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It is a pleasure to welcome you to the McMaster University Pain Medicine Residency Program.  
With hard work and dedication, by the end of the training program, you will have developed into 
a well-rounded specialist competent in all aspects of pain medicine, and we hope you will take 
the experience and expertise you’ve gained to become a leader and advocate for pain medicine 
at the local, provincial, national, and international levels. 

This handbook will be an important resource for you during the Residency Program; you will 
find important contact information, an overview of the Residency Program Committee, 
recommended references, evaluation protocols, educational objectives for the residency in 
general and for each specific rotation, an outline of the clinical rotations, and important policies 
and procedures on resident safety and support services.  We hope you will find this handbook 
useful and informative. 

The members of the teaching faculty and I look forward to working with you. 

Philip Chan MD, FRCPC (Anesthesiology, Pain Medicine), FIPP 
Program Director 
 

Michael G. DeGroote Pain Clinic 
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Program Director Dr. Philip Chan 

Program Assistant Ms. Tammy Purchase 

Chair, Department of Anesthesia Dr. James Paul 

Site Director, M.G.D. Pain Clinic Dr. Binh Khong 

Site Director, S.J.H Pain Clinic Dr. Mauricio Forero 

Representative, Paediatric Pain Service Dr. Deepa Kattail 

Director of Research Dr. Harsha Shanthanna 

Academic Curriculum Director Dr. Eugene Maida 

Members at Large Dr. Sean Curran 
 Dr. Elaheh Adly 

Address: 
Department of Anesthesia 
HSC 2V9, McMaster University 
1280 Main Street West 
Hamilton, Ontario, L8S 4K1 
Office: 905-521-2100 ext. 75154  
 

mailto:phil.chan@medportal.ca
mailto:elaheh.adly@medportal.ca
mailto:kattaild@mcmaster.ca
mailto:eugene.maida@medportal.ca
mailto:purchas@mcmaster.ca
mailto:curransp@gmail.com
mailto:shanthh@mcmaster.ca
mailto:maoforeroman@hotmail.com
mailto:khongbk@hotmail.com
mailto:paulj@mcmaster.ca
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The Pain Medicine Residency Program 
(PMRP) aims to provide a two year educa-
tional experience for residents to attain the 
competencies necessary to become expert 
consultants in the prevention, evaluation, 
diagnosis and rehabilitation of the whole 
spectrum of acute, chronic, non-cancer, and 
cancer pain; and to serve the health care 
needs of patients with a spectrum of pain 
conditions.  The Pain Medicine Residency 
Program Committee (PM RPC) oversees all 
aspects of the education and training of 
Pain Medicine residents at McMaster 
University, including: 

1. Ensuring the adequacy of clinical, 
administrative and faculty resources, as 
required by the Royal College of 
Physicians and Surgeons of Canada. 

2. The design and structure of the 
Residency Training Program, including 
the goals and objectives for each 
rotation, based on the CanMEDS 
competencies as published in the 
Specialty Training Requirements of the 
Royal College of Physicians and 
Surgeons of Canada. 

3. The quality of the educational 
experience provided by the Residency 
Training Program, including both clinical 
and academic aspects of the Program.  
This process will include regular 
evaluation of each teacher and rotation. 

4. The appropriate and timely evaluation of 
each resident in the program, in 
multiple domains and by multiple 
observers, through a well-organized in-
training evaluation strategy. 

5. Monitoring the progress of each 
resident in both medical expert compe-
tencies (in experience, ability and 
responsibility) as well as the non-
technical competencies through review 
of promotions portfolios and in training 
assessment reports (ITARs). 

6. The selection of residents for the 
PMRP, and establishment of selection 
criteria and oversight of the selection 
process for trainees. 

7. The assurance of a safe and collegial 
environment within which the residents 
may achieve their educational goals. 
This includes supporting the social 
elements of the residency program and 
overseeing appropriate call and 
workload for residents. 

8. The establishment of mechanisms to 
provide career planning and counseling 
for residents and to deal with problems 
such as those related to psychological 
stress. 

9. The oversight of the development of 
remediation plans, when necessary, in 
a manner that considers the need for 
confidentiality. 

10. The maintenance of an appeal 
mechanism in accordance with policies 
determined by the Faculty Postgraduate 
Education Committee. 

11. Conducting an annual review of the 
Program to assess the quality of the 
educational experience and to review 
the resources available in order to 
ensure that maximal benefit is being 
derived from the integration of the 
components of the Program.  This 
review must include: 

a) An assessment of each 
component of the Program to 
ensure that the educational 
objectives are being met; 

b) An assessment of resource 
allocation to ensure that resources 
and facilities are being utilized with 
optimal effectiveness; and 

c) An assessment of teaching in the 
Program, including teaching in 
areas such as biomedical ethics, 
medico-legal considerations, and 
administrative and management 
issues. 

The committee consists of: 

• Current Pain Medicine Program Director 
• Clinical Training Unit director, Michael 

G. DeGroote Pain Clinic 
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• Clinical Training Unit director, St. 
Joseph’s Healthcare Pain Clinic 

• Pain Medicine Research Coordinator 
• Pain Medicine Resident Representative 
• Academic Curriculum Director 
• Medical Director or representative of 

the Paediatric Pain Service 
• Members at large (2) 
• Program Assistant	
• Chair of Department of Anesthesiology, 

ex officio 
• Associate Dean of Postgraduate 

Education, ex officio 

Corresponding members are invited to 
attend one meeting per year to review 
goals and objectives of their respective 
rotations, and may be invited to attend 
further meetings as required: 

• Program Director or representative 
from Psychiatry/Addiction Medicine 

• Program Director or representative 
from Neurology 

• Program Director or representative 
from Palliative Care 

• Program Director or representative 
from Physical Medicine and 
Rehabilitation 

• Program Director or representative 
from Rheumatology 

• Program Director or representative 
from Sleep Medicine 

• Director or representative of the Acute 
Pain Service, St. Joseph’s Healthcare or 
Transitional Pain Service, Hamilton 
Health Sciences 

Other Pain Medicine residents may be 
invited to attend meetings depending on 
the issues being addressed, however, only 
the elected resident would have a vote. 

The Committee reports to the Department 
of Anesthesiology University Executive 
Committee.  The PM RPC meets four times 
a year, at a minimum.  Additional meetings 
shall be scheduled as required at the 
discretion of the PD.  A quorum requires 
four (4) voting members; if quorum is not 
reached, the meeting will be rescheduled.  
The meetings are chaired by the PD.  
Minutes are kept and circulated to all 
members of the PM RPC and after approval 
by the committee, to all PM faculty 
members and PM residents. 
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Online Access 

McMaster University Health Sciences 
Library offers online access to a wide range 
of journals and electronic editions of current 
textbooks. 

To gain access to these resources, 
residents will require a MAC ID, a unique, 
common identifier enabling single sign-on 
for a number of McMaster systems and 
applications. (Your MAC ID is not your 
employee or student number). 

All existing employees already have a MAC 
ID. New residents will be assigned a MAC 
ID, which can be activated at the MAC ID 
activation tool. 

Royal College Recommended Study 
Materials 

*indicates electronic version of textbook available 
from McMaster Library 
Study materials for the Royal College 
Examination in Pain Medicine include, but 
are not limited to: 

General Pain Medicine Textbooks 

• Clinical Pain Management: A Practical 
Guide. Editors: Mary E Lynch, Kenneth D 
Craig and Philip WH Peng (Wiley-Blackwell). 
A book project of the Canadian Pain Society 
Education Special Interest Group covering 
the ISAP curriculum on pain medicine with 
concise summary of the topics. 

• Essentials of Pain Medicine, 4th Edition, 
2018* 

• Wall & Melzack's Textbook of Pain, 6th 
Edition, 2013* 

• Bonica's Management of Pain, 5th edition, 
2018* 

• Basic Science of Pain: An Illustrated and 
Clinically Orientated Guide. Philip Peng 
Educational Series. Available via iTunes. 

• Handbook of Pain Assessment, 3rd Edition. 
Editors: Turk DC and Melzack R, 2011.	

Foundational knowledge 

• Basbaum AI et al. Cellular and molecular 
mechanisms of pain. Cell 2009; 139: 267-
284. 

• Herrero JF et al. Wind-up of spinal cord 
neurones and pain sensation: much ado 
about something? Progress in Neurobiology 
2000; 61: 169-203. 

• Grace PM et al. Pathological pain and the 
neuroimmune interface. Nat Rev 
Immunology 2014; 14: 217-231. 

• Taves S et al. Microglia and Spinal Cord 
Synaptic Plasticity in Persistent Pain. Neural 
Plasticity 2013; 2013: 753656 doi: 
10.1155/2013/753656. 

• Allan GM et al. Systematic review of 
systematic reviews for medical 
cannabinoids: Pain, nausea and vomiting, 
spasticity, and harms. Can Fam Physician 
2018; 64: e78-e94. 

• Kosek E et al. Do we need a third 
mechanistic descriptor for chronic pain 
states? PAIN 2016; 157: 1382–86. 

• Andrews NE et al. Activity Pacing, 
Avoidance, Endurance and associations 
with patient functioning in chronic pain, a 
systematic review and meta- analysis. Arch 
Phys Med Rehab 2012; 93: 2109-2121. 

• Nielson WR et al. Activity pacing in chronic 
pain: concepts, evidence, and future 
directions. Clin J Pain 2013; 29: 461-468. 

• Dean L. Codeine Therapy and CYP2D6 
Genotype. Medical Genetics Summaries 
[Internet] 2012; 
https://www.ncbi.nlm.nih.gov/books/NBK10
0662/ 

• Gibson W et al. Transcutaneous electrical 
nerve stimulation (TENS) for chronic pain-an 
overview of Cochrane Reviews. Cochrane 
Database of Systematic Reviews. 2019, 
Issue 2. DOI:10.1002/14651858.CD011890. 

• Complementary, Alternative, or Integrative 
Health/ What’s In a Name? | NCCIH 

• Wang C et al. Effect of Tai Chi versus 
aerobic exercise for fibromyalgia: 

https://hsl.mcmaster.ca/
https://hsl.mcmaster.ca/
https://maciam.mcmaster.ca/identityiq/external/registration.jsf#/register
https://maciam.mcmaster.ca/identityiq/external/registration.jsf#/register
http://www.royalcollege.ca/rcsite/documents/ibd/pain-medicine-exam-format-e
http://www.royalcollege.ca/rcsite/documents/ibd/pain-medicine-exam-format-e
https://www.ncbi.nlm.nih.gov/books/NBK100662/
https://nccih.nih.gov/health/integrative-health
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comparative effectiveness randomized 
controlled trial. BMJ. 2018; 360: k851 

• Peng PW. Tai Chi and chronic pain. Reg 
Anesth Pain Med. 2012; 37: 372–382. 

• Ling JK, et al. Tai Chi for Chronic Pain 
Conditions: A Systematic Review and Meta-
analysis of Randomized Controlled Trials. 
Sci Rep 2016; 6: 25325 

Cancer Pain 

• Cancer Pain. Pharmacologic, Interventional, 
and Palliative Approaches. Editor: Oscar A. 
de Leon-Casasola, 2006. 

• De Kock I. Nausea and vomiting. In: 
Palliative Medicine: A case-based manual. 
Edited by Oneschuk D, Hagen N, 
MacDonald N. (3rd edition) Oxford 
University Press 2012; 136- 148. 

• Lalla RV et al. MASCC/ISOO clinical practice 
guidelines for the management of 
mucositis secondary to cancer therapy. 
Cancer. 2014; 120: 1453-61. 

• Seretny, M. et al. Incidence, prevalence, 
and predictors of chemotherapy-induced 
peripheral neuropathy: A systematic review 
and meta-analysis. Pain 2014; 155: 2461-70. 

• Rumman A et al. Opioid induced 
constipation in cancer patients: 
pathophysiology, diagnosis and treatment. 
Expert Review of Quality of Life in Cancer 
Care. 2016; 1:1, 25- 35. 

• Massey RL et al. Brief review: 
Chemotherapy-induced painful peripheral 
neuropathy (CIPPN): current status and 
future directions. Can J Anesth 2014; 61: 
754–76. 

• De Sanctis V. et al. Mucositis in head and 
neck cancer patients treated with 
radiotherapy and systemic therapies: 
Literature review and consensus 
statements. Critical Reviews in 
Oncology/Hematology. 2016; 100: 147-166. 

• Leppert W and Buss T. The role of 
corticosteroids in the treatment of pain in 
cancer patients. Curr Pain Headache Rep. 
2012; 16: 307-13. 

Psychiatry 

• Medically Unexplained Symptoms, 
Somatization and Bodily Distress: 
Developing Better Clinical Services. Editors: 
Frances Creed, Peter Henningsen and Per 
Fink. (Cambridge Medicine), 2011. 

• DSM-5, American Psychiatric Association 

• Turk DC et al. Assessment of Psychosocial 
and Functional Impact of Chronic Pain. The 
Journal of Pain 2016; ; 17: T21-T49. 

• Katz J et al. Chronic Pain, Psychopathology, 
and DSM-5 Somatic Symptom Disorder Can 
J Psychiatry 2015; 60: 160–167. 

• Morley S and Williams A. New 
Developments in the Psychological 
Management of Chronic Pain. Can J 
Psychiatry 2015; 60: 168–175. 

• Latthe, P et al. Factors predisposing 
women to chronic pelvic pain: systematic 
review. BMJ 2006; 332: 749-55. 

• Measuring health and disability: Manual for 
WHO Disability Assessment Schedule 
(WHODAS 2.0). 2010. 

• Jensen MP and Patterson DR. Hypnotic 
approaches for chronic pain management 
clinical implications of recent research 
findings. Am Psychol. 2014 69: 167–177. 

• Kabat-Zinn J et al. The clinical use of 
mindfulness meditation for the self- 
regulation of chronic pain. J Behav Med. 
1985; 8: 163-90. 

• Tracy LM. Psychosocial factors and their 
influence on the experience of pain. Pain 
Reports. 2017; 2: e602. 

• Edwards R et al. Observer influences on 
pain: an experimental series examining 
same-sex and opposite-sex friends, 
strangers, and romantic partners. Pain 2017 
158: 846-55. 

• Kurlansik SL and Maffei MS. Somatic 
symptom disorder. Am Fam Physician. 
2016; 93: 49-54. 

• Pereira et al. Suicidal ideation and behavior 
associated with antidepressant 
medications: Implications for the treatment 
of chronic pain. Pain 2014; 155: 2471-5. 

https://apps.who.int/iris/handle/10665/43974
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• Pereira et al. Suicidality associated with 
antiepileptic drugs: Implications for the 
treatment of neuropathic pain and 
fibromyalgia. Pain 2013; 154: 345-9. 

• Broderick JE. CBT for chronic pain is 
effective, but for whom? Pain 2016; 157: 
2115-23. 

• Brennstuhl MJ et al. Chronic Pain and 
PTSD: Evolving Views on their comorbidity. 
Perspectives Psychiatric Care 2014; 51: 
295-304. 

• Sareen J et al. Physical and mental 
comorbidity, disability and suicidal 
behaviour associated with posttraumatic 
stress disorder in a large community 
sample, Psychosom Medicine, 2007; 69: 
242-8. 

• Sharp TJ and Harvey AG. Chronic pain and 
posttraumatic stress disorder: mutual 
maintenance? Clinical Psychol Rev 2001; 2: 
857-77. 

• Sullivan MJL et al. The pain catastrophizing 
scale: Development and validation. 
Psychological assessment 1995; 7: 524-32. 

• Choi Y et al. What is the best screening test 
for depression in chronic spinal pain 
patients? Spine J. 2014; 14: 1175-82. 

• Elliott TE et al. Chronic pain, depression, 
and quality of life: correlations and 
predictive value of the SF-36. Pain medicine 
2003; 4: 331-9. 

• Taylor R et al. The utility of somatic items in 
the assessment of depression in patients 
with chronic pain: a comparison of the Zung 
Self-Rating Depression Scale and the 
Depression Anxiety Stress Scales in chronic 
pain and clinical and community samples. 
Clinical J Pain 2005; 21: 91-100. 

• College of Family Physicians of Canada. 
Authorizing Dried Cannabis for Chronic Pain 
or Anxiety: Preliminary Guidance from the 
College of Family Physicians of Canada. 
Mississauga, ON: College of Family 
Physicians of Canada; 2014. 

• Felitti VJ et al. Relationship of childhood 
abuse and household dysfunction to many 
of the leading causes of death in adults. 
The Adverse Childhood Experiences (ACE) 

Study. Am J Prev Med 1998; 14: 245-258. 

• Anda RF et al. Adverse childhood 
experiences and prescription drug use in a 
cohort study of adult HMO patients. BMC 
Public Health 2008, 8: 198-201. 

Addiction Medicine 

• Information for Health Care Professionals: 
Cannabis (marihuana, marijuana) and the 
cannabinoids. Updated 2018 by Health 
Canada 

• The 2017 Canadian Guideline for Opioids 
for Chronic Non-Cancer pain 

• Busse JW, et al. Guideline for opioid 
therapy and chronic noncancer pain. CMAJ 
2017; 189: E659-66. 

• Peppin JF, et al. Recommendations for 
urine drug monitoring as a component of 
opioid therapy in the treatment of chronic 
pain. Pain Medicine. 2012; 13: 886-96. 

• McCaffrey et al. Development of a brief 
version of the Current Opioid Misuse 
Measure (COMM): The COMM-9. Pain 
Medicine 2019; 20: 113-118. 

• Berrettini W. A brief review of the genetics 
and pharmacogenetics of opioid use 
disorders. Dialogues Clinic Neurosci 2017; 
19: 229-236. 

• Dube SR et al. Childhood abuse, neglect, 
and household dysfunction and the risk of 
Illicit drug use: the adverse childhood 
experiences study. Pediatrics 2003; 111: 
564-572. 

• Volkow ND et al. Neurobiologic Advances 
from the Brain Disease Model of Addiction. 
N Engl J Med 2016; 374: 363-71. 

Musculoskeletal system 

• Braddom’s Physical Medicine and 
Rehabilitation, 5th Edition, 2016*	

• Travell & Simons’ Myofascial Pain and 
Dysfunction: The Trigger Point Manual. 2nd 
edition (2 volumes). Williams & Wilkins, 
Baltimore, MD, 1999. 

• Akkoc N et al. ASAS classification criteria 
for axial spondyloarthritis: time to modify. 
Clin Rheumatol. 2016; 35: 1415–1423. 

https://www.canada.ca/content/dam/hc-sc/documents/services/drugs-medication/cannabis/information-medical-practitioners/information-health-care-professionals-cannabis-cannabinoids-eng.pdf
http://nationalpaincentre.mcmaster.ca/documents/Opioid GL for CMAJ_01may2017.pdf
https://portal.cfpc.ca/resourcesdocs/uploadedFiles/Resources/_PDFs/Authorizing D ried Cannabis for Chronic Pain or Anxiety.pdf
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• Mazanec DJ et al. Vertebral compression 
fractures: manage aggressively to prevent 
sequelae. Cleve Clin J Med 2003; 70: 147-
156. 

• D’Adda E et al. Follow-up of a large 
population of asymptomatic/ 
oligosymptomatic hyperckemic subjects. 
Journal of neurology 2006; 253:1399-403.	

• Maugars Y et al. Assessment of the 
efficacy of sacroiliac corticosteroid 
injections in spondylarthropathies: a double-
blind study. Br J Rheumatol 1996; 35: 767–
770.	

• Dejaco C et al. 2015 Recommendations for 
the management of polymyalgia 
rheumatica: a European League Against 
Rheumatism/American College of 
Rheumatology collaborative initiative. 
Arthritis Rheumatol 2015; 67: 2569-80.	

• Macchioni P et al. Performance of the new 
2012 EULAR/ACR classification criteria for 
polymyalgia rheumatica: comparison with 
the previous criteria in a single-centre 
study. Ann Rheum Dis. 2014; 73: 1190-3.	

• Toward Optimized Practice. Low Back Pain	

• National Academies of Sciences 
Engineering, and Medicine. The health 
effects of cannabis and cannabinoids: the 
current state of evidence and 
recommendations for research. 
Washington,DC: The National Academies 
Press; 2017. 

• Kamper SJ et al. Multidisciplinary 
biopsychosocial rehabilitation for chronic 
low back pain: Cochrane systematic review 
and meta-analysis BMJ 2015; 350: h444. 

• Spitzer WO et al. Scientific monograph of 
the Quebec Task Force on Whiplash- 
Associated Disorders: redefining "whiplash" 
and its management. Spine (Phila Pa 1976). 
1995; 20: 1S-73S. 

• Todd, NV. Guidelines for cauda equina 
syndrome. Red flags and white flags. 
Systematic review and implications for 
triage. Br J Neurosurg 2017; 3: 336-9. 

• Macchioni P et al. Performance of the new 
2012 EULAR/ACR classification criteria for 
polymyalgia rheumatica: comparison with 

the previous criteria in a single-centre 
study. Ann Rheum Dis.2014; 73: 1190-3. 

• Ayhan E et al. Intraarticular injections 
(corticosteroid, hyaluronic acid, platelet rich 
plasma) for the knee osteoarthritis. World J 
Orthop 2014; 5: 351-361. 

• Meheux CJ et al. Efficacy of Intra-articular 
Platelet-Rich Plasma Injections in Knee 
Osteoarthritis: A Systematic Review. 
Arthroscopy 2016; 32: 495-505. 

• Raeissadat SA et al. An investigation into 
the efficacy of intra-articular ozone (O2–O3) 
injection in patients with knee 
osteoarthritis: a systematic review and 
meta-analysis. Journal of Pain Research 
2018; 11: 2537–2550. 

• Loh E et al. The CanPain SCI clinical 
practice guidelines for the management of 
neuropathic pain after spinal cord injury: 
introduction, methodology and 
recommendations. Spinal Cord 2016; 54 
Suppl: S1-S6. 

Neurology 

• Moulin D et al. Pharmacological 
management of chronic neuropathic pain: 
Revised consensus statement from the 
Canadian Pain Society. Pain Res Manag 
2014; 19: 328- 335. 

• Complex regional pain syndrome in adults: 
UK guidelines for diagnosis, referral and 
management in primary and secondary 
care. 2018. Royal College of Physicians, 
London, UK.  

• Guy SD et al. The CanPain SCI clinical 
practice guidelines for rehabilitation 
management of neuropathic pain after 
spinal cord: recommendations for 
treatment. Spinal Cord. 2016; 54 Suppl 1: 
S14-23. 

• Chapter 4 (Clinical Characteristics of Central 
Poststroke Pain) of Central Neuropathic 
Pain: Focus on Poststroke pain. 2007. 
International Society for the Study of Pain. 

• Loh E, et al. The CanPain SCI clinical 
practice guidelines for the management of 
neuropathic pain after spinal cord injury: 
introduction, methodology and 
recommendation overview. Spinal Cord 

https://ebooks.iasp-pain.org/central_neuropathic_pain
https://actt.albertadoctors.org/CPGs/Pages/Low-Back-Pain.aspx
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2016; 54 Suppl1: S1-S6. 

• McDonagh C et al.The role of ultrasound in 
the diagnosis and management of carpal 
tunnel syndrome: a new paradigm. 
Rheumatology 2015; 54: 9-19. 

• Pop-Busui R et al. Diabetic neuropathy: a 
position statement by the American 
Diabetes Association. Diabetes Care 2017; 
40: 136-54. 

• Watson JC and Dyck PJ. Peripheral 
neuropathy: a practical approach to 
diagnosis and symptom management. 
Mayo Clinic Proceedings 2015; 90: 940-951. 

• Edvinsson, L. The Trigeminovascular 
Pathway: Role of CGRP and CGRP 
Receptors in Migraine. Headache 2017; 57: 
47-55. 

• Bouhassira D et al. Development and 
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• Chou R et al. Management of Postoperative 
Pain: a clinical practice guideline from the 
American pain society, the American 

Society of Regional Anesthesia and Pain 
Medicine, and the American Society of 
Anesthesiologists' committee on regional 
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Guidelines 

• Neal et al. ASRA Practice Advisory on Local 
Anesthetic Systemic Toxicity. Reg Anesth 
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http://fpm.anzca.edu.au/documents/apmse4_2015_final
https://www.spineintervention.org/?page=S3_PG
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ACC & NZGG, Wellington, NZ. (2004 Ed.)  
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http://fmguidelines.ca/?page_id=19
http://www.cirpd.org/Webinars/Pages/ChronicPain.aspx
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A curriculum has been designed to cover 
the objectives associated with each of the 
CanMEDS roles (see the section 
Educational Objectives).  The dates, times, 
and locations of all educational activities are 
available online; the links will be shared 
with trainees at the start of the academic 
year. 

Attendance at Academic Half Days 

All residents are required to attend the 
weekly Academic Half Day (AHD) on 
Wednesdays.  All residents are excused 
from clinical duty as of 16:00 to attend 
the sessions; faculty are expected to 
ensure that residents are freed from any 
clinical responsibilities in a timely fashion so 
that the residents can attend the sessions. 

Residents based away from McMaster 
University during an elective is expected to 
continue attending academic sessions, if 
close enough to do so (travel time to 
Hamilton less than 1 hour).  If the elective is 
at another academic centre, the resident 
will take part in the academic activities of 
that university program while training at that 
site.  Residents on community electives 
distant from McMaster (travel time to 
Hamilton greater than 1 hour) are not 
expected to attend in person, but video 
conferencing capabilities will be utilized to 
allow for participation. 

Didactic Lectures 

Lecturers conduct 60 to 90 minute sessions 
on topics chosen by the academic 
curriculum director.  They are designed to 
provide teaching on objectives of training 
that are not easily covered in the course of 
clinical training, e.g.  anatomy, 
pharmacology; to provide supplemental 
teaching on topics encountered during the 
course of clinical work; and to promote 
discussion and reflection on non-medical 
expert CANMEDS competencies. 

Trouble Rounds/Case Discussion 

The faculty member overseeing the AHD, 

or one of the residents, presents either an 
interesting case encountered during clinical 
work, or a scenario created by the faculty 
member, to address topics related to the 
CANMEDS competencies.  The goals of the 
case discussions are two-fold: 

• to promote sharing of knowledge, 
ideas, and experiences between 
residents as well as with faculty 

• to encourage approaching a clinical 
scenario from multiple angles, 
considering not just the medical expert 
aspects of the situation, but to also 
think about and address issues such as 
advocacy to address the systemic 
shortcomings that may have lead to the 
situation, or the ethical dilemmas 
presented by competing interests. 

Personal Learning Projects (PLP) 

Outside of the AHD, the resident is 
encouraged to propose and carry out 
learning plans to address specific clinical 
questions; medical-professional, 
administrative, or system related questions 
or issues; or in preparation for formal 
teaching activities (such as giving grand 
rounds). 

A standardized form is available in the 
McMaster Pain Medicine Residency 
Resource folder, and it is also attached to 
this manual, to document the process. 

There is no set number of PLPs that need 
to be completed, although it is encouraged 
at the minimum six (6) PLPs are 
completed per academic year.  These 
PLPs will be kept as part of the resident 
portfolio and will be reviewed during semi-
annual meetings with the program director. 

Self-Reflection Forms 

Self-reflection is designed to encourage 
residents to explore more fully their 
experiences during a clinical encounter in 
order to gain new understandings and 
appreciation. 
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There is no set number of forms that need 
to be completed, although it is encouraged 
that at the minimum two (2) are 
completed during training. 

Examples of scenarios that may be 
appropriate for self-reflection include: 

• An instance when one encountered the 
limits of one’s own expertise 

• An episode when one prevented, 
negotiated, and/or resolved 
interprofessional conflict 

• How one identified and acted upon an 
opportunity for advocacy either at the 
individual level or at the community 
level 

• Professional, legal, and ethical aspects 
of practice 

• How one responded to a colleague in 
need 

• How one balanced conflicting personal 
and professional priorities 

A standardized form is available in the 
McMaster Pain Medicine Residency 
Resource folder, and it is also attached to 
this manual, to document the process. 

Some tips for getting the most out of self-
reflection: 

• Write the diary entry immediately after 
the activity/visit, then reflect and write a 
comment a few days later 

• Explain your feelings in relation to your 
strengths, capacities, fears, 
weaknesses and biases 

• Suggest alternative actions you might 
have taken (or might take next time) to 
improve the activity/ visit and make it a 
better learning experience 

Some prompts that may be helpful when 
writing a self-reflection entry 

• I can see clearly that... 
• What I can’t make sense of is ... 

• What went well/ badly was ... 
• I think/felt/discovered/wondered/was 

aware that... 
• Next time I will … 
• In order to ..., I shall ... 
• This will enable me to ... 
• I need to ... 
• I am planning to... 

Pain Grand Rounds 

Held on the last Thursday of every month 
from September to June starting at 17:30 in 
Room 2232, Michael DeGroote Centre for 
Learning and Discovery (MDCL).  Lectures 
are given by local experts as well as invited 
outside speakers on various topics in pain 
medicine, ranging from basic science 
research, new clinical research, and in-
depth topic review. 

Pain Journal Club 

Held every 3 months.  Each resident 
presents a paper on a new clinical study or 
basic science study from the pain medicine 
literature.  Each presenter prepares a formal 
presentation, which provides an overview 
of the study methodology, review the 
results, and summarize the author’s 
conclusions.  The presenter provides critical 
appraisal of the study and concludes with 
the applicability of the study’s conclusion(s) 
on one’s own practice.  A broad, 
multidisciplinary audience attends. 

Additional intervention practice sessions 

Organized by Dr. Park (fluoroscopy guided) 
and Dr. Forero (ultrasound guided) (held 
every 3-4 months) 

Other Educational Activities 

1. Academic Grand Rounds of the 
resident’s primary specialty (as the 
schedule allows) 

2. Annual Research Day of the resident’s 
primary specialty (as schedule allows) 
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National Educational Activities 

Pain Ground School – held the first week 
of the academic year in Toronto; the 2 day 
workshop covers a wide variety of 
introductory topics that the incoming pain 
medicine residents across the country 
would find useful. 

National Interventional Pain Management 
Workshop for Clinical Fellows and 
Residents - usually held in September in 
Toronto 

Nationwide Academic Curriculum 
(Teleconference) – organized by the 
program directors across Canada, the 
teleconference is scheduled 3-4 times per 
year to cover topics of interest to all pain 
medicine residents, but which may be hard 
to organize locally at all centres. 

Pain Medicine Examination preparation 
course -usually held in May in Toronto 

Conferences 

The resident is expected to attend at least 
one recognized North American or 
International pain conference per year. 

Residents are encouraged to present their 
research at meetings and conferences. 

Pain Medicine Residency Educational 
Bursary Program 

Residents who have completed a minimum 
4 blocks of Multidisciplinary Pain Clinic 
(MDPC) will be eligible to participate in the 
Resident-Lead Clinic (RLC) where the 
resident takes a primary role in the 
operation of a pain clinic. Billings generated 
through the course of clinical work in the 
RLC are kept in a dedicated account, and 
residents can receive financial support from 
this fund for the following: 

• Reference text(s): Print or electronic 
books to aid in the preparation for the 
Royal College pain medicine 
examination. 

• Conferences/workshops: Events 
eligible for continuing professional 
development (CPD) credits as 
described in sections 1 and 2 of the 
Royal College Maintenance of 
Certification program. Costs that can be 
considered for reimbursement include 
registration fees, accommodations 
(standard), and travel costs. 

• Learning aids or educational software: 
The item should be directly applicable 
to the preparation for the writing of the 
Royal College pain medicine 
examination, teaching of junior learners 
in pain medicine, or preparation of 
formal teaching activities in pain 
medicine.  Examples of eligible items 
include, but are not limited to, 
educational software pertinent to pain 
medicine (e.g. a 3D anatomy atlas 
program), or anatomical models. 

The resident must submit the form available 
in the McMaster Pain Medicine Residency 
Resource folder (also attached to this 
manual) detailing the request to be funded, 
for pre-approval.  The Program Director and 
Program assistant will review the proposal 
and arrive at a decision regarding funding 
within 7 working days. 

Once the approval has been granted, the 
resident will have 30 days to submit 
appropriate receipts for the expense.  For 
conferences/workshops, the resident will 
need to produce a receipt for the meeting 
registration, accommodations, as well as 
travel costs, within 30 days of attending the 
event. 

The maximum cumulative amount a 
resident is eligible to receive during the 
course of training is $2000. 

  

http:/www.royalcollege.ca/rcsite/cpd/moc-program/cpd-activities-can-record-e
http:/www.royalcollege.ca/rcsite/cpd/moc-program/cpd-activities-can-record-e
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Topics that would benefit from further 
self-study 

Medical Expert 

Identify and appropriately respond to relevant ethical 
issues arising in patient care (1.3) 

Recognize and respond to the ethical dimensions in 
medical decision-making (1.6) 

Anatomy, Physiology, Pharmacology 

Anatomy and neuro-physiology of nociception (2.1.1) 

Pathophysiology of acute and chronic pain including 
mechanisms, modulation and associated physiologic 
consequences (2.1.2) 

Define the disorder of chronic pain utilizing the 
International Association for the Study of Pain (IASP) 
Classification of Chronic Pain (2.1.3) 

Current concepts of the placebo response and their 
implications for assessment and therapy (2.1.4) 

Genetic influences on pain and pharmacotherapy for 
pain (2.1.5) 

• Role of genomic techniques in investigating 
pain physiology (2.1.5.1) 

Mechanism of action, pharmacology, side effects and 
monitoring of the following: (2.1.6) 

• Acetaminophen (2.1.6.1) 
• Calcium channel blockers (2.1.6.2) 
• Cannabinoids (2.1.6.3) 
• NMDA antagonists (2.1.6.4) 
• Opioid receptor agonists (2.1.6.5) 
• Opioid receptor agonists, antagonists, and 

mixed agonists-antagonists (2.1.6.5.1) 
• Prostaglandin inhibitors (2.1.6.6) 
• SNRI (2.1.6.7) 
• Sodium channel blockers (2.1.6.8) 

Outcome measures 
Administration, scoring, interpretation, limitations, 
and clinical utility of at least one validated outcome 
measure in each of the following domains: (2.1.7) 

• Pain (2.1.7.1) 
• Mood (2.1.7.2) 
• Function (2.1.7.3) 
• Sleep (2.1.7.4) 
• Quality of life and health care utilization 

(2.1.7.5) 

Psychology of pain 
List important psychological mechanisms involved in 
pain and suffering (2.1.8.1) 

Describe how neuro-biologic predisposition, 
childhood and early life experiences, cultural and 
societal environments may impact pain perception 
and experience using a bio-psycho-social model 
(2.1.8.2) 

Characteristics of patients with pain who would most 
benefit from a formal psychological assessment 
(2.1.8.3) 

Indications, contraindications, benefits (efficacy) and 
risks (safety) and summarize the evidence that 
supports the following clinical treatments (2.1.8.4) 

• Biofeedback (2.1.8.4.1) 
• Cognitive Behavioral Therapy (2.1.8.4.2) 
• Hypnosis (2.1.8.4.3) 
• Goal setting (2.1.8.4.4) 
• Imagery training (2.1.8.4.5) 
• Mindfulness Based Cognitive Therapy (MBCT) 

(2.1.8.4.6) 
• Mindfulness Based Stress Reduction (MBSR) 

(2.1.8.4.7) 
• Patient education programs (2.1.8.4.8) 
• Patient self-management techniques 

(2.1.8.4.9) 

Define catastrophizing and kinesophobia as predictors 
of chronic pain treatment outcomes (2.1.8.5) 

• common assessment tools (2.1.8.5.1) 
• interventions that can be used to reduce the 

severity of each condition (2.1.8.5.2) 

Psychiatry 

Describe how psychiatric illness, relevant to pain 
medicine, may be modulated through predisposing, 
precipitating, perpetuating and protecting factors 
(2.1.9.1) 

Diagnostic criteria, appropriate screening 
questionnaires, fundamentals of treatment strategies 
(and contraindications for other treatments), and the 
indications for psychiatric or psychological 
assessment for: (2.1.9.2) 

• Anxiety disorders (2.1.9.2.1) 
• Attention deficit/hyperactivity disorders 

(2.1.9.2.2) 
• Bipolar disorders (2.1.9.2.3) 
• Major depressive disorder (2.1.9.2.4) 
• Personality disorders (2.1.2.7.5) 
• Somatic symptom disorders (2.1.2.7.6) 
• Substance use disorders (2.1.2.7.7) 
• Trauma and stress related disorders 

(2.1.2.7.8) 

Potential effect of pain treatments on psychiatric 
comorbidities (2.1.9.3) 

Addiction 
Define addiction, tolerance and physical dependence 
(2.1.10.1) 

Describe the heterogeneity of opioid users in patients 
with pain and other diagnoses, including (2.1.10.2) 

• Abuse (2.1.10.2.1) 
• Misuse (2.1.10.2.2) 
• Diversion (2.1.10.2.3) 
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Health consequences of both untreated pain and 
opioid misuse or abuse (2.1.10.3) 

Core clinical features and treatment of patients with 
pain and addiction (2.1.10.4) 

Concept of "universal precautions" as it applies to 
treatment with opioids (2.1.10.5) 

List aberrant drug-taking behaviors in patients 
prescribed opioids; identify which are predictive of 
abuse, misuse or diversion and describe differential 
diagnoses for these behaviors (2.1.10.6) 

Treatment strategies for pain management in patients 
with addiction either active or in remission (2.1.10.7) 

Appropriate withdrawal schedules and strategies for 
managing withdrawal symptoms for opioids and 
benzodiazepines (2.1.10.8) 

Describe current national or widely recognized 
standards, such as Centers for Disease Control 
(CDC), or Canadian opioid guidelines, for the 
prescription of opioids in chronic pain (2.1.10.9) 

Scientific literature on the benefits, risks, and 
shortcomings of opioids for chronic pain (2.1.10.10) 

Current Canadian regulation of opioid prescribing 
(2.1.10.11) 

Sleep medicine 

Describe how sleep disorders may affect patients 
with acute and chronic pain and may be modulated 
through predisposing, precipitating, perpetuating and 
protecting factors (2.1.11.1) 

Interaction between pain, sleep medications, non- 
prescribed substances, anxiety, and mood disorders 
(2.1.11.2) 

Basic classification of sleep disorders according to 
the International Classification of Sleep Disorders 
(ICSD) (2.1.11.3) 

Characteristics of patients who would most benefit 
from referral to a sleep clinic (2.1.11.4) 

Common assessment procedures used in the 
diagnosis of sleep disorders (2.1.11.5) 

Non pharmacologic and pharmacologic treatment 
options for the common sleep problems that occur in 
association with chronic pain disorders (2.1.11.6) 

Musculoskeletal 
Epidemiology, pathophysiology, natural history, 
diagnosis, treatments and prognosis of common 
painful musculoskeletal diseases, including 
inflammatory and degenerative joint disease, soft 
tissue rheumatism and diffuse body pain (2.1.12.1) 

Specific pain syndromes that may occur following 
spinal cord injury, post-stroke and after limb 
amputation (2.1.12.3) 

Diagnosis and management of emergent conditions 
of the spine, including tumour, fracture, myelopathy, 
and infection (2.1.12.5) 

Indications for the various modalities of diagnostic 
imaging specific to MSK assessment (2.1.12.6) 

Principles, indications and limitations of physical 
treatments, including exercise based treatment, and 
active and passive physical therapies (2.1.12.8) 

Principles, indications and limitations of occupational 
therapy management (2.1.12.9) 

Principles, indications and limitations of evidence for 
complementary and alternative medicine commonly 
used in managing musculoskeletal pain (2.1.12.10) 

Functional domains as outcome measures for pain 
(2.1.12.11) 

• Principles of functional restoration in 
individuals with pain and the evidence 
supporting different types of chronic pain 
activation programs (2.1.12.11.1) 

World Health Organization Disability Assessment 
Scale (WHO-DAS), the concepts of impairment, ability 
and participation, and how these apply to individuals 
with pain (2.1.12.12) 

Neuropathic Pain 

Epidemiology, pathophysiology, natural history, 
diagnosis, treatments and prognosis of common 
conditions causing neuropathic pain (2.1.13.1) 

Features of neuropathic pain including peripheral and 
central sensitization (2.1.13.2) 

• common symptoms and signs (2.1.13.2.1) 
• explain their role in the persistence of pain 

(2.1.13.2.2) 

Diagnosis, appropriate investigations and 
management of common painful peripheral nervous 
system disorders, including: (2.1.13.3) 

• Compression and entrapment syndromes 
(2.1.13.3.1) 

• Diabetic neuropathy (2.1.13.3.2) 
• Infectious lesions including herpes zoster; 

post herpetic neuralgia (2.1.13.3.3, 
2.1.13.3.3.1) 

• Ischemic nerve injuries (2.1.13.3.4) 

Diagnosis, appropriate investigations and 
management of common painful central nervous 
system disorders including post-stroke pain, spinal 
cord injury, and multiple sclerosis (2.1.13.4) 

Appropriate use of clinical tests used to diagnose 
neuropathic pain (2.1.13.5) 

Indications for and limitations of medical imaging, 
nerve conduction studies, electromyography and 
quantitative sensory testing in the diagnosis of 
neuropathic pain (2.1.13.6) 
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Common validated tools that have been developed to 
assess neuropathic pain; identify their purpose, 
scoring, interpretation and limitations (2.1.13.7) 

Headaches 
Anatomy and physiology of craniofacial pain pathways 
(2.1.14.1) 

Classification of headache (2.1.14.2) 

Pathophysiology, clinical features, and management 
of headache and craniofacial pain disorders, including 
(2.1.14.3) 

• Primary headaches (2.1.14.3.1) 
• Migraine and chronic migraine (2.1.14.3.1.1) 
• Tension-type headache and chronic tension-

type headache (2.1.14.3.1.2) 
• Secondary headaches e.g. medication 

overuse headache and cervicogenic headache 
(2.1.14.3.2) 

Identify features of life-threatening head-ache 
including early morning nausea and vomiting, focal 
neurological signs and symptoms (2.1.14.4) 

Paediatrics 
Common acute and chronic pain syndromes unique 
to pediatric patients, their epidemiology, 
pathophysiology, natural history, symptoms, signs, 
treatment and prognosis (2.1.15.1) 

Describe how developmental, psychosocial, family 
and cultural factors affect the assessment of pain in 
pediatric patients and use this knowledge when 
formulating a treatment plan (2.1.15.2) 

Common validated tools to measure pain in neonates, 
children and youth, including those with intellectual 
disability (2.1.15.3) 

• Identify their purpose (2.1.15.3.1) 
• explain their administration, scoring, 

interpretation and limitations (2.1.15.3.2) 
• define clinical utility (2.1.15.3.3) 

Differences between adults and children with regards 
to common analgesic pharmacotherapy (2.1.15.4) 

Approved strategies for safe prescribing and 
monitoring of off-label pain therapies in pediatric 
patients (2.1.15.5) 

Non-pharmacologic approaches used in pediatrics to 
reduce procedural pain and to treat pain (2.1.15.6) 

Adverse physiological and psychological effects of 
inadequate pain management in neonates and infants 
(2.1.15.7) 

Assessment & management of a child or youth who 
experiences pain sensitization following repeated or 
prolonged exposure to acute pain episodes (2.1.15.8) 

Acute Pain 

Common acute pain conditions, their epidemiology, 
pathophysiology, natural history, treatment, and 
prognosis (2.1.16.1) 

Describe how specific patient characteristics such as 
culture, age, cognitive impairment, language barrier, 
level of consciousness might affect acute pain 
assessment (2.1.16.1) 

Adverse physiological and psychological effects, both 
immediate and long term, of inadequate pain 
management in the acute care setting (2.1.16.3) 

Risk factors for developing chronic pain, including 
injury, disease, or surgery; patient’s psychological 
characteristics (2.1.16.4) 

• Describe treatments which might decrease 
that risk (2.1.16.4.1) 

Indications, contraindications, delivery routes, side 
effects, and complications of specific pharmacological 
interventions used for acute pain management: 
(2.1.16.5) 

• Acetaminophen (2.1.16.5.1) 
• Calcium channel blockers (2.1.16.5.2) 
• Cannabinoids (2.1.16.5.3) 
• NMDA antagonists (2.1.16.5.4) 
• Opioid receptor agonists ((2.1.16.5.5) 
• Opioid receptor agonists, antagonists, and 

mixed agonists-antagonists (2.1.16.5.5.1) 
• Prostaglandin inhibitors (2.1.16.5.6) 
• SNRI (2.1.16.5.7) 
• Sodium channel blockers (2.1.16.5.8) 

Multimodal pain management plan for the highly 
opioid tolerant patient experiencing an acute process 
such as surgery or trauma (2.1.16.6) 

Non-pharmacological techniques used for acute pain 
relief and describe how they can be successfully 
utilized in acute pain management (2.1.16.7) 

Factors that complicate treatment of a patient with 
acute pain including previous chronic pain condition, 
opioid tolerance, substance abuse and psycho-social 
factors (2.1.16.8) 

Cancer Pain 
Epidemiology, pathophysiology, natural history, 
treatment and prognosis of common cancers 
(2.1.17.1) 

• Explain how cancer cycles of recurrence and 
remission might affect pain assessment and 
treatment (2.1.17.1.1) 

• Acute and life threatening complications of 
cancer including raised intracranial pressure, 
spinal cord compression, and hypercalcemia 
(2.1.17.1.2) 

Common pain management problems that are unique 
to cancers (2.1.17.2) 

Pain-related complications of chemotherapy, 
radiotherapy, pharmacotherapy and surgery, and their 
management (2.1.17.3) 
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Describe the psychological, social, cultural and 
spiritual effects of a life threatening disease on pain 
assessment and treatment (2.1.17.4) 

Guidelines for the pharmacologic management of 
cancer pain (2.1.17.5) 

Differences with regard to utilizing opiates and co- 
analgesics in a variety of administration routes 
(2.1.17.6) 

Indications, contraindications, risks and benefits of 
anesthetic and neurosurgical procedures to control 
cancer related pain, including local anesthetic and 
neurolytic blocks, and neuraxial drug delivery systems 
(2.1.17.7) 

Characteristics of patients who would most benefit 
from psychosocial intervention, home care, and 
palliative care (2.1.17.9) 

Anesthesia 

Mechanism of pain relief from general, neuraxial, and 
regional anesthesia (2.1.18.1) 

Role of the sympathetic nervous system in 
cardiovascular homeostasis and the effect of drugs 
on these parameters (2.1.18.2) 

Management of over-sedation, partial or complete 
airway obstruction, bradycardia, hyper- or hypo-
tension, seizure, and local anesthetic toxicity 
(2.1.18.3) 

Knowledge of paravertebral and neuraxial anatomy, 
physiology, and pharmacology (2.1.18.4) 

Current methods of interventional techniques in acute 
pain management including their indications, 
contraindications, side effects, and complications 
including: (2.1.18.5) 

• Neuraxial block (2.1.18.5.1) 
• Plexus block (2.1.18.5.2) 
• Peripheral nerve block (2.1.18.5.3) 
• Intravenous infusion therapies (2.1.18.5.4) 

Risks of interventions in the neuraxis, including 
epidural hematoma, post-dural puncture headache, 
meningitis, arachnoiditis, and discitis, and describe 
strategies to deal with these events (2.1.18.6) 

Pain Interventions 
Patient factors that influence selection for and 
response to interventions (2.1.19.1) 

Interventions for chronic pain management: (2.1.19.2) 
• Neuraxial block, plexus, peripheral, sympathic, 

and myofascial injections 2.1.19.2.1) 
• Neuromodulation procedures (2.1.19.2.2) 
• Intravenous infusions such as ketamine, 

lidocaine, and dexmedetomidine (2.1.19.2.3) 
• Neuroablative procedures including 

radiofrequency, cryotherapy, and chemical 
neurolysis (2.1.19.2.4) 

• Epidural and intrathecal drug delivery 
(2.1.19.2.5) 

• Fluoroscopic techniques, including radiation 
safety (2.1.19.2.6) 

• Ultrasound physics and the role of ultrasound 
in interventional treatments (2.1.19.2.7) 

Prevention of infectious complications, including 
sterile technique, sterilization of equipment and 
supplies, and indications for antibiotic prophylaxis 
(2.1.19.3) 

Management of emergencies that might arise in a 
pain clinic, including: (2.1.19.4) 

• Acute spinal cord compression (2.1.19.4.1) 
• Cardiovascular collapse (2.1.19.4.2) 
• Local anesthetic systemic toxicity (2.1.19.4.3) 
• Loss of airway (2.1.19.4.4) 
• Seizure (2.1.19.4.5) 
• Vasovagal syncope (2.1.19.4.6) 

CanMEDS Competencies 
Describe the CanMEDS framework of competencies 
relevant to Pain Medicine (2.2) 

Implement a personal program to keep up-to-date, 
and enhance areas of professional competence (2.3) 

Assessment 
Appropriate clinical assessment, including a directed 
history and examination in order to identify the 
etiology of the acute or chronic or cancer pain 
condition (3.1.1) 

Perform an assessment of the presenting complaint 
and relevant co- morbidities utilizing a biopsychosocial 
framework and appropriate to the patient’s age and 
developmental stage (3.1.2) 

Appropriate use of at least one validated pain 
outcome questionnaire chosen from each of the six 
domains in the Initiatives on Methods, Measurement, 
and Pain Assessment in Clinical Trials (IMMPACT) 
guidelines (3.2.1) 

Directed musculoskeletal and/or neurological physical 
examination in order to differentiate painful processes 
arising from bones, joints, soft tissues, peripheral or 
central nervous system, or other tissues (3.3.1) 

Directed history and physical examination specific to 
the assessment of the cancer patient in order to 
differentiate painful processes arising from the 
primary cancer or metastases, a complication from 
cancer or its treatment, or a preexisting chronic pain 
condition (3.3.2) 

Appropriate assessment of oncologic emergencies 
including but not limited to, raised intracranial 
pressure, spinal cord compression, and 
hypercalcemia (3.3.3) 

Identify expected imaging abnormalities for common 
pain diagnoses (3.4.1) 
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• Explain the relationship between imaging 
findings and pain (3.4.1.1) 

Identify whether a given pain complaint arises from 
an inflammatory or degenerative musculoskeletal 
condition and generate a differential diagnosis using 
anatomical knowledge and, if applicable, evidence-
based examination techniques (3.5.1) 

Formulate a step-wise approach to pharmaco-
therapeutics and pain interventions for a patient with 
neuropathic pain, applying published consensus 
guidelines, and taking into consideration the patient’s 
individual medical complexity (3.5.3) 

Utilizing the Universal Precautions risk stratification, 
and in accordance with Canadian Guidelines for Safe 
and Effective use of Opioids for chronic non cancer 
pain, develop and implement an appropriate 
management and follow up plan for a patient who 
requires opioids (3.5.5) 

• Stratify patients into categories of low, 
moderate, or high risk for addiction, and 
identify patients who should be referred for 
addiction consultation prior to or during opioid 
therapy (3.5.5.1) 

• Validated risk assessment tools and 
interviewing techniques to perform an 
appropriate risk assessment for a patient in 
whom opioids or cannabinoids are being 
considered (3.5.5.2) 

• Strategies to reduce opioid diversion, 
including health provider education, patient 
education regarding safe storage, improved 
treatment resources for patients with pain, 
government collaboration regarding 
surveillance and regulations, and abuse- 
resistant formulations (3.5.5.3) 

Appropriate use of reversal agents e.g. naloxone and 
flumazenil (4.2.2) 

Apply evidence-based therapeutic measures that can 
be used for prevention of: (4.2.3) 

• Post surgical pain 4.2.3.1) 
• Musculoskeletal Pain (4.2.3.2) 
• Neuropathic Pain (4.2.3.3) 
• Pain related crises in cancer pain syndromes 

(4.2.3.4) 
• Pain related disabilities (4.2.3.5) 
• Medication and substance abuse disorders 

(4.2.3.6) 

Advanced cardiac life support (4.5.2) 
Communicator 

Strategies (including appropriate documentation) to 
deal with behaviours possibly associated with opioid 
misuse, abuse diversion or addiction (5.1.1) 
Collaborator 

Describe the Pain Medicine specialist's roles and 
responsibilities to other professionals (1.1) 

Describe the roles and responsibilities of other 
professionals within the health care team (1.2) 

Recognize and respect the diverse roles, 
responsibilities and competencies of other 
professionals in relation to their own (1.3) 

Principles of team dynamics (1.8) 
Leader 

Just allocation of health care resources, balancing 
effectiveness, efficiency and access with optimal 
patient care (3.1) 

Evidence and management processes for cost-
appropriate care (3.2) 
Advocate 

Accumulate a library of appropriate patient resources, 
including books, online information, support groups, 
and patient advocacy groups (1.2.4) 
Scholar 

Principles of maintenance of competence (1.1) 

Principles and strategies for implementing a personal 
knowledge management system (1.2) 

Principles of critical appraisal (2.1) 

Principles of learning relevant to medical education 
(3.1) 
Professional 

Principles and limits of patient confidentiality as 
defined by the law and professional practice 
standards (1.5) 

Knowledge and understanding of appropriate 
professional, legal and ethical codes of practice (2.1) 

Regulatory and legal obligations for: (2.2) 
• Prescription of opioids, including methadone 

and buprenorphine (2.2.1) 
• Prescription of medical marijuana (2.2.2) 
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Promotion 

Residents must demonstrate progressive 
attainment of competencies over the 
course of their training.  Decisions about 
resident promotion are made during 
Residency Program Committee (RPC) 
meetings on an annual basis; the following 
sources of evaluation are considered in 
making the decision regarding promotion: 

1. In-Training Assessment Reports 
(ITAR) completed by the Clinical 
Teaching Unit (CTU) directors with input 
from individual faculty preceptors via 
field notes from Daily Resident 
Evaluation forms 

2. Evaluation forms completed by 
lecturers for the Academic Half Day 
(AHD) sessions.  The lecturer assesses 
the resident on the preparation for, and 
participation in, the various different 
activities held during the AHD 

3. Multisource feedback: completed by 
Allied healthcare staff (nursing, physio-
therapists, occupational therapists, 
psychologists, administrative staff) of 
the multidisciplinary pain clinic rotations 

4. Results of the Annual Comprehensive 
Examination: comprehensive examin-
ation consisting of multiple choice 
questions, short answer questions, 
physical examination, and diagnostic 
imaging interpretation stations are 
administered to all Pain Medicine 
residents. The purpose of this examin-
ation is to identify areas requiring more 
study so as to prepare for the Royal 
College Pain Medicine examination 

5. Progress with research project, 
personal practice audit, personal 
learning project(s) 

6. Self-reflection forms 

7. Evaluations from presentations and 
other formal teaching opportunities 
(e.g. from Pain Grand Rounds) 

Academic Difficulty 

On any rotation, a resident in difficulty will 
be detected the majority of the time by 
faculty supervisors, who will then contact 
the CTU director and/or program director 
(PD) directly with those specific concerns.  
Residents may also self-identify as having 
difficulty with content or technical aspects 
of the training either to their immediate 
supervisor, the CTU director and/or the PD. 

Supervising faculty complete formative 
Daily Resident Evaluation forms, which are 
collated by the Program and distributed to 
the CTU Director and PD for review. The 
Daily Resident Evaluation form is designed 
to prompt the faculty supervisor to 
determine if the resident has performed at 
a level appropriate for his/her level of 
training that day and to provide the resident 
with an education prescription regarding 
ways to improve upon her/his performance. 
Faculty members may also provide 
feedback verbally or by email to the CTU 
Director and/or PD regarding any specific 
concerns.  The CTU Director will make an 
effort to work with each resident at least 
once during his/her rotation. 

Allied healthcare staff and patients can also 
bring complaints and/or concerns to the 
attention of the CTU Director and/or PD. 

The Pain Medicine Residency Program 
adheres to the Policy on Assessment of 
Learners in PGME Programs as set forth by 
McMaster University, with regards to edu-
cation plans, suspensions, and dismissals. 

When a resident in difficulty has been 
identified, the PD will meet with the 
resident in-person to discuss the concerns 
and develop, in conjunction with the RPC 
and Education Advisory Board (EAB) (if 
indicated), an Enhanced Education Plan 
(EEP), Remediation Plan, or Probation plan, 
specifying: 

• the learning objectives, which are based 
on the identified performance 
concerns/deficiencies 

https://pgme.mcmaster.ca/app/uploads/2019/11/Assessment-Policy-November-2019.pdf
https://pgme.mcmaster.ca/app/uploads/2019/11/Assessment-Policy-November-2019.pdf
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• teaching and learning strategies for 
improvement and correction 

• assessment tools to be used to 
document performance 

• time-frames for assessment of 
successful completion 

• parameters of successful completion of 
education plan 

• consequences of less than satisfactory 
completion of education plan 

The Pain Medicine Residency Program 
adheres to the Policy on Appeal of 
Assessments of Learners as set forth by 
McMaster University Post-Graduate 
Medical Education.  Residents are informed 
that they are within their right to appeal any 
evaluation that is less than satisfactory by 
contacting the PD. 

https://pgme.mcmaster.ca/app/uploads/2020/01/Appeals-Policy-June-2019.pdf
https://pgme.mcmaster.ca/app/uploads/2020/01/Appeals-Policy-June-2019.pdf
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Michael G. DeGroote Pain Clinic 

Dr. Elaheh Adly: Dr. Adly is an Assistant 
Clinical Professor of Anesthesia at Hamilton 
Health Sciences. She has over ten years 
training in anesthesia in Iran and Canada. 
After finishing her anesthesia residency at 
McMaster University, she 
completed a chronic pain 
fellowship at the same 
institute with a focus on 
multimodal analgesia, 
regional techniques and 
opioid management.  

Her current research interests include 
perioperative identification of patients at 
high risk of developing persistent post-
surgical pain. She is also interested in 
preventing the transition of acute to chronic 
pain through institution of multimodal 
analgesia, as well as managing acute on 
chronic pain.  

She is involved pain medicine education 
through teaching chronic pain core sessions 
to the senior anesthesia residents and also 
initiating sessions on chronic pain for 
undergraduate medical learners at 
McMaster University. 

She is involved in HHS Acute Pain Service 
committee as well as Transitional Pain 
Service. 

Dr. Cheryl Allaby: Dr. Allaby developed a 
keen interest in older adults while working 
for an elderly blind woman, during her high 
school years in Dunnville, Ontario. She 
knew then that she wanted to work with 
seniors. She graduated with a Diploma in 
Physiotherapy from Mohawk College in 
1982 and completed her Bachelor of Health 
Science in Physiotherapy at McMaster 
University in 1983. She worked as a 
physiotherapist for seven years before 
entering medical school at McMaster 
University. Most of those years were 
devoted to work in Geriatrics at St. Peter's 
Hospital, primarily in the Geriatric Day 
Hospital. Following graduation from medical 

school in 1993, she completed a Residency 
in Family Medicine at McMaster and then 
accepted a position with the former 
Geriatric Assessment Unit as a Clinical 
Assistant. She's continued with that unit 
through its location and name changes 
since that time. In 2010, she joined the 
Faculty of Family Medicine in a full time 
position and in 2015 was promoted to 
Associate Professor in Family Medicine. 
Cheryl is involved in tutoring in the 
Undergraduate Medical Program and in 
supervision of clinical clerks and residents 
during their Geriatric rotations. She serves 
as the coordinator of the Juravinski Geriatric 
Teaching Unit currently. Her other clinical 
interests are Palliative and End-of-life care, 
chronic pain management, frailty and 
rehabilitation. 

Dr Alfred Amaladoss: Dr. Amaladoss is an 
Assistant Clinical Professor at McMaster 
University, Department of Neuro and 
Behavioural sciences. He currently heads 
the Concurrent Disorders Program at 
Joseph Brant Hospital. In addition, he is a 
consultant for the Advanced Mind clinic, a 
psychiatry speciality clinic in Burlington, 
where he runs a busy clinical practice. 

In addition, Dr Alfred Amaladoss has held 
past leadership roles clinically and regionally 
including interim role as former Chief of 
Psychiatry and Medical Director of the 
Department of Psychiatry at Joseph Brant 
Hospital. 

Most recently he was selected to the 
Advocacy Committee at the Canadian 
ADHD Resource Alliance (CADDRA). 

Over his career, he has been awarded and 
nominated for numerous clinical and 
teaching awards including the recipient of 
the Bienenstock Adsett Award for 
Excellence in Undergraduate Clinical 
Teaching-Hamilton Site, Department of 
Psychiatry and Behavioral Neurosciences, 
McMaster University. 

Dr. Amaladoss’ main clinical interests 
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include psychopharmacology, ADHD, Mood 
Disorders and Addictions. 

Dr. Norman Buckley: Dr. Buckley, 
Professor and Past Chair of the Department 
of Anesthesia, Michael G. DeGroote School 
of Medicine, McMaster University, has 
been on faculty since 1988. His particular 
interests are pain both acute and chronic. 
He has been extensively involved in the 
development of the acute post-operative 
pain service for adult and pediatric patients, 
and the pediatric sedation services. His 
clinical practice is divided between chronic 
pain management and anesthesia at 
McMaster University Medical Centre, with 
an interest in pediatric practice. At 
McMaster University he is director of the 
National Pain Centre, an endowed centre 
for the collation, distribution, and 
development of best practice guidelines for 
pain management, and Scientific Director of 
the Michael G. DeGroote Institute for Pain 
Research and Care. Prior to being Chair, he 
held hospital administrative positions as 
Operating Room director, Chief of 
Anesthesia (Chedoke McMaster) and 
Deputy Chief (Hamilton Health Sciences 
Corporation). 

Dr. Sean Curran: Dr. Curran practices 
anesthesia and pain medicine. After 
completing anesthesia training in 2003, Dr. 
Curran worked in community practice and 
returned to full-time academic practice in 
Hamilton in 2015. His clinical interests 
include regional anesthesia, thoracic 
anesthesia, acute and chronic pain.  

Following completion of 
anesthesia training at 
McMaster University, Dr. 
Curran underwent formal 
training in pain medicine 
at the Royal North Shore 
Hospital in Sydney, 
Australia. This included 
interventional, medical 
and multidisciplinary pain management. He 
has also completed certification in cognitive 

behavioural therapy for chronic pain through 
the Clinical Behavioural Sciences Program 
at McMaster University. He successfully 
completed the Royal College of Physicians 
and Surgeons of Canada’s examination in 
pain medicine in 2016. 

Dr. Curran currently practices pain medicine 
at the Michael G. DeGroote Pain Clinic, 
including medical and interventional pain 
management.  He is the Clinical Teaching 
Unit Director for the Anesthesia Residency 
pain medicine rotation, and is a member of 
the Pain Medicine Residency Program 
Committee.  He is the Director of the Pain 
Medicine Fellowship at McMaster 
University, Department of Anesthesia. 

Dr. Vladimir Djuric: Dr. Djuric graduated 
from the Medical College of Ohio, and he 
completed his residency in Physical 
Medicine and Rehabilitation at Ohio State 
University, followed by fellowship training in 
Musculoskeletal and Sports Medicine and 
since completing fellowship in 1995, his 
practice has focused on the evaluation and 
treatment of patients with chronic 
musculoskeletal pain and spinal disorders. 
Dr. Djuric developed an interventional pain 
practice in Northeastern Ohio, where he 
worked for 15 years and served as Clinical 
Assistant Professor at Northeastern Ohio 
Universities Colleges of Medicine.  Since 
2012, he has been in practice at a private 
clinic in Toronto, Ontario and also serves as 
a Clinical Associate Professor in the 
Department of Medicine/PM&R at 
McMaster University. 
Dr. Djuric is board-certified in the Specialty 
of Physical Medicine and Rehabilitation by 
the American Board of Physical Medicine 
and Rehabilitation and the sub-specialty of 
Pain Medicine by the American Board of 
Medical Specialties. He is a Fellow of the 
American Academy of PM&R (FAAPM&R). 
Dr. Djuric is a certified instructor for the 
Spine Intervention Society. He is also a 
certified independent medical examiner by 
the American Board of Independent 
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Medical Examiners (ABIME) and certified in 
the evaluation of disability and impairment 
rating (CEDIR) by the American Academy of 
Disability Evaluating Physicians (AADEP). In 
addition to the interventional management 
of spinal pain, Dr. Djuric’s clinical interests 
include regenerative medicine. 
Dr. Greg Hariton 

Biography coming soon 

 

Dr. Lydia Hatcher: Dr. Hatcher obtained her 
MD in 1982 from Memorial University of 
Newfoundland.  In 1984, she received 
certification with the 
College of Family 
Physicians of Canada and 
in 1994, was certified 
with the Canadian 
College of Health Service 
Executives. In 2016, she 
became a Diplomate with 
the Canadian Academy of 
Pain Management. 

She has been doing pain management for 
over 25 years.  She does a significant 
amount of teaching in chronic pain across 
the country. Her focus is on a bio-psycho-
social approach to pain management.  She 
uses pain-focused psycho-therapy using 
CBT, ACT Mindfulness and Positive 
Thinking.  She also performs trigger point 
and myofascial release injections, peripheral 
nerve blocks that do not require image 
guidance, and all routine joint injections.  
She also has a methadone license for pain. 

She is also a physician assessor for the 
College of Physicians and Surgeons of both 
Ontario and Newfoundland & Labrador.  
She chairs a subcommittee for the National 
Opioid Use Guideline Group.  She is a 
member of the Canadian Pain Society and 
the International Association for the Study 
of Pain. 

Dr. Hatcher is an Associate Clinical 
Professor of Family Medicine at McMaster 

University and Chief of Family Medicine at 
St. Joseph’s Healthcare in Hamilton. 

Dr. Roman Jovey: Dr. Jovey, a graduate of 
the University of Toronto, was a general 
practitioner and emergency physician for 
almost 20 years. In 1999, he closed his 
family practice to focus on his twin 
interests of chronic pain management and 
addiction medicine. From 1991 – 2014 he 
was the Physician Director of the Credit 
Valley Hospital, 
Addictions and 
Concurrent Disorders 
Centre. He has been 
managing chronic pain 
on an outpatient basis 
for over 25 years. He 
was the President of 
the Canadian Pain 
Society from 2005-2006. 

Since 2005, he has been the Medical 
Director at CPM Centres for Pain 
Management, the largest, outpatient 
chronic pain management organization in 
Canada. He joined the staff of the Michael 
G. DeGroote Pain Clinic in January 2017. 

Dr. Deepa Kattail:  

Dr. Kattail is board 
certified in 
anesthesiology and 
pediatric anesthesiology 
by the American Board 
of Anesthesiology and is 
a fellow of the American 
Academy of Pediatrics. 
Originally from the 

Toronto area, she graduated with an MD 
from Kasturba Medical College. She then 
completed a year of surgical internship at 
St. John Hospital and Medical Center, 
Detroit followed by anesthesia residency at 
Rush Medical Center in Chicago. She then 
completed a fellowship in pediatric 
anesthesiology at Johns Hopkins Children’s 
Center in Baltimore. From 2013-2017, she 
was a staff physician at Johns Hopkins in 
the division of pediatric anesthesia and 
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pediatric pain and also an assistant 
professor actively involved in the 
educational activities of residents and 
fellows from various departments.  She 
was awarded a Masters degree in Health 
Science in the Graduate Training Program in 
Clinical Investigation at the Johns Hopkins 
School of Public Health in 2017. She has an 
interest in pediatric regional anesthesia and 
has been invited to teach at the pediatric 
regional anesthesia workshop for the last 3 
years during the annual American Society of 
Anesthesiology meeting.  She is also 
actively involved in the Society of Pediatric 
Pain Medicine and is currently chair of the 
communications committee.  Currently, she 
is a staff physician at McMaster Children’s 
Hospital and divides her time between 
pediatric anesthesiology, the pediatric 
chronic pain program and academic and 
research activities with McMaster 
University. 

Dr. Binh Khong: Dr. Khong completed his 
anaesthesia residency training at McMaster 
University in 2000, and he went on to 
complete his Chronic Pain Fellowship at 
Dalhousie University in 2001.  He has been 
on staff at the Michael G. DeGroote Pain 
Clinic from 2002-present, and he is also a 
full time anaesthesiologist at the Hamilton 
Health Sciences Corporation. 

The majority of patients seen in his chronic 
pain practice are those with chronic low 
back pain who require an interventional 
procedure. Procedures performed include 
lumbar epidural steroid injections, SI joint 
injections, and lumbar medial branch block 
and radio frequency denervation. 

Dr. Khong is the Clinical Teaching Unit 
(CTU) director of the multidisciplinary pain 
clinic rotation at the Michael G. DeGroote 
Pain Clinic. 

Dr. Eugene Maida: Dr. Maida is currently 
an Assistant Clinical professor under the 
division of Physical Medicine and 
Rehabilitation in the Department of 
Medicine at McMaster University. 

He obtained his 
Honors Bachelor of 
Science degree in 
Kinesiology at 
McMaster University. 
Prior to residency, he 
completed a Sports 
Medicine Research 
Fellowship at the 
Mayo Clinic in 
Rochester, Minnesota. He then completed 
his residency in Physical Medicine and 
Rehabilitation at McMaster University in 
2018 and subspecialty residency training in 
Pain Medicine in 2020. 

Dr. Maida has also received a Diploma in 
Sports & Exercise Medicine through the 
Canadian Academy of Sports & Exercise 
Medicine (CASEM) in 2016 and has been 
granted diplomate status with Advanced 
Credentialing in Interventional Chronic Pain 
Medicine by the Canadian Academy of Pain 
Management (CAPM) in 2020. 

Dr. Maida’s practice includes 
musculoskeletal Physical Medicine, 
interventional Axial and Appendicular Pain 
Management (fluoroscopic and ultrasound 
guided), chronic Pain Management, and 
sports Medicine. 

Dr. Maida has worked with the McMaster 
University varsity athletics, Canadian Junior 
National Basketball Team (NEDA) and is 
currently a team physician with the 
Hamilton Tiger Cats (CFL). 

He is currently a consultant sports medicine 
physician at the David Bradley Sport 
Medicine and Rehabilitation Centre at 
McMaster University and consultant 
physician at the Michael G. DeGroote Pain 
Clinic at McMaster University Medical 
Centre. 

Dr. Julian Mulcaster: Biography coming 
soon 

Dr. Meena Nandagopal: Dr. Nandagopal is 
a Pediatric Anesthesiologist and a Pain 
specialist in practice at HHSC for the past 
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15 years. Her special interest is in 
Acupuncture as complementary therapy for 
Western pain management services. She is 
a CMAG (Contemporary Medical 
Acupuncture Graduate) who completed her 
basic, intermediary and advanced courses in 
Acupuncture at McMaster University. 

She has been teaching a 
Contemporary 
Acupuncture training 
course conducted by 
McMaster and also at the 
advanced women's 
issues course in 
Acupuncture from puberty 
to menopause. She has presented in 
international conferences in Prague and 
Toronto.  

Dr. Nandagopal uses Acupuncture as a 
complement to standard therapy to treat 
headaches, Complex Regional Pain 
Syndrome, pelvic pain syndromes, as well 
as central and peripheral neuropathic pain 
syndromes.  Complimentary Alternative 
Medicine (CAM) is an integral part of the 
treatment plan for most patients seen at 
the Michael G. DeGroote Pain Clinic. 

Apart from the pain management issues 
she specializes in Acupuncture for Invitro 
Fertilization in primary and secondary 
infertility.   

Dr. Joseph Park: Dr. Park obtained his MD 
in 1986 and his CCFP in Family Medicine in 
1992 at the University of Toronto.  He 
finished his residency in Anesthesiology in 
1995 at McMaster University. He finished 
his Pain Fellowship Training at Memorial 
Sloan-Kettering Cancer Center in New York, 
NY in 1998.  He is a consultant in 
anesthesiology and certified as a Fellow of 
the Royal College of Physicians and 
Surgeons of Canada in this specialty.  He 
has been practicing Anesthesia and 
interventional pain medicine since 
1998.  He is an active member of the 
Canadian Anesthesiologists Society (CAS); 
the American Society of Interventional Pain 

Physician (ASIPP); and the Spine 
Intervention Society (SIS).  He has been a 
fellow of Interventional Pain Practice (FIPP) 
since 2009. 

He has been organizing monthly chronic 
pain rounds since 2002 and annual 
interventional pain conference since 2007 in 
Hamilton. He is a peer assessor for pain 
physicians for the College of Physicians and 
Surgeons of Ontario.  He founded the 
interventional pain fellowship program at 
McMaster University in 2005 and was a 
director until 2012.  He is an Associate 
Clinical Professor in the department of 
anesthesia. 

His clinical and research interests center on 
fluoroscopic guided interventional pain 
procedures of the spine.  He runs an 
interventional fluoroscopic guided pain 
workshop for advanced residents every fall. 

Dr. Sangita Sharma: Bachelor of Science 
and Doctor of Medicine degrees from the 
University of Saskatchewan. Dr. Sharma 
completed 2-years of residency training in 
internal medicine followed by a 
postgraduate specialty program in 
emergency medicine and has been granted 
Diplomate status with Advanced 
Credentialing in Interventional Chronic Pain 
Medicine from the 
Canadian Academy 
of Pain 
Management. She 
has also been 
granted a Change of 
Scope of Practice for 
Interventional Pain 
Management by the 
College of 
Physicians and Surgeons of Ontario (CPSO). 
She is certified by the American Board of 
Independent Medical Examiners, and is a 
member of the Canadian Society of Medical 
Evaluators as well as a board member of 
Hamilton Medical Legal Society. Currently, 
Dr. Sharma works as a part-time emergency 
physician with privileges at St Joseph’s 



Pain Medicine Faculty 

Information Handbook for Pain Medicine Residents 29 
 

Hospital, Hamilton Health Sciences and 
Joseph Brant Hospital. She is also the 
regional WSIB low back pain expert as well 
as a physician on the team of WSIB 
specialty services conducting chronic pain 
assessments. Dr. Sharma was recently 
appointment to the Consent and Capacity 
Board by the Province of Ontario. Dr. 
Sharma is affiliated with McMaster 
University as an assistant Clinical Professor 

Dr. Eldon Tunks: Dr. Tunks completed his 
undergraduate medical training at the 
University of Toronto in 1969.  He 
completed residency training in the 
Department of Psychiatry.  He had an 
academic appointment 
McMaster University 
from 1974-2000, and was 
Emeritus Professor of 
Psychiatry from 2000-
2013.  

Dr. Tunks has been a 
leading figure in pain 
medicine both here in Hamilton as well as 
nationally.  In 1973, he headed up a group 
of faculty (Anesthesiology, and Physical 
Medicine and Rehabilitation) to develop a 
multidisciplinary pain clinic at McMaster 
Medical Center.  He was Director of Pain 
Clinic at McMaster Division from 1976 to 
1979, then directed the Pain Program at 
Chedoke Division 1979 until 2000 and 
continues presently as a Consultant in Pain 
Management and in Psychiatry, Regional 
Rehabilitation Center, Hamilton Health 
Sciences Corp. 

Clinical activity includes pain management/ 
pain relief with spinal cord injury, stroke, 
amputees, back and neck trauma, myalgias, 
neuralgias, headaches, central sensitization, 
arthritis, complex pain syndromes.   

He has published numerous books, 
chapters, journal articles in epidemiology of 
pain, psychological and psychiatric and 
psychotherapy issues in pain, fibromyalgia 
and myofascial pain, chronic pain 
management, evidence based chronic pain 

management, pain management guidelines. 

He is President of Canadian Academy of 
Pain Management, and a diplomate of both 
the American Academy of Pain 
Management and the Canadian Academy of 
Pain Management. 

He is the recipient of a Lifetime 
Achievement Award, by Canadian Pain 
Society in 2006, as well as the recipient of 
Outstanding Leadership Award, by M.G. 
DeGroote Pain Clinic /Hamilton Health 
Sciences/ McMaster University, November 
2013. 

Dr. Ramesh Zacharias: Dr. Zacharias 
received his Doctorate of Medicine from the 
University of Western 
Ontario and subsequently 
his Fellowship in General 
Surgery in 1987. He was a 
Senior Research Fellow at 
the University of 
Washington. 

Dr. Zacharias was Founder 
and CEO of Med-Emerg 
International Inc, Canada’s largest physician 
recruiting company, from 1983-2009. He held 
that position while performing a number of 
leadership roles in the field of medicine. 

From 2001-2007 he served on the Board of 
Governors of Ryerson University. 

He has been the Medical Director of the 
Michael G DeGroote Pain Clinic, which is one 
of the largest Academic Interdisciplinary Pain 
Clinics in the province, since 2014. He is the 
Principal Investigator in a Cannabis Registry 
in Ontario and was recently appointed as the 
Medical Advisor to the Centre for Medical 
Cannabis Research at McMaster University. 

In 2012, Dr. Zacharias became an 
investigating coroner for Ontario and he has 
been a member of the Geriatric Long Term 
Care Review Committee since 2015. 

Dr Zacharias has a special area of interest in 
Pain Management in Older Persons.  In 
May 2009, Dr Zacharias received his 
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Diplomate from the American Academy of 
Pain Management and received the 
designation of Certified Medical Director 
(CMD) of Long Term Care facilities from the 
American Medical Directors Association in 
December 2009. 

Dr. Ryan Williams: Dr. Williams is a 
certified Physical Medicine and 
Rehabilitation Specialist in Ontario, Canada, 
and a member of the Royal College of 
Physicians and Surgeons. He obtained his 
Bachelor of Physical Health and Education 
from the University of Toronto and his 
Medical Degree from Medical University of 
the Americas Nevis, West Indies in 2006. 
He completed his residency in Physical 
Medicine and Rehabilitation at McMaster 
University in 2012. 

He is one of the Attending Staff Physicians 
for the Inpatient Spinal Cord Injury 
Rehabilitation Unit at The Regional 
Rehabilitation Centre, Hamilton, Ontario. He 
holds the position of an Assistant Clinical 
Professor in the Department of Medicine, 
McMaster University, Hamilton, Ontario. 
His clinical areas of focus are on 
Musculoskeletal Physical Medicine, 
Electromyography, Spasticity management, 
Spinal Cord Injury management, Sports 
medicine, and hip pain.  He is one of the 
team Physicians for the Hamilton Tiger-Cats 
Football Club, as well as the Team 
Physician for Athletics Canada Eastern High 
Performance Training Hub. 

Dr. Eleni G. Hapidou: Dr. Hapidou is a 
Ph.D., Clinical Psychologist and a Diplomate 
of the Canadian Academy of Pain 
Management (CAPM), 

Her work involves assessment, 
consultation, treatment, supervision, 
teaching, and research. She uses a variety 
of psychological assessment instruments, 
for which she has established norms for 
chronic pain. She has also developed and 
validated instruments for goal 
accomplishment and patient satisfaction. 
Her eclectic therapeutic techniques include 

behavior and cognitive therapy, stress 
management and relaxation training, the 
exploration of the dynamics of pain and 
disability in the context of interpersonal and 
systemic relationships as well as positive 
psychology. She conducts both individual 
and group therapy, psycho-educational and 
relaxation / meditation training 
sessions. She is also a yoga teacher. 

St. Joseph’s Healthcare Pain Clinic 

Dr. Philip Chan: Dr. Chan graduated from 
medical school at Queen's University and 
completed his residency in anesthesiology 
at McMaster University.  He then 
completed a fellowship in interventional 
pain management in New York City.  He 
has been a fellow of 
Interventional Pain 
Practice (FIPP) since 
20014, and he 
successfully completed 
the Royal College of 
Physicians and Surgeons 
of Canada’s examination 
in pain medicine in 2016. 

He is presently an Associate Clinical 
Professor (Anaesthesia) at McMaster 
University and a staff anesthesiologist and 
chronic pain specialist at St. Joseph's 
Healthcare, Hamilton, Ontario.  He is the 
director of the Chronic Pain Clinic at St. 
Joseph’s Healthcare, as well as the medical 
director of the Neuromodulation Program at 
the Hamilton Sciences Corporation, and the 
Program Director of the Pain Medicine 
Residency Program at McMaster 
University. 

He is a member of the Adult Chronic Pain 
Network Advisory Board, Ministry of Health 
and Long Term Care, as well as a member 
of the Specialty Committee in Pain 
Medicine at the Royal College. 

Dr. Mauricio Forero: Dr. Forero is a 
Colombian Anesthesiologist who moved to 
Canada in 2008 and finished his 
interventional chronic pain fellowship at 
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McMaster University in 2010. He has been 
practicing at St. Joseph’s Healthcare since 
2010 as both an anesthesiologist and pain 
medicine specialist.  He was promoted to 
Associate Professor in the Department of 
Anesthesia at McMaster University in 2015. 
He is the creator and coordinator of the 
Ultrasound Guided Regional Anesthesia 
Curriculum at McMaster University. He has 
been an invited lecturer and instructor at 
numerous national and international 
conferences and workshops on 
ultrasonography in Pain Medicine and 
Regional Anesthesia.  Dr. Forero is currently 
associate faculty of the American Regional 
Anesthesia and Pain Medicine (ASRA). He 
also plays an important role in the 
Colombian Association of Study of Pain as 
both a lecturer as well as organizer of 
Colombian National Pain meetings. Dr. 
Forero is a pioneer in the use of the Erector 
Spinae Plane Block as a novel technique for 
thoracic neuropathic pain. His research 
interests include Chronic Pain, Regional 
Anesthesia, Acute pain and education. 

Dr. Harsha Shanthanna: Dr. Shanthanna is 
an Associate Professor in Anesthesia at 
McMaster University, and presently works 
at St. Joseph’s Healthcare as an anesthesia-
logist and chronic pain physician. He is also 

the Associate Chair, 
Research for the 
Department of 
Anesthesia, and Research 
Director for the Pain 
Residency program at 
McMaster University. He 
has served as the Chair, 

Interventional Special Interest Group, 
Canadian Pain Society, for the last 5 years. 
He completed his pain medicine training as 
a clinical fellow at McMaster University 
during 2009-2011. Presently, his pain 
practice includes both interventional and 
non-interventional pain, including 
neurostimulation. Areas of clinical and 
research interest include interventional 
modalities and their effectiveness, complex 

regional pain syndrome, and recognition and 
management of persisting pain after 
surgery. He is also engaged in various 
research projects aimed at studying the 
efficacy of cannabis for chronic pain 
conditions, optimizing perioperative 
analgesia including opioids, and studying 
the effectiveness of loco-regional analgesia 
in opioid sparing anesthetic techniques. 
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Multidisciplinary Pain Clinic (13 blocks) 

Michael G. DeGroote Pain Clinic (MGDPC) 

One of the largest academic pain clinics in 
Ontario, the clinic has physicians and 
healthcare professionals from 9 disciplines 
available for consultation, intervention, 
education and training for a multitude of 
chronic pain conditions. The clinic provides 
interdisciplinary assessments for complex 
cases along with team case conferencing 
and review. Opportunities for collaboration, 
discussion and further review of complex 
cases occur during monthly education 
rounds. 

St. Joseph’s Healthcare (SJH) Pain Clinic 

There are three pain physicians who staff 3 
days of clinic and 1-2 days of fluoroscopy-
guided pain procedures per week. 

The multidisciplinary team includes a nurse, 
a psychologist, a kinesiologist, social 
worker, and dietitian. 

Interventions 

Both the MGDPC and the SJH Pain Clinic 
offer residents exposure to, and training in, 

a diverse range of ultrasound and 
fluoroscopy guided procedures, including:  

• Interlaminar and transforaminal epidural 
steroid injections at cervical, thoracic, 
and lumbar levels 

• Sacroiliac joint procedures 
• Medial branch radiofrequency ablations 

at cervical, thoracic, and lumbar levels 
• Procedures for cervicogenic headaches 
• Sympathetic blocks 
• Peripheral Nerve and joint injections 
• Acupuncture 
• Intravenous infusion therapy 
• Trigger Point injections 

Resident Lead Clinic (RLC) 

Once the resident has completed at a 
minimum 4 blocks of MDPC, he/she will be 
eligible to participate in the resident clinic.  
With the resident clinic, the resident takes a 
primary role in the operation of a pain clinic.  
She/he is responsible for the triage of new 
referrals, scheduling of patients, 
assessment of patients, formation of 
treatment plans, adjustments to the 

St. Joseph's Healthcare Pain Clinic 
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treatment plan, performance of the 
appropriate interventions, communication 
with the referring physician and/or primary 
care provider, provision of referral to 
another physician, and discharge of the 
patient from care. This is a longitudinal 
rotation.  The resident is still under the 
supervision of a faculty member who is 
immediately available to the resident in 
case issues arise; the resident reviews all 
patient encounters with the supervisor at 
the end of the day. 

The resident, as part of the resident clinic, 
will also have access to regularly scheduled 
procedural time, whereby she/he can 
perform an interventional pain procedure 
under image guidance.  The supervising 
faculty member is present in the procedural 
suite but will not actively intervene unless 
he/she observes an issue with the 
resident’s performance, or the resident 
requests assistance. 

Acute & Transitional Pain Service (1 block) 

Half of the rotation will be spent at St. 
Joseph’s Healthcare, an academic hospital 
with a busy acute pain service (APS).  
Exposure to acute pain management for 
joint replacement surgery, shoulder surgery, 
thoracic surgery (one of the province’s 
busiest programs), abdominal surgery, 
extensive urological surgery, head & neck 
surgery, as well as plastic surgery, are 
obtained during the rotation. 

Multiple modes of acute pain management 
techniques, including thoracic epidurals, 
erector spinae plane (ESP) blocks and 
catheters, intravenous patient controlled 
analgesia, peripheral catheter analgesia, as 
well as peripheral nerve blocks are utilized.  
The resident works closely with the APS 
physician as well as the APS nurse 
practitioner throughout the day, rounding on 
existing patients, admitting new patients, 
and performing consultations on chronic 
pain patients admitted with acute pain 
issues.  The resident gains experience 
initiating a patient- and surgery- appropriate 

acute pain management regimen, trouble-
shooting acute pain management issues, as 
well as transitioning patients to oral 
analgesia from intravenous or catheter 
based analgesic techniques.  If desired, the 
resident may also gain exposure to the 
performance of peripheral nerve blocks for 
postoperative analgesia. 

The other half of the rotation will be with 
the Transitional Pain Service (TPS) at the 
Hamilton Health Sciences Corporation. 
Patients who are at high risk of developing 
complex postsurgical pain are assessed 
postoperatively by the TPS team, and a 
management plan will be formulated and 
implemented to address both the acute 
postoperative pain and to prevent 
development of chronic post-surgical pain. 
The resident will follow the patients while 
they are in hospital, and will also attend 
outpatient followup visits at the TPS Clinic 
at the Michael G DeGroote Pain Clinic. 

Addiction Medicine (1 block) 

The resident works alongside pain 
physicians at the Michael G. DeGroote Pain 
Clinic who specialize in treating patients 
with concurrent pain and substance use 
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issues. 

Cancer Pain Management (1 block) 

The Pain Medicine resident spends half of 
the rotation working with the Pain and 
Symptom Management Team, which sees 
patients for whom cure is no longer the 
goal of care; the team helps patients learn 
ways to manage the symptoms caused by 
cancer and/or treatment.  The other half of 
the rotation is spent at the Juravinski 
Cancer Centre working on the inpatient 
palliative care service, which provides 
tertiary palliative care for patients whose 
needs cannot be met in another setting or 
facility. This may include management of an 
acute pain crisis, symptom management 
such as acute dyspnea, as well as for 
psycho-spiritual support. 

Musculoskeletal System and 
Rehabilitation (1 block) 

This block consists of two weeks in 
rheumatology, whereby the resident gains 
exposure to a wide variety of patients with 
rheumatological conditions, both acute and 
chronic as well as urgent or serious 
conditions, by working with the 15 
rheumatologists affiliated with the 
rheumatology training program here at 
McMaster in an ambulatory setting.  If 
desired, the resident may also participate in 
the City-Wide Service, which provides 
inpatient consultation service, for part of the 
block. 

The resident spends the other half of the 
block gaining outpatient clinic experience 
with both community-based Physical 
Medicine and Rehabilitation (PM&R) 
physicians as well as specialists based in 
the academic centres. 

Neurological Sciences (1 block) 

This rotation consists of outpatient clinic-
based experience with neurologists who 
specialize in peripheral neuropathies, 
multiple sclerosis, and headaches.  The 
resident also spends time with an 

outpatient neurosurgery clinic whereby 
he/she gains exposure to the surgical 
management of patients with radicular 
symptoms, spinal stenosis, myelopathy, as 
well as cranial nerve dysfunction. 

Neuromodulation: Residents will have the 
opportunity to participate on a longitudinal 
basis with the neuromodulation program.  
The multidisciplinary team (neurosurgery, 
pain medicine, nursing, psychology, and 
physiotherapy) manages patients with 
spinal cord stimulators (SCS) and intrathecal 
baclofen pumps (ITB).  The service, located 
at the Neuro-Ambulatory Centre (NAC) of 
the Hamilton General Hospital, implants 
approximately 25 spinal cord stimulators 
and 10 baclofen pumps per year.  Residents 
gain experience with the assessment, the 
trialing process, and the implantation of 
patients for both SCS and ITB.  
Furthermore, residents help manage 
patients with implanted devices in terms of 
programming, refilling, and troubleshooting. 

Paediatric Pain Medicine (1 block) 

This one block rotation runs longitudinally. 
The pain medicine resident works 
predominately with Dr. Deepa Kattail in her 
Chronic Pain Clinic. Other clinical 
opportunities, include: 

• Paediatric acute pain service at 
McMaster University Medical Centre 
(MUMC), spending time with the 
physician and team of registered nurses 

• Palliative Care Service at MUMC 

• Outpatient pediatric rheumatology and 
gastroenterology clinics, obtaining 
wider exposure to patients who suffer 
from conditions in which pain is a 
prominent symptom 

Psychiatry (1 block) 

The Pain Medicine resident gains 
experience with the diagnosis and 
management of common psychiatric 
conditions at the Advanced Mind Clinic, a 
community based psychiatry practice which 
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also offers psychological therapies. 

Elective Opportunities (6 blocks) 

Sleep Medicine 

This one block rotation runs longitudinally.  
The Firestone Institute of Respiratory Care 
Out-Patient Sleep Assessment Program at 
SJH, which consists of the Sleep Clinic and 
Sleep Lab, offers diagnostic and treatment 
services for out-patients with sleep related 
medical problems.  The rotation offers 
grounding in the basic theory and practice 
of interpretation of sleep studies, the 
assessment process of patients with a 
sleep disorder, and initiation of therapies to 
treat common sleep disorders. 
Anaesthesia 

Strongly encouraged for all residents from 
non-anaesthesiology backgrounds to gain 
experience in airway assessment and 
emergency airway management; diagnosis 
and treatment of local anaesthetic toxicity; 
procedural sedation; and diagnosis and 
management of complications related to 
neuraxial injections. 

Research methodology/ biostatistics; 
research elective 

The Department of Anesthesia has 
extensive infrastructure in place to support 
the residents’ research endeavours. Pain 
Medicine residents are strongly encouraged 
to complete the Fundamentals of Health 
Research Methodology (FunHRM), a non-
credit online course affiliated with the 
Department of Anesthesia that can be 
completed over a 10-week term. 

The Michael G. DeGroote Institute for Pain 
Research and Care offers unique research 
and funding opportunities in pain medicine. 
Furthermore, McMaster University’s 
Department of Health Research Methods, 
Evidence & Impact offers additional courses 
and resources to pursue research interests. 

Pain medicine residents are encouraged to 
work on an appropriate research project and 
can opt to take 1 to 2 elective blocks (either 

longitudinal or continuous) for this purpose. 

Self-directed learning block 

A maximum of one block may be arranged 
as a longitudinal rotation, whereby the 
resident has the opportunity to engage in 
personal learning projects. 

Diagnostic Imaging 

A one block rotation in neuroradiology at the 
Hamilton General Hospital offers clinical 
learning opportunities in the interpretation 
of spine MRI and CT. 

Contemporary Medical Acupuncture 
Program 

Community rotation: Arranged with the 
approval of the program director. 

Education/curriculum development: 
McMaster University has a well-regarded 
Centre for Simulation-Based Learning in 
which the resident may participate.  There 
is also a great opportunity for residents to 
engage in education development for 
didactic lectures for teaching chronic pain 
management principles to undergraduate 
and postgraduate medical residents. 

Rotations in Adolescent medicine, 
Gastroenterology, Obstetrics and 
Gynecology, Public Health and Preventive 
medicine, or Spine Surgery, can be 
arranged with the approval of the program 
director. 

http://mcmasteracupuncture.com/
https://hei.mcmaster.ca/
https://hei.mcmaster.ca/
https://fhs.mcmaster.ca/paininstitute/
https://fhs.mcmaster.ca/paininstitute/
https://mcmastercce.ca/health-research
https://mcmastercce.ca/health-research
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Overall Goals 

Please refer to the Royal College Objectives of 
Training in the Subspecialty of Pain Medicine. 
By the end of the residency program, the resident will 
become: 
1. An expert consultant in the prevention, 

evaluation, diagnosis, treatment, and rehabilitation 
of patients with acute and chronic cancer and 
non-cancer pain 

2. Proficient in eliciting, synthesizing, and conveying 
relevant information and explanations to patients, 
allied health professionals, and other physicians in 
a clear, accurate, and respectful manner 

3. An effective member of an interprofessional 
health care team that provides pain care 

4. A leader who implements improvements in the 
delivery of pain care 

5. An advocate who uses his/her expertise and 
influence to advance the health and well-being of 
individual patients, communities, and populations 

6. An expert who contributes to the development, 
dissemination, and translation of new knowledge 
and practices in the diagnosis, treatment, and 
prevention of pain 

7. A physician who exhibits appropriate professional 
behaviors in practice, including honesty, integrity, 
commitment, compassion, respect and altruism 

Upon completion of training, the pain medicine 
resident will have acquired the academic and clinical 
knowledge and skills necessary to become a 
specialist well versed in all aspects of pain medicine, 
and capable of assuming a consultant’s role in the 
subspecialty. 

Intervention Suite, SJH 

 

http://www.royalcollege.ca/rcsite/documents/ibd/pain-medicine-otr-e.pdf
http://www.royalcollege.ca/rcsite/documents/ibd/pain-medicine-otr-e.pdf


Educational Objectives – Pain Clinic 

37 Information Handbook for Pain Medicine Residents 
 

Multidisciplinary Pain Clinic – Michael G. 
DeGroote Pain Clinic, PGY 6 

Rotation specific goals 
1. To develop knowledge of, and gain experience in, 

the assessment and management of patients 
with chronic non-cancer pain 

2. To develop knowledge of, and gain experience 
with, the management of patients being 
prescribed opioids 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Elicit a history that is relevant, concise and 

accurate in order to help identify the etiology of 
the chronic pain condition (3.1.1, 3.2) 

2. Perform a focused musculoskeletal and/or 
neurological physical examination in order to 
differentiate painful processes arising from bones, 
joints, soft tissues, peripheral or central nervous 
system, or other tissues (3.3, 3.3.1) 

3. Select medically appropriate investigative 
methods in a resource-effective and ethical 
manner (3.4) 

4. Diagnose and prescribe a treatment plan for 
common pathologies of the spine that may cause 
pain e.g. mechanical back pain, intervertebral disc 
herniations with radiculopathy, spinal stenosis and 
whiplash associated disorders (2.1.12.4) 

5. Implement a management plan in collaboration 
with a patient and their family (4.1) 

6. Develop and implement an appropriate 
management and follow up plan for a patient who 
requires opioids, including monitoring for aberrant 
behaviours (4.2.1, 3.5.5.3) 

7. Perform common musculoskeletal and joint 
injections (4.4.4) 

Communicator 
1. Facilitate a structured clinical encounter 

effectively (1.6) 
2. Maintain clear, concise, accurate and appropriate 

records of clinical encounters and plans (5.1) 
3. Present verbal reports of clinical encounters and 

plans in a clear, concise, and accurate manner 
(5.2) 

4. Identify and explore problems to be addressed 
from a patient encounter effectively, including the 
patient's context, responses, concerns, 
expectations, preferences, and the impact of pain 
on their life (2.1, 4.1) 

5. Demonstrate respect for diversity and difference, 
including but not limited to the impact of gender, 
religion and cultural beliefs on decision-making 
(4.2) 

Collaborator 
1. Work effectively with other health care 

professionals as members of an interprofessional 
team to provide safe, high-quality, patient-centred 
care (1.3, 1.6, 1.7, 2.1) 

Leader 
1. Employ information technology appropriately for 

patient care (2.4) 
Advocate 
1. Identify and act upon opportunities for advocacy, 

health promotion and disease prevention with 
individuals to whom they provide care e.g. 
smoking cessation (1.1, 1.2.1) 

Scholar 
1. Identify areas for further study, access and 

interpret the evidence, and integrate the new 
learning into practice (1.5, 1.6, 1.7) 

Professional 
1. Exhibit appropriate professional behaviors in 

practice, including honesty, integrity, 
commitment, compassion, respect and altruism 
(1.1) 

2. Practice within the principles and limits of patient 
confidentiality as defined by professional practice 
standards and the law (1.5) 

3. Maintain appropriate relations with patients (1.6) 
4. Demonstrate an awareness of own limits and 

seek advice when necessary (1.7) 
5. Fulfill the regulatory and legal obligations 

regarding the prescription of opioids and medical 
marijuana (2.2.1, 2.2.2) 
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Multidisciplinary Pain Clinic – Michael G. 
DeGroote Pain Clinic, PGY 7 

Rotation specific goals 
1. To consolidate the knowledge and skill required to 

function effectively as consultants 
2. To consolidate knowledge of the role of, and 

technical skills related to, interventional pain 
management strategies 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform a consultation independently, including 

the presentation of assessments and 
recommendations in written and/or verbal form in 
response to a request from another health care 
professional (1.1) 

2. Independently devise an appropriate integrative, 
interdisciplinary management plan utilizing 
appropriate psychological, non-pharmacologic, 
pharmacologic, interventional measures based on 
the individuals' specific pain, co-morbidities, and 
goals to provide maximal functional restoration 
(3.5.2) 

3. Demonstrate effective clinical problem-solving 
and judgment to address patient problems (3.5) 

4. Perform, in a safe and effective manner, 
commonly used diagnostic blocks such as medial 
branch blocks, nerve root blocks, and sympathetic 
blocks (4.4) 

5. Perform, in a safe and effective manner, 
interventional pain procedures commonly used in 
pain medicine, such as epidural steroid injections, 
and radiofrequency ablation procedures (4.4) 

6. Obtain informed consent for interventional 
therapies after a comprehensive discussion on 
the risks and benefits, and fully addressing the 
patient’s concerns and expectations (4.6, 4.7, 4.9) 

7. Provide compassionate and patient-centred care 
(1.5) 

Communicator 
1. Engage patients, families, and relevant health 

professionals in shared decision making to 
develop an individualized plan of care (4.4) 

2. Address challenging communication issues 
effectively such as obtaining informed consent, 
delivering bad news, and addressing anger, 
confusion and misunderstanding (4.5) 

3. Deliver information to a patient and family, 
colleagues and other professionals in a humane 
manner and in such a way that it is 
understandable and encourages discussion and 
participation in decision-making (3.1) 

Collaborator 
1. Demonstrate leadership in a health care team 

while displaying a respectful attitude towards 
other colleagues and members of the 
interprofessional team (1.10, 2.1) 

Leader 
1. Prioritize the factors (e.g. effectiveness, efficiency 

and optimal patient care) that affect the allocation 
of limited health care resources, such as access 
to the interventional suite and clinic time (3.1) 

Advocate 
1. Promote patient self-advocacy to improve their 

pain, quality of life, and access to health related 
resources (1.2.3) 

2. Recognize, and help to overcome, systemic 
barriers to access to care and resources for 
patients with chronic pain (3.1)  

Scholar 
1. Facilitate junior trainees’ learning of topics in pain 

medicine using a variety of teaching strategies 
(3.4) 

2. Provide effective feedback as a supervisor to 
junior learners (3.7) 

Professional 
1. Demonstrate a commitment to delivering the 

highest quality care and maintenance of 
competence (1.2) 

2. Demonstrate knowledge and understanding of 
appropriate professional, legal and ethical codes 
of practice (2.1) 

3. Describe appropriate documentation and 
strategies to deal with behaviors possibly 
associated with opioid misuse, abuse, diversion 
or addiction 
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Multidisciplinary Pain Clinic – St. Joseph’s 
Healthcare Pain Clinic, PGY 6 

Rotation specific goals 
1. To develop knowledge of, and gain experience 

with, psychological management techniques for 
chronic pain 

2. To gain knowledge of the role of, and technical 
skills related to, interventional pain management 
strategies 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Devise an appropriate integrative, interdisciplinary 

management plan utilizing all appropriate 
interventions (preventative, psychological, non-
pharmacologic, pharmacologic, interventional) 
based on the individuals' specific pain, co-
morbidities, goals and other relevant factors to 
provide maximal functional restoration (3.5.2) 

2. Identify patients with co-morbid psychiatric and 
coping difficulties and select appropriate 
therapeutic strategies for pain management 
(3.5.4) 

3. Detect catastrophizing and kinesophobia and 
outline interventions that can be used to reduce 
the severity of each condition (2.1.8.5) 

4. Explain the potential effect of pain treatments on 
psychiatric comorbidities (2.1.9.3) 

5. Outline indications, benefits, and the principles 
behind psychological treatments such as 
biofeedback and cognitive behavioural therapy, 
hypnosis, and mindfulness based techniques 
(2.1.8.4) 

6. Demonstrate knowledge on the appropriate role 
of, the interpretation of, and the risks associated 
with, diagnostic blocks commonly used in pain 
medicine, such as medial branch blocks, nerve 
root blocks, and sympathetic blocks (2.1.19.2.1) 

7. Demonstrate knowledge on the appropriate role 
of, and the risks associated with, interventional 
therapeutic pain procedures commonly used in 
pain medicine, such as epidural steroid injections, 
and radiofrequency ablation procedures 
(2.1.19.2.4) 

8. Identifies and responds appropriately to relevant 
ethical issues arising in patient care (1.3) 

Communicator 
1. Establish positive therapeutic relationships with 

patients that are characterized by understanding, 
trust, respect, honesty and empathy (1.2) 

2. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and plans (5.1) 

3. Present verbal reports of clinical encounters and 
plans in a clear, concise, and accurate manner 
(5.2) 

4. Identify and explore problems to be addressed 
from a patient encounter effectively, including the 
patient's context, responses, concerns, 

expectations, preferences, and the impact of pain 
on their life (2.1, 4.1) 

5. Encourage discussion, questions, and interaction 
in the encounter (4.3) 

Collaborator 
1. Participate in interprofessional team meetings for 

the provision of quality care, demonstrating a 
respectful attitude towards other members of the 
team (1.6 ,1.7, 2.1) 

Leader 
1. Understand the importance of just allocation of 

health care resources, balancing effectiveness, 
efficiency and access with optimal patient care 
(3.1) 

Advocate 
1. Identify and act upon opportunities for advocacy, 

health promotion and disease prevention with 
individuals to whom they provide care e.g. 
smoking cessation (1.1, 1.2.1) 

Scholar 
1. Access, interpret, and integrate relevant evidence 

into clinical practice, incorporating, when 
appropriate, the tools of critical appraisal (1.5, 1.6, 
1.7, 2.3) 

Professional 
1. Exhibit appropriate professional behaviors in 

practice, including honesty, integrity, 
commitment, compassion, respect and altruism 
(1.1) 

2. Practice within the principles and limits of patient 
confidentiality as defined by professional practice 
standards and the law (1.5) 

3. Maintain appropriate relations with patients (1.6) 
4. Fulfill the regulatory and legal obligations 

regarding the prescription of opioids and medical 
marijuana (2.2.1, 2.2.2) 
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Multidisciplinary Pain Clinic – St. Joseph’s 
Healthcare Pain Clinic, PGY 7 

Rotation specific goals 
1. To consolidate the knowledge and skill required to 

function effectively as consultants 
2. To consolidate knowledge of the role of, and 

technical skills related to, interventional pain 
management strategies 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Recognize and respond to the ethical dimensions 

in medical decision making (1.6) 
2. Demonstrate compassionate and patient-centred 

care (1.5) 
3. Perform, in a safe and effective manner, 

commonly used diagnostic blocks such as medial 
branch blocks, nerve root blocks, and sympathetic 
blocks (4.4) 

4. Perform, in a safe and effective manner, 
interventional pain procedures commonly used in 
pain medicine, such as epidural steroid injections, 
and radiofrequency ablation procedures (4.4) 

5. Utilize image guidance appropriately in guiding 
interventional procedures (4.4, 4.10) 

6. Obtain informed consent for interventional 
therapies after a comprehensive discussion on 
the risks and benefits, and fully addressing the 
patient’s concerns and expectations (4.3) 

7. Perform a consultation independently, including 
the presentation of assessments and 
recommendations in written and/or verbal form in 
response to a request from another health care 
professional (1.1) 

8. Implement a management plan, utilizing 
appropriate and timely application of preventive 
and therapeutic interventions, in collaboration 
with a patient and their family (4.1, 4.2) 

Communicator 
1. Deliver information to a patient and family, 

colleagues and other professionals in a humane 
manner and in such a way that it is 
understandable and encourages discussion and 
participation in decision-making (3.1) 

2. Engage patients, families, and relevant health 
professionals in shared decision making to 
develop an individualized plan of care (4.4) 

3. Address challenging communication issues 
effectively (4.5) 

Collaborator 
1. Demonstrate leadership in a health care team 

while displaying a respectful attitude towards 
other colleagues and members of the 
interprofessional team (1.10, 2.1) 

Leader 
1. Applies evidence and management processes for 

cost-appropriate care (3.2) 
Advocate 
1. Promote patient self-advocacy to improve their 

pain, quality of life, and access to health related 
resources (1.2.3, 1,2,4) 

Scholar 
1. Facilitate junior trainees’ learning of topics in pain 

medicine using a variety of teaching strategies 
(3.4) 

2. Provide effective feedback as a supervisor to 
junior learners (3.7) 

Professional 
1. Demonstrate a commitment to delivering the 

highest quality care and maintenance of 
competence (1.2) 

2. Demonstrate knowledge and understanding of 
appropriate professional, legal and ethical codes 
of practice (2.1) 

3. Demonstrate a commitment to improving 
personal and professional awareness and insight 
(3.2) 

4. Balance personal and professional priorities to 
ensure personal health and a sustainable practice 
(3.1) 
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Rotation specific goal 
To gain knowledge and skill in the assessment and 
management of perioperative pain conditions 
By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform an acute/transitional pain assessment, 

taking into account how specific patient 
characteristics such as culture, age, cognitive 
impairment, language barrier, and level of 
consciousness might affect the assessment 
(2.1.16.2; 2.1.16.2.1; 3.1.1) 

2. Tailor an acute pain management plan to account 
for the unique considerations of patients with 
chronic pain disorders, opioid tolerance, 
substance abuse and/or psycho-social factors 
(2.1.16.8; 3.5.2, 3.5.3) 

3. Safely implement a multimodal analgesic 
treatment plan, which takes into account patient- 
and surgery- specific needs (2.1.16.5; 2.1.16.6) 

4. Initiate a patient on intravenous patient-controlled 
analgesia (IV PCA), titrate therapy, troubleshoot 
issues, and transition to other forms of analgesia 
when appropriate (2.1.16.5; 2.1.18.5.4) 

5. Initiate infusion therapy for a patient with an 
indwelling epidural, paravertebral or peripheral 
nerve catheter, titrate therapy, troubleshoot 
issues, and transition to other forms of analgesia 
when appropriate (2.1.16.5; 2.1.18.5.1; 2.1.18.5.2; 
2.1.18.5.3) 

6. Identify patients at risk of developing chronic pain 
and initiate treatments which might decrease that 
risk (2.1.16.4, 2.1.16.4.1; 4.2.3.1) 

Communicator 
1. Establish positive therapeutic relationships with 

patients characterized by understanding, trust, 
respect, honesty and empathy and validates the 
patient's subjective experience of pain (1.2.4) 

2. Be aware of and responsive to non-verbal cues 
(1.5) 

3. Engage patients, families and relevant health 
professionals in shared decision making to 
develop an individualized plan of care (4.4) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.7) 

Leader 
1. Recognize the impact of an effective acute pain 

service on patient satisfaction, health resource 
utilization, opioid utilization, and the development 
of chronic post-surgical pain (4.3.1) 

Advocate 
1. Advocates for the needs of individual patients 

with acute pain (1.2.1) 
Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 

Block Room, St. 
Joseph’s Healthcare 
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Rotation goal 
To gain knowledge of. and experience with, the 
diagnosis and management of substance use issues 
in patients with concurrent chronic pain conditions 
By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform an appropriate comprehensive risk 

assessment for a patient in whom opioids, 
benzodiazepines or cannabinoids are being 
considered (2.1.3.4, 2.1.10.6; 3.5.5.1) 

2. Identify patients with co-morbid psychiatric 
conditions, substance use disorders, and/or 
coping difficulties and select appropriate 
therapeutic strategies for pain management 
(2.1.10.4; 3.5.4) 

3. Prescribe and manage a multimodal treatment 
plan for pain management in patients with 
substance use disorders, either active or in 
remission (2.1.10.7; 3.5.5.3) 

4. Design and carry out an appropriate treatment 
plan for withdrawing a patient from opioids and/or 
benzodiazepines, including management of 
withdrawal symptoms (2.1.10.8) 

5. Initiate and titrate opioid agonist therapy (OAT) 
with either methadone or buprenorphine for the 
management of opioid use disorders (Professional 
2.2.1) 

 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

2. Utilize appropriate documentation and strategies 
to deal with behaviours possibly associated with 
opioid misuse, abuse, diversion or addiction 
(5.1.1) 

3. Engage patients, families and relevant health 
professionals in shared decision making to 
develop an individualized plan of care (4.4) 

4. Provide care in a manner that validates the 
patient's subjective experience of pain (1.2.4) 

5. Respect the importance of patient confidentiality, 
privacy and autonomy (1.3) 

6. Address challenging communication issues 
effectively (4.5) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Identify and act upon opportunities for advocacy, 

health promotion and disease prevention with 
individuals to whom they provide care e.g. 
smoking cessation (1.2) 

2. Promote patient self-advocacy to improve their 
pain, quality of life, and access to health related 
resources (1.2.3) 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profess-ion and 
society, physician-led regulation, and maintenance 
of personal health 
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Rotation specific goals 
1. To gain knowledge of, and experience with, the 

emergent management of complications resulting 
from common interventional procedures 

2. To gain knowledge of, and experience with, 
medications commonly used for procedural 
sedation 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform a comprehensive airway examination and 

be able to identify patients who may present 
difficulties with regards to airway management 
(2.1.19.4.4) 

2. Perform basic airway management maneuvers 
e.g. bag-mask ventilation, insertion of laryngeal 
mask airway, endotracheal intubation (4.5.4) 

3. Demonstrate familiarity with the diagnosis and 
treatment of local anaesthetic toxicity (2.1.18.3; 
2.1.19.4.3) 

4. Demonstrate ability to diagnose and provide 
emergent treatment of complications related to 
neuraxial injections, e.g. hypotension, respiratory 
distress, seizures (2.1.18.3; 2.1.19.4.2; 2.1.19.4.5; 
2.1.19.4.6; 4.5.5) 

5. Demonstrate an understanding of the dosing, 
pharmacokinetics, metabolism, mechanisms of 
action, side effects, and drug interactions of 
commonly used medications for general 
anesthesia and for procedural sedation (2.1.18.1, 
2.1.18.2, 4.5.3) 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.4, 1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 
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Rotation specific goal 
To gain knowledge of, and experience with, the 
diagnosis and management of common pain issues in 
patients with cancer 
By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform a specific assessment of the cancer 

patient in order to differentiate painful processes 
arising from cancer or metastases, a complication 
from cancer or its treatment, or a preexisting 
chronic pain condition (2.1.9.2, 2.1.9.3, 2.1.9.4, 
3.1.1, 3.3.2) 

2. Initiate and titrate a multimodal pharmacologic 
regimen for the management of cancer pain 
(2.1.17.3, 2.1.17.5; 3.5.2) 

3. Manage pain-related complications of 
chemotherapy, pharmacotherapy, radiation, and 
surgery (2.1.17.3; 4.2.3.4) 

4. Recognize and diagnose acute and life 
threatening complications of cancer such as 
raised intracranial pressure, spinal cord 
compression, and hypercalcemia (2.1.9.8) (3.3.3) 

5. Identify and address issues that arise with end-of-
life care (4.9) 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

2. Establish positive therapeutic relationships with 
patients that are characterized by understanding, 
trust, respect, honesty and empathy (1.2) 

3. Provide care in a manner that validates the 
patient's subjective experience of pain (1.2.4) 

4. Engage patient and families in shared decision 
making to develop a patient-centred end-of-life 
care plan (4.6) 

5. Address challenging communication issues 
effectively (4.5) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.4; 1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Identify the health needs of a patient with cancer- 

related pain, and assists the patient in accessing 
appropriate treatments in a timely fashion (1.1; 
1.2.2) 

2. Advocate for the needs of individual patients with 
cancer pain (1.1.1) 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 

Juravinski 
Cancer Centre, 
Hamilton Health 
Sciences 
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Rotation specific goals 
1. To gain knowledge of, and experience with, the 

identification and interpretation of common 
imaging abnormalities associated with common 
pain diagnoses of spinal origin 

2. To gain knowledge on the appropriate use of 
different imaging modalities in the context of 
assessment a patient with a pain condition 

Medical expert: 
1. Demonstrate knowledge on the appropriate use 

of, and the interpretation of the findings on, 
diagnostic imaging modalities in emergent 
conditions of the spine, including but not limited 
to tumour, fracture, myelopathy, and infection 
(2.1.12.5) 

2. Describe the indications for the various modalities 
of diagnostic imaging specific to assessment of 
pain of possible spinal origin (2.1.12.6) 

3. Describe the indications for and limitations of 
diagnostic imaging in the diagnosis of peripheral 
and central neuropathic pain (2.1.13.6) 

4. Describe the diagnostic imaging findings of acute 
and life threatening complications of cancer 
including raised intracranial pressure and spinal 
cord compression (2.1.17.1.2) 

5. Be able to correlate diagnostic imaging findings 
for common pain diagnoses of spinal origin and 
clinical presentation (3.4.1; 3.4.1.1) 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.4, 1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 
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Rotation specific goals 
1. To gain knowledge of, and experience with, the 

diagnosis and management of common painful 
musculoskeletal and rheumatic conditions 

2. To improve understanding of principles of 
functional restoration in individuals with pain 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Perform an appropriate clinical assessment of a 

patient presenting with a painful musculoskeletal 
disease and generate a differential diagnosis 
(2.1.12.1, 3.1, 3.3) 

2. Perform an appropriate clinical assessment of a 
patient presenting with common rheumatic 
conditions e.g. rheumatoid arthritis, fibromyalgia, 
seronegative arthritis, and connective tissue 
diseases (2.1.12.2, 3.1, 3.3) 

3. Identify whether a given pain complaint arises 
from an inflammatory or degenerative 
musculoskeletal condition and generate a 
differential diagnosis (3.5.1) 

4. Integrate evaluation of functional domains in 
assessing patient with musculoskeletal pain 
(2.1.5.12) 

5. Understand the appropriate indications for various 
diagnostic imaging modalities specific to MSK 
assessment and be able to explain the 
relationship between imaging findings and pain 
(2.1.12.6; 3.4.1.1) 

6. Formulate and implement an appropriate 
multimodal treatment plan for musculoskeletal 
pain, including soft tissue and joint injections, 
physical treatments e.g. exercise-based therapies, 
occupational therapy management, and 
complementary medicine (2.1.12.1, 2.1.12.7, 
2.1.12.8, 2.1.12.9, 2.1.12.10, 2.1.5.11; 4.4.4) 

7. Formulate and implement an appropriate 
multimodal treatment plan for common rheumatic 
conditions such as fibromyalgia, myofascial pain, 
and inflammatory arthritis (2.1.12.2) 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

2. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and therapeutic 
plans (5.1) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high 
personal standards of behaviour, 
accountability to the profession 
and society, physician-led 
regulation, and maintenance of 
personal health 

Regional Rehabilitation 
Centre, Hamilton 
General Hospital 
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Rotation specific goals 
1. To gain knowledge of, and experience with, the 

diagnosis and management of common 
neuropathic pain conditions 

2. To gain insight into the appropriate utilization of 
neuro-surgical procedures in the management of 
pathologies of the spine that may cause pain 

3. To gain knowledge of, and experience with, the 
diagnosis and management of common headache 
conditions 

4. To gain knowledge of the role of neuromodulation 
devices as part of the treatment for chronic pain 

5. To gain experience in the management of 
patients with implanted neuromodulation devices 

By the end of the rotation, the resident will be able to: 
Medical Expert 
For neurology component 
1. Diagnose and devise a management plan for 

common painful peripheral nervous system 
disorders e.g. diabetic neuropathy, compression 
and entrapment syndromes, post-herpetic 
neuralgia (2.1.13.3; 3.1.1; 3.3.1) 

2. Diagnose and devise a management plan for 
common painful central nervous system disorders 
e.g. post-stroke pain, spinal cord injury, and 
multiple sclerosis (2.1.13.4; 3.1.1; 3.3.1) 

3. Appropriately utilize and interpret clinical 
examination maneuvers, validated neuropathic 
assessment tools, imaging modalities, nerve 
conduction studies, electromyography, and 
quantitative sensory testing in aiding the 
diagnosis of neuropathic pain (2.1.13.5, 2.1.13.6, 
2.1.13.7; 3.4.1) 

4. Take an appropriate history, conduct an 
appropriate physical examination, identify red flag 
signs and symptoms, and organize the 
appropriate investigations for common headache 
disorders (2.1.14.3, 2.1.14.4; 3.1.1; 3.3.1) 

5. Devise an appropriate treatment plan for common 
headache disorders (2.1.14.3) 

6. Demonstrate an ability to titrate and adjust the 
initial prescribed treatment plan for a patient with 
neuropathic pain, taking into account published 
consensus guidelines and patient’s individual 
medical complexity (3.5.3) 

For neurosurgery component 
1. Conduct a comprehensive patient assessment for 

a possible neurosurgical intervention (3.1.1; 3.3.1) 
2. Apply the appropriate patient selection criteria for 

common elective and urgent neuro-surgical spine 
procedures e.g. discectomy, laminectomy, fusion 
surgery (2.1.13.3.1; 2.1.12.5) 

3. Discuss with the patient the complications of 
spinal surgery performed for pain conditions 

4. Suggest alternative therapies if surgical 
interventions are not considered appropriate 

For neuromodulation component 
1. Carry out the assessment process to determine 

the patient’s suitability for spinal cord stimulation 

(SCS) therapy, including the trial/screening 
procedure (2.1.19.2.2; 3.1.1) 

2. Carry out the assessment process to determine 
the patient’s suitability for intrathecal baclofen 
(ITB) therapy, including the trial/screening 
procedure (2.1.19.2.5; 3.1.1) 

3. Troubleshoot common SCS issues e.g. change in 
stimulation, loss of stimulation, pain at implant 
site 

4. Troubleshoot common ITB issues e.g. tolerance, 
pump alarms, pain at implant site 

5. Perform maintenance maneuvers on an ITB pump 
i.e. refills, dosage adjustments 

6. Formulate a differential diagnosis for increased 
spasticity in a patient with an ITB pump 

7. Initiate emergency maneuvers when an ITB 
patient presents with baclofen over-dose or 
under-dose 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

2. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and therapeutic 
plans (5.1) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change. 

2. Assist individual patients who are candidates for 
intrathecal baclofen therapy in accessing funding 
(1.2) 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 
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Rotation specific goals 
1. To better understand the differences in approach 

to assessing and managing chronic and acute pain 
between children and adults 

2. To develop knowledge of, and gain experience 
with addressing, the unique communication 
challenges in managing a paediatric pain with an 
acute or chronic pain condition 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Obtain a detailed history of the paediatric 

patient’s chronic pain, from both the patient and 
family members, in order to identify possible 
biological etiology for the patient’s pain 
complaints (2.1.15.1; 3.1.1) 

2. Take into consideration specific patient 
characteristics such as developmental stage and 
family dynamics when performing a pain 
assessment (2.1.15.2; 3.1.2) 

3. Appropriately utilize and interpret validated pain 
assessment scales/tools in the paediatric 
population (2.1.15.3) 

4. Initiate, titrate, and monitor pharmacologic 
therapies for the management of chronic pain in 
the paediatric patient, recognizing differences 
between adult and paediatric pharmacotherapy 
(2.1.15.4; 2.1.15.5; 3.5.2) 

5. Implement non-pharmacologic approaches to 
treat pain (2.1.15.6) 

Communicator 
1. Engage the patient in developmentally appropriate 

discussions with his/her parents (1.2.2) 
2. Use a variety of verbal and non-verbal techniques 

to communicate with the patient and family, 
taking into account developmental stage, 
individual preferences and limitations such as 
cultural differences (1.2.1, 1.2.3) 

3. Integrate relevant information from other sources 
appropriately, such as a patient's family, 
caregivers and other professionals (2.2) 

4. Communicate with patients, allied health 
professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

5. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and therapeutic 
plans (5.1) 

Collaborator 
1. Perform a case presentation of a newly enrolled 

pediatric patient to the team of physicians, nurse 
practitioners, physiotherapist, occupational 
therapist, pharmacist, social workers, 
psychologists, and child life specialists as part of 
the paediatric chronic pain program’s 
interdisciplinary team rounds (1.4; 1.6; 1.7) 

2. Collaborate with nursing colleagues on the 
paediatric acute pain service and the primary 
medical or surgical teams, in order to evaluate 
and provide effective acute pain management in 
the postsurgical patient (1.4; 1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Understand the barriers to full integration into the 

bio-psycho-social model of chronic pain 
management, including financial constraints, 
family dynamics, distance and balancing other 
necessary activities, such as school (1.2) 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to delivering the 

highest quality of care with integrity, honesty, and 
compassion to this complex population, who may 
have a history of having their chronic pain 
invalidated by the medical system 

2. Respects and understands the principles and 
limits of patient confidentiality (2.4) 

McMaster Children’s Hospital, located in the 
McMaster University Medical Centre 
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Rotation specific goal 
To gain knowledge of, and experience with, the 
diagnosis and treatment of psychiatric conditions that 
present concurrently in patients with chronic pain 
By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Clinically assess and diagnose a patient with 

major depressive disorder, bipolar mood disorder, 
post traumatic stress disorder, anxiety disorders, 
personality disorders, somatic symptom 
disorders, attention deficit/hyperactivity disorders 
(2.1.9.2; 3.1.1) 

2. Conduct a mental status examination and assess 
the potential for suicide and aggression 

3. Implement and adjust a pharmacologic 
therapeutic management plan to treat common 
psychiatric conditions, taking into account the 
pharmacology (pharmacokinetics and dynamics), 
indications, side effects, complications, and 
evidence of efficacy of those medications 
(2.1.9.2; 3.5.2) 

4. Identify patients who may benefit from cognitive 
and behavioural therapies (2.1.8.4) 

Communicator 
1. Identify and explore problems to be addressed 

from a patient encounter effectively, including the 
patient's context, responses, concerns and 
preferences (4.1) 

2. Display high levels of communication skills by 
using a variety of techniques, including 
awareness of non-verbal cues and effective 
listening (1.2.3; 1.4; 1.5) 

3. Respect the importance of patient confidentiality, 
privacy and autonomy (1.3) 

4. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and therapeutic 
plans (5.1) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change. 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 
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Research block 

Rotation specific goal 
To provide a dedicated block of time for the resident 
to carry out aspects of his/her clinical research study, 
quality assurance audit or education project related to 
pain (Scholar 4.1, 4.3, 4.6) 

By the end of the rotation, the resident will have 
made progress on: 
Collaborator 
1. Work collaboratively with other health 

professionals in carrying out aspects of the 
project (1.5) 

Scholar 
1. Methodology and project design (4.4) 
2. Obtaining research ethics approval (4.2) 
3. Collection of data related to the research study or 

audit 
4. Analysis and interpretation of the data 
5. Dissemination of the findings of the study, audit 

or education project (4.5) 

Self-directed learning block 

Rotation specific goal 
To implement a personal learning program to keep 
up-to-date with current evidence, and enhance areas 
of professional competence (Medical Expert 2.3) 
By the end of the rotation, the resident will be able to: 
Medical expert 
1. Contribute to the enhancement of quality care 

and patient safety in Pain Medicine by integrating 
the available best evidence and best practices 
(2.4) 

Scholar 
1. Identify and reflect on learning issues in practice 

(1.3) 
2. Pose an appropriate learning question (1.5) 
3. Access and interpret the relevant evidence (1.6) 
4. Document the learning process (1.9) 

With regards to personal audits: 
1. Conduct personal practice audits (1.4) 
2. Integrate new learning into practice (1.7) 
3. Evaluate the impact of any change in practice 

(1.8) 

Sleep Medicine 

Rotation specific goal 
To gain knowledge of, and experience with, the 
diagnosis and management of sleep disturbances that 
commonly present concurrently with chronic pain 
conditions 
By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Identify the characteristics of patients who would 

most benefit from referral to a sleep clinic 
(2.1.11.4) 

2. Conduct a comprehensive sleep assessment (3.1, 
3.2, 3.3) 

3. Specify the proper assessment procedure(s) to 
aid in the diagnosis of common sleep disorders 
(2.1.11.5; 3.4) 

4. Integrate clinical and laboratory information to 
formulate a diagnosis (3.5) 

5. Demonstrate familiarity with treatments, both 
non-pharmacological and pharmacological, 
available to treat common sleep disturbances 
(2.1.4.6) 

Communicator 
1. Communicate with patients, allied health 

professionals, and other physicians in a clear, 
accurate, and respectful manner (1.1) 

2. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and therapeutic 
plans (5.1) 

Collaborator 
1. Work effectively with other health care 

professionals to provide safe, high-quality, patient-
centred care (1.4, 1.7) 

Leader 
1. Engage with others to contribute to a vision of a 

high-quality health care system and take 
responsibility for the delivery of excellent patient 
care through their activities as clinicians, 
administrators, scholars, or teachers 

Advocate 
1. Contribute his/her expertise and influence as 

he/she works with communities or patient 
populations to improve health, to determine and 
understand needs, to speak on behalf of others 
when required, and to support the mobilization of 
resources to effect change. 

Scholar 
1. Demonstrate a commitment to excellence in 

practice through continuous learning and by 
teaching others, evaluating evidence, and 
contributing to scholarship 

Professional 
1. Demonstrate a commitment to the health and 

well-being of individual patients and society 
through ethical practice, high personal standards 
of behaviour, accountability to the profession and 
society, physician-led regulation, and maintenance 
of personal health 
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Rotation specific goals 
1. To function effectively and independently as 

consultants, integrating all of the CanMEDS Roles 
to provide optimal, ethical and patient-centered 
medical care 

2. To gain experience in managing all aspects of 
running a pain clinic 

By the end of the rotation, the resident will be able to: 
Medical Expert 
1. Prioritize professional duties when faced with 

multiple patients and problems (1.4) 
2. Demonstrate effective clinical problem-solving 

and judgment to address patient problems (3.5) 
3. Devise, with minimal staff supervisor input, an 

appropriate integrative, interdisciplinary 
management plan (3.5.2) 

4. Document procedures performed, as well as any 
complications or adverse outcomes (4.7) 

5. Ensure adequate follow-up for procedures or 
other interventions, including responding to 
queries or concerns from patients in a timely and 
respectful fashion (4.8) 

6. Demonstrate insights into their own limits of 
expertise by appropriately seeking assistance 
with staff supervisor, other physicians, or allied 
health professionals (5.1, 5.2) 

7. Arranges appropriate follow-up care services to 
facilitate longitudinal coordinated care (5.4) 

Communicator 
1. Engage patients, families, and relevant health 

professionals in shared decision making to 
develop an individualized plan of care (4.4) 

2. Address challenging communication issues 
effectively such as obtaining informed consent, 
delivering bad news, and addressing anger, 
confusion and misunderstanding (4.5) 

3. Maintain clear, concise, accurate and appropriate 
records of clinical encounters and plans (5.1) 

4. Utilize appropriate documentation and strategies 
to deal with behaviours possibly associated with 
opioid misuse, abuse, diversion or addiction 
(5.1.1) 

5. Utilize effective physician-patient communication 
in order to foster patient satisfaction, physician 
satisfaction, adherence and improved clinical 
outcomes (1.1) 

Collaborator 
1. Demonstrate respect for team ethics, including 

confidentiality, resource allocation and 
professionalism (1.9) 

2. Participate in interprofessional team meetings for 
the provision of quality care, exhibiting respect for 
the diversity of roles, responsibilities and 
competencies of other professionals in relation to 
their own (1.3, 1.6, 1.7) 

3. Demonstrate leadership in a health care team 
while displaying a respectful attitude towards 
other colleagues and members of the 
interprofessional team (1.10, 2.1) 

Leader 
1. Set priorities and manage time to balance patient 

care and practice requirements (2.1) 
2. Demonstrate knowledge of the management of a 

Pain Medicine practice, including finances and 
human resources (2.2) 

3. Allocate limited health care resources, such as 
access to the interventional suite and clinic time, 
taking into account factors such as effectiveness, 
efficiency and optimal patient care (3.1, 3.2) 

4. Demonstrate ability to manage clinic scheduling 
(4.3) 

Advocate 
1. Identify and act upon opportunities for advocacy, 

health promotion and disease prevention with 
individuals to whom they provide care e.g. 
smoking cessation (1.1, 1.2.1) 

2. Assist individual patients with pain to access 
appropriate diagnostic modalities and treatment in 
a timely fashion (1.2.2) 

3. Balance the possible conflicting interests 
between individual advocacy issues and the 
community at large (1.3) 

4. Promote patient self-advocacy to improve their 
pain, quality of life, and access to health related 
resources (1.2.3, 1,2,4) 

Scholar 
1. Produce a personal practice audit, examining an 

area of practice of his/her own choosing, to 
demonstrate how new learning was integrated 
into his/her practice and to evaluate the impact of 
this change on his/her practice (1.4, 1.7, 1.8, 1.9) 

Professional 
1. Exhibit appropriate professional behaviors in 

practice, including honesty, integrity, 
commitment, compassion, respect and altruism 
(1.1) 

2. Demonstrate a commitment to delivering the 
highest quality care and maintenance of 
competence (1.2) 

3. Practice within the principles and limits of patient 
confidentiality as defined by professional practice 
standards and the law (1.5) 

4. Maintain appropriate relations with patients (1.6) 
5. Fulfill the regulatory and legal obligations required 

of current practice with regards to prescription of 
opioids and medical marijuana (2.2) 
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Preamble 

The Pain Medicine Residency Program at 
McMaster University is committed to 
provide and maintain healthy and safe 
working and learning environments for all 
trainees.  Consequently, we comply with 
standards set by the Royal College of 
Physicians and Surgeons of Canada 
(RCPSC), the Professional Association of 
Residents of Ontario (PARO), the College of 
Physicians and Surgeons of Ontario (CPSO), 
and the Council of Academic Hospitals of 
Ontario (CAHO). 

Resident education must occur in a 
physically safe environment (Royal College 
of Physicians and Surgeons of Canada, 
standard A.2.5). 

The collective agreement between the 
Professional Association of Residents of 
Ontario (PARO) and the Council of 
Academic Hospitals of Ontario (CAHO) 
states, that residents are postgraduate 
trainees registered in university programs 
as well as physicians employed by the 
hospitals. The agreement states that the 
residents must have secure and private 
rooms with secure access between call 
room facilities and the service area; 
maximum duty hours are defined; uniforms 
and protective equipment standards; as 
well as access to and coverage for 
Occupational Health services. 

Please refer Postgraduate Medical 
Education Policies and Procedures for full 
details. 

Safety Concerns On Off-Service Rotations 

All off-service rotations should have a 
residency-specific policy and the residents 
should refer to such policy while on that 
service/rotation.  Residents should always 
feel safe and be assured appropriate 
supervision from senior residents or staff 
physicians while on off-service rotations.  If 
a resident is unable to obtain support in an 
emergent situation for which he/she is not 
sufficiently trained, it is expected that they, 

like other physicians, will deal with such 
situations as practicing professionals to the 
best of their ability. 

Travel to and from Work 

If, in the resident’s estimation, it would not 
be safe to travel because of weather, the 
resident may elect not to attend the 
academic half day, clinic, etc., but must 
inform the appropriate people (Residency 
Program Assistant, Supervisor or Site 
Educational Coordinator) as soon as 
possible in a professional manner. 

If travel between sites is more than 300 
km, the resident may be provided with one 
day of travel time (post call day not 
included) between sites.  Residents are not 
to be on call the day before driving a long 
distance for clinical/academic assignment.  
Instead, residents can request to be off call 
on the day prior to travel (up to 4 weeks in 
advance); if it is not possible to be off call 
the day prior to travel, then a guaranteed 
travel day should be provided prior to 
starting any clinical duties. 

Although pain medicine residents provide 
home call coverage, residents do at times 
remain in hospital for long periods of time 
after hours; residents should be guaranteed 
safety coming from and returning to all 
McMaster hospital sites and community 
hospital electives. 

Cost should not deter residents from the 
use of taxis or public transit, if the resident 
is too fatigued to safely travel home from a 
hospital after hours or post call.  Residents 
are responsible for the submission of 
documentation of such expenses for 
reimbursement to the Pain Medicine 
Residency Program Assistant or the PD. 

Security Related to Hospital Parking 

Residents should not walk alone for long or 
unsafe distances at night or after hours, 
including in parking facilities and on hospital 
premises.  Residents are expected to 
request a security escort in such 

https://pgme.mcmaster.ca/train/policies/
https://pgme.mcmaster.ca/train/policies/
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circumstances.  Hospital and university 
security services should be readily available 
and accessible for such instances. 

Residents should also familiarize 
themselves with the locations of the 
emergency stations in the major hospital 
sites and parking facilities. 

Training Outside North America 

Postgraduate Trainees must complete the 
Field Trips and Electives Planning and 
Approval process when planning to do an 
elective outside of North America to ensure 
compliance with standards and best 
practices for the safety of all Postgraduate 
Trainees. 

Needlestick Injuries 

Refer to the following policies and 
resources: 

• PGME Policy “Procedures for the 
Prevention of the Transmission of Blood 
Borne Pathogens” 

• HHS Intranet under “Infection Control” 

• Residents may choose to consult 
Employee Health Services or the 
Infection Control Practitioner at the site 
they are working 

• CPSO policy “Blood Borne Pathogens” 

Should a needlestick injury occur while a 
resident is working, the supervising staff 
should excuse the resident as soon as 
patient safety considerations permit or 
immediately, if resident safety is 
compromised, so that appropriate and 
timely assessment may be sought. If such 
an incident occurs outside of the hours of 
their availability, the resident should 
consider a consultation with the emergency 
physician at the site. 

Personal Protective Equipment (PPE) 

Appropriate PPE in reasonable condition will 
always be available to residents in all 
patient care areas.  Should appropriate PPE 
not be immediately available, residents 

should provide care only to the extent that it 
does not endanger themselves or the 
patient. 

Radiation Safety 

All residents will receive appropriate 
instruction with respect to exposures (e.g., 
chemicals and radiation) that may be 
encountered during the course of training. 

Of note, if residents have any immediate 
questions or concerns, radiation safety 
officers are assigned within each hospital 
and the Radiation Technologists present at 
the time of exposure are additional 
resources for questions and concerns. 

Residents should have the opportunity for 
annual teaching sessions and education 
should be received early in the residency 
training program. 

Residents working in areas with long term 
or high exposure to radiation must follow 
radiation safety policies and minimize 
exposure according to current guidelines. 

Pregnant residents should be aware of 
specific risks to themselves and their fetus 
in the training environment; request for low 
exposure rooms should be accommodated, 
so long as it does not affect the resident’s 
academic experience, 

Radiation protective equipment (aprons, 
neck guards, etc.) should be used by all 
residents when exposed to radiation. 

• Appropriately sized protective 
equipment should be available at all 
hospital sites. 

• Dosimeters should be made available to 
residents to ensure they are not 
exposed to excessive amounts of 
radiation and they should be interpreted 
on a monthly basis. 

If an injury occurs while working in 
Hamilton teaching hospitals 

During daytime hours, while working at one 
of the Hamilton teaching hospitals 

https://fhs.mcmaster.ca/postgrad/documents/fieldtripform.pdf
https://fhs.mcmaster.ca/postgrad/documents/fieldtripform.pdf
http://www.cpso.on.ca/uploadedFiles/policies/policies/policyitems/Blood-Borne-Pathogens_Policy.pdf
http://www.fhs.mcmaster.ca/postgrad/documents/PreventionofTransmission.pdf
http://www.fhs.mcmaster.ca/postgrad/documents/PreventionofTransmission.pdf
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(Hamilton Health Sciences, St. Joseph’s 
Healthcare), the resident should go to the 
Employee health Office to seek medical 
attention and complete an incident report.  
A copy of the incident report form will be 
provided to the resident.  All trainees are 
encouraged to submit a copy of the incident 
form to the Pain Medicine Residency 
Program Assistant for notification.  The 
Program will send a copy to the PGME 
Office for University records.  Non-Ministry 
of Health funded trainees (i.e. foreign 
sponsored Residents and all Clinical 
Fellows) must submit a copy of the incident 
form the PGME Office, in order for the 
PGME Office to notify their sponsor and 
ensure proper follow-up.  The Occupational 
Health & Safety Office of the University will 
be notified. 

If injury occurs while working at a training 
site outside of Hamilton area 

During evenings, weekends, holidays or if 
the trainee is working at a training site 
outside of the Hamilton area, the resident 
should go to the nearest emergency room 
and identify himself/herself as a resident 
and request to be seen on an urgent basis.  
The resident must complete, within 24 
hours, an Injury/Incident Report (forms are 
available in the local Emergency Room). 

In Ontario, the injury / incident form should 
be submitted to the hospital where the 
injury took place.  That hospital will be 
responsible for administering the claim. 

The Postgraduate Trainee’s employer 
administers the claim.  All Ministry of 
Health funded Residents are paid through 
Hamilton Health Sciences.  There are a 
variety of different funding sources for 
externally funded Residents and Clinical 
Fellows.  In these instances, HHS would 
not administer the claim or be responsible 
for follow-up. 

Supervision 

Please refer to the McMaster Guidelines for 
the Supervision of Clinical Activities of 

Postgraduate Learners. 

Please refer to the CPSO Policy 
“Professional Responsibilities in 
Postgraduate Medical Education”. 

All supervising staff must provide 
appropriate supervision to trainees.  This 
supervision should be appropriate to the 
resident’s level of training.  The resident 
should participate in the care of patients as 
appropriate to his/her competencies, and 
ensure that appropriate communication 
with the supervising staff has taken place. 

Concerns Regarding Inappropriate 
Behaviour of Supervising Staff 

Please refer to the PGME Policy 
“Resolution of Resident Conflict with 
Attending Physician/Supervisor on Issue of 
Patient Care”. 

Please refer to the CPSO policy “Physician 
Behaviour in the Professional Environment” 

If a resident encounters immediate patient 
safety concerns related to inappropriate 
attending physician behaviour, the resident 
should notify the Site Educational Coor-
dinator or the Rotation Educational Director 
immediately.  If these individuals are not 
readily available, the PD should be notified. 

Conflict Resolution 

In cases of conflict with staff not related to 
patient care, residents should attempt to 
resolve the issue through direct 
communication with the staff in question.  
In situations where this approach is not 
possible, or does not resolve the problem, 
the Site Educational Coordinator and/or the 
Program Director should be notified.  These 
individuals may choose to address the issue 
through direct communication with the staff 
and resident involved, either individually or 
in the form of a group meeting.  If this does 
not lead to a satisfactory resolution, the 
Residency Program Committee should be 
informed, and this may lead to involvement 
of the Chair of Anesthesia and/or the 
Assistant Dean of PGME.  If required a 

https://pgme.mcmaster.ca/app/uploads/2019/10/Supervision-of-Clinical-Activities-of-PGME-Learners-PGEC-2015.pdf
https://pgme.mcmaster.ca/app/uploads/2019/10/Supervision-of-Clinical-Activities-of-PGME-Learners-PGEC-2015.pdf
https://pgme.mcmaster.ca/app/uploads/2019/10/Supervision-of-Clinical-Activities-of-PGME-Learners-PGEC-2015.pdf
http://www.cpso.on.ca/uploadedFiles/policies/policies/policyitems/profrespPG.pdf
https://cou.ca/reports/resolution-of-resident-conflict-with-attending-physician-or-supervisor-on-an-issue-of-patient-care/
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Physician-Behaviour-in-the-Professional-Environmen
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Physician-Behaviour-in-the-Professional-Environmen
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hospital Clinical Chief may be involved for 
hospital-related matters.  If necessary, an 
appropriate outside mediator may be 
requested. 
Harassment 

Please refer to the PGME website on 
Learner Mistreatment for full details. 

The Pain Medicine Residency Program and 
McMaster University as a whole actively 
promote an environment where all 
students, staff and faculty can learn, work 
and live in equality and respect.  The 
Human Rights and Equity Services Office 
and the Faculty of Health Sciences Advisor 
on Professionalism provide consultation and 
advice on human rights-related issues of all 
kinds and offer support and assistance on 
handling complex situations particularly 
dealing with human rights, harassment, 
accommodation or discrimination issues.  
These resources also provide educational 
opportunities tailored to specific requests, 
including but not limited to human rights 
obligations, responsibilities and policy 
requirements; diversity and inclusivity, and 
anti-racism/anti-oppression. 

Pregnancy & Breastfeeding 

If a resident becomes pregnant during 
residency, the PD should be informed as a 
soon as possible.  The PD will liaise with 
the Residency Program Committee, as 
appropriate, to ensure appropriate 
accommodations are made (cessation of 
work in areas that may be detrimental to 
the individual, as well as consideration for 
decreased call requirements during 3rd 
trimester, etc.). 

The Pain Medicine Residency Program 
supports breastfeeding in the workplace, 
and, as such, will take steps to 
accommodate residents who choose to do 
so, including access to private spaces, a 
refrigerator and allotment of time, insomuch 
as it does not interfere with patient safety 
or resident educational goals. 

Storage of Personal Belongings 

Residents at all sites should have access to 
storage space for personal belongings.  
Lockers are typically available in secure 
areas.  If lockers are not available, then 
space should be provided for residents to 
store their belongings in a supervised area, 
where the belongings will be reasonably 
safe from damage and theft. 
Moonlighting 

It is recognized that neither the PGME nor 
the Pain Medicine Residency Program can 
restrict residents with an independent 
practice certificate from performing clinical 
activities outside the requirements of the 
training program; however, this activity 
must not interfere with the training 
program. 

Please refer to the McMaster Moonlighting 
Policy for full details. 
Resources Available 

Postgraduate Medical Education (PGME) 
Office 
Phone: 905-525-9140 ext. 22118 
Fax: 905-527-2707 
Faculty of Health Sciences Safety Office 
Phone: 905-525-9140 ext. 24956 
Fax: 905-528-8539 
Hamilton Health Sciences Human 
Resources – Employee Health Telus 
Sourcing Solutions 
120 King St. W, Ste 200, Hamilton, L8P 4V2  
Phone: 905-387-9495 ext. 63900 
St. Joseph’s Healthcare Occupational 
Health and Safety Services 
50 Charlton Ave. East, Hamilton, L8N 4A6 
Phone: 905-522-1155 ext. 33344 

PARO / CAHO Agreement 

https://pgme.mcmaster.ca/mcmaster-resident-affairs/learners-in-distress/learner-mistreatment/
https://pgme.mcmaster.ca/mcmaster-resident-affairs/learners-in-distress/learner-mistreatment/
https://pgme.mcmaster.ca/app/uploads/2019/02/Moonlighting-Restricted-Registration-PGEC-2012.pdf
https://pgme.mcmaster.ca/app/uploads/2019/02/Moonlighting-Restricted-Registration-PGEC-2012.pdf
https://fhs.mcmaster.ca/safetyoffice/
http://www.paro.org/
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University Resources 

The program director (PD) is the residents’ 
advocate in situations where residents are 
experiencing stress related to work, health 
and/or personal issues.  If a resident is 
feeling stress or has personal issues, the 
resident is encouraged to contact the PD 
and/or her/his mentor (see below). 

Comprehensive information can be found 
on the PGME website and on Medportal. 

Semi-Annual Meetings with Program 
Director 

All residents have two scheduled meetings 
with the PD each year, to review their 
academic progress, career plans, progress 
with the scholarly project, health and 
wellbeing, personal goals and other relevant 
issues. Additional meetings will take place 
at the request of either the PD or the 
resident. The PD has an open door policy 
and is readily accessible to all residents. 

Mentorship Program 

Each resident is assigned a faculty mentor, 
who if possible is from the same primary 
specialty as the resident, to be a role model 
for the resident, and who can advise the 
resident on a professional and personal 
level.  A successful mentorship relationship 
fosters career planning; promotes resident 
wellness; supports a strong relationship 
between the Pain Medicine faculty and 
residents; and aids in conflict resolution. 
The structure is flexible in order to achieve 
the best fit for the resident’s needs.  The 
mentor and mentee are encouraged to 
meet at least twice per year (there is no 
upper limit on the number of meetings). 

Downtown Hamilton 

https://pgme.mcmaster.ca/
https://www.medportal.ca/pg/trainee/resident-affairs
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Personal Learning Project Form 
 
Name of Resident:  

Date started:  

Date completed:  

Hours spent:  

What is the nature of the project? 

 Preparation for formal teaching activities 

 Addressing a clinical question 

 Development of research activities 

 Addressing a medical-professional, administrative, or system related question/issue 

What is the question or focus of this project? 

 

Resources utilized: 

 Original articles  Review articles  Published guidelines 

 Internet websites  E-learning resources  Online videos 

 Textbooks  Conference/CME  Discussion with colleagues 

Summary of the important information learned: 

 

What additional learning are you planning to complete? 

How is this going to change your practice? 

How are you going to implement what you learned in your practice? 
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Self Reflection Form 

Name of Resident: 

Date: 

Describe the clinical scenario 

Why was this experience important for my learning? Which CanMEDS roles and 
competencies did this experience touch on? 

 

What did I learn from this experience?  Is there anything that I could have done 
differently or better? What is my educational prescription for this scenario? 

How would I handle a similar situation in the future? 
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Practice Audit Form 

Name of Resident:  

Date started: 

Date completed: 

Hours spent: 

What is the focus of the practice audit? 

The area of practice that I am assessing is:  

The question I would like the audit to answer is:  

What performance measures, quality indicators, or standards will I be using?  

Data/findings 

 

How does it compare to the pre-determined performance measure, quality 
indictor, or standard? 

 

Feedback from colleague, peer, or mentor 

 

Given the results: 

Is there a specific action or learning project should I implement? 

What are the key challenges or barriers in my workplace to implementing 
change?  
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Application - Pain Medicine Residency Educational Bursary Program 

Name of Resident:  

Date of Application: 

Reference Text 

Name:  

Cost: $ 

Conference/Workshop 

Name of Event:  

Location:  

Dates:  

Registration fee: $ 

Accommodation: $ 

Travel:  Car (mileage):          x $0.xx/km = $ 

  Plane (estimated airfare): $ 

  Train (estimated fare): $ 

Educational Aid: 

Description:  

Cost: $ 

Total: $ 

Please attach supporting documentation (e.g. confirmation email, invoice) of 
the item(s) to be funded. 

For office use only: 

Date of Decision: 

 Approved  Amount:$ 

 Not approved.  Reason: 
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Pain Medicine Conferences (not exhaustive list) 

Canadian: 

Canadian Pain Society (May) 

Canadian Society of Addiction Medicine (November) 

Canadian Interventional Pain Course (CIPC) (April) 

International Symposium of Ultrasound (ISURA) (June) 

Canadian Neuromodulation Society (annual; variable) 

American: 

American Society of Regional Anesthesia and Pain Medicine (ASRA) Annual Pain Meeting 
(November) 

North American Neuromodulation Society (NANS) (January) 

World Academy of Pain Medicine Ultrasonography (workshops throughout year) 

American Academy of Pain Medicine (February) 

Spine Intervention Society (SIS) Annual Meeting (August) (bio-skills labs throughout year) 

Memorial Sloan Kettering Cancer Center Interventional Cancer Pain Symposium (September) 

International: 

European Pain Federation (September, every other year) 

European Society of Regional Anaesthesia and Pain Therapy (September) 

World Congress on Pain – International Association for the Study of Pain (IASP) 
(August/September, every other year) 

International Pelvic Pain Society (October) 

International Headache Society (September, every other year) 

World Institute of Pain (WIP) World Congress (May, every other year) 

Society for Pediatric Pain Medicine (March)

https://www.canadianpainsociety.ca/
https://csam-smca.org/
http://www.usra.ca/
https://neuromodulation.ca/
https://www.pedspainmedicine.org/
https://www.worldinstituteofpain.org/
https://www.ihs-headache.org/
https://www.pelvicpain.org/
https://www.iasp-pain.org/
https://esraeurope.org/meetings/
https://europeanpainfederation.eu/
https://mskcc.cloud-cme.com/default.aspx
https://www.spineintervention.org/page/AnnualMeeting
https://painmed.org/annual-meeting-academy-pain-medicine
https://www.wapmu.org/workshops
https://conference.neuromodulation.org/
https://www.asra.com/meetings
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Advanced Mind Clinic 
1401 Plains Rd E unit 6, Burlington, Ontario 
L7R 3P9 
(T) 905 333-4262 

Department of Anesthesia 
St. Joseph’s Healthcare – Charlton Campus 
Rm D149, 50 Charlton Avenue East 
Hamilton, Ontario L8N 4A6 
(T) 905-522-1155. extension 33853 
(F) 905-521-6019 

Firestone Institute For Respiratory Health 
Out-Patient Sleep Program 
St. Joseph’s Healthcare – Charlton Campus 
50 Charlton Avenue East 
Hamilton, Ontario L8N 4A6 
(T) 905-522-1155. extension 34979 
(F) 905-521-6184 

Michael G. DeGroote Centre for Learning 
and Discovery 
1280 Main Street West 
Hamilton, Ontario L8S 4K1 

Michael G. DeGroote Institute for Pain 
Research and Care 
Michael G. DeGroote National Pain Centre 
Room 2101, Michael G. DeGroote Centre 
for Learning and Discovery 
1280 Main Street West 
Hamilton, Ontario L8S 4K1 
http://fhs.mcmaster.ca/paininstitute/ 
http://nationalpaincentre.mcmaster.ca/index
.html 

Michael G. DeGroote Pain Clinic 
McMaster University Medical Centre 
1200 Main St. West, 4th Floor Yellow 
Section (4V) 
Hamilton, Ontario L8N 3Z5 
(T) 905-521-2100, extension 44621 
(F) 905-577-8022 

Neuro-ambulatory Centre 
Level 1 – East Wing 
Hamilton General Hospital 
237 Barton Street East 
Hamilton, Ontario L8L 2X2 
(T) 905-527-4322, extension 46755 
(F) 577-8016 

Paediatric Chronic Pain Program 
McMaster Children’s Hospital 
1200 Main St. West, 3rd Floor Yellow 
Section (3Z) 
Hamilton, Ontario L8N 3Z5 
(T) 905 521 2100, extension 73049 

Pain and Symptom Management Clinic 
Juravinski Cancer Centre 
Clinic E, level 2 
699 Concession Street 
Hamilton, Ontario L8V 5C2 
905-387-9495, extension 64315 

St. Joseph’s Healthcare Pain Clinic 
St. Joseph’s Healthcare - King Campus 
Rm 1311, 2757 King Street East 
Hamilton, Ontario L8G 5E4 
(T) 905-522-1155, extension 38611 
(F) 905-573-4832 

 

http://fhs.mcmaster.ca/paininstitute/
http://nationalpaincentre.mcmaster.ca/index.html



