filled out. If you really want to be a keener, you can pre-round, print out the patient list and jot down any new blood work before the team shows up. In the OR, get started on the post-op orders and OR note. You can get 90% of it done before the surgery starts.

· Team: In general the residents and fellows and staff are very nice. They’re all willing to teach, but you need to ask them. Often times, nobody will ask you anything and you can go through the entire day and not really learn anything. Ask. Ask often. Dr. Evans has very good bedside manner so try and hang out with him during rounds. Dr. Quadri is relatively new to the team, so he’s fairly keen to have you in his clinic and will often let you do stuff in the OR (like feel around the mediastinum with your finger).
· Schedule: A schedule is set out for you, but really there aren’t many clinics organized for you. I learned the most seeing patients in the outpatient clinic (and as Dr. Quadri says, most of the intellectual thinking in surgery happens in the office). Ask the attendings when their office hours are and ask to attend more them (usually just part of the day). They’re usually happy to have you see their new patients. Let the residents (that are going to the OR) know you will be in the office so that the OR surgeon isn’t wondering what the heck happened to you. I got to squeeze in 2 more outpatient clinics, including a day in the transplant clinic at the BC Lung Transplant Society (Dr. Yee or Dr. Quadri).
· OR: Depending on who’s on vacation and who’s not, the OR is usually crowded at 1 surgeon, 2 residents, and you. Sometimes, residents will alternate on days on who goes to the OR and who stays on the wards covering consults and any other issues in order to maximize the hands-on experience in the OR. If you just scrub in and not say anything, you’ll be guaranteed to stand there and be in an area where you can’t see anything anyways. Not helpful. I recommend that you first ask if there is any benefit to scrubbing in (surgeons will not be offended) and where observing from the outside will provide a better view since you are not stuck in the sterile field. Ask if there will be an opportunity to suture stuff at the end of the case. I recommend volunteering to run down OR specimens to the “rush” pathology lab. There, the pathologist will go through the slide with you and teach you.
· Exam: There usually isn’t an oral exam station on thoracics, but it’s covered a fair bit in the NBME.
· Conclusions: You really need to be aggressive and take the initiative. The more you do, the better your experience in thoracics. Opinions from various students that have gone through the rotation are varied. Most did not like the rotation for its lack of opportunity to do anything. Chest tube insertions on the ward are rare as the other specialties do them unless there is a problem. You’ll need to ask the nurses if you can watch them or take part in removing chest tubes. 
Elective: Vascular
Edited by Danny French
Vascular surgery is offered at VGH as a two week elective. Rounds start at 6:30 AM, which are followed by the OR on most days. Many of the patients are old and quite sick so there is a fair bit of ward work during rounds and in between cases. You are scheduled for 2-3 half-days in a clinic and 2-3 days inserting central lines in the Cath Lab. In the OR, you often get to close a vein harvest site and there is always retracting to be done. You get some one-on-one teaching in the clinics. In the Cath Lab, you learn how to insert a central line with ultrasound guidance, and depending on the surgeon you might get to do the whole procedure. 

Call is 1 in 4 in house call on average, however you can end up with 1 in 3 or 1 in 2 for a few nights, and then be off for 6 nights. On call, you might get a full night sleep or be up with a patient with an MI (the resident will help you out with the more complicated ward calls) or in the OR for an emergency case. There are no post-call days, so this can be a tiring rotation. 

The team consists of 5 or 6 attendings, a vascular fellow, a senior general surgery resident, 1-2 off-service junior residents and 1 MSI. All the surgeons are nice and in general teach plus get you involved in the OR. In particular, Dr Taylor is a very good teacher and lets you do as much as you can in the OR and inserting lines (adjust your schedule to go when he is doing lines in the Cath Lab). Dr. Gagnon and Dr. Hsiang also like to teach in the OR, clinics and on the ward.

You often get pimped on the information presented at the half-day (i.e. indications for AAA repair, common complication rates, indications for carotid endarterectomy, etc…), and you should know your vascular anatomy. 

This rotation can be hard work, but is a very good surgical experience. Many of the patients have serious problems that cannot be missed in emergency or in a family practice (i.e. AAA or ischemic foot) so they are worth seeing. Plus, the surgeons are good teachers, and get you involved in the OR and Cath Lab.

If you do this rotation, make sure to get a time in the Cath Lab with Dr. Taylor, palpate a AAA when the patient is sedated but before the operation, and scrub for a carotid endarterectomy, a AAA repair and an ischemic leg by-pass. Go to only one endovascular AAA repair because these are long cases and it is tough to get involved. 
Elective: Urology 
Edited by Chris Zappavigna
General Organization:  

The clerk has 3 options for their 3rd year surgical selective in urology: 2 weeks at VGH, 2 weeks at SPH or 2 weeks at BCCH.  Although all 3 sites are great (lots of volume, big cases, etc.), the sites of most benefit to the student interested in urology would be VGH or BCCH.  

As with other surgical specialties, mornings are early and rounding is the first thing to do.  If you want to be keen, show up before the residents (0630 or so).  Definitely not a necessity, but will certainly be recognized and rewarded.  After rounding, the residents split up the work for the day; the most senior ones usually spend their entire days in the main O.R., while the more junior residents on-service will either handle all the consults and ward work for the day or be involved in smaller procedures (TURPS, etc).  There is usually at least one main OR per day.    


OR:  

When in the OR, the student usually is able to be 2nd assist.  The residents will encourage the student to follow the procedure and learn the approach and various steps.  In addition, the student is always asked to “close.”  It would be worthwhile for the student to know, at the minimum, a one handed tie and a subcuticular stitch.  If the staff and residents see you can do these, you’ll be able to and asked to do more.  

Clinics: 

All of the urology clinics are on the 6th floor of the Diamond Centre.  There is A LOT of every subspecialty: transplant, oncology, endourology, female urology, erectile dysfunction.  Most staff are more than happy to have a student with them for at least ½ a day at a time.  Great teaching happens in these clinics.  Will learn more about prostate ca., BPH and stones than from most other sources.  High yield clinics: Drs Goldenberg (oncology), Paterson (endourology), Chew (endourology), So (oncology).  

Call:  Is generally left up to the student, but student is expected to take some call over the 2 weeks.  Call is definitely encouraged and should be arranged with the chief resident.  The student will be on call with the resident who is on for that night.  If willing to take call over a weekend, possibility of scrubbing on kidney transplants.  Can be busy call, but not guaranteed (unlike gen surg).  


Study: 

There is no standard “study” time during the rotation, but the non-call days tend to end at 1700 or so.  Academic ½ days for the residents are on Friday afternoons and the students are encouraged to attend.  


Exam: 

This rotation helps with the NMBE questions and surgery oral station.  Many students choose urology as a 3rd year selective, so it is frequently an oral exam station.   


People: 

LOTS of great people to work with in the UBC Urology program.  All of the residents are great, both academically and on a personal level.  Will allow you to spend your time wherever you please (OR, consults, clinic, etc.).  All of the staff are good to work with; a good idea would be to check the day before a clinic with the administrative staff in the clinic to see if the staff are willing to have a student the next day for ½ a day.  


Frequent Pimp Q's: 

· Ddx for gross hematuria? 

· Risk factors for TCC? Most common stone type? 

· Risk factors for stone formation? Treatment of stones (based on size and compostition).  

· How to treat BPH? Treatment options for prostate ca (keeping in mind life expectancy)?   
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