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Where am I? How did I get myself into 
this dreamy state?  Why is there blood 
everywhere?  Why are there bloody crawl 
marks heading towards me? Why can’t I 
stand up… what the hell is going on?

I was a fit, adrenaline fuelled naval pilot. 
Heights never worried me as I always had 
fuel to burn. But I had not been flying today.

I started yelling for help. Luckily my good 
mate Jimmy was unlocking the door to the 
apartment building that I had just fallen off.

“Hey Jimmy, I think I hurt my head!” 
I exclaimed. I had developed an 
excruciating headache.  As I drifted into 
unconsciousness, the last thing I remember 
was Jimmy giving me mental arithmetic 
problems. I screamed answers back at him 
to try to take my mind off the unrelenting 
pain.

I now understand that I fell six meters from 
an apartment block and landed headfirst. In 
technical terms I sustained extensive
bi-frontal cerebral contusions, bilateral 
subarachnoid haemorrhage, bilateral 
subdural haemorrhages, multiple and
severe skull fractures. Frontal bone fractures 
extended into the superior orbital rim 
bilaterally, both orbits had tilted backwards 
and I had a left base of skull fracture. There 
were also extensive comminuted facial 
fractures.

My right frontal lobe had herniated into my 
superior right orbital socket.  There was a 
complete left third nerve palsy
with ptosis. Amazingly I did not injure my 
spine. Collateral damage included bilateral 
pulmonary contusions and fractures of my 
distal right radius and ulnar styloid.

I was placed in an induced coma for around 
ten hours and spent the next two days in 
ICU. I spent the next two weeks in a brain 
injury ward and a further week at a military 
hospital before I was transferred to Epworth 
Brain Injury Unit in Melbourne. The Navy 
arranged a sea-level cabin altitude jet to 
reduce pressure effects on my frontal lobes 
and I remained an inpatient at Epworth for 
three further weeks.

The Person
I was a typical single naval man but I have 
since become engaged to Amber, who 
currently works in Canberra. I was a qualified 
naval helicopter pilot and aircraft captain. 
My day job involved training junior crew on 
performing utility operations such
as search and rescue practice, deck landing 
operations with ships off the east coast and 
fighter evasion ‘nap of earth’ flying. This 
means flying below the level of the trees!

We regularly flew PC-9s in tight formation 
down the coast over Perth and Rottnest 
Island. The same planes used by the 
Roulettes. Then I learnt to fly Squirrel 
helicopters.

I was living every boy's dream. I had my 
whole life planned out to perfection. Plonk.

Rehabilitation Issues
I knew head injuries and aviation didn’t mix 
but I was still optimistic that I would climb 
back into the cockpit, perhaps a year or two 
into the future. I was convinced that nothing 
was wrong with me. I considered that my 
cognitive ability was intact and that the
only aspect which might make me unfit to 
fly was my 3rd nerve palsy or my anosmia. 
Then there was the unusual finding of left 
monocular temporal hemianopia.

That indicates a focal lesion anterior to 
the optic chiasm, picking up the crossing 
nasal fibres of the optic nerve from the 
ipsilateral eye but being too anterior to 
pick up crossing nasal fibres from the 
contralateral eye.

Neuropsychological testing found that I 
had mild deficits in information processing 
speed and difficulty with sustained 
attention, visual memory and some 
aspects of executive function.

That was quite a shock to me.

Continued on page 4...

Shannon and Amber in hospital

Shannon ‘at work’
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Society for Rehabilitation Medicine.  These include:

•   The need to support another organisation in terms of finances  
 and with reliance on the pro-bono work of Rehabilitation  
 Physician members;

•   Taking on full risk for events;

•   The possible weakening of our voice (and impact) if not under  
 the College banner.

What are some of the potential implications of forming a Specialty
Society for Rehabilitation Medicine?

If a Specialty Society for Rehabilitation Medicine was formed then, 
under the current AFRM educational framework, the Faculty would 
continue to oversee training and certification in Rehabilitation 
Medicine, as is the case at the moment. However, in addition
to adopting an advocacy role, the Specialty Society could also 
engage in continuing medical education. It is feasible that the 
Specialty Society could take over the role of conducting scientific 
meetings in Rehabilitation Medicine.

On the contrary, if Rehabilitation Medicine became an advanced 
training program within the RACP (under the ‘single qualification’ 
scenario I discussed in the last edition of Rhaïa), then either the 
Faculty or the Specialty Society could take on the oversight of 
advanced training in Rehabilitation Medicine (as occurs  with the 
other  specialty  societies, in association with the RACP).

Those of you who are crystal balling at this point could rightly 
say that, if we developed a Specialty Society for Rehabilitation 
Medicine and we went the way of a single qualification, then there 
may be no need for a Faculty! That of course is a very valid point 
and why we need to be extremely considered in what we decide 
to do.

As with the single qualification issue, this is a matter that Council 
will be discussing very fully and no decisions will be made without 
a full debate and consensus amongst the Fellowship.

Over the next few months I hope to get to a number of Branch 
Annual Members Meetings and so in the next Rhaïa I hope to 
report on my perceptions of what is happening with Rehabilitation 
Medicine Nationally and in New Zealand.

Chris Poulos

Following on from the last edition of Rhaïa when I wrote about the 
concept of a ‘single qualification’, in this issue I want to talk about 
the concept of a Specialty Society for Rehabilitation Medicine.

Our two largest roles as a Faculty are education and advocacy
– reflected in the two key committees that sit under AFRM 
Council. In the education basket I am putting specialist (registrar) 
training and certification, and also continuing medical education 
for Fellows. There is currently an ongoing debate around re- 
certification for the medical profession in general and the College
- and Faculty - are watching this space very closely.

Over the past 12 – 18 months the notion of a Specialty Society for 
Rehabilitation Medicine has been raised from time to time. There 
are currently 24 specialty societies listed on the RACP website, 
with most of the main medical subspecialties represented by a 
specialty society. To access the list, jump onto the RACP website 
and there is a link to the societies on the home page. These 
specialty societies enjoy a reasonably close, yet independent, 
relationship with the College and many are located within RACP 
properties.

Faculty Council initially raised the concept of a Specialty Society 
for Rehabilitation Medicine out of frustration when trying to 
pursue an advocacy agenda through the College in a timely and 
unhindered fashion. Since then, Council has attempted to engage 
with the College Policy and Advocacy Unit to streamline internal 
processes and regain some autonomy for non-controversial 
advocacy matters. I am pleased to report that progress has, and is, 
being made – albeit slowly.

Nevertheless, the creation of a Specialty Society for Rehabilitation 
Medicine is an important question and one that we need to 
explore – but in a considered manner and not simply as a means 
to an end. No doubt Fellows will not want yet another body to 
subscribe to without good reason (apologies for the double – or is 
that triple - negative)!

Why would we want a specialty society? The arguments in favour 
are that a specialty society would:

•   Provide a separate, autonomous body that can react swiftly on 
 matters of advocacy relating to Rehabilitation Medicine, without  
 having to satisfy internal College protocols;

•   Allow Rehabilitation Medicine to speak as its own, separate  
 voice – perhaps also adding to the voice that the College offers  
 on matters of common interest;

•    Pursue separate policy and advocacy agendas that are not 
 considered important by the College;

•    Conduct continuing medical education events independently 
     (reaping the rewards from well organised and attended events 
     – but taking on the risk as well);

•    Be able to offer membership to clinicians and others outside of 
 Rehabilitation Medicine (i.e. nursing and allied health).

There are also legitimate arguments against forming a Specialty

President’s Report
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Continued from front page

I had been saying for weeks that I felt fine to jump into the cockpit 
and fly right now! I was pleased that several other areas, such as 
visuo-spatial organisation, visual discrimination and perceptual 
reasoning skills were assessed as superior level.

I began to doubt myself for the first time and this was difficult as
I had always identified myself as an intelligent person. My future 
seemed to be on the rocks.

Rehabilitation Progress
I spent four months on sick leave, during which time I was 
reassessed as safe to drive. I successfully completed the theory 
components of my air transport pilot licence and began to think 
about what I would do if I couldn’t fly.

I’m not familiar with the recovery statistics for my kind of injury, 
however many doctors were quite surprised at my recovery, some 
even calling it miraculous. I don’t know why I recovered so well, 
perhaps it is because I was young, fit and male – built to withstand 
injury. The skull fractures probably helped via decompressing my 
frontal lobes. Being intubated at the scene by paramedics would 
have prevented secondary brain swelling from hypercarbia. That’s 
the medical view anyway.

From my perspective I’m sure it helped that I never stopped 
believing in myself and would stop at nothing to achieve my goals. 
I’m also sure that the amazing support my girlfriend, Amber, gave me 
kept me afloat against the odds.  Whatever the reason, my journey 
to regaining control of my life was far from over.

Luckily my third nerve palsy resolved and my cognitive deficits 
recovered to at least high-average level on neuropsychological 
reassessment. The left monocular hemianopia and anosmia still 
remain, however, as the only apparent ongoing sequelae of my 
injuries.

The military banned me from flying despite my protests.

I had always been very interested in medicine as a back-up career if 
I were to fail any of my military flying training – a realistic possibility 
considering the high proportion of people who do. I knew I didn’t 
have the grades out of high school to get into an undergraduate 
program so I started researching my options. I also moved job 
location to a ground job in Canberra as a military ‘aide-de-camp’ 
assistant to a high ranking Admiral.

I discovered that I was eligible for post-graduate medicine and  
that I would need to study for the Graduate Australian Medical 
School Admissions Test (GAMSAT) – which I knew was extremely 
difficult.

I hadn’t studied biology since I was around 14 years old and I didn’t 
know anything about cells, metabolism or genetics. I obtained some 
preparation material and spent many long nights trying to learn the 
necessary skills for medical entry.

I knew that the GAMSAT really tested the way that you think not 
what you know. That gave me some hope as I didn’t know much 
biology. 
 
One of the problems was that my preparation material was targeted 
at people who needed to revise the material – I had never learnt 
it in the first place so the way it was structured was not particularly 
helpful to me. Too much knowledge was assumed. At the same time 
I was learning a new job and I was called on, often at short notice, 
to travel somewhere in Australia or even internationally with the 

Admiral. Multiple external distractors were not very conducive to 
focused study and I had enough internal distractions of my own let 
alone my battered frontal lobes.

At some point in this process I began to desire medicine more than 
my previous career as a pilot. I had invested so much into this new 
career and I was convinced that this was what I wanted to do.

After receiving my GAMSAT score I applied to the Air Force for 
sponsorship to do medicine. After a lengthy testing and interview 
process I was offered a scholarship on the proviso that I received 
a Commonwealth Supported Place (CSP) at one of the graduate 
universities. The Navy had already decided to discharge me on 
medical grounds so if I did not get a CSP I would lose my job, lose 
my income and have nothing to aim for. My flying qualifications  
were useless even as a civilian pilot.

The utmost importance of receiving a CSP offer made for a very 
nervous wait.

I was devastated when I missed out on my first choice. I got the 
message whilst I was on a military exercise out bush, that I did not 
gain a place at Wollongong. I was distraught. I was convinced that I 
had the position at Wollongong and it was the closest I have come 
to crying in eight years. I immediately removed myself from
the exercise and sought the comfort of my fiancé to discuss what 
would happen if it all went pear-shaped.

I knew she would support me no matter what, which helped ease  
my distress.

After two days of feeling defeated, I received the e-mail from
Deakin University, that I was offered a Bonded Medical Place!
The news was somewhat bittersweet, as it meant I would lose my 
sponsorship, my military salary and I would be pensioned off by 
Comsuper.

But now I could study medicine! I made arrangements for travel, 
accommodation and the physical relocation to Geelong on my own 
and left behind images of flying 25 PC-9s in Thunderbird formation.

My Future
I have now successfully 
completed year one of 
medical school and can’t 
wait for the rest of my 
career – I love it. I finished 
in the third highest quartile 
with no deferrals. Amber 
left her job when we got 
married in April 2013  
and she moved  
down to Geelong to be  
with me.
 
The adventure has 
begun and I am now 
contemplating which 
specialty I would like to pursue. My choice will be based on interest, 
passion, values, lifestyle and stability.

I have always been particularly interested in neurology. I find it 
fascinating. I saw many doctors throughout my recovery, some  
very good, some very poor. I can say, hand on my heart, that the 
best doctors I saw were the Rehabilitation Physicians. These people 
were compassionate, listened fully to my concerns and came up 
with solid plans for a positive way forward.

Tail rotor to stethoscope….. via ICU 
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Tail rotor to stethoscope….. via ICU 

A person is not fit to hold an unconditional licence:

  • If the person has had a stroke producing significant 
   impairment of any of the following: visuospatial perception,  
   insight, judgment, attention, reaction time, memory,   
   sensation, muscle power, coordination, vision (including  
   visual fields).

 A conditional licence may be considered by the driver licensing  
 authority at least four weeks after a stroke and subject to at  
 least annual review, taking into account:

 • The nature of the driving task
 • Information provided by an appropriate specialist regarding  
  the likely impact of the neurological impairment on driving  
  ability
 • The results  of a practical  driver assessment if required
  (refer to Part A section 4.9 Practical driver assessments).

A person should not drive for at least two weeks following a TIA.

My practice until now (and I think that of many other specialists) 
has been to advise stroke patients who had made a good 
recovery and showed no significant residual impairments on 
clinical examination that they could resume driving after one 
month. I would document this in a letter to the local doctor but I 
had not been advising such patients that they should report first 
to their local driver licensing authority (RMS/RTA in NSW) before 
resuming driving.

From my correspondence with NTC and RMS it is now clear to
me that according to the guidelines (and the law) this was not the
correct process.

The correct advice for stroke patients should be:

  • Not to drive for at least four weeks following a stroke or 
   two weeks following a TIA.

  • Stoke patients who have suffered significant impairment of  
   visuospatial perception, insight, judgment, attention,  
   reaction time, memory, sensation, muscle power  
   coordination or vision, even when they have shown a good  
   recovery, should not drive until they have presented  
   a medical clearance for driving to their local driver licensing  
   authority and obtained a ‘conditional license’.

  •  Stroke patients with recovery of the above impairments, but  
   where you have some concerns about their driving ability,  
   should be referred for a formal occupational therapy driving  
   assessment.

  •  If over time, a sufficient recovery is made from all 
   impairments, the driver licensing authority may consider  
   issue of an unconditional license after receiving a medical  
   report. (Note details listed on page 15 of the Austroads 
   Guidelines under ‘Section 3.5: Reinstatement of licenses or  
   removal of license conditions’).

  •  It is a legislative requirement that drivers advise their driver  
   licensing authority of any medical condition or illness (such  
   as stroke) that may affect their safe driving ability.

  •  This obligation rests with the driver and not with the medical  
   practitioner. However, as most drivers are unaware of this  
   law, doctors should advise the patient of their legal  
   obligation to self-report.

Pesi Katrak

I’ve since learned that Rehabilitation Physicians can sub-specialise
in neurological rehabilitation – it’s early days yet but this certainly 
seems like the perfect specialisation for me and it is what I am 
currently aspiring to.

At the very least I think I will have an almost unique perspective to 
bring to the profession.

[Written by Shannon Welsh, first year medical student, Deakin 

University with Gerry McLaren]

Shannon and Amber

Driving after stroke: 
Do you understand and follow the 
Austroads 2012 Guidelines?

After reviewing the Austroads 2012 document and following recent 
correspondence with the National Transport Commission (NTC)  
and the Roads & Maritime Services, NSW (RMS) to seek 
clarifications, I have come to realise that for many years I have  
been giving incorrect advice to patients regarding return to driving 
after stroke!

The document ‘ASSESSING FITNESS TO DRIVE: for commercial 
and private vehicle drivers; MEDICAL STANDARDS FOR LICENSING 
and CLINICAL MANAGEMENT GUIDELINES, March
2012’ is quite comprehensive and can be viewed at:

http://www.austroads.com.au/images/stories/AFTD_reduced_for_
web.pdf 

The section on stroke for private vehicle drivers’ states:

A person should not drive for at least four weeks following a stroke.
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Reflections on the role of compensation 
in rehabilitation after severe injury in 
Australia

As retirement approaches through a combination of age and a 
recent injury, it seems appropriate to share with my colleagues 
some thoughts on the place of compensation in rehabilitation.  
This is particularly relevant at this time with the impending 
proposal to potentially introduce a National Injuries Insurance 
Scheme (NIIS).

Many doctors, including some Rehabilitation Physicians, have a 
somewhat negative attitude towards medico-legal reporting. Some 
see it as an unnecessary intrusion on their important clinical role. 
Others are fearful of being cross examined in court. Perhaps part 
of the problem is also that few doctors are exposed to training in 
the area of medico-legal reporting.

I have been fortunate in that my basic training as a Rehabilitation 
Physician was in the form of an apprenticeship over some years 
with my predecessor, Dr David Cheshire, in the Spinal Injuries 
Unit in the Austin Hospital in Melbourne. David taught me the 
importance of undertaking medico-legal reports on behalf of my 
patients and passed on some of his skills to me.

There is an unfortunate perception in the community, including 
much of the medical profession, that monetary reward for being 
injured or disabled, or ‘compo’, is the purpose of compensation 
schemes. Rather compensation should be viewed as a means of 
assisting the injured or disabled person to return to the community 
in a meaningful way, including return to work if possible.

A further problem is that so much of compensation in Australia is 
based on the adversarial methods inherent in the common law 
system. This depends upon tortuous legal constructs, including 
tort liability, where causation or negligence needs to be proven to 
a judge or jury. One could easily argue this is not necessarily the 
best way of assisting a disabled person’s return to the community 
or enabling them to resume purposeful activity.

As well as extensive clinical experience in the rehabilitation of 
patients with severe disability from spinal cord injury and brain 
injury, I also have over 40 years of experience in medico-legal 
reporting on behalf of my patients to compensation authorities, 
insurers and lawyers. This includes both lawyers working for the 
patient and others on behalf of insurance companies. This work 
has taken me frequently to work in other States, so I am familiar 
with most national compensation systems, particularly those for 
motor accident claims, which are the major cause of spinal cord 
injuries and traumatic brain injuries in Australia.

I will restrict this paper to a discussion on compensation and 
rehabilitation of patients with traumatic spinal cord and traumatic 
brain injury, particularly those injuries resulting from motor
vehicle accidents. Relatively few of these injuries in Australia are 
as a result of work injuries, recreation, medical misadventure, 
violence and war.  It is recognised that there are many other non- 
traumatic causes of severe disability.  Compensation schemes 
are generally lacking in Australia for this group, including those 
disabled from birth.

The proposed National Disability Insurance Scheme and National 
Injury Insurance Scheme which is before parliament at present are 
welcomed by Rehabilitation Physicians. We are all aware of the 
huge disparity in services available to those who have access to 
some form of compensation compared to patients reliant entirely 
on the public health system.

It is to be hoped that Federal and State/Territory governments 
get this right and learn from the experience of successful 
compensation schemes throughout Australia (and overseas). 
We also need to learn from mistakes made in the past in the 
administration of compensation.

The Role of Compensation
There is a misconception that compensation is all about monetary 
reward. This disregards the importance of compensation 
in ensuring that the disabled person receives adequate 
rehabilitation, both as an inpatient and subsequently in the 
community. Rehabilitative efforts may be required on a long term 
basis where disability arises from major neurotrauma.

Other aspects include provision of appropriate equipment, 
housing and home alterations, and assistance in returning to 
alternative lifestyles, including recreational activities
and parenting. Re-education and assistance to return to 
remunerative employment are also fundamental.

Motor Accident Compensation
Most motor accident compensation systems in Australia have 
been based on common law schemes. An injured person is 
required to seek compensation from another person on the basis 
of proving fault.  This requires the engagement of a lawyer (who 
will obviously be opposed by another lawyer representing the 
insurer).

Common law systems still exist in Western Australia, South 
Australia and Queensland. Only in the last two years has New 
South Wales finally introduced a no-fault scheme.

An alternative to the common law system is the so-called ‘no- fault 
compensation scheme’ which was originally introduced in Victoria 
through the Motor Accidents Board and now administered by the 
Transport Accident Commission. This scheme is based essentially 
on the long existing New Zealand scheme for all injuries.

Tasmania introduced a similar scheme for motor accidents some 
years after Victoria and then the Northern Territory introduced a 
limited scheme (limited compared to Victoria and Tasmania).

No fault schemes differ from common law schemes in that a 
government authority collects premiums from road users and 
administers a compensation scheme based on the individual 
requirements of the patient, including acute treatment and 
rehabilitation, equipment provision, assistance with housing 
alterations and, where applicable, assistance with return to work 
and recreation.

There is usually no monetary or lump sum settlement involved, as 
is the situation with common law schemes. Lawyers are usually not 
required unless there is some appeal against decisions made by 
the government authority administering the no-fault scheme.

It is argued from personal experience both as a clinician, but more 
recently also as a patient, that the Victorian no-fault scheme works 
very well. It is usually fair and provides timely, appropriate and 
adequate rehabilitation for its clients.

On the other hand, one’s experience with common law schemes 
in all States and Territories of Australia would lead one to argue 
that this is an inefficient scheme based too much on ‘compo’ and 
not necessarily looking at the real needs of the patient in a timely 
fashion.

Items of Interest
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Items of InterestItems of Interest

Long delays in settlement of common law schemes are the 
norm rather than the exception. A good lawyer will ensure that 
his patient is seen in consultation by as many experts as he can 
find when seeking medico-legal assessments and reports. The 
bottom line is that the lawyer chooses the opinion best disposed 
to his client.

The adversarial system often takes many years to resolve.  It 
causes much angst for both patients and their family.  It can 
also have the outcome of substantially delaying appropriate 
rehabilitation for the patient. There is great variability in the 
outcome of common law compensation decisions. Variables 
include the circumstances of the injury, the skill of the lawyers 
(on both sides) and the expertise of the medico-legal reporting 
by doctors and other health professionals.

Another problem with common law settlements is that they 
are usually a once only settlement, based as, they must be, 
on an educated guess at best by the courts. The amount of 
compensation is also significantly influenced by the expected 
survival of the patient. It may not always cover future needs 
and inflation for example.  Decisions may not give much scope 
for the patient to undertake delayed secondary rehabilitation if 
appropriate.

No fault schemes throughout Australia are not without their 
own faults either. There is a tendency for the schemes to be 
somewhat rigidly administered at times, within the financial 
constraints of the scheme.  In my opinion the Northern Territory 
scheme has never been adequately funded.

Other schemes may be somewhat hijacked by lawyers as 
has occurred to some extent in Tasmania, where the no-fault 
compensation scheme has evolved into a somewhat de facto 
common law scheme with lump sum settlements after a period 
of time.

Another problem with the mish-mash of compensation schemes 
throughout Australia is that there are frequently difficulties in 
compensation of patients who have been injured in a State other 
than where they live.  This is another reason why a national 
compensation scheme for all injuries, including motor accidents, 
is attractive.

My recent personal experience after a motor accident in Victoria 
has reinforced my clinical views that ideally we would operate 
with a seamless transfer between both the public and private 
systems. The Victorian system compensated me adequately 
financially through my temporary inability to work. It was also 
relatively easy to argue with the officials in the scheme if there 
were any shortcomings of the service they were providing 
including, for example, assistance with gardening services at 
home.

Possibly the greatest strength of the no-fault compensation 
schemes is the ability to provide ongoing assistance with 
attendant carers for more disabled people.  This can be short 
term, if required, or long term for those with severe persistent 
disabilities. 
 
Common law schemes do not have the flexibility to vary the 
assistance provided to disabled people from time to time as 
required. Nor do they have the ability to support further bursts of 
rehabilitation in the future if required, or assistance
with unexpected access to further medical services in the future, 
such as joint replacement surgery following orthopaedic injuries.

My conclusion is that no-fault compensation schemes, while 
not perfect, do work very well and I would argue that it would 
be preferable for all Australians to have access to this form of 
compensation after road accidents and, for that matter, other 
injuries incurred at work, domestic injuries, recreational injuries 
and injuries arising from medical misadventure.

Conceptually it should not be too hard to fund such a scheme 
given that motorists, employers and health professionals
are already paying premiums for insurance with the various 
schemes in existence in Australia. That would, however, require 
a significant re-jigging of the private-public sector insurance 
interface.  If we have to introduce some modest extra taxation 
input to fund the additional cost of a comprehensive scheme to 
cover all other injuries and major disability, then I say let’s bring 
it on!

Dr David C Burke FAFRM(RACP), FACRM, FRACP, FRACS
(November  2012)
Brief Bio - Dr David Burke:
David Burke has spent the majority of his clinical career in the 
rehabilitation and treatment of spinal cord injuries and traumatic 
brain injuries, initially at the Austin Hospital in Melbourne and 
subsequently in brain injury rehabilitation at Bethesda Hospital 
(now Epworth Hospital), Royal Talbot Rehabilitation Centre, 
Ivanhoe Manor Private Rehabilitation Hospital and the Southwest 
Brain Injury Rehabilitation Service in Albury NSW.
He has also had the opportunity of working for short periods in 
other States of Australia and overseas, particularly the  
United States.
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There are currently 270 million registered guns in the USA.
But there are only 70 million children aged less than 17 years of age.

The next edition of Rhaïa will include a dissection of the  

NeuroRehabilitation implications
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Ben Marosszeky 
A Pioneer of Our Profession Retires

 

After a long, distinguished and influential career, Associate
Professor Ben Marosszeky has taken leave from his position
as Director of Rehabilitation Medicine, Westmead Hospital, and 
is preparing himself for retirement. It is significant that not only 
have his colleagues recognised his outstanding contribution 
to rehabilitation medicine but Ben also received Australia wide 
recognition when he received an AM in the Queen’s Birthday 
Honours for 2013 for ‘significant service to rehabilitation medicine 
and through contributions to people with arthritis’.  
 
Congratulations Ben.

It is fitting that we look back on Ben’s career and achievements.  
At the age of 18 years, whilst in his first year of medical school, 
Ben fled Hungary after the Revolution and came to Australia in 
1957. 

His first home was in Macquarie Fields in the western suburbs 
of Sydney. To support himself financially he worked as a fitter 
and turner apprentice and later as a tram conductor. Ben was 
determined to resume his medical training, so he studied English 
diligently and finally managed to obtain a scholarship to attend 
university. He entered medical school at Sydney University in 
1959, completed the six year course and was awarded his MBBS 
in 1966. His internship and junior RMO years were completed at 
Sydney Hospital.

Ben developed an interest in rehabilitation very early in his post 
graduate years and took on a job as rehabilitation registrar at 
the Prince Henry Group of Hospitals in 1969. At that time the 
Diploma in Rehabilitation Medicine could only be obtained from 
overseas. There was no local college or examination in Australia 
which awarded this qualification. Ben set about to change this. 
During his three years as an enthusiastic registrar at Prince 
Henry Hospital, Ben managed to convince the few Rehabilitation 
Physicians at the time to organise a local clinical examination 
offering a Diploma in Rehabilitation Medicine under the auspices 
of the Post-Graduate Federation in Medicine.

Ben was in the first group of rehabilitation registrars to sit the
Australian clinical examination. He passed and was awarded
his Diploma (DPRM) in 1972. After obtaining his DPRM, Ben then 
worked as a Rehabilitation Specialist for a further seven years at 
Prince Henry Hospital.

Ben and Rosie

Items of Interest

During that time a new, large teaching hospital was being built in 
the western suburbs of Sydney at Westmead, close to Parramatta. 
The old historic Parramatta Hospital, after serving the local 
community so ably for many decades, was struggling to meet 
the demands of a rapidly growing region. The new hospital at 
Westmead was big – at the time I recall it being described as the 
‘biggest hospital in the Southern Hemisphere’.

This new establishment was commissioned and admitted its first 
patients in 1978. In early 1979, the head of Community Medicine at 
Westmead Hospital, Professor Garry Andrews, invited Ben to set 
up a Department of Rehabilitation Medicine in this exciting new 
organisation. Ben accepted this invitation and the rest is history.

Westmead was a new institution with an abundance of young, 
expert doctors keen to lead the way in their specialties and 
Ben was one of them. He saw Westmead as a great niche for 
developing the specialty of Rehabilitation Medicine and for
providing opportunities to young doctors to learn the art he had 
come to be so passionate about. Ben wanted Westmead to be 
a Centre of Excellence – not only in its delivery of rehabilitation 
services but also as a training centre for doctors interested in 
pursuing a career in rehabilitation.

More than ever, Ben saw the need for a national college in 
Australia which would take on the responsibility for training, 
accrediting and setting standards of practice for doctors wanting 
to be Rehabilitation Specialists. And so, in 1980, within a year of 
him commencing his appointment at Westmead Hospital, and
with some close colleagues, Ben was instrumental in establishing 
the Australian College of Rehabilitation Medicine. He was the first 
honorary secretary of the College and remained in that position for 
the next nine years. Today he remains the longest ever
serving Secretary of the College.

Ben was also instrumental in the establishment of the College 
of Sports Physicians and was awarded an Honorary Fellowship 
of that College in 1991. He also played a significant role in the 
development and growth of paediatric rehabilitation in Australia. 
With his close colleagues, Arthur Shores and the late Joe 
Sandanam, Ben developed the Westmead PTA scale in 1986. This 
is the most widely used tool in Australia to measure the duration of 
Post-Traumatic Amnesia – an important measure of
brain injury severity and outcome prognosis. Ben played a major 
role in driving the widespread utilisation of objective functional 
assessment tools in rehabilitation programs around Australia. His 
work in functional assessment and outcomes led to him being 
made Clinical Director of the Australasian Rehabilitation Outcomes 
Centre (AROC) in 2002 – a position which he still holds. Over his 
career, Ben has presented at numerous conferences, published 
many papers and represented on many committees of the College 
and the Faculty of Rehabilitation.

During his 33 years at Westmead Hospital as Director of 
Rehabilitation, he has led the development of many subspecialty 
services including the amputee service, brain injury unit,
chronic pain service, developmental disability service, trauma 
rehabilitation service and many others. No fewer than 15 
rehabilitation specialists have worked within his department and 
around 150 registrars have undertaken accredited rehabilitation 
training under his mentorship. Westmead Hospital is highly 
regarded as a training facility for registrars. I have been one of 
those fortunate registrars. It was Ben who got me interested
in rehabilitation when I did a first year RMO term at Parramatta 
Hospital in 1985. I recall attending a case conference chaired by 
Ben and being in awe of his knowledge of disability management
– but not only this, I was struck by his passion for his work and the 
holistic care he had for his patients.
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Kath McCarthy, Joe Gurka, Rosie Marosszeky , Ben Marosszeky,  
Ian Baguley, Nidhi Gupta
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Ben knew his patients. He knew everything about them – 
their physical ability, their psychological state and their social 
circumstances. He knew exactly what they required to be able to 
return them to the highest level of function. And Ben’s patients 
loved him. 
 
They respected his expertise and always felt at ease with him. 
He had an ability to humour them, relax them and reassure them. 
I saw his team respect him and he respected them.

This was the type of medicine I wanted to practice. The following 
year I registered with the College, proceeded with my training 
and Ben was my main mentor throughout. When my training was 
completed, it was Ben who gave me the opportunity to head up 
the newly established Brain Injury Unit at Westmead Hospital in 
1991. I am forever grateful that he gave me that opportunity and 
that he trusted in my ability to take on that challenge as a newly 
graduated specialist.

Anyone who has spent time with Ben over the years – and there 
are many – be it at a hospital, Faculty or social level, will have 
witnessed his passion and his commitment to his cause. He 
stops short of nothing in pursuing what he believes is right and 
best for his patients and profession.

He has a determination and work ethic beyond what I have 
seen in any other person and because of this he has achieved 
much. He has succeeded in improving the lives of so many of his 
patients; he has succeeded in touching the hearts of so many 
health professionals and colleagues that he has worked with; 
he has succeeded in imparting his knowledge to so many and 
he has succeeded in ensuring that Rehabilitation Medicine will 
always have an important and respected place in health care 
delivery in Australasia.

It is right for us to acknowledge and recognise Ben as a pioneer. 
Not only has he pioneered rehabilitation at his place of work 
at Westmead Hospital but he is truly a pioneer of rehabilitation 
in our region, having played a major part in its growth and 
recognition as a specialty.  After 40 years of pioneering and 
achieving, Ben has earned himself a well-deserved rest. He is 
still healthy and active enough to take the opportunity to spoil 
himself a little and spend more time with his lovely wife Rosie, his 
children and grandchildren.

Ben has indicated that he would like to go on a cruise and take a 
relaxing holiday. I believe Ben deserves many relaxing holidays 
and on behalf of all his colleagues and Faculty Fellows, I would 
like to congratulate and thank Ben for a fantastic contribution to 
our profession, for playing a significant part in our lives and we 
wish him all the best in a well-earned retirement.

Put your feet up mate!

Joe Gurka

2012 Fiji Olympic Order 

The Fiji Olympic Order was introduced in 2001 and is awarded 
annually during the Sport Hall of Fame induction ceremony.
Dr Maharaj was instrumental in the initial establishment of the 
Fiji Sports Association for the Disabled, now the Fiji Paralympic 
Committee. He served as President of the Association for
many years.

Dr Maharaj has organised numerous National Games and 
Administration and Coaching Workshops for persons with 
disabilities. He has also conducted Sports Classification 
Workshops for Fiji and the Oceania region. Currently Dr Maharaj 
serves on the Oceania Paralympic Committee and is also
an Athletics International Classifier on the world body of the
International Paralympic Committee (IPC).

Dr Maharaj continues his major clinical work in Dubbo NSW.

In recognition of his services to sport, Fiji Association of Sports and 

National Olympic Committee (FASANOC) conferred the 2012 Fiji 

Olympic Order on Dr Jagdish Maharaj. (Left)

CONGRATULATIONS TO  
A/PROF FARY KHAN

 

A/Prof Khan has been selected as a 
Representative of the Active Individual 

Members to the Executive Committee for  
Asia & Oceania for the International Society of 
Physical and Rehabilitation Medicine (ISPRM).

Fary has also been asked by World Health 
Organisation (WHO) and the Nossal Institute 

for Global Health, to assist them in  
systematic reviews on Disability funded  

by a $250,000 grant.
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Views from the Inside

No, I do not mean inside prison.  I must admit though that my four 
months stay in hospital did feel like being a prisoner at times.  
This story is a personal experience of my prolonged inpatient 
stay, including two months of strict non-weight bearing in a 
rehabilitation hospital.  

I must say that the treatment I received both at the Alfred 
and Epworth was first class, which was pleasing, as I played 
a small part in the planning and introduction of both facilities.  
Many people have encouraged me to put pen to paper on my 
experiences of inpatient rehabilitation.

Some valuable lessons can be learnt from being a patient in 
hospital, particularly in the context of a rehabilitation service, but I 
do not recommend that anybody else tries this personally.  It is not 
an experience that I would want to go through again.

Furthermore, I must say that the accident I sustained was entirely 
my own fault.  First lesson – when tired, do not drive.  Second 
lesson – do not be tempted to push on a little further just because 
you are near your destination.

The accident occurred after a busy period of work in late 2011 
(shortly after I had been over to France to do some medico-legal 
consulting).  I went to sleep at the wheel, momentarily, in the 
middle of the day, and chose the biggest tree to run my car into.  I 
was just a few hundred metres from my destination.

 

Crumple zones increase survival

I was taken to the Alfred Hospital by helicopter and spent a week 
or so in the Trauma Centre.  I was transferred to Epworth Hospital, 
at my own request, as I kept getting bumped off the operating list 
for surgery.   The constant helicopter influx of new patients filled 
theatres with more urgent surgery.  Definitive treatment of my 
fractured left ankle was deferred, reflecting the reality of our public 
trauma systems.

It was not difficult to negotiate the transfer to a private hospital to 
get the necessary surgery and at the same time to combine this 
with rehabilitation.  It was not just the two badly fractured ankles.  I 
also had sustained a ‘bit of a head injury’.  I think the latter would 
be described as of moderate severity from a relatively short period 
of PTA.  I can certainly remember being cut out of my car and 
being loaded into the helicopter.  

The fractures of the ankles were more severe – a comminuted 
fracture of the left calcaneum (which required internal fixation) and 
an initially undiagnosed comminuted fracture of the right talus.  
The latter was only diagnosed after I transferred to Epworth, being 
diagnosed instantly by the first person to examine me there – a 
physiotherapist!

If you are planning to sustain severe injuries in a motor vehicle 
accident, make sure that you are driving a good car.  Despite a 
head-on collision with a large tree and the fact that the air bags 
and seatbelts worked correctly, the solidly built cabin and the 
crumple zone testing of my small European sedan almost certainly 
saved my life.

It is also a good idea to live in a jurisdiction which has a 
specialised trauma centre with first class helicopter air retrieval 
services.  If you get a choice, live in a jurisdiction with a no-fault 
compensation scheme, covering motor vehicle accidents.

Clearly I would not have received any compensation for my 
injuries had this accident occurred in Western Australia, South 
Australia or Queensland, or, until fairly recently, in New South 
Wales.  My whole treatment program, including an early transfer 
from a public hospital to a private hospital was smoothly integrated 
and fully covered by the TAC in Victoria.  

I received adequate loss of income benefits for the prolonged 
period for which I was unable to work.  I also received ongoing 
assistance with taxi transportation to a subsequent outpatient 
physiotherapy program – all smoothly facilitated without needing 
to employ a lawyer.

I was fortunate in that I was able to be transferred to a 
rehabilitation facility which I was very familiar with, including many 
of the staff.  At times I felt somewhat spoilt by the kindness and 
support I had from everybody.  Be that as it may, I should also 
share with you some of my observations and experiences as an 
insider, particularly from a patient with a considerable knowledge 
of the requirements of rehabilitation.  

I also wish to make some observations about difficulties one faces 
on the other side of the fence.

From a medical perspective, don’t ignore the patient’s complaints 
of a painful right ankle, when asked to transfer on one’s 
supposedly good ankle so as to avoid putting weight through an 
obviously fractured left ankle.

If you require your patient to be non-weight bearing for an 
extended period of time, appreciate that this is a boring time 
and also a time when one’s unused legs become severely 
wasted.  I am grateful for the repetitive exercise programs that the 
physiotherapists at Epworth put me through for weeks on end and 
the early introduction of hydrotherapy, so that when I was ready to 
start walking this could be facilitated fairly quickly.  

On the matter of prolonged non-weight bearing, be aware that 
orthopaedic surgeons are notoriously difficult to tie down for 
reviews to ensure partial weight bearing is commenced in a timely 
manner.  Chase up the orthopods on the patient’s behalf.

I became quite proficient in the use of an electric wheelchair so as 
to take myself from the ward, across the road to the physiotherapy 
department.  I was however struck by how inconsiderate many 
passersby can be for people in wheelchairs, including, surprisingly, 
many hospital staff.

I found motorists much more considerate of me in the wheelchair 
than pedestrians around the hospital, including getting in and out 
of lifts, or queuing up for coffee in the kiosk.

I think my family and the hospital staff got sick of hearing me say 
that I was bored and also that I just wanted my life back.  I think 
that refers to the fact that I had an overwhelming feeling of loss of 
my independence in hospital.  From having to call a nurse every 
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time I wanted to use my bowels or empty a urine bottle, from 
having all my meals at a certain time, from losing contact with 
family and friends except for their frequent visits, for which I was 
ever grateful.

I was also not able to go to my beloved MCG to watch some 
football or cricket rather than having to watch it on the small TV 
screen, interspersed with constant, repetitive advertisements.  
It was very frustrating not having access to my computer (I didn’t 
have a lap top at that stage) and particularly not being able to 
keep on top of my personal affairs, including financial affairs.  
With the family’s assistance, I did eventually acquire an iPad, 
though it is not easy to learn new technology, particularly at my 
age.  Eventually I was at least able to access some of my emails.  
I am very grateful to my numerous friends who kept in touch by 
phone and letter and in person.  

One doesn’t realise just how important friends are until 
something like this happens.  Later on, after discharge from 
inpatient rehab, I was still limited in my independence by not 
being able to drive for some months and being reliant on family 
and friends to take me to social activities, the theatre and my 
beloved MCG.

I do however appreciate how important it was to go through a 
formal driving assessment.  I had carefully chosen to replace my 
car with a similar car to the one that I destroyed.

My rehabilitation program was as good as I would have expected 
at Epworth and also along the lines I would have anticipated.  
There was some lack of communication between the therapists 
on occasions, including the annoying experience at one stage 
of having six or seven different physiotherapists in one week, 
each of whom had to ask me what my injuries were and what my 
program was.  

I would have thought that was something that could have been 
communicated from therapist to therapist.  

On the whole, I was kept well informed on my program, though, 
I think, in retrospect that more time could have been spent with 
both my wife and I on preparing us for life out of hospital.

It has not been easy for a man who had been previously very 
active to be forced into a semi-retirement phase.  As a now mildly 
disabled, older person (compared to my pre-accident status) I am 
physically significantly less able, being only able to walk for short 
distances.  I cannot do heavy physical work and I am somewhat 
limited in concentration and short term memory.  I think my wife 
would agree that I am less tolerant and more impatient, probably 
an exaggeration of premorbid characteristic.  Certainly I continue 
to be more fatigued than previously and require more sleep.

I guess I have tried to follow a number of principles which I have 
always followed in my career as a rehabilitation physician, to 
follow the advice of the well-known prayer – “God, give me the 
understanding to know the things I can do and those I cannot, 
and the wisdom to know the difference”.  

I have also found the well-known KISS principle a good one to 
follow (Keep It Simple Stupid).  The other important principle is 
considering that there are no problems, just challenges to  
be faced.

If it is possible to prepare for the possibility of future disability, it 
wouldn’t be a bad idea to move into a single storey house before 
it happens.  Take the opportunities for extended overseas travel 
before it becomes too difficult physically to enjoy this.  Avoid the 

restrictions placed on travel insurance and renting cars before the 
limitations imposed by age and/or disability.  

I am also even more strongly convinced now that one should 
continue working as long as one is able and as long as one 
continues to enjoy work.  But not to the level of day time 
sleepiness!

Dr David C Burke FAFRM (RACP), FACRM, FRACP, FRACS
(December 2012)

NDIS No Longer - a New Name  
Is Legislated

The Federal Parliament provided a spectacular show of bipartisan 
support On 14 March 2013 in passing into statute the NDIS 
legislation. At the same time there was an announcement that the 
whole show had been re-branded DisabilityCare. The new name is 
a mirror of Medicare and may clash with the name of many current 
providers. Stella Young, editor of the ABC production 'Ramp Up' 
and a wheelchair user herself, explains why she feels the name 
is unfortunate in reinforcing the passive implications of ‘care’, in 
her article at: http://www.abc.net.au/news/2013-03-22/young-
disabilitycare---what27s-in-a-name/4588198

In a further spectacular display of bipartisan support, this initiative 
will be funded by an increase of 0.5% to the existing Medicare 
levy.  Pilot projects will commence in the Hunter, Barwon, South 
Australia and Tasmania. The Northern Territory has just announced 
the first remote pilot project, to commence in July 2014 in the 
Barkly Region around Tennant Creek, for 100 disabled clients. 
This will reveal challenges in disability service delivery in remote 
regions.  Recently South Australia has joined NSW in signing up for 
full implementation of DisabilityCare from July 2018.  

Senior Faculty members have encouraged the College to 
advocate for medical input to NDIS planning but the reality is that 
plans are already well afoot without Faculty input.  

As at the end of April 2013 many draft NDIS rules are on the 
internet, covering children, adults, nominees and support for 
participants. Draft Rules for Registered Providers can be found at: 
http://yoursay.ndis.gov.au/document/show/29

There are multiple advertised job vacancies ranging from 
Executive Assistant (APS level 4) through to Content Managers 
and Performance Analysts (APS 6). Extensive consultation papers 
also exist, together with formal comments on the official forum and 
links to supplementary uncontrolled web blogs on Facebook and 
Twitter: http://yoursay.ndis.gov.au/

How will the scheme work?  Much of the detail is spelt out in the 
Rules, which cover participant eligibility, qualifying residence rules, 
definitions of how to determine who is an eligible child, what is a 
defined permanent disability, ‘early intervention requirements’ and 
how to determine reduction in functional capacity.  The following 
are excerpts from the Rules Consultation Paper:

‘The NDIS is designed to give people with disability control over 
the management of the funding in their support package.  People 
can choose their own support providers and can also choose 
whether to self-manage their funding or ask another person or 
organisation (including the Agency) to manage some or all of  
their funding.
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The NDIS starts with the presumption that people with disability 
have the ability and the right to make their own decisions and 
exercise choice and control over their supports.  Consistent 
with the principles set out above, limits on choice and 
control will be restricted to activities or items that are illegal, 
significantly detrimental to health, or where activities or items are 
demonstrated to harm the well-being of the individual.

Some people with disability who choose to self-manage their 
plans will still need support to manage their plan.  Others may 
only need assistance with some aspects, or none at all.  There 
are some limited circumstances set out in the legislation where 
self-management may not be appropriate, for example, if 
the participant is unable to make informed decisions on the 
administrative and financial aspects of spending the funding 
provided to purchase the supports.’

The centrepiece is an individual Care Plan, developed with the 
Agency. The Plan will include a statement of goals and aspirations 
to be developed by each participant, setting out their goals 
and objectives and personal circumstances.  It will also include 
a statement of supports, setting out any supports provided or 
funded by the Scheme.

Rehabilitation Physicians are not mentioned; perhaps they will be 
seen as providing cover for a ‘health condition’, which places their 
input outside the remit of DisabilityCare.

Rehabilitation Physicians may be concerned at the division in the 
rules between support provided in relation to a ‘person’s ongoing 
functional impairment’ (which is covered by DisabilityCare) versus 
rehabilitation and other services provided ‘where the predominant 
purpose is treatment directly related to the person’s health status’. 
The latter are not covered by DisabilityCare. This scenario sets up 
a model for ambiguity, as the dividing line between support for a 
health condition versus support related to functional impairment 
is blurred at a minimum.  Public rehabilitation medical services are 
most unlikely to be covered by the new legislation, in the same 
way that additional public education services are not covered for 
disabled children.  The lack of community-based rehabilitation 
available in Australia to support the NDIS is also of concern.

DisabilityCare forums are all on the web but are self-limited in time.  
Rehabilitation Medicine has yet to make a presence on these 
forums.

The Australian Psychological Society published a summary of their 
thoughts and concerns at the following weblink (scroll to date 22 
March 2013):  http://yoursay.ndis.gov.au/topic/let-us-know-what-
you-think-about-the-ndis-rules

‘The APS understands that the NDIS will fund services for 410,000 
people in Tier 3 category initially. However, it appears to be 
unclear to providers what current services will be picked up by the 
NDIS for these participants, particularly in relation to psychosocial 
supports to promote social and economic participation. The APS 
would like to see the provision of psychosocial and educational 
supports, especially for persons with cognitive disability (e.g. 
developmental/intellectual, acquired and degenerative cognitive 
conditions) made more explicit. We encourage the Agency to 
consider psychologists as an expert resource that can be called 
upon to deliver on community inclusion principles.’

Vision Australia also published a detailed policy response on 22 
March and their bottom line is as follows:

‘Overall, Vision Australia is encouraged by the detail provided 
within the suite of Rules. However, we have made clear 

recommendations in a number of select areas where adjustments 
can be made to provide further clarity and confidence in the 
policy moving forward to the launch. As this is such a significant 
reform and the journey thus far has been long but by and large 
positive, time taken to attend to important details will help provide 
a seamless and smooth a transition into the future.’

AFRM President Chris Poulos and President-Elect Steve de Graaff 
met with the CEO of the NDIS Launch Transition Agency, David 
Bowen, in mid April 2013. The meeting allowed the opportunity 
to promote the important role of rehabilitation medicine in the 
success of DisabilityCare, as well as expressing the AFRM’s 
concerns with the Draft Rules.

The last word should go to Stella Young on ‘Ramp Up’ on  
1 May 2013:

‘The National Disability Insurance Scheme is an investment in all 
Australians. It's not about people like me who currently live with 
disabilities; it's about all of those who might in the future.

With the time to talk about funding comes the time to talk about 
what kind of country we want to be. Are we a country who will pay 
80 cents a day to ensure that all of us can participate? Or are we 
a country who'll bury our collective heads in the sand so we don't 
have to talk about it?’

Gerry McLaren 

CONGRATULATIONS TO ALL  
NEW FELLOWS since May 2012

Dr Ahmed Al Habter
Dr Saeed Alshahri
Dr Adel Aldajani
Dr Saba Asif
Dr Luca D'Orsogna
Dr Arti Fayers
Dr Owen Gillies
Dr Kapil Gupta
Dr Abdul Haidary
Dr Monika Hasnat
Dr Abang Hepnie
Dr Boris Ivanov
Dr Amanda Johns
Dr Juleen Lim
Dr Edwin Luk
Dr Fiona McHugh
Dr Gillian Nalder
Dr Phong Nguyen
Dr Seema Radhakrishnan
Dr Vidya Ramnath
Dr Lucy Ramon
Dr Juan Rois-Gnecco
Dr Dionne Rourke
Dr Cecilia Silva-Withmory
Dr Mary Sipski
Dr Anthony Suen
Dr Mekala Thayalan
Dr Brinda Thirugnanam
Dr Rosa Zarrinkalam
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Training

Trainee Editor’s Report

I am back at work now full time and 
practising juggling a one year old with 
work and other commitments (minus my 
previous habits of swimming at the beach 
whenever the weather was nice, eating out 
at restaurants at least twice a week and 
going to the pub). 

I have chosen a relatively quiet job with no overtime or on 
call commitments and am getting my first taste of somewhat 
slow stream rehabilitation, with geriatricians and Rehabilitation 
Physicians sharing responsibilities in the unit, with many (90 year 
old) patients.  

I am challenged by patients refusing OT if they have already 
had physio that day and the threat of ‘you will never make it 
home again if you don’t get out of bed’ being met with ‘oh I 
think a nursing home sounds like a nice idea’.  All new to me 
but I know, having spoken with other trainees, that these sort of 
rehabilitation units are fairly common. 

It is good to experience all styles of rehabilitation units but I think 
if the majority of the jobs I worked in were like this I wouldn’t 
have gained the experience I needed as a trainee preparing for 
exams (and a specialist career).  I managed to pass my fellowship 
exams last year (and get the prize!) and I credit that to having had 
experience in busy, dynamic and subspecialised rehabilitation 
units.  I myself have moved around Sydney chasing interesting 
jobs and I know other successful exam candidates who have 
done the same, some even moving interstate for experience. 

I would encourage all of you to actively seek experience in the 
big city hospitals and the subspecialised rehabilitation units.  In 
an exam situation there is no time to try to recall lists of facts 
from textbooks. You need to be able to fall back on clinical 
experience and demonstrate a practical, rather than theoretical, 
knowledge of rehabilitation issues.  Wherever I end up working 
as a consultant, I will be glad to have had broad and varied 
experiences as a trainee.

I think having a baby has also helped me develop my 
rehabilitation related skills. 

Aside from gaining a new perspective on humanity, the meaning 
of life and the importance of family etc, I have been able to 
watch a new person emerge into consciousness for the first 
time (similar to watching a person with brain injury re-emerge).  
We have facilitated her journey from a state of complete 
dependence (FIM 18) to independence (very slowly, bearing in 
mind that her length of stay in my house will probably be >20 
years and she will require 24 hour supervision and assistance for 
at least five). 

She still displays many signs of poor frontal lobe function - 
unable to make her own rational decisions or reason through 
a problem.  She shows poor memory, emotional lability, verbal 
aggression, easy distractibility, poor judgment, utilisation 
behaviour and perseveration.  Her receptive speech is quite 

good but verbal output remains a few words at best.  She remains 
ataxic but her gross and fine motor skills are improving.  Although 
there are many expensive educational toys in the house she tends 
to improvise with common household objects.  All in all she is 
always keen to practice and learn, and I think her prognosis for 
‘habilitation’ to full functional independence is excellent. 
 
Next issue I hope to publish a summary of what all your trainee 
reps have been up to and how they can assist you to make your 
voice heard.  But it would be great to hear from any of the trainees 
about the work and life experiences you have had. 

Please share your thoughts on interesting cases, great jobs, study 
tips, conferences and workshops or even travel experiences.  
Send your articles to me at jgil2726@gmp.usyd.edu.au

Jasmine Gilchrist 

Trainee Committee Report

This is my final report as Chair of the Trainee Committee.  I am 
happy to hand the reins over to the capable hands of Damien 
Daniel who commences his role in June.

The Trainee Committee would like to extend a particularly warm 
welcome to our new trainees. As we hope you have discovered, 
rehabilitation medicine is a fantastic area to work and study in, and 
we trust you enjoy your next few years.

Hopefully you have now settled in well to your roles and are 
navigating the training program. Please don’t hesitate to ask
for help from your supervisors, colleagues and Branch Trainee 
Representative, or from the extremely helpful and knowledgeable 
Faculty staff.

Over the next few months there will be opportunities arising for 
trainees to get more involved in the Faculty.  Each Branch has a 
trainee representative (listed below) which is an important role 
both at your branch level, but also bi-nationally on the Trainee 
Committee. We are also always pleased to receive expressions of 
interest for other representative positions on various Faculty and 
College committees as they become vacant.

Even if you do not take up a formal position on a committee, 
please don’t hesitate to comment and raise issues with any of the 
representatives, as it is our job to allow your voices to be heard.

You will notice in this edition a report on the first ever Annual 
Training Meeting. I would like to take the opportunity now to thank 
some of the people who have worked so hard to get the event 
up and running: Alexis Berry (past Chair), Sarah Kofoed (Vic / Tas 
Trainee Representative), and of course Annette Barker and Peter 
Shears (from the Faculty.  Thanks also go to Susan Day for her 
photographs.

I am grateful to have had the opportunity to work as Chair of the 
Trainee Committee and I hope Damien finds working with the 
Committee as enjoyable as I have.

Items of Interest
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Trainee Committee Branch Representatives
David Skalicky – NSW/ACT
Wan Mei Ang – WA
Farima Forooziya – SA/NT
Lincoln Janz  - NZ
Melanie Chen – VIC/TAS
Bensy Mathew – NZ
Damien Daniel – QLD

Kind regards

Kirrily Holton
Outgoing Chair, Trainee Committee

Inaugural Annual Training Meeting 

On Sunday 3 March trainees from almost every branch of AFRM, 
and from all levels of training, gathered in Melbourne for the first 
ever Annual Training Meeting (ATM).

This event was coordinated by the Trainee Committee, with the 
aim of providing a program ‘by trainees for trainees’. We had 
two goals for the day. Firstly, we wanted to present topics which 
complemented our existing bi-national training program  but 
which lent themselves better to a face-to-face setting rather than 
videoconference.

The second goal was to bring trainees together for an opportunity 
to meet, network and compare notes. If the level of conversation 
during the breaks was an indication this was certainly achieved.

We were also very pleased to include important professional 
development issues, presented by two senior Fellows.

After welcoming the trainees, our day commenced with Dr 
Stephen de Graaff providing a framework, and most importantly, 
inspiration, for tackling the Fellowship Assessments. We then 
broke into senior  and junior groups.  A/Prof Andrew Cole 
provided outstanding tips and advice for those of us soon to 
be entering the Consultant job market. Meanwhile, Dr de Graaff 
continued with the junior trainees, discussing vital components of 
being a registrar.

We were very fortunate to have two very experienced 
physiotherapists, Janet Hose and Bernadette Dornom, with us to 
share their knowledge on therapeutic exercise for a number of 
common  conditions. Next was A/Prof Sue Liew who made the 

complex area of spinal surgery accessible and fascinating. After 
lunch, trainees had their brains challenged with Dr Veena Rayker’s 
excellent summary of normal and abnormal gait and the use of 
AFOs. Finally, Dr Brendon Litton, radiologist, taught us (almost) 
all we need to know about neuro-radiology in one easy- to-
understand session.

So many people worked hard to bring the day together. Sarah 
Kofoed (Victorian Branch Trainee representative) found many of 
the speakers and was closely involved in the running of the day. 
Alexis Berry could not be at the event, but this was her brainchild, 
and she provided wonderful support through the organisation. We 
could not have run the event without the extremely hard work of 
Annette Barker from the AFRM office, and we were so grateful for 
the support of Peter  Shears (interim SEO) and Helen Gane (newly 
appointed SEO). The working party would also like to thank Susan 
Day for the many photographs taken on the day.  Many thanks to 
you all.

We have yet to collate the formal feedback from trainees, but the 
response and engagement from the trainees was outstanding. 
Thank you to all who attended for supporting the day. We certainly 
hope this was the first of many.

Kirrily Holton
for the ATM working party

Dr Veena Raykar
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Lower Limb Prosthetics Course 2013
 

25 – 29 November 2013
Prince of Wales Hospital

Cost $990

For course information contact Dr Greg 
Bowring on +61 2 9382 5847

g.bowring@unsw.edu.au

For registration information contact 
Flor Hajjar on +61 2 9382 5847

Flor.hajjar@sesiahs.health.nsw.gov.au
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Clinical corner: cognitive screening tests

I am sure everyone knows the MMSE off by heart by now but don’t 
forget that there are other cognitive assessments available that 
may provide a more in depth assessment, or focus more on frontal 
lobe functions. This is especially important in diagnoses such as 
vascular, frontotemporal or Parkinsons dementia, or traumatic 
brain injury. We all know patients perfectly oriented with good 
short term memory but who still leave us with the feeling their 
cognition is not quite intact - perhaps one of the following tests 
would be useful.

The Addenbrooke’s Cognitive Examination Revised (ACE-R) is a 
brief bedside cognitive examination that attempts to address the 
deficiencies of the MMSE. It takes around 15 minutes to complete 
and results in a score out of 100. It incorporates the MMSE but 
looks also at phonemic and semantic verbal fluency (important to 
detect poor generativity and cognitive inflexibility), delayed recall 
and recognition and better assesses receptive and expressive 
language and visuospatial skills. The ACE-R has been reported to 
have excellent sensitivities and specificities (>0.8) for the diagnosis 
of dementia at cut-off scores of 88/100 (1).

The Montreal Cognitive Assessment (MoCA) takes 10 minutes 
or less to administer and has many executive subtests (eg trail 
making, attention, similarities/differences, clock face). Using a 
cut-off score of 26, one study found the MoCA detects 90% of 
mild cognitive impairment (MCI) (vs 18% for MMSE). In the mild AD 
group, the MoCA detected 100% (MMSE 78%). Specificity was 87% 
and 100% respectively (2).

The Roland Universal Dementia Assessment Scale (RUDAS) is 
designed to minimise the effect of cultural learning and language 
diversity on the assessment of cognitive performance. It is 
available in several languages or can be taken with an interpreter. 
It tests memory and delayed recall (via a short shopping list), 
body orientation and left right discrimination, praxis (copying 
movements), visuospatial skils (cube drawing), judgement and 
verbal generativity. A score of 22 or less indicates cognitive 
impairment.

References
1. Larner  ACER in clinical practice. Age and Ageing Volume 36, 
 Issue 6 685-686.
2. Nasreddine, et al (2005) The MOCA: a brief screening tool  
 Journal of the American Geriatrics Society Volume 53(4),   
 p 695–699

Jasmine Gilchrist
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Your CPD - It’s that time of year again!

Happy 2013 from your hard working AFRM CPD sub-committee.
Yes I am still the Chair of the AFRM CPD Sub-Committee until the 
end of 2013.  I mistakenly (hopefully) thought that my term finished 
at the beginning of 2013 so my apologies that you will all have to 
put up with my comments for another few issues!  

By the time you read this article you will have all uploaded your 
CPD credits by 31st March.  Five percent of our fellowship would 
have received a letter indicating that your CPD points for 2012 are 
to be audited.  What does this mean?  It means that you need to 
send verification of the points you have claimed.   

How do you send it?
It is preferable that copies of the relevant documentation and 
verification be scanned and emailed.

What is relevant documentation, you ask?  
A copy of your 2012 Activities Register - filled in (this is mandatory!) 
accompanied by documentation to support the information 
supplied in your 2012 Activities Register.

This could include a copy of: 

 • certification that you attended a particular conference 
 • program showing your paper
 • front slide of a presentation perhaps with a copy of the 
   ‘thank you’ email indicating that your presentation was  
   appreciated
 • abstract of a paper that has been published
 • thank you for being part of the examination crew for one of  
   the clinical exams
 • diary note for grand rounds (plus title and presenter)
 • sign-on sheet to your morbidity-mortality committee  
   meeting. 
 • contents page of a book where you have a chapter.  

Neither the CPD office nor your CPD committee want to receive 
the entire paper.  Nor do we want the full 60 slides of your 
presentation, or the entire program book from a conference you 
attended.  We actually believe you – we just need to tick the 
appropriate boxes.  It is on your conscience if you lie or provide 
false information and we take a very dim view of such behaviour.

This is a very brief indication of what is required if you are audited.  
In fact, a more extended explanation of what is required can be 
found on the FAQ section of the web page.  Please check this 
section before you send information to the CPD office at the 
College of Physicians.

As well, you can talk with your CPD local representative. They can 
provide you with advice or even assistance.  Finally, you can also 
contact Georgina Schmidt, the CPD Administrator for the 3 RACP 
Faculties at FacultyCPD@racp.edu.au 

CPD for 2013
What about that quality project you were planning or perhaps 
an audit review of some aspect of your unit's work? As well, 
there are lots of conferences coming up in the next few months, 
both in Australia and overseas.  Hopefully all of you will attend 
conferences that are both enjoyable and stimulating.  The purpose 
of conferences is as much to network with colleagues as it is to 
come home with new ideas.  

The Faculty of Rehabilitation Medicine does not allow you to claim 
time spent at lunches or dinners associated with conferences 
(except for the AFRM ASM) but we recognise that the interaction 
with colleagues is all important.  If you come away from a 
conference with great ideas for further research, or changes 



16 RHAÏA  JUNE 2013

Training

in the way you do things in your unit, you may well be able to 
incorporate these ideas into quality programs that provide you 
with further CPD points.
 
Finally, the Activities Register for 2013 is available on the website.  
Hopefully, you are in the 95% who does not get audited, but if you 
are in the 5% who is audited and you run into problems, talk with 
your local CPD representative.

Best wishes
Your CPD Lead
Ruth Marshall

The CPD representatives from each state and NZ are:

Dr Clayton King   NSW 
Dr Sridhar Atresh  QLD  
Dr Anupam Datta Gupta       SA
Dr Kerry O'Meara                  VIC  
Dr Ian Wilson                       WA  
A/Professor William Taylor    NZ
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New Zealand Update
Continuing Professional Development 

The continuing professional development (CPD) program for 
Fellows of the Faculty of Rehabilitation Medicine, in line with 
the RACP MyCPD program, is designed to keep participants 
professionally up-to-date while enhancing clinical standards over 
the course of a physician’s career.

To legally practise in New Zealand, health practitioners must 
hold a valid Annual Practising Certificate and be participating 
in a recognised recertification program. The Medical Council of 
New Zealand (MCNZ) is the authority responsible for approving 
recertification programs such as the ones run by the RACP.
It is important to note that there are several key CPD requirements 
for those practising in New Zealand.

AFRM requirements for CPD are that participants obtain 100 
credits in the program.  Within these 100 credits, the MCNZ 
currently requires practitioners participating in these recertification 
programs to obtain a minimum of 50 hours of CPD per calendar 
year and should include the following:

 • ten hours of peer review
 • completion of a clinical audit / review of medical practice

Peer review
Peer review is important because it maintains currency of 
practice within a rapidly changing knowledge base; it promotes 
professionalism, accountability, helps identify strengths and 
weaknesses and allows for collaboration and reflection amongst 
peers regarding best practice.

Many physicians find forming, or joining, a peer review group is 
the best way to meet these requirements.

Many clinical issues can be discussed in peer groups and each 
group can set its own rules.  For the best learning environment 
it is important to explore difficult or interesting cases, randomly 
selected cases (e.g. all cases from one clinic) and cases where 
omissions were made or potential pitfalls may be avoided due to 
new knowledge. 

These cases can then be discussed openly in the group with 
feedback from peers. Other good discussions come from bringing 

relevant literature on an issue or discussing the management of 
conditions where there is no ‘gold standard.’

Peer review activities can be claimed under Area 5: Practice 
Related CME Activities.

Clinical audit / Review of medical practice
The MCNZ defines audit of medical practice as a systematic, 
critical analysis of the quality of the doctor’s own practice, that is 
used to improve clinical care and/or health outcomes, or to confirm 
that current management is consistent with the current available 
evidence or accepted consensus guidelines.

Criteria for conducting an audit of medical practice                   
1. The topic for the audit relates to an area of your practice that  
 may be improved.
2. The process is feasible in that there are sufficient resources to  
 undertake the process without unduly jeopardising other  
 aspects of health service delivery.
3. An identified or generated standard is used to measure  
 current performance.
4. An appropriate written plan is documented.
5. Outcomes of the audit are documented and discussed.
6. Where appropriate an action plan is developed that will identify  
 and maximise the benefit of the process to patient outcomes.  
 The plan should outline how the actions will be implemented  
 and a process of monitoring.
7. Subsequent audit cycles are planned, where required, so that  
 the audit is part of a process of continuous quality 
 improvement.

Audit activities can be claimed under Area 7: Quality Assurance. 

Further information on the MCNZ requirements can be found on 
the website, www.mcnz.org.nz 

If you have any queries on continuing professional development 
please visit the Continuing Professional Development page on the 
website or contact:

New Zealand CPD Unit                    Sydney CPD Unit
MyCPD@racp.org.nz                        MyCPD@racp.edu.au 
+64 4 460 8122                                +61 2 8247 6201
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AFRM Chair of Education Committee 

Educational activities continue unabated and in very healthy fashion 
within our Faculty.  We had 145 trainees registered at the start of 
March 2013 (140 adult and 5 paediatric trainees) and accredited 
supervisors totaled 175.  Training was conducted in 117 accredited 
settings (28 with provisional accreditation).

Trainees who have completed all requirements for training in the 
last few months include Drs Fiona McHugh (WA), Phong Le Nguyen 
(QLD), Amanda Johns (NSW), Luca Nicola D’Orsogna (WA), Monika 
Hasnat (VIC, Paediatrics) and Abdul Wahid Haidary (NSW).  They 
are part of a group of 25 trainees who received formal admission 
as Fellows at the May 2013 Convocation of the RACP in Perth. 
Congratulations all!

The Faculty ASM will be held in Sydney in September 2013, and 
planning is moving ahead for the option to hold a following ASM in 
the second half of 2014.

College Governance Review
In the College generally, major changes will occur in educational 
governance and processes over the next 12 – 18 months.  These 
are mandated by the Australian Medical Council (AMC) review of 
the RACP as an education provider, due for completion in late 2014.

Review of overall educational governance of the College has 
revealed an apparent oversupply of governance committees, both 
in their numbers and size. The review recommends a reduction in 
the numbers of these committees, and the numbers of individuals 
sitting as members of their groups.

Whilst the main Council and Education Committee structure of 
each Division, Faculty and Chapter will remain, the numbers of 
subcommittees, expert advisory groups and working groups will be 
reduced.  Working groups will only be convened for specific times 
and tasks, with defined working lives.

The proposal includes a considerable reduction in the size of the 
College Education Committee (CEC), from 43 members (!), towards 
a more workable group size around 12-15 members, meeting face 
to face three times per year. It is not yet clear that each Faculty will 
have a representative on the CEC, or just one representative for the 
three Faculties. Clearly, there is a need to balance representation 
and good governance.

The CEC will have the following subcommittees:

 1. College Continuing Professional Development (CPD)  
  Committee – as already signaled, with representatives from  
  all Divisions, Faculties and Chapters (approximately 12  
  members). This overtakes the role of the Faculty CPD  
  Committee;

 2. Advanced Training Forum/Senate – summit meeting once or  
  twice per year, of all Chairs of all Advanced Training  
  Committees (Divisions, Faculties, Chapters) to ensure  
  professional education of Chairs, and consistent cross- 
  College practice. (approximately 40 members);

 3. Overseas Trained Professional (OTP) Forum – one or two  
  per year, to ensure standardisation and calibration of current  
  OTP processes across the College, and to ensure that  
  individuals are aware of any regulatory framework changes. 
  (Maximum of 30 members);

 4. Non-standing time-limited educational working groups,  
  summits in regard to specific topics/needs as necessary.

Draft Terms of Reference for each of these groups are 
in preparation.  Clearly there needs to be a consequent 
rationalisation of the sub-committee structure of our AFRM 
Council and Education Committee.

Equally clearly, there will need to be an intentional process to 
help facilitate and manage these changes across the College.  
A detailed timetable for this will become clear in the coming 
months, and the intention is to complete the process well before 
the next round of AMC accreditation in 2014. The College has 
engaged the company Prosci to help manage the overall change 
process.

Committee Processes and Fairness.
A related matter in the College is to ensure that good committee 
process is occurring in all these groups, as we prepare for 
restructuring. Procedural fairness in decision making is very 
important, as all of our educational processes are directed 
towards a high-stakes outcome: assuring the quality of our 
graduating trainees in their working lives as Rehabilitation 
Consultants. 
Stakes are high for trainees, in that this is about future careers. 
Equally, the stakes are high for patients, as nobody wants to be 
treated by doctors who are not completely competent in the area 
they are working in. Your Faculty Education Committee is very 
strongly committed to careful and detailed governance of both 
training and assessment processes.  This will ensure procedural 
fairness to trainees, providing assurance of appropriate training 
outcomes and ensuring that education of our trainees is 
competency-based, for best future patient care.

Educational Policies.
The College Education Committee (CEC) approved some minor 
changes that we had requested to the ‘Progression Through 
Training’ Policy.  These changes align our documents more 
closely with those of the College and give greater flexibility and 
generally advantage our trainees. These changes will come 
into effect in six months’ time, but individual trainees may apply 
to have any of their difficulties considered under the new rules 
before then, if they wish.

The CEC also approved commencing development of a College-
wide Policy on ‘Supervisor Education and Training’, with clear 
accreditation of supervisors who have attained competency 
in this area. As noted above, your Faculty has 175 supervisors 
whose current accreditation extends to mid-2014. Further 
development of the ‘Trainees in Difficulty’ Policy will be occurring 
in the next six months, with a target date for a final Policy draft to 
be completed by October 2013.

Workshops.
New supervisors’ workshops will be rolled out in the latter part of 
2013, after trials in the middle of the year at the RACP Congress.

National Medical Training Advisory Network 
A new National Medical Training Advisory Network is planned 
for establishment by December 2013 by Health Workforce 
Australia (HWA).  This will address general issues including better 
coordination of planning, numbers balance, training and supply 
of all varieties of specialists. 

Andrew M Cole

Training
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AFRM Policy and Advocacy  
Committee Report

CPAC Update
The most recent FPAC meeting was held on 24 May  2013.
The Committee discussed the purpose of CPAC, the current 
organisation of the Committee and its role in the College, 
agreeing that it should develop a more proactive approach to 
policy.

In future CPAC will change its role to work with the Board in 
identifying policies which are focused and relevant to the College 
and its Fellows. 

The Committee will be restructured with an expert advisory group 
identifying contentious and non-contentious issues enabling quick 
responses to policy issues raised by Government etc.  The Expert 
Advisory Group will consist of a Chair, four members of PAC and 
four non-PAC members, balanced with both clinical and ethics 
representation.

The Expert Advisory Committee’s Strategic Plan is broken down 
into five basic values:
 • Workforce requirements
 • Community and consumer engagement
 • Models of care
 • Environmental
 • Quality control and waste.
 
The impact of the new structure on FPAC is that relevant policy 
will be approved quicker than in the past.
  
NDIS
Please see commentary from the Editor.

Liaison with the Department of Health and Ageing 
A/Prof Poulos, Dr de Graaff and Michael Gaskin met with DoHA 
officials in April. RACP will continue to maintain communication 
with DoHA to keep officers apprised of issues requiring 
discussion, particularly given that 2013 is an election year and the 
outcome of the election will impact on DoHA policy.

Of particular concern is the loss of ongoing COAG funding in mid 
2013 and its ramifications for Rehabilitation. 

Review of Rehabilitation Service Categories 
This Review has been deferred until 2013 when standards for 
ambulatory rehabilitation have been drafted and detail of Activity 
Based Funding (ABF) for subacute care has been released. 

Better Start for Children with Disability advocacy
The Working Group continues to review and update this important 
issue. A scoping document is being developed and PAC is being 
frequently updated.

A response had been received from Jenny Macklin to the letter 
sent by RACP on 28 November 2012 regarding ‘Better Start for 
Children with Disability’.  Ms Macklin’s office has requested a 
meeting be arranged between her office and the College.  

The meeting will be held in early April and will relate specifically to 
this issue.

Concern has been expressed that a representative from 
Paediatrics and Paediatric Rehabilitation should be included in 
the consultations and acknowledged that action should be taken 
immediately given the short timeframe.  

Any discussions or correspondence between the College and Ms 
Macklin’s office are to be brought to the attention of the FPAC as 
soon as practicable.
 
Transition Standards for Specialist Health Care for Young People 
with Disabilities
The joint Working Party of the Paediatric Special Interest Group 
(PR SIG) and the Child Health Policy and Advocacy Committee 
(CHDPAC) has merged to become one body entitled Joint 
Adolescent Health Group (JAHG).  A/Prof Lyn Lee from AFRM and 
Dr Jacqueline Small from Child Health Division and the members of 
the Working Group are planning to produce a scoping paper in the 
first quarter of 2013 developing it in the second and third quarters 
of 2013.

Ambulatory Standards
The Standards are approaching completion with the aim of being 
launched at the 2013 ASM in Sydney.
 
Paediatric Standards
The final document is near completion. The document is to be 
reviewed by FPAC and will then be referred to CPAC for finalisation.

Stephen de Graaff
Chair, AFRM (RACP) Policy and Advocacy Committee

Council Committees

CONGRATULATIONS

A/Prof Ben Marosszeky and Prof David Sillence received 
an AM in the 2013 Queen’s Birthday Honours List.

AM - Associate Professor Jeno E (Ben) Marosszeky 
FAFRM
For significant service to rehabilitation medicine and 
through contributions to people with arthritis

AM - Professor David Sillence FRACP FAFPHM FAFRM
For significant service to medicine in the field of clinical 
genetics

Council Committees
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Chairs of ISPRM Committees Meeting  
in Sao Paulo. 

The current President of the International Society of Physical and 
Rehabilitation Medicine (ISPRM) Professor Marta Imamura, invited 
all ISPRM committee chairs to attend a two day meeting in Sao 
Paulo.  The purpose of the meeting was to outline a work plan and 
fast track progress of ISPRM projects.

The meeting took place on Friday 11th and Saturday 12th
January 2013 and was attended by a range of dignitaries.

We heard a fascinating presentation by Professor Luiz Carlos 
Lopes on accessibility, outlining a multiplicity of technological aids 
which can be utilised to ensure equity of access and participation 
for individuals with various disabilities.

There were several sessions outlining and refining work plans
for the ISPRM committees, with achievable timeframes, to ensure 
that the work can progress over the next two years.

Considerable time was spent discussing the close relationship 
the ISPRM has with the WHO. A collaborative work plan was  
developed between the WHO and the Committee for Disaster 
Relief, the Committee for the implementation of the ICF, the 
Committee for the Implementation of the World Report on 
Disability, the United Nations Charter for the Disabled Person and 
the Committee for Strengthening Rehabilitation in the WHO.

It is envisaged that this work plan will be ratified by the WHO later 
this year.

Professor Imamura summarised the two day workshop as follows: 
“.. we were able to establish our main projects and working plans 
with a specific time frame for the development of each activity 
involved.” This workshop has therefore assisted in setting a clear 
direction for the ISPRM over the next 2 years.

Friedbert Kohler

Report On behalf of the International  
Affairs Committee

International Rehabilitation Organisations
I have attended three international meetings in our region in 
the past 12 months - the Asia Oceania Congress of Physical 
and Rehabilitation Medicine (AOCPRM) in Bali 2012, the India 
Association of Physical Medicine and Rehabilitation (IAPMR) held 
in Bangalore in 2013, and the World Congress of the International 
Society of Prosthetics and Orthotics  (ISPO) in Hyderabad in 2013.

The Fellowship of the Faculty were well represented at all three of 
these meetings both as invited speakers and ordinary registrants. 
Among others, I note Professor Ian Cameron, A/Professors Ian 
Baguley and A/Prof Friedbert Kohler flying the flag from the 
podium frequently. I have always felt warmly welcomed by local 
delegates who are keen to talk about issues of common interest 
(Oh yes…. and cricket!)

In various International Rehabilitation Organisations (e.g. ISPO, 
WFNR and ISPRM), the Faculty remains  well represented 
with Professors John  Olver, Ian Cameron, and A/Professors 
Friedbert Kohler and Andrew Cole holding executive positions 
and/or chairing committees. Please see below for a report by 
Friedbert Kohler on the Chairs of ISPRM Committees Meeting in 
Sao Paolo which he recently attended in his role as Chair of the 
Implementation of ICF Committee.

Friedbert also recently officially assumed the role of Secretary of 
the ISPO Executive Board, with members being officially appointed 
at the ISPO World Congress. 

International Trainees
2012 saw the number of Saudi trainees who’ve successfully 
gained Fellowship of the Faculty reached four and a further two 
remain in the program, one of whom will continue training in 
Sydney in 2013.

There continues to be considerable support from Australasian 
Fellows for Rehabilitation Medicine Training of Doctors in our 
region. In this respect I would like to congratulate our colleagues 
at the Royal Melbourne Hospital for their exemplary efforts, as
outlined  in the following piece  authored by A/Professor Fary 
Khan.

The International Affairs Committee would also like to encourage 
the work of similar Australian Fellows in other states and New 
Zealand and to raise the awareness that more supervisors are 
needed to help carry out this important work.

Carson Harte – Knud Jansen Lecture for 2013
During the recent ISPO World Congress in Hyderabad, the Knud 
Jansen lecturer for 2013, Mr Carson Harte, gave an inspiring and 
remarkably self-effacing account of his work in the international 
sphere over the last 10 years.

Carson is CEO of the Cambodia Trust, a UK based charity, and via 
this vehicle he established the Prosthetics and Orthotics training 
school in Cambodia. He has also supported the implementation 
of P&O training standards in five other  Asian countries. His 
lecture outlined a remarkable journey from his background as 
a prosthetist/orthotist in the UK to becoming probably the most 
experienced person in the world in terms of prosthetic and orthotic 
schools in developing countries.
 

He shared insights into research, appropriate technology and 
service delivery in the international development context. I found 
this a truly inspiring lecture. It was particularly relevant to those 
who would like to see us contributing more to the education of 
rehabilitation professionals in our region.

Greg Bowring
Chair International Affairs Committee
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International Trainees Studying  
in Australia

The Royal Melbourne Hospital (RMH) Rehabilitation  Service  has 
had a number of International Trainees from Asia in the last six 
years who have completed their clinical observer-ships, honorary 
registrar rotations and research traineeships in the department. 
RMH Rehabilitation Service offers comprehensive inpatient and 
ambulatory rehabilitation programs for patients with neurological 
insults (stroke, multiple sclerosis, Guillian Barre Syndrome, brain 
tumours, spina bifida), multidisciplinary spasticity  management 
programs, oncological rehabilitation programs (breast  and brain 
cancer), chronic pain, amputee services, trauma, cardiac  and 
pulmonary programs.

Additionally, the RMH Service  has six accredited registrars 
(AFRM). Of these, two registrars are allocated community 
rehabilitation positions (Acquired Brain Injury, Multiple Severe 
Trauma and COPD programs) through RACP placements. These 
programs provide ample opportunity for overseas trainees to 
experience clinical attachment to any of the above services.

Overseas trainees are not required to pay any fees/monies for 
these six to twelve month placements. The RMH Rehabilitation 
Department organises their mandatory paperwork via the Medical 
Workforce Unit and provides small stipends or in kind, including 
arranging low cost accommodation and travel vouchers (tram 
tickets for intercampus travel).

All visiting trainees have a strict contract of work expectation 
(based on their specific interests) and sign a contract similar to the 
AFRM trainees. They undergo an extensive teaching program and 
crash courses in research methodology - as for the AFRM trainees.

Overseas trainees are offered group and individual tutorials by 
the Department of Rehabilitation and Neurosciences and by 
the Medical Education  Department (including teaching offered 
by the Postgraduate Medical Council of Victoria). This includes 
supervised patient  contact in various disciplines  (including 
neurology, orthopaedics, chronic pain and amputees) within the 
Rehabilitation Medicine Department. There is the opportunity to be 
involved with patient assessment and management on the wards 
and in ambulatory clinics under supervision, and the chance to 
become familiar with the Australian health system.

Further, they are trained in use and accreditation for the 
standardised outcome measurement tool (the Functional 
Independence Measure - FIM) as advocated by the AFRM. They 
are also supported in attending various education and conference 
activities within RMH (including weekly presentations at the 
National Research Ageing Institute) and also at the state level. 
They attend the annual rehabilitation training update day for 
advanced trainees and specialists in Rehabilitation Medicine run 
by the Rehabilitation Department at the RMH.

The RMH Rehabilitation Department is very active academically 
with over 180 peer reviewed papers published in scientific journals 
in the last five years. Currently eight Rehabilitation Physicians 
at the RMH are enrolled in PhD and higher degrees (University 
of Melbourne). Therefore visiting trainees are encouraged to 
participate in various research activities within the department in 
an area of their interest. They are also able to access the RMH 
International Graduate Program for Overseas Doctors free of 
charge.
 

Many have gone on to do their AMC and are now practising in 
Australia, others returned home to set up their own services 
modeled on the RMH, where possible. Many participated in 
various research programs at RMH and are now international 
research collaborators with the Fellows in the Department.

The 2013 RMH international trainees included a visiting medical 
professor from Bangladesh (12 month placement) and five military 
rehabilitation doctors from the Armed Forces Medical Institute
in Rawalpindi, Pakistan. In recent years the RMH Rehabilitation 
Department has trained six Malaysian doctors; three from Thailand; 
two from Turkey; one each from Ireland and the Philippines; and 
several visiting nurse and allied health staff from overseas.

This opportunity to assist and support the Rehabilitation Faculty in 
Asia is made possible entirely by the selfless generosity
and commitment of my colleagues - the RMH Rehabilitation
Physicians. It is such a pleasure and a privilege to work with them

Thank you  

Fary Khan

AFRM Committees

Musculoskeletal Workshop - 6 April 2013

A Musculoskeletal Special Interest Group Workshop for 
Rehabilitation Registrars was held at the Epworth Richmond 
Hospital Simulation Centre Under the Auspices of the Epworth 
Institute of Rehabilitation, Pain and Psychiatry on 6th April 2013.
 
This was organised by Dr Saleem Khan, Consultant in 
Rehabilitation and Pain Medicine at Epworth Healthcare and Prof 
John Olver, Chair of Epworth Institute of Rehabilitation, Pain and 
Psychiatry
 
The training day could not have been held without the kind 
assistance of: -
 
• Ms Bridget Hill, Grade 3 Orthopaedic Physiotherapist at  
 Epworth Healthcare
• Dr Andrew Daff, Consultant Sports Physician at Epworth  
 Healthcare
• Dr Harry Widjaja, Consultant Rehabilitation Physician at Epworth  
 Healthcare
• Dr Michael Vagg, Consultant Pain & Rehabilitation Physician at  
 Barwon Health (Geelong)

AFRM Module II and AFRM Part II candidates participated in a 
series of OSCE's specifically designed to test their knowledge of 
musculoskeletal examination techniques. Later sessions included 
didactic lectures, video capture of the examiners in action, generic 
feedback and an open forum supervised by the examiners.  

This workshop was organised at the overwhelming behest of 
AFRM trainees who felt that clinical teaching was otherwise 
deficient in this area during their rehabilitation training. Feedback 
from the trainees was very positive and further workshops are 
planned.

Saleem Khan
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The SIG considered that the 2012 Webinars were very successful 
and plan to run similar events throughout 2013.

Cheers
Philip Funnell

SA Branch Report

The AFRM SA Branch Annual Members Meeting was held on 4 
February 2013 at the RACP state office in Adelaide. The 2012 
office bearers were re-appointed unanimously for another year 
and I thank all the fellows for their hard work last year with regard 
to training and CPD activities.

Training Matters
South Australia now has 13 trainees and I congratulate Dr Farima 
Forooziya for her election as the state trainee representative. 
State training coordinator, Dr Andrew Wilkinson, has finalised the 
training program for the year and there will be additional half day 
sessions on MSK examination, Orthotics prescription and gait 
analysis. 

Statewide Rehabilitation Clinical Network
Spasticity Clinics: The Network has developed and implemented 
a statewide data collection form and spasticity management 
pathway for spasticity clinics, for the use of botulinum toxin 
outside of PBS-approved indications.  This work followed 
communication from the SA Medicines Evaluation Panel (SAMEP) 
and agreement on the need for consistency in approach to 
therapy and outcomes. For further information, the Guideline and 
forms are available via the following link: http://www.sahealth.
sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/
health+reform/clinical+networks/rehabilitation+clinical+network/
rehabilitation+clinical+network

Amputees
One of the key deliverables of the Rehabilitation Model of 
Care for Amputees, is to ensure information and support is 
comprehensive and standardised. We are currently undertaking a 
mapping of all information (handouts, brochures, patient education 
materials) being disseminated to amputees, in order to develop 
a comprehensive, standardised and formal process to ensure 
patients, carers and families receive information and support 
regarding all aspects of the patient’s journey/care, including links 
to support groups.

Telehealth
The Network has completed the development of Guidelines 
for Sub-Acute Services Offering Digital Telehealth Network 
Consultations. This document is currently being prepared for 
uploading to the website and the Network will be working closely 
with relevant stakeholders in implementation.

Research Forum: The Network presented their Rehabilitation 
Research Forum on March 15. The event showcased research 
advances and quality improvement with the theme ‘translating 
recent insights into practice’.  It proved to be a popular program 
with the event being heavily booked

Charitha Perera
Chair
AFRM SA Branch

Rural and Remote SIG Report

The Rural & Remote SIG was active in 2012 with regular 
business and journal club meetings held by teleconference, 
wrapping up with a presentation on MS rehabilitation in 
December. The SIG had successful conjoint meetings with other 
SIGs including the MIND, Paediatric and Neuro SIGs in 2012. 

The SIG kicked off 2013 on March 22 with a business meeting at 
which events for 2013 were planned. The later start to the year 
is due to the Chairman and Secretary taking up new positions.  
Dr David Murphy (Chairman) has had an ‘Urban change’ and is 
working in Melbourne. Dr Gerry McLaren has taken up a true 
‘Rural and Remote’ position in Alice Springs.

We welcome all Fellows and trainees to our meetings, especially 
to our journal clubs and potential webinars.

Dates for meetings this year are:
Business Meetings  26 July
September ASM –   17 September
    22 November

Journal Clubs   23 August
    25 October
    13 December

Musculoskeletal SIG Report

The MSK SIG is actively involved in organising the 2013 AFRM 
Annual Scientific Meeting in Sydney in September.  In addition 
to holding a pre-conference workshop on Models of Care in 
Chronic Pain Rehabilitation for Fellows and a post-conference 
Occupational Rehabilitation Workshop for trainees, we will also 
be holding two symposiums during the Conference.

Please register early for the Workshops as numbers are limited.

The trainees’ joint examination workshop for this year was in 
Melbourne, Victoria, prior to the fellowship exam.  A second 
workshop scheduled later in the year is aimed to get junior 
rehabilitation trainees to learn joint examinations earlier in their 
vocational training.

Dr Geoff Speldewinde is organising the Australian Pain Society 
meeting in Canberra and Dr Mick Vagg is organising the spring 
meeting for the Faculty of Pain Medicine.

The MSK SIG was also invited by Motor Accidents Authority to 
review guidelines on whiplash.

Clive Sun
Chair

Mind SIG Report

The MIND SIG held their Annual Members Meeting by Webinar 
on 5 December 2012.  At the meeting Dr Philip Funnell was 
elected to the position of Chair of the Committee and Dr 
Barbara Hannon to the position of Honorary Secretary.

The Annual Members Meeting was held in conjunction with 
a Webinar presented by Dr Philip Funnell on the topic of 
emotional resilience.  The MIND SIG is planning to further 
explore this topic in a workshop to be held at the ASM in 
September 2013.
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Notification: Disbandment of the Developmental and Intellectual 
Disability Special Interest Group (DID SIG)

Following resolution by the AFRM Education Committee in 
December 2012 the Faculty’s Developmental and Intellectual 
Disability Special Interest Group (DID SIG) has been disbanded. 
Dr Geoffrey Abbott, Chair of the DID SIG at the time, commented 
that the members of the group considered that, as their original 
aims had been achieved, regularly scheduled meetings are no 
longer required. 

Dr Abbott, through the Subcommittee of SIG Chairs, advised the 
Faculty Education Committee of this SIG’s request to disband.  
Dr Abbott expressed his thanks to the members of the SIG for their 
contributions over the years. 

Council Committees Council Committees

Stop Running to Stop Death 
or …………… Carry Your Own AED

Kevin DuPrey and his associates studied sudden cardiac arrest 
(SCA) in 1.71 million US marathon runners between 1976 and 2009.   
The incidence of sudden cardiac arrests (SCA) peaked at mile 23 
and continued till the finish line at 26.2 miles. 

16 of 30 sudden deaths (53%) occurred at mile 23 or beyond.  
Autopsies of 9 of the10 fatalities revealed coronary artery disease 
in seven, one had an anomalous coronary artery and no clear 
pathology was found in one. 

28 of the 30 SCA (93%) occurred in men, and the cases averaged 
50 years old, ranging from 19 to 82 years old.  

10 of the 30 runners who had an in-race sudden cardiac arrest 
died. Statistical analysis showed that Automatic Emergency 
Defibrillator (AED) use was significantly linked with survival.  

Among the 20 cases known to have received AED treatment, 17 
runners survived (85%). In contrast, among eight runners known to 
have not received AED treatment, two survived (25%). 

Given the life-saving potential of AED use and the link between 
SCA and distance into the race, marathon organisers should 
focus AED placement in the final miles of a race, the researchers 
concluded. 

“Results from a recent study showed that proximity of AED to a 
collapsed runner was a major determinant of survival”.

[From Poster Presentation at the 2012 congress of delegates of 
the American Academy of Family Physicians]

……………….. or you could just stop running at mile 22 if you are 
exhausted or ataxic!

Gerry McLaren

Remembering 
William (Bill) Rex Morris
 
One of the Founding Fellows of AFRM, Dr William Rex 
Morris, died in London, England on 5 October 2012 aged 
85 years.

Bill was born in Napier, New Zealand, in 1927. He 
was educated at Christ’s College, Christchurch, the 
Canterbury University, and the University of Dunedin, 
where he studied medicine. Bill was Senior University 
Scholar and took his Bachelor Medicine Science before 
graduating in 1950.

His internship was completed at the Christchurch 
Hospital, after which he became a lecturer in the Otago 
Department of Anatomy and completed a Doctorate of 
Medicine.

Bill practiced in the United Kingdom where he held 
appointments in Neurology, Rheumatic Diseases and 
other aspects of Physical Medicine, while completing 
a Diploma in Physical Medicine. On his return to New 
Zealand, Bill became a consultant in Physical Medicine 
at Palmerston North Hospital.

After retirement he settled in the United Kingdom. He 
was an active member of the Royal Society of Medicine 
and The New Zealand Graduates Association.

Bill is remembered by his friends as a compassionate 
doctor and a loyal friend who was always willing to offer 
a helping hand in times of stress.

[Dr John  Hunt, Bill’s friend and NZ colleague) wrote this 
obituary]

Used with permission by the NZMA, New Zealand 
Medical Journal.
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AFRM Faculty Staff

If you have any Education questions please contact Paul 

Washington or Maggie Chen.

 

Paul can help you with matters regarding   

• Assessments Committee

• Module 1 and 2

• Paediatric Fellowship exams

• Written and Clinical exams

• LCA Working Party

• External training modules

 

Maggie can help you with 

• Teaching & learning Sub-committee

• Paediatric Rehabilitation Committee

• Training Program 

• Branch Training Coordinators & Training Activities

• Bi-National Training Program 

• Accreditation Sub-Committee meetings

• Site Accreditation Process / Site Visits

• Supervisor Accreditation 

 

 Annette Barker can provide advice regarding the

• International Affairs Committee

• Trainees Committee

• Journal clubs

• Special Interest Groups

• Rhaïa and the weekly E-Bulletin

 

 Sybil Cumming can answer any questions regarding 

• AFRM Education Committee

• Annual Scientific meeting

• Education Program and Curricula & Handbook

 

Sybil only works Tuesday – Thursday from Cairns. 

                                                                

Julie Potts, our fabulous Administrative Assistant can help you with

• any general enquires and 

• any questions regarding virtual site visits.  

Julie only works Tuesday and Wednesday. 

 

If you have any matters concerning the AFRM Council or Policy & 

Advisory Committee, or in fact any other questions, please call our 

SEO, Helen Gane.

ASM Post Conference Workshop

Occupational Rehabilitation (Trainees Workshop)

Saturday 21 September 2013, 9.00 am - 3.30 pm
Registration fee:  TBC
Location:  RACP Education Centre, Level 8,  
    52 Phillip Street, Sydney

Registrations forms are not yet available. 

Expressions of interest in attending this workshop can be sent 
to afrm@racp.edu.au

Theme:
Occupational Injury

Learning Objectives: 
• Trainees will be able to complete a comprehensive evaluation 
 of the injured worker that identifies the nature and severity  
 of injury
• Trainees will be able to prescribe rehabilitation treatment for  
 occupational injury

Overview: 
• The workers compensation system
• Medical assessment of patient with work injury
• Rehabilitation of injured workers
• Role of Rehabilitation physician
• Rehabilitation provider case management
• Vocational assessment
• Functional capacity evaluation
• Psychology of injured workers
• Return to work process
• Litigation & permanent impairment assessment
• Case studies – neck, back, brain, spinal, arm, leg and pain
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9 – 11 July 2013 2nd Biennial International Conference on Brain Injury in Children - Toronto
http://www.sickkids.ca/BrainNetwork/ 

31 July – 2 August 2013 24th Annual Scientific Meeting of the Stroke Society of Australasia
Darwin - Information

18 – 20 August 2013 National Rehabilitation Assocation's 2013 Annual Training Conference
Brooklyn Bridge Marriott, Brooklyn, NY
http://www.nationalrehab.org/cwt/external/wcpages/index.aspx

21 – 23 August 2013 ANSCoS 21st Annual Scientific Meeting - Sydney - Call for Papers now open
Deadline for submissions is 10 May 2013
http://www.dcconferences.com.au/anzscos2013/

23 – 24 August 2013 Australian Orthotic and Prosthetic Association Inc (AOPA) Congress
Melbourne - Please register via our website aopa.org.au  and follow the links.

24 – 28 August 2013 Meeting the Challenges
AMEE - Prague, Czech Rep

29 – 31 August 2013 Fragility Fracture Network 2nd Global Congress
Berlin - Additional information can be found here.
http://www.ffn-congress.com/

29 – 31 August 2013 7th International Convention on Rehabilitation Engineering and Assistive Technology 
(i-CREATe 2013) - Seoul, Korea
http://www.icreateasia.org/ 

3 – 6 September 2013 12th Australian Palliative Care Conference
PCA - Canberra
www.palliativecare.org.au

11 – 14 September 2013 12th Congress
EFRR - Istanbul, Turkey

12 – 15 September 2013 8th Beijing International Forum on Rehabilitation, hosted by China Rehabilitation Research Centre, 
Beijing - For more information please visit the website.

17 – 21 September 2013 21st AFRM ASM - Sydney, NSW
http://www.racp.edu.au/index.cfm?objectid=FD2F54F2-994B-F580-267B2BC4FC753EAC

21 – 26 September 2013 XXI World Congress of Neurology
Vienna, Austria

24 – 28 September 2013 3rd Baltic and North Sea Conference on P&RM
Hanover, Germany 

1 – 4 October 2013 World Parkinson Congress - WPC
Montreal, Canada
www.worldpdcongress.org

3 – 5 October 2013 Health Professionals’ Health Conference 2013
Brisbane, Queensland
http://www.hphc2013.com.au/index.php 

3 – 6 October 2013 AAPM&R 2013 Annual Assembly
Gaylord National Hotel and Convention Center
National Harbor, MD (Eight miles south of Washington, DC)
http://www.aapmr.org/education/assembly/Pages/default.aspx 

Calendar of Notified Conferences

2013

(This calendar is not a comprehensive list of all conferences relating to Rehabilitation Medicine)
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9 October 2013 The Memory Clinic Annual Conference
‘Dementia Past, Present and Future’
‘The Centre’, Ivanhoe, Victoria
http://www.racp.edu.au/files/dmfile/MemoryClinicConference2013-FlyerFINAL.pdf 
http://www.racp.edu.au/files/dmfile/MemoryClinicConference2013-registrationform.pdf

9 – 12 October 2013 NASS
28th Annual Meeting - New Orleans, USA 

10 – 11 October 2013 2013 ACHR Forum
2013 Australasian Compensation Health Research Forum

10 – 12 October 2013 European Academy of Child Disability
Sage Newcastle - Gateshead
http://www.eacd.org/meetings-detail.php?id=42 

10 – 13 October 2013 Australian Association of Musculoskeletal Medicine 
Annual Scientific Conference - Blue Mountains, NSW
http://www.musmed.com/ 

16 – 19 October 2013 AACPDM - Milwaukee
http://www.aacpdm.org/meetings/2013/

27 – 31 October 2013 8th Interdis Congress on Low Back and Pelvic Pain
IWC - Dubai
http://www.worldcongresslbp.com/

12 – 16 November 2013 ACRM 90th Annual Conference
Orlando, Florida
http://www.acrm.org/meetings/2013-annual-conference 

2 – 6 December 2013 2013 World Diabetes Congress
Melbourne
Call for Abstracts - due 22 April
http://www.idf.org/worlddiabetescongress/

2013 (Continued)

19 – 23 March 2014 10th World Congress on Brain Injury
San Francisco, USA 

19 – 22 March 2014 10th World Congress on Brain Injury - San Francisco
http://www.internationalbrain.org/?q=conferences

2 – 5 April 2014 World Congress on OP, OA and M/skel Diseases - IOF and ESCEO Joint meeting
Seville, Spain
http://www.esceo.org/

13 – 17 June 2014 8th World Congress - ISPRM
Cancun, Mexico 

10 – 13 September 2014 AACPDM - San Diego
http://www.aacpdm.org/meetings/future-meetings

12 – 15 November 2014 29th Annual Meeting - NASS
San Francisco, USA 

2014

Calendar of Notified Conferences

6 – 11 Jun 2015 8th World Congress - ISPRM - Berlin, Germany
www.isprm2015.org

14 – 17 October 2015 30th Annual Meeting - NASS
Chicago, USA 

2015
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ASM Pre Conference Workshops

Teaching and Learning in Healthcare Settings 

Tuesday 17 September 2013, 9.00 am - 12.30 pm
Registration fee: $0
Location: Macquarie Room at the RACP,  
  145 Macquarie Street, Sydney

Registrations forms are not yet available. 
Please contact supervisor@racp.edu.au to register interest  
in attending either workshop.

This workshop is only open to AFRM Fellows and College 
Supervisors who have attended SPDP Workshop 1
This workshop will assist clinical teachers/supervisors to: 

• Improve teaching by recognising opportunities in your  
 clinical setting
• Incorporate principles about teaching and learning into  
 your teaching
• Increase confidence in teaching ability 

Practical Skills for Supervisors 

Tuesday 17 September 2013, 2.00 pm - 5.30 pm
Registration fee: $0
Location: RACP Education Centre, Level 8,  
   52 Phillip Street, Sydney

Registrations forms are not yet available. 
Please contact supervisor@racp.edu.au to register interest 
in attending either workshop.

This workshop is only open to AFRM Fellows and College 
Supervisors
This workshop will assist clinical teachers/supervisors to:

• Identify a broad range of opportunities for teaching in  
 the clinical setting
• Explain the Learning Needs Analysis (LNA) online tool  
 that support learners throughout a clinical attachment
• Give effective feedback: Feedback, assessment and  
 evaluation should all be an integral part of the learner’s  
 experience during a clinical placement. The focus of  
 feedback that is part of formative assessment is on  
 supporting the educational development of the learner 

Models of Care in Chronic Pain Rehabilitation

Tuesday 17 September 2013, 2.00 pm - 5.30 pm
Registration fee: $187 
Location: Sheraton on the Park, Sydney

Minimum numbers will be required. Please register  
before 6 August 2013.

Theme:
Chronic Pain

Learning Objective:
Coordinate and review team based interdisciplinary patient 
management, including the integration of appropriate  
physical and psychological interventions

Overview: 
This workshop will present the compelling evidence for  
providing properly-structured pain self-management  
programs to chronic pain sufferers. The presenters form the 
current team providing the longest-established such program  
in Victoria and bring a wealth of theoretical and practical 
experience to the workshop.

Resilience: Developing & maintaining  
resilience in our patients and ourselves

Tuesday 17 September 2013, 2.00 pm - 5.30 pm
Registration fee: $258.50
Location: Sheraton on the Park, Sydney 

Minimum numbers will be required. Please register  
before 6 August 2013.

Theme:
• Demonstrate the ability to critically reflect on personal  
 beliefs, biases and behaviours, and their alignment with  
 health care policy and impact on interaction with patients.
• Effectively manage personal and professional  
 development

Learning Objectives:
To develop an understanding of current theories of the  
resilience of both humans and human systems, and how  
these principles may be applied to the care of the  
rehabilitation patient and to the leadership and functions  
of the rehabilitation team. Individual rehabilitation staff also  
face the possibility of vicarious trauma, and should consider  
ways in which their own resilience can be assessed,  
strengthened and maintained.
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A Call for Free Paper and Posters

S U B M I S S I O N  D E A D L I N E  1 3  M AY  2 0 1 3

Topic Areas
Abstracts are encouraged from, but not
restricted to the following topic areas:

u Activity based rehabilitation

u Movement analysis/ Gait

u Mobilisation

u TBI

u Disaster Management

u Trauma

u Stroke Rehabilitation

u Pain Rehabilitation

u Prosthetics and Orthotics

u Upper Limb

u Restorative Therapies

u Occupational Rehabilitation

u Paediatric Rehabilitation

u Spinal Cord Injury

u Neuro-oncology

u Spasticity Management

u Health Care Services and Policy

u Developmental Disability

u Transition Care

u Musculoskeletal Medicine

The AFRM program sub-committee will be

responsible for peer reviewing submitted

abstracts and responses will be sent by 

12 June 2013. Selected poster presenters

will be asked to join a Rapid

Communications Sessions where they will

have approximately 90 seconds to speak

about their poster. Please indicate on the

application form is you are willing to

participate in this session.

Please note that if your abstract is accepted

presenters will be expected to register for a

minimum of one day of the Conference by

the Early Bird Deadline of 2nd July 2013.

IMPORTANT DATES: 
11 March
■ On line abstract submission opens

13 May
■ Deadline for submission. 

On line submission closes

■ Registration opens

12 June
■ Notification of acceptance as 

free paper or poster 

2 July
■ Early Bird Deadline

For further information contact: 
AFRM Conference Secretariat:  DC Conferences Pty Ltd
PO Box 637, North Sydney 2059   |   Phone 612 9954 4400   |   Fax 612 9954 0666
Email: afrm2013@dcconferences.com.au
On line submission: www.dcconferences.com.au/afrm2013 
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Email: afrm2013@dcconferences.com.au
On line submission: www.dcconferences.com.au/afrm2013 


