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Lecture overview:

I. Clinical teaching this semester – general 
information

II. Pediatric admission notes and case 
presentation

III. Pediatric patient – is not «just a smaller
adult» in medicine



I. Clinical
teaching this
semester:

1. Introductory course in paediatrics (Wed 4th Feb), 
goal: learn practical pediatrics tools to use in the
clinic.

2 .Clinical small group teaching at Ahus, 
Rikshospitalet and Ullevål – total 10 sessions

i. Pediatric ward x 2 each hospital  (total 6)

ii. Newborn / neonatal x1 each hospital (total 3)

iii. Voksentoppen centre for asthma and allergy x1

3. Completing hospital admission notes 
(innkomstjournal)

4. Case meeting

5. Paediatric CPR training (session in May)



II. Pediatric admission records and case meeting

Three admission records («innkomstjournaler») at either the Ahus or 
Ullevål Emergency Room 

One record with one other student in your group (at one of the wards 
at Ullevål, Rikshospitalet or Ahus) to present at a case meeting

When you have 4 approved admission records, you have what is 
required to take your exam



Our template 
and standard



The purpose of the
records and the
template standard is:



Admission notes – booking in the calender
Locations:  
Group 1-10 at Ahus
Group 11-30 at Ullevål

Sign up for the acute ward 
using the TeamUp Calender; 
https://teamup.com/ksk7kstfq
k6236anj4

Maximum of two students at 
the same time in the acute 
assessment wards.

The acute ward duty is divided 
into two sessions: 
1) 9am - 4pm 
2) 4pm - 9pm

* Until the end of next week (15th

Feb), students are only allowed to 
book two sessions each  

https://teamup.com/ksk7kstfqk6236anj4
https://teamup.com/ksk7kstfqk6236anj4
https://teamup.com/ksk7kstfqk6236anj4


Admission records, how to…?
1. Organize a calender and book yourself a time slot  - 

maximum 2 students at one time. 

2. Go to the ER at the booked time – cancel early if you 
cannot come

3. Make contact with the doctor on call

4. Ask whether there is a suitable patient for you

5. Take a full history and perform an examination

6. Present the history and examination results to the doctor 
on call and discuss findings, diagnosis and treatment

* The doctor on call will always examine the patient 
themselves, and probably take a supplemental history



The admission 
record: 

1. Norwegian students: 

• Create «Innkomstjournal SO» in DIPS. This 
will be the principal admission record for the 
patient. Write in Norwegian.

• Send it to the doctor on call for formal 
approval. 

2. Exchange students: 

• Write the admission record in a Word 
document or similar. 



Then…

1. Print the document before you leave.

2. Use the scissors to remove the patient’s ID from the 
record!!!

3. We want the results of all lab and radiology ordered 
on admission, in the patient record.
• If there are pending test results when you print the 

record (there usually are), bring the record home, 
come back a day or two later, check the lab 
results, fill in by hand, and hand it in at our 
mailbox

4. Voilá! Hand in the record in designated box!

5. Allow us 10 days +/- to correct it ☺



If the patient`s ID is not 
removed;

•  We will not correct 
your journal!

• You have to make a 
new journal on another 
patient!



After correction… 
then what..

Pick up your corrected admission record from the 
message box : 

Approved

a) Please take notes of our
remarks/suggestions/praise

b) we will look for development in 
your next record.

Corrections

• Improve the record, ie missing
information such as normal values, 
percentiles, lab results). 

•Please correct by hand, and hand in 
again

Not approved

•Please take notes of
remarks/suggestions and take a new
record



Goal: Improve between the records



Our template /standard - highlights

• Please use it – we 
use it as a standard 
when we correct 
the records

Much more comprehensive than records taken 
by the ER doctors 

i.e. we want you to include every time

Normal values for vitals
Percentiles for measured weight and 
length, head circumference if below two 
years of age
Results from all workup ordered at 
admission

This is a conscious choice to maximize your 
learning!



Important

• Act politely, professionally and humble

• The patient record is a legal document

• Professional language

• Grammar

• Precision 

• Do not be afraid to ask questions to us, 
or to the doctors on call

• We ask you to hand in your best work 
☺



Case 
meeting, how 
to..?

Here we want you to write 1 admission record 
and to present the case in a case meeting:

• 2 students cooperate and do one patient 
record 

• Choose an interesting patient at one of the 
wards at Rikshospitalet, Ullevål, or Ahus . 

• Write the admission record as Word 
document

• Hand the printed copy of the record directly 
to your case meeting teacher for correction. 
Do not send it by email. 



Case meeting

Powerpoint (or similar) 
presentation for the rest of the 
students 

• The case – 5 mins

• Facts about the disease  - 5 
mins 

• Discussion – 5 mins



III. Pediatric patient – is not «just a small adult» 



Tips for infants 0 
– (8-)10 months

• Usually not sceptical to 
strangers

• Very good understanding 
of non-verbal language 
and moods



Tips for toddlers and 
preschool children 
10 months – 4-5 years

• Most children of this age evaluate 
strangers through their parents’ 
attitude to them, and require 
«warm-up-time»

• In most cases, greet the parents 
first (but do communicate with 
the child, like a kind smile)

• The child will often «warm up» to 
you through the relation between 
you and the parent

• Little understanding of irony



Tips for children 
(4-)5-12 years 
old

• Requires you to sense the 
situation – some children are very 
shy, others are extremely 
outgoing

• Generally, greet and talk to the 
patient first

• The parents should usually stay in 
the room, anamnesis often given 
by them



Tips for teenage 
patients

• Greet the patient first

• Independent beings, not just children of 
their parents

• Children 12-16 years should be offered a 
chat without the parents present

• The parents should also be heard out!



Some important 
differences from adult 
history:
• Whether the child lives with both or only one of 

the parents, whether the parents live together, 
foster-care

• Any kind of disease in the closest family

• Immunizations

• Growth (with percentiles if possible) until now

• Psychomotor development

• Daycare/school

• Thorough information on urination and 
defecation is relevant in almost every record 
(frequency, amounts, colour, Bristol stool scale...)



Some important differences 
from adult examination:

• Vital signs with normal range!

• Percentiles  - almost always highly relevant in 
pediatrics!

• Detailed description of respiratory symptoms  

• Retractions

• Nasal flaring

• Forced respiration ++++

• Puberty with Tanner stages  * if the child are at 
puberty/age were puberty should start

• Inspection of the diaper area – and inspection of 
genitals

• Rectal exam only on indication



The visits to the ER might be the highlight of the semester 
– fun, a lot to learn, the closest you get to trying pediatrics!

So – invest in this work and you will get a lot in return!



!

Do not hesitate to contact us by e-mail:

1. Ullevål/Rikshospitalet
Ellisiv Nerdrum Aagaard: ellisina@medisin.uio.no

 Berthe Annette Svenkerud b.a.svenkerud@medisin.uio.no

Nikoline Gamst nikoline.gamst@outlook.com

Katrine Bjugstad Rø katrinebjugstadro@gmail.com

Hanna Dis Margeirsdottir hamarg@ous-hf.no

2.Ahus:
Joel Pradeepkumar Selvakumar: j.p.selvakumar@medisin.uio.no

Elias Myrstad Brodwall e.m.brodwall@medisin.uio.no

Mari Elisabeth Bøe mari.elisabeth.boe@gmail.com

 
E 

  

Important!: OSCE 16.6.2026, 
all admission notes must be 
handed inn and approved by 

30.05
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