Case Report
One Case Report is to be submitted and assessed as being of a standard expected of a Specialist in Pain Medicine.

The Case Report offers the opportunity to assess several aspects of the performance of a Pain Medicine Specialist including

· A detailed longitudinal approach, past, present and future, enabling close consideration of the clinical issues the case presents

· Selection and prioritizing of relevant information, positive and negative 
· A biopsychosocial approach, with immediate, medium and long term perspectives.

· The clinical reasoning involved in the development of an understanding of, and management plan for, the patient and their condition

· Ability to integrate clinical reasoning and judgment with known scientific information, including when there is insufficient satisfactory scientific data

· Understanding of and ability to use a multidisciplinary approach, including delegation, supervision and coordination of the contributions of each discipline.
· Collaborative management, including with referring doctors and those providing follow-up care
· Care of the patient, and their family, especially with respect to enduring and anticipated difficulties
· Knowledge of, and ability to adjust, management to the differing phases of the patient’s condition – acute, chronic, rehabilitation and adjustment 

· Written literacy and organizational skills

Approach

It is expected that Trainees will discuss planning and progress of Case Reports with their Supervisor of Training (SoT) at each Quarterly In Training Assessment (ITA).

The main emphasis of the Case Report is on the clinical aspects of the patient’s predicament, supported by reference to scientific data where this is relevant.  The Case Report is not primarily a literature review of a clinical condition. The candidate should, however, indicate his/her awareness of evidence-based management of the patient’s condition. 
The quality of the Case Report does not depend on the outcome of the patient’s treatment but on the demonstration of the knowledge and understanding of the Trainee regarding presentation, cause, management and outcome. A Case Report presenting an insightful, well explained management and outcome that is less than ideal will still earn credit.
Format of the Case Report

The report is to be 

· a minimum of 2,500 and a maximum of 5,000 words.

· typed in 12 point type, double spaced on A4 pages. 

· Case Report Cover Sheet with 

· Trainee’s identification
· Trainee’s place of employment 

· Supervisor of Training’s statement that, to the best of their knowledge, the Case Report submitted is the work of the Trainee. 

· Signed statement of both the Supervisor of Training and the Trainee, verifying the SoT has read and discussed the case report with the Trainee.

· Address: to “The Executive Officer, Faculty of Pain Medicine.”
· Page 
· One of the Case Report consisting of

· a title 

· keywords (appropriate for indexing) 

· the word count.

· Reviewed for anonymity of the Patient, Trainee, Trainee’s workplace. 

· The details of the Trainee appear only on the Case Report Cover Sheet. 
· No data identifying the Patient is permitted, in any of the documents submitted.
· Submitted electronically by e-mail using Word, in PDF format.

Assessment  Process

After Faculty staff allocate a reference number to the de-identified text, they are transmitted to an Examiner for marking. The administrative staff of the faculty arrange for this examiner to be one who is from a different region, and who will not be aware of the Trainee’s personal details.

In the event of a Case not meeting the required standard, the Case will be returned to the Trainee with suggestions to consider and an invitation to resubmit the Case for review.

Content of the Case Report
The Case Report may be presented in a manner that suits the Trainee and the case, although the usual order of presentations is a useful guide to consider.

The more sophisticated Case Reports will present the information in a coherent logical order that allows the reader to easily follow the development of the clinical reasoning of the author, rather than strict adherence to a particular form that is devoid of the author’s opinions and judgement. It will integrate in a meaningful manner, demonstrating an understanding of the issues, relevant information about the patient’s condition with other aspects of their predicament, past and present, personal, social and physical. It will also integrate this information and understanding with the available scientific literature. A Case Report that is merely a description of clinical information, treatments and outcomes will not satisfy the required standard.

Emphasis should be given to the multidimensional aspects of pain and interdisciplinary approaches to the diagnosis and management of the patients with pain.

The following is a suggested format:
Demographic Data

· Name of patient

· D.O.B., Age 
· Residential circumstances 

· Source of Income 

· Current relationships, Marital status

Current Condition

· Source of Referral

· Particular reasons for referral

· History of  Present Illness 
· Specific Pain History

Systematic review

· Medication history (including PRN,CAMS, OTC, ADR)

· Treatment / Outcome history

· Relevant Systems review

· Functional Status Review

· Substance Use history (alcohol, tobacco, illicit drugs, caffeine)
· Past medical, psychiatric history

· Family medical, psychiatric history

· Legal activity
Family Background

Personal Development

· Early health and milestones
· Early behaviours

· Education

· Employment

· Social / Marital

· Current social

· Interests / Activities
Examination

· Physical 


· Mental state

· Functional 

· Investigations
Diagnosis

(Using a well recognized Diagnostic Framework for Pain, and Medical Conditions)
Formulation

This is a most important aspect of the Case Report, being the author’s analysis of the important issues of the case, presented in a manner which highlights the author’s level of skill as a Specialist in Pain Medicine.

A formulation comprises
· An introductory statement of salient demographic data
· A brief summary of the most important features of history and examination

· Diagnoses

· The opinions of the author regarding the relationships between the influential factors of the case, which may be expressed in terms of 

· Predisposing

· Precipitating
· Perpetuating 

· Aggravating

· Relieving factors 
The more sophisticated formulations will illustrate

· the manner in which these factors are influential

· their relative importance to the disease, suffering and function of the patient
· the dynamic interaction of the biological, psychological and social

components of the case
· a similar consideration of the prognosis, and anticipated problems.
Management

Whilst it is an advantage for the Trainee to have had significant clinical responsibility in the management of the case, the most important aspect is for the Trainee to provide a coherent and well supported justification for all aspects of the management plan, immediate, short and long term.

This includes an understanding of the rationale and techniques of treatment provided by colleagues, including physiotherapists, occupational therapists, psychologists, nursing staff and general practitioners. Attention should be given to important non professional influences in the patients’ environment and community such as family, employers, and relevant social agencies

Managing the limits of treatment with the patient is a special challenge to be addressed.

Outcome Assessment

The relevance of assessment criteria to the patient’s personal predicament and perspectives should be discussed.

References

The relevant use of references to support the opinions of the author is highly desirable. These should be presented in a manner consistent with a major pain literature journal such as Pain or Pain Medicine.

