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CASE STUDY

Student name:

Student number (see label on front of notebook):

Client Group (Paediatric, Adult or ALD): 
Total number of Words:
The case study should be no longer than 4,000 words. It will be at the discretion of the examiners whether to mark information in excess of 4,000 words.

Posting your Case Study
Please do NOT send a digital copy of your Case Study by email. Send a paper copy of your Case Study to:

Dysphagia Course Limited, Oak House, Canal Side, Moore, Warrington, WA4 5QT, UK
Please do NOT send your Case Study in any form of plastic wallet or folder. Just secure the pages together with a staple or treasury tag.
DO NOT SUBMIT LOOSE SHEETS OF PAPER AS THESE CAN GET LOST
Case Studies should be returned with your completed examination paper on the Exam Day or soon after. Please do NOT send before the Exam Day.
The following headings must be included in your Case Study:

Biographical information.

Brief summary.

Previous pertinent medical history.

Relevant details pertaining to the case study.

Previous involvement from a dysphagia practitioner or Supervisor.

It is important to summarise any previous pertinent dysphagia management that was undertaken by another dysphagia practitioner so that your involvement remains the focus of the Case Study. You will not receive any credit for this section so make it brief.

Current medical history and reason for referral for swallowing assessment.

This person may have been on your or your department’s case for some time. Explain who has rereferred the individual or why you have undertaken a review at this time.

Hypothesis.

Use the biographical details and medical aetiology to detail what you anticipate to be the swallowing difficulties.

Assessment (observational, functional, objective).

Clinical observations will infer physiological and neurological dysfunction and/or developmental delay.

This section should include an oromotor assessment. If you are unable to undertake an oromotor assessment then you should use your observations of clinical dysfunction to infer neurological dysfunction in an oromotor assessment.

If you undertake an assessment and recommend referral for an instrumental assessment e.g., FEES or VFSS, you should include your rationale for referral and should present the therapy, intervention and management plans based on your clinical assessment only rather than the information and therapy plan made by the experienced clinician undertaking the instrumental assessment.

Your completed assessment forms should be included in the appendix.
Some people will be unable to meet with the person with dysphagia face to face, i.e. forensics caseload, in which case it is anticipated observations of the person eating and drinking from a different room will be undertaken.

Anatomical, physiological and neurological dysfunction as it relates to your assessment.

Use the information from your oromotor and clinical assessment to complete this section. Do not omit the neurological dysfunction e.g., poor range and speed of tongue movement demonstrated by anterior-posterior movement only is indicative of Hypoglossal (CNXII) dysfunction.
Therapy, intervention, management.
You should explain the reasons for your intervention. Your intervention should not be solely texture modification. Discuss the strategies and exercises you have advised and explain how these relate to your assessment. Include the exercises in the appendix.

If you are unable to prescribe exercises for any reason e.g., owing to lack of cognition on behalf of the dysphagic individual or chronological/developmental age , then you MUST describe what exercises you would have undertaken to address dysfunction observed in the oro-motor examination and clinical signs of dysphagia observed in your Assessment section when the individual had oral intake. This showcases your knowledge.

Prognostic indicators.

Anticipated review times should be based on clinical function, developmental progress and medical aetiology. It may also include issues regarding end of life.

Probable future management.
This section may include national clinical, professional, and ethical guidelines.

References.

Use any referencing style.

Appendices.

The appendices should be used for detailed information that has been referred to and summarized in the Case Study. Only directly relevant items should be included in the appendices, and these should be as brief as possible. Appropriate items may include copies of assessment forms, patient instructions, data tables, etc. No marks are awarded for the appendices. Their purpose is simply to assist the reader.
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