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AFRM President Kath McCarthy has some ideas

I have observed an increased bond
and pride among Rehabilitation
Physicians recently, which I find
particularly heartening, and which I
believe bodes well for Rehabilitation
Medicine in the future.

In my roles on Council and as
President I have had the opportunity
to participate in the growth and
evolution of  RACP beginning with
the governance review, AMC
accreditation, review of our mission
statement, and the formulation of
our Statement of Strategic Intent and
Objectives. This allows the RACP
Board to systematically assess
proposals and opportunities while
minimising the influence of  innate
biases and personal agendas. The
RACP has changed tremendously in
the past ten (and more so the past
three) years, and, although change
was initially met with skepticism, we
are definitely better equipped to
handle some of  the changes coming
our way.

Our educational offerings have
improved, both in terms of  relevance
and quality. There is more
communication among Fellows and
more opportunities for growth,

collaboration, and leadership within
the Australasian Faculty of
Rehabilitation Medicine. The value
of  being a member of  your specialty
organisation peaks in these moments
when you feel a sense of  belonging
to something bigger than yourself.

The changes from the Council of
Australian Governments (COAG)
with the new classification of
‘subacute’ care has the intent to
reduce the burden of health care
costs on society and to maintain
efficient and effective delivery of
health care, while placing the
consumer-patient at the focal point
of  this process.

So how does Rehabilitation Medicine
thrive in this model? We are expert in
treating chronic conditions. We are
always emphasising long-term
improvement and prevention of
future injuries. We gain some
satisfaction from providing short-
term or temporary solutions but take
greater pride in educating our
patients about the cause of their
injuries and from empowering them
to minimise future damage. The
rehabilitation model also emphasises
patient empowerment and patients’

What does the future of
Rehabilitation Medicine look like?

control of  their health, which ideally
results in less disability and
dependence on external sources of
support and, thus, reduces the
economic burden on society. We also
are able to help coordinate care and
work in teams with other specialists
and allied health professionals. We
understand conditions that crosscut
multiple organ systems. We are
innovators and are often the first to
use new treatment methods and
technology, while also using existing
resources in different ways to address
the needs of  our patients. All of
these characteristics will allow us to
thrive in a holistic model of  care with
emphasis on cost-effectiveness, self-
management, and patient
empowerment.

The answer depends on the context in which it is asked – economical,
clinical, technological, educational, and so forth, but with challenges

come opportunities. From within the diversity of our specialty, common
themes and our focus on function and quality of life should serve us well
as we navigate through a changing landscape of health care delivery.
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M A recurring theme in the
term papers is around the
ethics of care of disabled
and elderly people.

Editorial

arking term papers is a large part of my
academic life.

Don’t get me wrong – I love teaching, both in class
and at the bedside; I love to see dawning awareness
of just how interesting and challenging assessing
people with disability and its many underlying
impairments can be; I love to show students that we
can really make huge differences in lives that often
matter far more to the patients than the ‘pure science’
of biochemistry, pathology, or  the technical brilliance
of the surgical procedures that have preceded their
need for rehabilitation. Best of all, is to hear a small
percentage of students say, “This is an area of
Medicine I might want to pursue in more depth later
on”.

But how do I know they have learned anything from
our teaching and learning efforts? Dialogue in real
time helps, but there is nothing like reading what
students write about contacts with patients and staff,
about people recovering from illness and functional
challenges, and their reflections on what they are
seeing and hearing, to see if they have grasped the
real core of what we are on about. Having just
finished the first batch of term papers for this year, the
signs are cautiously optimistic for the future of your
care and mine, once we have retired from active
practice and become consumers, rather than
purveyors, of care.

A recurring theme in the term papers is around the
ethics of care of disabled and elderly people. In our
(post) post-modern world, the students are taught (at
least) four possible conceptual ethical approaches to
care, each with a different emphasis. One centres on
the principle of personal autonomy in patient decision-
making; another on doing good to the person, or at
least doing no harm; another on principles of justice in
provision of care; and yet another on the utility of how
care is provided and to whom; and so it goes on.
Perhaps you can see where this is leading?

Consider the case of an elderly person with a
fractured neck of femur after a fall at home, who had
(prior to the fall) decided not to follow OT
recommendations designed to improve personal
safety (hand rails, shower chair and hose, personal
alarm system), nor considered the burden of care and
support placed on other family members by their
decisions. They now are near the end of their rehab
program, and it is apparent that there are significant
co-morbidities, especially cognitive, and they remain
unwilling to change their home environment to make
it safer, nor have any community supports other than
those of their family. There are probably several such

customers in your unit
right now.

My students discuss
this in terms of holding
two competing ethical
principles in tension
(usually patient
autonomy, whilst bringing about good for that
person), with the really honest ones questioning the
provision of care to these patients at all, on utilitarian
grounds. They express with some frustration the
difficulty of resolving this tension, to a practical
outcome, with what they have been taught, not
having been taught about other external frameworks
to set competing ethical behavioural principles into a
context that places a priority on one or other principle,
which allows a way forward. The problem for current
students, whom my colleagues who are devotees of a
certain electronic way of organising life call the
i-generation, is that many cannot articulate a coherent
or stable moral framework within which to operate.
Why should you need this? In today’s free world, as
long as the decisions you make as an autonomous
individual do not directly harm another person, and
you do everything with the consent of those around
you, and you do not presume to judge what others’
moral frameworks lead them to do, life runs pretty
sweetly, and the law progresses democratically and
follows society’s group norms to ensure this is so.

Back to our elderly patient – X-gen and baby boomers
tend to think about how we can provide rehab care for
a population with increasing cognitive co-morbidities.
In taking this approach, unconsciously or not, we
prioritise beneficence and justice principles from some
older-world organising framework. Our i-generation of
up and coming colleagues point out that (in their
frame of reference) in this setting, both autonomy and
consent are looking problematic, and especially if the
elderly person has no family or other devoted carer to
step in and advocate on their behalf. Why provide
rehab at all? The good news is that many of my
students understand and articulate the importance of
making individual decisions in a context that places
value on human relationships, balancing this with
individual freedom. The bad news is that other
students do not. With discussion, persuasion and
education, teachers in our discipline of Rehab
Medicine have a very important part to play in this
process.

Is teaching given the priority it deserves in our busy
lives?

Andrew Cole
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Our unique skill set of being able to care for inpatient
rehabilitation patients, provide consultation for
neuromuscular disorders, advocate for our patients with
a disability through the legal system, and continue to
provide ethical and conservative outpatient rehabilitation
care will likely increase demand for Rehabilitation
Physicians. However, as reimbursement changes, there
will likely be competition from other specialists regarding
who should provide certain services in those systems.
Cost containment will also lead to more audits. The vast
majority of  Rehabilitation Physicians will likely fare well
because most are conscientious and ethical providers of
care, with an emphasis on improvement of  function and
quality. We must continue to work with primary care
providers and other specialists who share our goals, and
partner with other organisations to ensure that our
interests and our patients’ interests are protected.

Technologically savvy & research poor

Rehabilitation Physicians have embraced technology,
including cutting edge advances. Consider, for example,
prosthetic design and application in patients with
industrial injuries. We and our overseas colleagues have
invented devices, modified available technology for use
in the rehabilitation setting, eg Nintendo WiFi, and
adapted our practice to incorporate electronic systems
and communication systems such as smart phones.
Registrars and doctors in training are increasingly using
social media, smart phone applications and other
technologies. Traditional marketing is being replaced by
cheaper and more effective ‘viral’ marketing and social
media buzz. The next best marketing for Rehabilitation
Medicine may be a ‘viral’ one.

Unfortunately, basic research is our specialty’s Achilles
heel. As a relatively young field, we do not have an
extensive volume of  evidence-based research. It is true
that Rehabilitation Physicians are taking part in cutting-
edge research, but there are few pursuing research as
their primary focus, with a substantial proportion of
research in rehabilitation being conducted by our allied
health colleagues. Further, outcome parameters such as
‘function’ or quality of  life are difficult to study and
measure. Yet, as we are afforded the opportunity to
participate in the national discussion about health care,
we must develop and present unique outcome metrics
that encourage our membership’s participation in
comparative outcomes research. To echo the
commentary by Stuart Weinstein, MD, from his 2002
Rosenthal address to the AAPM&R membership,
“Embrace the technology, but obey the science.
Anything less doesn’t deserve the physiatric label.”

By promoting our emphasis on functional outcome and
cost-effective use of  resources, we can become preferred
providers for all disabling conditions.

The future of  Rehabilitation Medicine is as bright as the
people drawn to the field. We must continue to reach out
to medical students and residents, and to provide the
guidance, training, and support that they need to have a
successful career in Rehabilitation Medicine. Market and
political forces will continue to shift the practice of
medicine, but we are uniquely positioned to adapt to
changes. The advancement of  technology and genetic
research, including stem cell research, will help reverse
disabling injuries and conditions. Rehabilitation Medicine
in 20 years will look different than now, but the basic
philosophy and character of  Rehabilitation Physicians
should stay similar to those of  current practitioners.

To do so we must hold true to our values and truths. We
must be prepared as individuals and organisations to
speak out loudly and boldly for the things we believe are
right. We must fight to preserve respect for our specialty
and for our patients. We must expose our difficulties to
the public and make it their concern for our society, not
just our concern for our livelihoods. Because
Rehabilitation Medicine is a small field. we must ally
ourselves with other groups that share our values. The
Australian and hopefully New Zealand Rehabilitation
Alliances will be helpful should they be sustained.

We must also continue to embrace innovation and
change to stay current with the needs of  our members,
our patients, and our society. It is imperative that we
grow the scientific knowledge base of  the field. We need
to advocate for enhancing our research capacity and it is
feasible that the review of  the RACP Research and
Education Foundation with additional funding for
Rehabilitation will be a major incentive for research.
Growth of  support for rehabilitation and disability
research must be encouraged by the creation of
coalitions to support rehabilitation research that will
include consumers as well as professionals.

The international rehabilitation community must be fully
embraced as well. We in Australia have much to learn
and much to offer our colleagues in other nations and
international societies, and we need to increase our
interaction and participation in the global community of
medicine. John Olver has been in the forefront in
developing these links.

In conclusion, as individuals and a specialty, we must
have the courage of  our convictions to think expansively,
act decisively, and be motivated by our compassion. We
must hold true to our values and beliefs. And most
importantly, we must test our every action and decision
against what value it will bring to our patients and their
families.

Part of  this report is from The Future of  Rehabilitation
Medicine: With Challenges Come Opportunities (with
acknowledgement of  Dr Ai Mukai, MD PM&R).

Kath McCarthy, President

  Feature story / President’s Report

What does the future of Rehabilitation Medicine look like? (cont.)
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Items of Interest

Policy & Advocacy Committee

The Faculty Policy and Advocacy Committee (FPAC)
meets twice per year but a lot of action occurs outside
of  these face-to-face meetings. FPAC has been ably
assisted by an Expert Advisory Group which has been
tasked with a number of  activities, so this report will
provide information to the Fellowship of  the activities
of both bodies since the last edition of Rhaïa.

Review of AFRM Service Standards

The AFRM Service Standards for the provision of  Adult
Rehabilitation Medicine Services in Public and Private Hospitals
(2005) have been revised and draft Service Standards for
2011 have been produced. These will be signed off
shortly, and by the time this report is viewed in Rhaïa the
draft 2011 standards will have been circulated to the
FPAC and the SIGs for further comment. Opportunity
for the Fellowship to also provide comment will be made
available. It should be noted that the AFRM Service
Standards are intended to apply to Specialist
Rehabilitation Medicine Services (as defined by the
AFRM) which are under the direction of  a Rehabilitation
Physician. Without wanting to pre-empt the outcome of
the feedback, I can say that the main changes within the
2011 Standards are:

The 2011 Standards focus on inpatient care only.
Standards for ambulatory rehabilitation will follow at
a later date. For those who need a reference in the
interim period for staffing standards for ambulatory
rehabilitation programs, the 2005 Standards
document can still be used for that purpose.
There is more detail regarding staffing levels for all
categories of  staff.
There is emphasis on the need to translate ‘Unit’
staffing levels into optimal amounts of  therapy for
each individual patient.
There are requirements for Services to submit data to
AROC and have the administrative support to allow
this to occur.
There is greater detail on allied health staffing
requirements and the use of  allied health assistants.
There is a wider range of  staffing profiles, against the
current AROC impairment codes.
There is updating of  the Governance; Facilities and
Equipment; and the Quality Management sections of the
Standards.
A new domain of  Teaching and Research is added.

Development of a Scope of Practice
Document for a Rehabilitation Physician

This document has been developed and the Fellowship
will be given the opportunity to comment prior to
submission to College PAC. The document is an
adaptation (with permission) from the publication of  the
American Academy of  Physical Medicine and
Rehabilitation.

Development of new position statements

The following new position statements are scheduled for
2011:

Position statement on the management of  patients
with infection control issues in rehabilitation facilities.
Development of  transition standards for specialist
health care for young people with disabilities.
Revised position statement on the use of  botulinum
toxin in the treatment of  spasticity, referencing the
recently published International Consensus
Statements.

AFRM Workforce Survey

The Faculty plans to undertake a workforce survey later
this year, possibly around the time of  the ASM in
September. This survey will be online and will focus on
the workforce issues facing Fellows and the AFRM. The
information gathered will be very valuable in addressing
workforce challenges and our interactions with
government. When the workforce survey comes around,
please participate! More specific details will follow in
coming months.

Activity-based funding (ABF) & new
subacute care funding opportunities

Your Faculty, through Council, FPAC and the State
Branches are keeping a watchful eye on developments
around ABF and enhancements to subacute care
through the current health reform process. One option
currently being considered is a workshop for Fellows,
possibly in early 2012 (when the dust has settled and we
know in which direction things are going) to help them
understand the health reforms and the practicalities of
ABF.

At this stage I would just like to seek the views of  the
Fellowship on whether this would be a worthwhile
initiative. Please let me, or Rebecca Forbes at the Faculty
office, know your thoughts.

Chris Poulos, Chair
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Announcements

The prize is valued at $1,000 plus
travel expenses to attend the award

presentation.

AACRM Prize

Nominations must be sent to the Faculty’s
Senior Executive Officer before the end of

August each year.

The Australian Association of Consultants in Rehabilitation
Medicine (AACRM) was established in 1993 to deal with
external issues including industrial issues, professional status,
and remuneration, not the province of the AFRM. Whilst
the organisation was very successful, particularly in achieving
specialist recognition and professional status, it was
dissolved in 2008, with responsibilities being continued by a
broader professional body, the Australian Association of
Consultant Physicians.

The funds remaining at the time of dissolution were donated
to the Faculty to establish an annual prize to commemorate
the AACRM and its contribution to establishing the specialty
of Rehabilitation Medicine.

The AACRM prize has therefore been established to honour
persons representing professional excellence in any area
related to Rehabilitation Medicine in regional and rural
settings in Australia or New Zealand. This prize is intended
for use towards educational or professional pursuits, such as
to attend conferences or scientific meetings.

The cash prize and an award certificate are presented
during the Annual Meeting of AFRM Fellows, usually held
during the Annual Scientific Meeting.

The nomination form is to be signed by a proposer and a
seconder, who could be Rehabilitation Physicians,
therapists, patients, mentors or colleagues. It is available
on the Faculty website. Please note that nursing and allied
health professionals may be nominated as well as Fellows
of the Faculty.

Photo competition entries

The AFRM International Affairs Committee
offers an annual $100 prize to the Fellow or
trainee who is photographed wearing the
Faculty tie or scarf  in the most exotic location.

Ian Baguley has entered these
photos taken at the Pyramids
of  Giza in Egypt.

Good luck Prof  Baguley!
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For trainees in rural & remote areas

Purpose: To support trainees in rural and remote
areas to access appropriate training and education.
Value: To a maximum of $2,000 per recipient per
annum.
Eligibility: Registered trainees of the Faculty in rural
or remote areas of Australia and New Zealand
whose capacity to access appropriate training or
education is limited by geographical distance (or by
virtue of professional isolation).
Applications will be referred to the Rural and
Remote Special Interest Group, who will make
recommendations to Faculty Council on the merits
of each application and the funding to be awarded.
The following criteria will be applied:

Academic merit as evidenced by supervision
reports, university record and any other
relevant criteria
Applicability of proposed activity to the
individual’s particular education needs (Core
AFRM educational activities such as attending
the ASM or an AFRM endorsed course take
precedence. Funding will not usually be
approved to attend industry sponsored
conferences.)
The applicant’s year of training (more senior
trainees will be given preference)
Core training needs
Accessibility to resources
Whether there was a previous award (can be
awarded to the same recipient once every two
years)
Value to the remote community of the activity
undertaken.

Applications Close: 28 September 2011

Application forms are available on the
Faculty website, under News and Events.
For further information please contact the
Senior Executive Officer of the Faculty.
Email: afrm@racp.edu.au

For indigenous trainees

Purpose: To provide support for Aboriginal and
Torres Strait Islander or Maori trainees in the
training program of the Australasian Faculty of
Rehabilitation Medicine.
Value: To a maximum of $10,000 per annum
Eligibility: Recipients must be Aboriginal and
Torres Strait Islander or Maori medical
practitioners intending to undertake the second or
subsequent years of the Faculty’s Training
Program following satisfactory progress reports in
the first year(s).
Applications will be referred to the Rural and
Remote Special Interest Group, who will make
recommendations to Faculty Council on the
merits of each application and the funding to be
awarded. The following criteria will be applied:

Academic merit as evidenced by supervision
reports, university record and any other
relevant criteria
Reasons for entering training in Rehabilitation
Medicine as reported on application form
Consideration will also be given to a
demonstrated involvement in the Australian or
New Zealand Indigenous community, and an
awareness of health issues relating to
Australian or New Zealand Indigenous
communities.

Applications Close: 28 September 2011

The Faculty hopes to contribute to improved health outcomes for:
indigenous people by supporting indigenous doctors in training to become Fellows of
the Faculty, and
all people living in rural and remote areas by supporting trainees in rural and remote
areas to access appropriate training and continuing education.

Faculty Council has made funds available to provide this support and the details are below.

Faculty Scholarships

  Announcements
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  Announcements

Committee Membership & Faculty Representatives
as at 27 May 2011

Council

Kathleen McCarthy President
Stephen Buckley Immediate Past President
Chris Poulos President-Elect, Chair

Policy & Advocacy
Committee

Peter Harradine Treasurer
Stephen de Graaff Chair Education

Committee
Greg Bowring Chair International Affairs

Committee
Jurriaan de Groot NZ
Mary-Lou Leach Victoria & Tasmania
Michael Johnson Queensland
Jennifer Mann NSW & ACT
James Rice SA
Ian Wilson WA
Alexis Berry Trainee Representative

AFRM Education Committee (FEC)
Stephen de Graaff Chair
Toni Hogg OTPs & Hon Secretary
Geoff Abbott Accreditation
Ian Cameron Academic Rehabilitation
Jennifer Chapman Scientific Program
Michael Chou Assessment
Genevieve Kennedy Teaching & Learning
Peter Flett Paediatric
Lee Laycock Committee of Chairs of

SIGs
Ruth Marshall CPD
Samir Anwar New Zealand Rep
Lasitha Delungahawatte Trainee Representative
Andrew Cole Coordinator of Education
Chris Poulos Policy and Advocacy

Committee, corresponding
Kath McCarthy ex officio

Standing Committees of Council

Trainee Committee
Alexis Berry Chair
Shari Parker New Fellow
Ajay Bharatula Victoria & Tasmania
Rabin Bhandari NSW & ACT
Kirily Holton SA & NT
Fiona McHugh WA
Elissa Taylor Queensland
Lai Peng Tham NZ
Monika Hasnat Paediatric Representative
Harry Eeman Policy & Advocacy
Alexandra Greig ex-officio
Lasitha Delungahawatte ex-officio

International Affairs Committee
Greg Bowring Chair
William Chan
Andrew Cole
Phil Conroy
Steven Faux
Saul Geffen
Fary Khan
Nigel Quadros
Xianghu Xiong
Toni Hogg corresponding member
Kathleen McCarthy ex-officio

Policy & Advocacy Committee
Chris Poulos Chair
Jeremy Christley CCSIG nominee
Craig Davenport
Jennifer Mann
Vacant Rural & Remote

Representative
Harry Eeman Trainee Representative
Kim McLennan Paediatric Representative
Robin Sekerak New Zealand Rep
Kathleen McCarthy ex-officio

EAG – Government Relations & Models of Care
Chris Poulos Chair
Ian Cameron
Maria Crotty
Kathy Eagar
Regina Hoeppner
Jennifer Mann
Peter New
James Rice
Tracey Symmons
Jurriaan de Groot corresponding member

Sub-committees of the AFRM Education
Committee

Continuing Professional Development
Sub-committee (CPDC)

Ruth Marshall Chair
Ross Hawthorne CPD Program Coordinator
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Sridhar Atresh Queensland
Clayton King NSW & ACT
Kerry O’Meara Victoria & Tasmania
Nigel Quadros SA
William Taylor NZ
Ian Wilson WA
James Rice Paediatric Representative
Stephen de Graaff ex-officio
Guy Bashford co-opted member

Assessment Sub-committee
Michael Chou Chair
Mithu Palit FCE Victoria
Roxana Heriseanu FCE NSW
Kirily Adam Assistant FCE
Sandra Farquharson Short Essays
Dianne Pacey MCQs
Anuka Parapuram Module 1
Michael Ponsford Module 2 Vic
Indu Nair Module 2 NSW
Vacant Assistant Module 2
Vacant Modules 3-6
Adrienne Epps Paediatric Representative
Andrew Cole ex-officio

Teaching & Learning Sub-committee (TLC)
Genevieve Kennedy Chair
Helen Redmond Hon Secretary
Adam Scheinberg Paediatric Representative
Alexis Berry Trainee Representative
David Murphy corresponding member
Andrew Cole ex-officio
Stephen de Graaff ex-officio

Branch Training Coordinators
Boris Mak NZ
Kalyani Abeysekera WA
Yvette Kosch NSW & ACT
Genevieve Kennedy Victoria & Tasmania
Lydia Huang SA
Ling Lan Queensland

Accreditation Sub-committee
Geoff Abbott Chair & Victoria
Miranda Jelbart SA
Gavin Chin NT
Peter Gale NSW
Kong Goh Queensland
Vacant NZ
Vacant WA
Jenny Ault Paediatric Representative
Vacant Trainee Representative
Stephen de Graaff ex-officio
Francoise Joseph corresponding member

Paediatric Rehabilitation Sub-committee (PRC)
Peter Flett Chair
Jenny Ault Hon Secretary - NSW
Adrienne Epps NSW

Lynne McKinlay Queensland
James Rice SA
Ray Russo SA
Adam Scheinberg Victoria
Jane Valentine WA
Mary-Clare Waugh NSW
Monika Hasnat Trainee Representative

Scientific Program Sub-committee
Jennifer Chapman Chair
Friedbert Kohler
Tim Geraghty
John Olver
Rob Weller
Ray Russo Paediatric Representative
Stephen de Graaff ex-officio

Sub-committee of Chairs of Special Interest Groups
Lee Laycock Chair/SIG Coordinator
Geoff Abbott
Ian Cameron
Jeremy Christley
Tai-Tak Wan
Friedbert Kohler
Jane Malone
Peter New
Clive Sun
Mary Clare Waugh
Barbara Hannon corresponding member
Miranda Jelbart corresponding member
Lynette Lee corresponding member
Monica Ling corresponding member
Jennifer Mann corresponding member
Gerard McLaren corresponding member
Kim McLennan corresponding member
Stuart Tan corresponding member
Robyn Wallace corresponding member

Academic Rehabilitation Medicine Sub-committee
Ian Cameron Chair
Maria Crotty Hon Secretary
Nicholas Bellamy
Kathy Eagar
Fary Khan
Will Taylor NZ
Louisa Ng New Fellow
Ray Russo Paediatric Representative
Robert Teasell International
Susan Graham corresponding member

  Announcements
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Special Interest Groups

Musculoskeletal, Pain Medicine &
Occupational Rehabilitation (MSK)

Clive Sun Chair
Stuart Tan Hon Secretary

Rehabilitation & Older People
Ian Cameron Chair
Miranda Jelbart Hon Secretary

Rural & Remote (R&R)
Jeremy Christley Chair
Gerard McLaren Hon Secretary

Paediatric Rehabilitation
Mary-Clare Waugh Chair
Vacant Hon Secretary

Neuro-Rehabilitation
Tai Tak Wan Chair
Hugh Dickson Hon Secretary

Prosthetics & Orthotics (P & O)
Lee Laycock Chair
Jennifer Mann Hon Secretary

Spinal Cord Injury (SCI)
Peter New Chair
Monica Ling Hon Secretary

Developmental & Intellectual Disability (DID)
Geoff Abbott Chair
Lynette Lee Hon Secretary

International Classification of Functioning (ICF)
Friedbert Kohler Chair

Mind
Barbara Hannon Chair
Philip Funnell Hon Secretary

AFRM Representatives

Chapter of Addiction Medicine
Hugh Dickson

Research Advisory Committee
James Middleton

Australian Association of Consultant Physicians
Andrew Nunn

AROC Management Advisory Group
Chris Poulos

AROC Clinical Director
Ben Marosszeky

Australian Cancer Network/Cancer Australia,
Quality & Professional Development National
Advisory Group

Andrew Cole

Consultative Committee on Private
Rehabilitation
Stephen de Graaff
ISPRM
John Olver Board Assistant Treasurer
Andrew Cole Chair of ISPRM Education

Committee
AOSPRM
John Olver Vice President

Ian Cameron AFRM Australian National
Representative

Xianghu Xiong AFRM New Zealand
National Representative

World Federation for Neuro Rehabilitation (WFNR)
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  Announcements

Congratulations!

Congratulations go to Dr
Fary Khan who has been
awarded a 2010 Victorian
Cancer Agency Research
Fellowship for the project,
Effectiveness of  integrated
multidisciplinary care in brain
tumour survivors in an
Australian community cohort.
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I ♥♥♥♥♥ executive function

We are the hollow men
We are the stuffed men
Leaning together
Headpiece filled with straw

Humanity lies in the frontal lobes (OK, and a bit in the
temporal).

These are some of  the things that I am grateful for (not
just in patients, in all people):
Insight: If someone has the ability to recognise what is
wrong with them it makes it a lot easier to be motivated
to participate in therapy. Or even, extraordinarily, learn
from the experience: “illness is potentially a mirror, albeit
a dark one, in which we may see something of  what we
are, at the deepest level”.

Judgment: At least so you are not always worried that
you will be called to assess a fall. It also helps to be able
to recognise future consequences of  current actions, and
to have the capacity to choose the option that is most
likely to fulfill one’s wants and needs.

Organisation and planning: To make goals, act
efficiently, and get through rehab and life beyond.

Motivation and drive: Make an excellent rehabilitation
patient.

Memory: Knowing that the patient will recall previous
encounters with you is helpful when you are trying to
build a therapeutic relationship, but more interesting is
knowing that there are infinite experiences stored in that
memory, some similar and some very different to yours,
which all contribute to making the person who they are
today.

Jokes: The ability to generate, relay and appreciate jokes
is a function of  cognitive flexibility. A joke is a twist of
logic, an unexpected change in the flow of  an idea that
makes sense in an unforeseen way. And humour makes
life more fun.

Communication skills: To let it be known what you are
thinking! There are ways to get around dysarthrias,
dyspraxias and even dysphasias, I think it is more
important to be able to organise your thoughts so they

can be expressed, in one way or another. “Sentience is
solitary, knowledge is actually or potentially shared”.

Socially appropriate behaviour and emotional
control: Makes the environment more agreeable and the
person more likable. We need self  regulation to put the
necessary ‘stop’ between some thoughts and behaviours.

Between the idea
And the reality
Between the motion
And the act
Falls the Shadow

Personality: That we are all different makes everything
more interesting.

Self  awareness: In the context of  impairment, a human
being is “at once outside of her body and identified with
it … its subject and at the same time see it objectively …
suffer it as her being and know it as an object.” It is what
makes us different from other animals.

Selflessness: My favourite quality of  all, especially
extraordinary when you witness it in the inpatient
rehabilitation setting. Offering to help others when you
still can’t help yourself  is so heart-breakingly
compassionate.

The reason I like rehab so much is because we come
across extraordinary individuals quite regularly. On a
daily basis we interact with people who find themselves
in terribly adverse situations, and I sometimes think that
the only way to cope would be to become withdrawn and
introspective, self  absorbed and selfish, and find
someone else to blame so you don’t have to try for a
while. But there are people, plenty of  them, who are able
somehow to bring all their human faculties together and
learn something from their experience about themselves
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Clinical corner

Personality disorders

Personality is an enduring pattern of  perceiving, relating
to, and thinking about the environment and oneself  that
is exhibited across numerous social and personal
contexts. A personality disorder arises when personality
traits are so inflexible and maladaptive across a wide
range of  situations that they cause significant distress
and impairment of  social, occupational, and role
functioning.

Personality disorders are very common (6% of  the
general population, up to 50% in psychiatric
populations), and a person can have more than one.
Personality disorders can significantly impact on the
doctor-patient relationship. We may feel angry,
threatened, defensive, or incompetent, or may find it
difficult to feel any emotional connection with the
patient. Alternatively, we may find ourselves strangely
preoccupied with the patient.

The following behaviours suggest a personality disorder:
Frequent mood swings
Angry outbursts
Anxiety sufficient to cause difficulty making friends

Trainee Liftout
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or the world, tell you they have changed their priorities
and grown as a person, or even teach you something. I
always find myself  so proud and in awe of  these patients,
and have come to find that I seek out such interactions.
These people end up emotionally better adjusted,
functionally better off, and have made me a better doctor
as well.

But executive function is so fragile too. Housed hard up
against the bony contours of  the skull (susceptible to a
hard knock), vulnerable in the face of  any illness
(delirium), capricious in the face of dementia, and the
first to retract if one is in pain, suffering or frightened.
We cannot always rely on higher level interactions with
our patients, but we must not forget that it is our job to
facilitate the restoration of the whole person, and this
includes good executive function. If  it can’t be, we can
be reassured that it is human nature not to forget who
our changed loved ones once were, and that a patient’s
family and friends will continue to find this humanity in
their friend, even when we, as strangers, cannot see it
well.

Don’t forget to send in your contributions this quarter,
on any subject at all! jgil2726@gmp.usyd.edu.au. Study
tips would be especially timely at this stage, if  anyone is
willing to share. Good luck for those sitting the exams, I
don’t envy you, it will soon be my turn!

Jasmine Gilchrist

Tallis R. Hippocratic Oaths: Medicine and its
Discontents.
TS Elliot, The Hollow Men (with thanks to clayton king)

A slice of pizza

A slice of  pizza was offered to me by one of  the young
patients in the spinal unit where I work. From him, there
also emanated a teenaged grunt of  appreciation of  my
review of  him on a Saturday afternoon. The day before,
another had offered me his lugubrious, breviloquent
(Ed: a prize will be given to anyone else who can use this word in
context in a Rhaïa article in the next six months) thanks for the
extra effort I had exerted to ensure some extra therapy, a
new orthosis, and smooth transfer. Little things like that
help me feel content with what I do. Whenever I feel
that contentedness, I am reminded of  a senior, and very
entertaining, rehab physician, who postulates that we all
do medicine to slake the flames of  latent narcissism [not
his words] (with an exception, he heartily jests, of
radiologists, “who never have contact with their patients
‘cos they’re stuck in darkened rooms”).

I can readily contrast my experiences with those of  my
wife, a pathology trainee, who hasn’t had to deal with a
(whole) patient since her residency. How does she feel?
Does she miss the thanks, the appreciation? Not at all.
As she returns home in the cool gloaming of  late April,

she is happy that she managed to clinch a diagnosis and
point out a lymphatic invasion that her consultant had
missed. When I pressed as to whether she thinks that the
patient involved will be better off  with her diagnosis, she
smiled, and said she didn’t even think about a patient.
She was happy because she had solved the puzzle
correctly. Her sense of  well-being and ego must be so
well-grounded that she has no puppy-dog hope for a
morsel of  gratitude from a patient. How many patients
even know that a pathologist is so important in their
surgical care?

My place in rehabilitation, on the inpatient side of
things, is rather appendicular and transient; in a place a
few months, I sign (many) forms, jot some notes,
perhaps offer a melange of  minor management advice
when the boss is away, but mostly I take in what I see
and try to store it away as experience. Neophytic duties
are not terribly conspicuous and so my latent narcissism
is rarely slaked.

I unashamedly declare that I love the moments, exiguous
though they are, in which patients show appreciation. I
know it should make no difference, but I am a poor
player fretting for only a short time on the stage. My
sense of  well-being needs that meagre nourishment.

As for the real nourishment of  the pizza slice, extra fatty
and salty? I ate it of  course.

Rabin Bhandari
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Upper Limb Course 2011
A the end of  March this year a group of  registrars,
consultants, occupational therapists, and a lone physio
got together at Prince of  Wales Hospital to do the five
day Upper Limb Prosthetics course. It had not been run
in Sydney since 2005. Directed by Dr Greg Bowring and
occupational therapist Judy Davidson, we were taught in
true multidisciplinary fashion by a total of  five
rehabilitation specialists, a surgeon, three prosthetists,
multiple occupational therapists, a physiotherapist, a
psychologist, and a clinical nurse consultant, about the
various aspects of  upper limb amputee assessment and
management. The timetable went something like this:

Day 1 – Epidemiology, surgery, post operative
management, initial assessment, and general
rehabilitation principles.

Day 2 – Below elbow amputees: prosthetic options
and prescription principles.

Day 3 – Congenital limb deficiency, functional and
psychosocial considerations, bilateral amputees,
funding.

Day 4 – Above elbow amputees: prosthetic options
and prescription principles.

Day 5 – Brachial plexus, new technologies, driving.
Exam (1 hour, multi-choice and short answer).

There was lots of  opportunity for hands-on exploration
of  prosthetic components, training limbs, and the
MyoBoy. We met many patients of  varying levels of
amputations who were brave and kind enough to come
and show us their prostheses and tell us their stories. It
was interesting to see that some wore their prosthesis for
long periods of  the day, while others preferred to do
without for all but selected tasks. And they all had
different views on the balance between cosmesis and
function.

I think by the end of  the week we were much more
comfortable with a subject that we don’t tend to get
much exposure to during our training. And boy did we
appreciate our hands, these strong, dexterous,
enormously sensate parts of  our bodies that we use for
everything from eating to writing to carrying groceries to
communicating and expressing ourselves (the number of
times love-making was mentioned as a vital hand
function started to get on my nerves). Such a thing can
never be replaced, even with the amazing robotic and
TMR technologies that will be coming through in the
not too distant future. Have a look at the DARPA hand
if  you are interested – wn.com/DARPA’s_Bionic_Hand,
or just search through YouTube.

A week very well spent!

Jasmine Gilchrist

Trainee Liftout

Need to be the centre of attention
Feeling of  being widely cheated or taken advantage of
Difficulty delaying gratification
Not feeling there is anything wrong with their
behaviour
Externalising and blaming the world for their
behaviours and feelings.

Don’t we all know many patients like this!

There are three main clusters:
Cluster A – paranoid, schizoid, schizotypal –
Individuals may appear odd and eccentric, and have

unusual ideas about the cause of  physical symptoms,
and side effects of  medications.
Cluster B – histrionic, narcissistic, borderline,
antisocial – Individuals often appear dramatic,
emotional, or erratic in their emotions and behaviour.
BPD is especially costly to the health care system.
Cluster C – avoidant, dependent, obsessive-
compulsive – Individuals often appear anxious or
fearful.

Jasmine Gilchrist

Reference: UpToDate
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Trainee Committee Report

How the year is flying by! As I write this there are several
trainees around me preparing for the upcoming Fellowship
Examinations which at the start of  the year seemed so very
far away. By the time this article is printed the written
examinations will be in the not so distant past and
preparations will be focused on the clinical examination.
I wish everyone the best of  luck.
The Trainee Committee continues to meet regularly to
provide a forum for your concerns. We are grateful to the
Faculty and Fellows for continuing support. The issues
which have been gathering momentum in relation to trainee
discussion have been the Bi-National Training Program and
developing a stronger rehab ‘image’.
Despite the very hard work that goes on behind the scenes
in putting together the Bi-National Training Program
occasionally the content and delivery don’t quite meet
expectations. Whilst those Fellows co-ordinating the
program continue to work incredibly hard in arranging
speakers and lectures it is also up to us to take some
responsibility. It is not enough for us to just ‘show up’; we
need to try to download the presentations beforehand,
maybe even try to go over them and refresh our own
knowledge of  the topic and then be prepared to ask
questions and have questions asked of  us. And finally, we
need to fill in the feedback sheets!
Many of  the invited speakers, although experts in their field,
are not always familiar with rehab and what rehab medicine
is all about. Here again, trainees can play a role. By being
visible in our hospital and working hard to be involved with
our patients and their treating teams we can build our image
to be more than just ‘cardigan-wearers’ (although I must
confess to feeling quite comfortable in a cosy cardigan at
this time of  year!) and so next time a speaker is invited from
outside rehabilitation they may develop a lecture with
greater appreciation of  not only what we do, but also what
we already know and want to know more about.
With the threat of  rehab bed closures always a possibility in
a funding environment with limited resources, developing
the rehabilitation medicine image is more important than
ever. In so many ways this relies not only on the existing
Fellows of  the Faculty but on the trainees as we are the ones
often at the bedside, doing consults, talking with families
and other hospital teams. We have much to be proud of  as a
specialty but if  we are not able to position ourselves as an
essential part of  the health care system we risk being
devalued and seen as an optional extra for patient care.
Unless we are pro-active we may not have any jobs to go to
once we do make it through the training program!
So enjoy the training and all that it offers, but should a
chance to “wave the rehab flag” cross your path, please take
it with both hands and trust that we do have the knowledge
and ability to do something important for our patients!
And finally to trainees who are currently preparing for the
Fellowship examinations and for Modules 1 and 2, everyone
on the Trainee Committee wishes you all the best!

Alexis Berry

Victorian & Tasmanian Trainees
Report

A warm welcome to all our new and returning trainees in
2011! It’s heartening to see that many of  our senior trainees
have been successful in their progression to Fellowship.
Their hard work, dedication and success provide us junior
trainees with a lot of  hope as we prepare for exams and
complete modules.
We are glad to have Dr Genevieve Kennedy, chairperson for
registrar training, guiding our Victorian /Tasmanian
education training program and maintaining a busy education
calendar ahead. Our training calendar began in grand style
with a Training Day held at Royal Melbourne Hospital. This
year’s program was exceptional and many thanks go out to
organisers from the Royal Park rehabilitation team.
The Bi-National Training Program continues to provide
some consistency in the delivery of  education to trainees.
This year we have extended access to Branch Training
Sessions to Tasmanian trainees. Expansion of  locations for
teleconferencing sites in Melbourne is also being
investigated.
Introductory sessions on the Physician Readiness for Expert
Practice Advanced Trainee Program have commenced.
Senior trainees and Fellows will be pleased to know that it
expands on education processes we are already familiar with
during each rotation. It is hoped that the program will clarify
the core competencies required to become a consultant in
rehabilitation medicine.
I am inspired by all the new and aspiring registrars who have
shown interest in the Victorian training program. The
Victorian training program is certainly attracting an
international audience. Some doctors have travelled from
overseas, set up new lives abroad, and are establishing
themselves as physicians in rehabilitation locally. Others are
completing exchange programs to give them a breadth of
experience that they hope to take back to their home
countries. The advent of  national registration is also
significant with many trainees taking advantage of  the
professional mobility it allows.
Following the lead from NSW trainees, I have commenced
creating a document to provide colleagues with a greater
insight into positions available in Victoria. I hope to produce
a database that contains depictions of  the various positions
in Victoria as described by trainees collectively. It will contain
information regarding caseloads, procedural experience
available, leave cover and facilities, amongst other things.
It is hoped that trainees are better equipped when making
decisions about positions they apply for in the annual job-
hunting season.
While on the topic of  caring and sharing, given the tyranny
of  distance between trainee locations, can I direct Victorian
and Tasmanian trainees to the online discussion forum
available on the Faculty website? In the interest of  creating
a unified Faculty and supporting each other it is a valuable
resource to raise discussion and opinion on trainee matters.

Ajay Bharatula

  Trainee Matters

Trainee Liftout



15 15 15 15 15 Rhaia  June 2011

Professional Development

CPD & Quality Assurance

Your CPD representatives are often asked about Quality
Assurance, eg “What activities constitute quality
assurance?”, “Can I claim ‘XYZ’ as QA?”, “If  my
registrar does an audit which I supervise and then I act
on the results, does that count as QA?”, “I’ve helped
write an exam question – where do I claim points?”

The answer is basic – you can claim QA points for just
about anything that enables you to truly reflect on your
practice AND make changes to your clinical or unit
management practice (Does this mean I can claim points for
writing editorials? – Ed). When you look at the QA section
of  the Activities Register for 2010 version (the 2011 is
coming soon), there are lots of  ideas.

True QA means that you are trying to make changes to
the quality of  your work or the work of  your service.
Reflection on your work and making changes, then
reviewing the changes made, and utilising multi-source
feedback or 360° feedback approaches, are just some of
the ways in which you can facilitate your own quality
assurance projects and thinking.

Many activities you perform on behalf  of  the AFRM are
considered QA as well, so join a SIG, volunteer for a

Contact:Contact:Contact:Contact:Contact: Flor Hajjar
Tel:  +61 2 9382 5847     Fax:  +61 2 9382 5602
E-mail:  Flor.Hajjar@sesiahs.health.nsw.gov.au

The course is designed for practitioners
managing lower limb amputee clients
ranging from paediatrics to geriatrics,
including

allied health practitioners
registrars
prosthetists
rehabilitation specialists.

Venue:Venue:Venue:Venue:Venue: Orthopaedic Research LabOrthopaedic Research LabOrthopaedic Research LabOrthopaedic Research LabOrthopaedic Research Lab
Lecture TheatreLecture TheatreLecture TheatreLecture TheatreLecture Theatre
Level 1, Prince of Wales HospitalLevel 1, Prince of Wales HospitalLevel 1, Prince of Wales HospitalLevel 1, Prince of Wales HospitalLevel 1, Prince of Wales Hospital
Randwick NSWRandwick NSWRandwick NSWRandwick NSWRandwick NSW

THE PRINCE OF WALES HOSPITAL
in association with

THE UNIVERSITY OF NEW SOUTH WALES
presents

Course method & details:
5 day course
Practical group workshops & tutorials
Detailed instructional text with latest
references is supplied prior to course
Examination is based on material supplied
& content delivered during course
Certificate upon successful completion.

Lower Limb Prosthetics
28 November – 2 December 2011 Course cost

$880.00
inc GST

committee, help write exam questions …

To help you with this process, your CPD committee has
just spent time revising the CPD Manual. New Fellows
used to receive a hard copy of  the CPD Manual when
they became a Fellow. This document is now available as
an online document for all of  us.

Can you find where you filed the copy of  the CPD
manual that you filed several years ago? I can’t! Further,
that old copy is now out of  date.

The good news is that when you go into the AFRM
website and click on Rehabilitation Physician Education
and then on Continuing Professional Development, the
manual is there.

At the back of  the Manual there is an entire section on
Quality Assurance – I could plagiarise the entire piece,
but you can all look it up yourselves, can’t you?

Very much of  what we do in our daily practice can come
under the heading of  QA. Think about it, write it down
and claim the points.

Ruth Marshall
Your CPD Chair
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Training News

AFRM Education Committee
Report

The Faculty’s Education Committee (FEC) convened a
face-to-face meeting on 11 March 2011. Some of  the
important matters discussed are set out in the following
report.

Working together as one College

The Australian Medical Council (AMC) has extended the
College’s accreditation until December 2014. The College
will be asked to submit its next annual report in
September 2011, in time for consideration by the
October 2011 meeting of the Specialist Education
Accreditation Committee.

Following the appointment of  the new Dean, Prof
Richard Doherty and the new Director of  Education, Dr
Marie-Louise Stokes who has now commenced in her
role involving strategic directions and delivery of
education services, the College Deanery has been
renamed Education Services. It has been restructured to
provide more support and supervision for staff.

The College has also established an Educational
Governance Working Group that will be reporting to the
College Board very soon. This Working Group is
looking at the already large membership of  the College
Education Committee (CEC), communication lines,
including with the Expert Advisory Groups and links
with implementation and resourcing. Our FEC does not
currently report to the CEC and is not accountable to
the CEC.

The College also recently announced that the
consultation phase for the Supporting Physicians’
Professionalism and Performance (SPPP) project is now
underway. The project will develop a ’framework’
tool that will consist of  a set of  observable behaviours
covering the range of  domains that Fellows demonstrate
in their day to day work, with a focus on professionalism.
Dr Ian Graham who has been appointed to undertake
the consultation with key stakeholders, gave a
presentation to the members of  the Faculty Education
Committee in March.

Medical Education Officers (MEOs) have been
appointed in each Australian state and New Zealand.
They are being trained to understand the purpose,
requirements and functionality of  each PREP training
program (basic and advanced, as well as Faculty and

Chapter programs), the teaching and learning and
assessment resources, and will have the capacity to advise
Fellows and trainees in their use. MEOs are available on
request to visit sites and conduct one on one workshops
to help trainees and supervisors familiarise themselves
with the Advanced Training Portal and the online tools
associated with the PREP Programs.

Physician Readiness for Expert Practice
(PREP) Advanced Training

All trainees who began their training in 2011 in either the
Rehabilitation Medicine Training Program or the
Paediatric Rehabilitation Medicine Training Program are
PREP Advanced Trainees. With the assistance of
Education Services staff  it is anticipated that a ‘Welcome
to PREP Advanced Training’ mailout will take place
before August this year, when Faculty Fellows and
trainees will be provided with general information about
the PREP Program, information on the various tools
and resources associated with the PREP Program,
including information sheets, rating forms and work
flow diagrams. Included with the pack will be hard
copies of  the relevant curriculum documents for the
Faculty.

The Rehabilitation Medicine Training Program
requirements have not changed with the introduction of
PREP but for PREP trainees these requirements are
being reshaped to fit within the PREP framework, which
is the common structure to all RACP Training Programs.
A number of  components constitute this framework,
including curricula, teaching and learning tools,
formative assessments and an eLearning environment.
An example of  this type of  refinement is the preparation
of  training agreements or learning contacts – a process
that will be formalised for PREP trainees into an online
tool called a Learning Needs Analysis.

At the beginning of  each term, Faculty trainees have
been encouraged to meet with their nominated
supervisors to discuss, decide and document their high
priority learning objectives for the term. Objectives
should be set which both parties agree are relevant to the
trainee’s past experience and needs related to the
curriculum, the opportunities and demands of  the
training term, and which are achievable within the usual
time and resource constraints.
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Training enquiries
For all matters and enquiries pertaining to
training, please contact the Faculty Office
for the current requirements.

  Training News

Once implemented it will be a mandatory requirement
for the Faculty’s PREP trainees to complete these
activities in the context of  online Learning Needs
Analysis.

PREP Program Consultation

Education Services will be undertaking a comprehensive
PREP Program consultation process around Australia
and New Zealand from May to early July 2011. The
purpose of  this consultation process will be to gain
insights from trainees and Fellows regarding the PREP
Program.

Feedback will be gathered through a series of  workshops
and by means of  an online survey. Although only the
Faculty’s first year trainees are PREP trainees and the
planned Faculty specific Advanced Training Portal will
not be available until September 2011, all Faculty
trainees, Fellows, and other stakeholders are being invited
to attend to help to identify potential barriers to
implementation and work towards solutions. Please
attend a workshop near you, if  you possibly can!

Faculty Training Programs

There are currently 172 registered trainees (161 adult and
11 paediatric), 153 fully accredited and 5 provisionally
accredited supervisors. The next call for supervisors to
submit declarations of  compliance is due now so that
they can be accredited or re-accredited for the new three-
year cycle from July 2011 to June 2014.

The Bi-National Training Program (BNTP)
videoconferences are continuing for 2011. Branch
Training Coordinators have been asked to review their
currently funded sites based on some newly agreed
general principles related to travel times.

The Faculty has 102 accredited or provisionally
accredited Rehabilitation Medicine training settings. The
College approved Accreditation of  Training Settings Policy
states that all accreditation assessments must include
trainee feedback. As this feedback could be obtained
from AFRM trainees via the Term Evaluation Form it
was resolved in March that from the end of  Term 1,
2011 it will become a compulsory training requirement
for all AFRM trainees to submit a Term Evaluation
Form. Training time will not be accredited or certified
until an evaluation has been submitted.

Long Case Assessments

In February this year I announced that the procedures
for assessing the Formal Long Case Assessments were to
change, with the new requirement being that one of  the
two Formal Long Case Assessors must be a Faculty
accredited Long Case Assessor rather than a member of
the Court of  Examiners.

It has now been determined that this procedural change
will not be enforced until 1 July 2012. This will allow
Supervisors, members of  the Court of  Examiners, and
other interested Fellows who are not yet listed as
accredited Long Case Assessors to complete the
necessary training requirement before that date, ie
attendance at an AFRM Long Case Calibration Session,
several of  which will be arranged in the context of
supervisors’ workshops.

Paediatric Rehabilitation Advanced
Training

For the Paediatric Rehabilitation Medicine Trainees the
following training and assessment requirements were
confirmed when the Faculty Education Committee met
in March:

All Paediatric Rehabilitation Medicine trainees (both
existing and PREP) are required to complete eight
ITLCAs commencing with two in the second term of
first year of  Advanced Training and including two
observed ITLCAs, of  which the first must be
completed in their second six months of  training.

Paediatric Rehabilitation Medicine trainees are
permitted to first present for the Paediatric
Fellowship Examinations in their second year of
training having completed 12 months of  accredited
training and having satisfied the other requirements
to sit the Fellowship Examinations, such as
submission of  the External Training Modules by
1 April in the year they first sit the Fellowship
Examinations.

Paediatric Fellowship Examinations are now
unbundled so that trainees are no longer required to
pass the Paediatric Fellowship Written Examination
before being eligible to apply for the Paediatric
Fellowship Clinical Examination.

2011 Annual Scientific Meeting

The Faculty’s 19th ASM is being held in Brisbane,
Queensland between Tuesday 13 and Saturday 17
September 2011. Striking AcCORD – succeeding
through teamwork is the title of  this joint AFRM /
ANZSCoS Conference. You can now register by going
to the website: www.spinalrehab2011.com

Stephen de Graaff, Chair
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Chris Poulos Immediate Past Chair
Anuka Parapuram Treasurer
Clayton King Secretary
Glen Sheh Co-chair Education

Sub-committee
Yvette Kosch Co-chair Education

Sub-committee
Chris Katsogiannis ACT Representative
Stephen Faux
Lee Laycock.

The position of  Secretary was not filled at the annual
meeting, but Clayton King has since volunteered to take
on that role, which has been ratified by the Committee.

Branch Plans 2011

The committee is about to undertake the process of
developing the strategic plan for the next five years.
Some possible areas for work that have been raised by
Fellows for 2011 have already been discussed, including:
a. Implementation of  the Rehab re-design project

recommendations which may involve identifying and
developing methods/resources to assist Fellows to be
involved in local service development using the
models of care in the document.

b. Transition services for children/adults with spasticity
issues. The current ad hoc approach to referral
pathways and limited available adult services are
considered problematic for both paediatric and adult
Fellows. The branch hopes to have a role in
facilitating discussions between the two groups with
the purpose of  developing a more useful model of
care.

The branch is always happy to hear from Fellows or
trainees regarding any other issues that may potentially
benefit from some branch assistance.

CME events 2011

The NSW/ACT Branch will once again be holding CME
dinners during 2011. In May we had a talk from Jane Wu
regarding her experiences in Cambodia.

Keep a look out for our future events. We plan to have
our third trainee research evening in late 2011.

Jennifer Mann, Chair

Branch Reports

New South Wales & ACT

NSW Election

The big news in NSW is that we have a change of
government. The new government has already appointed
a new Director General of Health and it can expected
that significant other changes will be forthcoming, not
only to health but perhaps other agencies that
rehabilitation services work with, such as housing or
ADHC. Of  course what shape these changes may take is
unknown but it is a good time for the branch to be
preparing for any opportunities that the changes may
produce that might enhance rehabilitation services in
NSW.

NSW Health Rehabilitation Re-design
Project

The good news is that the NSW Health rehabilitation
re-design project report has been signed off. The final
report is available and should be a useful tool for
informing discussions regarding rehabilitation service
development in NSW and also in other states.

A number of  Fellows have expressed some
disappointment that the document is not prescriptive
enough in its final recommendations. Instead it suggests
further work that needs to be done and the first part of
that will be a gap analysis of  services across the state.
The branch has already expressed to NSW Health our
willingness to have the branch and rehab Fellows directly
involved in the next steps in the project and we hope
they will be keen to take us up on that offer as we know
they were extremely impressed by the level of
rehabilitation clinician engagement in the project to date.

PDF copies of  the report can be obtained for any
interested Fellows or trainees by contacting the Faculty
office or under News and Events on the website.

Annual Meeting 2011

The NSW & ACT Branch Annual Meeting was held in
February. At the meeting, the Fellows passed a motion to
formally change the name of  the branch from ‘NSW’ to
‘NSW/ACT’. This is an important recognition of
Fellows and trainees in ACT, but will not result in any
changes to the branch rules.

The following Fellows were elected to the Branch
Committee:

 Jennifer Mann Chair
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South Australia

The South Australian Branch recently hosted AFRM
President, Dr Kath McCarthy, at the February Branch
Meeting. Dr McCarthy met most South Australian
Fellows and discussed issues relevant to the SA Branch.
SA Fellows continue to participate on a range of  Faculty
sub-committees and activities. It is anticipated that the
Annual State Scientific Meeting will be held again in
August/September, and planning is underway for this.

The Rehabilitation Clinical Network continues to
provide important input into planning for and delivery
of  rehabilitation services in South Australia. Professor
Maria Crotty was recently appointed Chair of  the
Network, with Dr Ray Russo as Deputy Chair. Progress
in the expansion of  services continues, particularly in
country-based services and in some metropolitan
inpatient units.

On Saturday 9 April a workshop on the international
classification of  spinal cord injury using the ASIA
Impairment Scale and the Autonomic Standards was
conducted at Hampstead Rehabilitation Centre by Lisa
Harvey from the University of  Sydney, and Dr Ruth
Marshall, Director Statewide Spinal Injuries Service. This
successful half  day session was attended by many
Fellows, AFRM trainees, and rehabilitation therapists.

James Rice, Chair

New Zealand

NZRA Conference

Fellows of  the New Zealand Branch and an encouraging
number of  their Australian colleagues attended the
biennial Rehabilitation Association Conference held in
Auckland from 3-5 March. This turned out to be a very
successful meeting which provided a stimulating
program showcasing innovation in rehabilitation, at the
different levels of  technology, patient care, and team
work. There was also opportunity for much needed
networking at an interdisciplinary level.

Branch matters

The New Zealand Branch AMM was held during the
NZRA Conference. Given a two year term of
appointment, Dr Jurriaan de Groot retains the position
of  Chair. Dr Richard Seemann takes up the combined
positions of  Secretary and Treasurer. New Fellow Dr
Boris Mak was unanimously elected to the position of
Branch Training Coordinator. Other members of  the
Branch Committee include Dr Samir Anwar (elected NZ
member of  Faculty Education Committee), A/Prof
William Taylor (CPD Committee), and Dr Lai Peng
Tham (Trainee Representative).

As a part of  the RACP one College policy, the NZ
Branch has been offered much needed administrative
support through the RACP NZ office in Wellington.,
and the Branch looks forward to working with Sue
Wihare, recently appointed to the position of  Executive
Officer, Chapters and Faculties.

The NZ Branch also congratulates Dr Cynthia Bennett
for recently being awarded Fellowship, after successfully
completing the overseas trained physician pathway.

Strategic Planning

A further face–to–face meeting of  the combined
AFRM/NZRA NZ Rehabilitation Strategy project group
was held on 4 March coinciding with the NZRA
Conference, and was again attended by AFRM President,
Dr Kath McCarthy, and President-Elect, A/Prof  Chris
Poulos.

It was resolved to draft a New Zealand specific Position
Statement, which at this stage is now ready to go out for
wider consultation to government, and non-government
organisations. We were also successful in seeking
representation on the Rehabilitation service review,
which is driven by Health Workforce New Zealand, so
that both efforts can be effectively coordinated.

Training matters

Thanks are extended to our new Branch Training
Coordinator, Dr Boris Mak, for updating the NZ Branch
website. This now lists details of  all current NZ training

positions, a program of  weekly registrar training sessions,
and the latest version of  the NZ Branch Report.

In addition, three NZ national AFRM registrar training
days have been organised, to be held at Rehab Plus in
Auckland on 1 July, at ISIS in Dunedin on 29 July, and a
mock OSCE session on 19 August at the Auckland
Spinal Unit.

Jurriaan de Groot, Chair

Rehabilitation & Older
People SIG

There will be a session on the topic Telerehabilitation
at the Faculty’s Annual Scientific Meeting in
September 2011. Prof  Len Gray will be the lead
speaker for this session.

Following the successful Journal Club meeting with
the Rural and Remote SIG in 2010, a further
meeting in 2011 is planned on the themes of falls
prevention and bone health.

Ian Cameron, Chair

from SIG Reports, over page
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Musculoskeletal, Pain Medicine
& Occupational Rehabilitation
(MSK) SIG

Busy Busy ...

In April we had the first of  three Wednesday training
sessions and we kicked off  with a marathon session from
13:00 to 14:30 by Alex Ganora followed by the
Bi-National Training Program session on the spine with
Les Barnsley, Nikolai Bogduk and Clayton Thomas.

At the end of  the month session in May we have Seamus
Dalton on the shoulder, and yours truly on the elbow
and wrist.

The June session is on hips and knees; Mick Vagg will
cover the pain aspects and David Bowers and Richard
Talbot will cover arthroplasty.

The AAMM Annual Meeting is 30 June to 3 July in Palm
Cove and the theme this year is MSK pain.

On 23-24 July there is the trainee workshop on MSK
examination at Ryde, starting mid morning on Saturday
and finishing around lunch time on Sunday. In 2012 we
plan to have this registrar workshop as a post ASM
workshop in Melbourne.

The overall level of  MSK knowledge and competency of
registrars remain low due to lack of  exposure to clinical
cases in inpatient setting. This once a year workshop
unfortunately can only aim to achieve a ‘minimal’
standard to allow our registrars to pass the Faculty
exams. We need to put in more effort to get our trainees
to a level where they can competently manage soft tissue

Annual Meeting

The Annual Members’ Meeting was held on 23 March
2010, from 12:45 to 1:30, at the Melbourne Convention
& Exhibition Centre during the period of the AFRM
Annual Scientific Meeting. Both Co-chairs of  the SIG,
Drs Clayton King and Michael Pollack, decided to step
down from the Chair. The following members of  the
Executive Committee were elected:

Tai-Tak Wan, Chair
Hugh Dickson, Secretary
Clayton King
Steven Faux.

The Terms of  Reference (ToR) for the SIG have been
revised, according to the Faculty’s latest guidelines:

SIG Executive members are now elected for a two
year term
Annual Members’ Meetings are thus no longer
necessarily essential
SIG lists are now culled every two years, and inactive
members will be asked to confirm whether they are
still interested in retaining SIG memberships.

Executive Committee Meeting

The first Executive members’ meeting was held by
teleconference on 11 April 2011, with all the Executive
members attending the meeting. Dr Michael Pollack has
also agreed to join the Executive Committee (ExCo).

Dr Wan has attended two CCSIG meetings since
November 2010.

The NeuroSIG had accepted the invitation to hold a
joint Journal Club with Rural & Remote SIG and a
meeting was held on 6 April. Topics discussed
including fitness to drive after stroke, and traditional
risk factors for stroke in older age. Since the journal
club meeting proceeded satisfactorily the ExCo has
decided to continue the joint meetings in future.

The ExCo has agreed to continue supporting SIG
members to join the World Federation of  Neuro-
Rehabilitation (WFNR). We will email to all SIG
members, through the AFRM office, to seek
confirmation from those who wish to be members of
WFNR.

Fellows, in particular new Fellows and members of
the disbanded Brain Injury SIG, will be invited to join

the NeuroSIG through the AFRM office.

Since all the Executive Members are currently from
NSW, the ExCo will invite Expressions of  Interest
(EoI) from SIG members of other States and
Territories, and New Zealand, to nominate for
membership of  the Neuro SIG ExCo. Could those
interested please send your EoI to the NeuroSIG
through the AFRM office?

ExCo will also explore the possibility of coordinating
research such as data matching projects and looking
at compliance with national guidelines. We will seek
opinions from SIG members when we have more
details.

Tai-Tak Wan, Chair

Special Interest Group Reports

Neuro-Rehabilitation SIG
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Developmental & Intellectual
Disability (DID) SIG

A Bi-National Training Program session was held on
23 February 2011 on Habilitation and rehabilitation care for
people with lifelong disabilities. The speakers were:

Lynette Lee Prevalence and Policy for
people with Intellectual
Disability

Antoinette Botman Spina Bifida in childhood and
adolescence

Robyn Wallace Spina Bifida in adolescence and
adulthood

Peter Flett Crossing the divisions.

The meeting was very successful, relevant and I enjoyed
the presentations.

The SIG has been asked to put forward a program for
the ASM/ANZSCOS combined meeting in Brisbane this
year. A provisional program includes a session of  90
minutes as one of  four concurrent sessions, and will
contain the following speakers and topics:

Ruth Marshall – Rehabilitation issues in adults with
intellectual disability and traumatic spinal cord injury
Veena Raykar – Rehabilitation issues for young
people with complex developmental disabilities
transitioning to adult care
Lynette Lee – Rehabilitation issues in adults with
profound and multiple lifelong disabilities.

The committee continues to meet by videoconference
regularly, although not since the last report, and we
would welcome any new members to the SIG and input
from Fellows or others.

Geoff  Abbott, Chair

Spinal Cord Injury SIG

The spinal cord injury SIG continues to be active at a
number of  levels. Three monthly teleconferences
continue to be held, although unfortunately the
attendance has dropped off  in the past few meetings. All
Fellows and trainees with an interest in spinal cord injury
rehabilitation are urged to join the SIG and participate in
our activities.

Monica Ling has organised the SIG teleconference
journal club discussions, the last being in March, which
have been well attended and interesting. It was pleasing
that the last one had a number of  trainees involved in
the discussion of  sexuality after SCI. The next one is
planned for 5 July.

The SCI SIG has been given the responsibility of
coordinating the three BNTP sessions on SCI to run
from July to September. The speakers and content for

  Special Interest Group Reports

injuries in the community when they become Fellows.

In August we are having a break.

In September at the ASM in Brisbane, the MSK SIG is
in charge of  a spinal orthotics workshop, injection
technique workshop, and a session on gait analysis.

In October Geoff  Speldewinde is holding a Pain Spring
meeting in Canberra for the Faculty of  Pain Medicine
(FPM) and interested MSK members should consider
attending.

In November we plan to run an occupational
rehabilitation workshop for trainees.

Clive Sun, Chair

Rural & Remote SIG

The R&R SIG has gained funding for a project on
outcome measurement from the RHCE program, an
initiative of  the Australian Government, Department of
Health and Ageing and the Committee of  Presidents of
Medical Colleges. It has been titled the Rural Outcome
Measurement Enhancement (ROME) Project. We will be
holding videoconferences on Falls and Orthopaedic
Geriatric Outcomes in June and Indigenous Health Outcomes in
September/October. A workshop on Rural Health
Outcomes will be held later in the year, possibly in
conjunction with the Rural Medicine Conference in
October.

A new section has been developed for Module 6 on
Rural, Remote and Culturally Appropriate Rehabilitation
following a workshop late last year.

We are continuing with Journal Clubs every two months
in collaboration with other SIGs.

Jeremy Christley, Chair

this had been finalised. It was fantastic that we have been
given the opportunity to contribute in this way.

The SCI SIG is very involved with planning for the
AFRM/ANZCoS ASM to be held in September. We
have been given free rein to plan and organise a session
and are planning a seminar on Models of  care and outcomes
for spinal cord injury patients in non-specialist hospitals. This
seminar will cover a number of  themes for the
conference, including models of  care and
interdisciplinary research, and will include two or three
presentations and an opportunity for detailed discussion
on the topic. A workshop on the American Spinal Cord
Injury (ASIA) Impairment Scale examination will also be
held as part of  the conference, and all trainees and
Fellows with an interest in SCI, especially not in
dedicated SCI rehab units, should consider registering
for this extremely worthwhile training opportunity.

Peter New, Chair
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NeuroRehabilitation (WFNR). Novotel Rotorua Lakeside,
Rotorua, New Zealand. Email: ndarc21@unsw.edu.au
Website: mers.vpweb.com.au/blog.html

31 August – 2 September
European Conference on Post Polio Syndrome. Copenhagen,
Denmark. Website: www.polioconference.com

10 – 12 September
15th EFNS Congress, European Federation of Neurological
Societies. Budapest, Hungary. Email: headoffice@efns.org
Website: www2.kenes.com/efns/pages/home.aspx

14 – 17 September
Patient Safety: Sustaining the Global Momentum, ISQua. Hong
Kong. Website: www.isqua.org/current-conference.htm

19 – 23 September
23rd International Congress of Lymphology. Malmo, Sweden.
Website: www.lymphology2011.com

2011
5 July
Innovations in Paediatric Neuropsychology, Paediatric Satellite
Symposium. SkyCity Auckland Convention Centre, Auckland,
New Zealand. Email: ndarc21@unsw.edu.au
Website: mers.vpweb.com.au/blog.html

6 – 9 July
The Social Brain, INS/ASSBI 4th Pacific Rim Conference.
SkyCity Auckland Convention Centre, Auckland, New Zealand.
Email: ndarc21@unsw.edu.au
Website: mers.vpweb.com.au/blog.html

11 – 12 July
8th Conference of the Neuropsychological Rehabilitation
Special Interest Group of the World Federation for

Calendar of Events

Incorporating the 19th Annual Scientific
Meeting of the AFRM

where The Sebel & Citigate,
King George Square,
Brisbane Queensland

when 13-17 September 2011

For more information contact
The Conference Company

phone +64 3 365 2217
web www.spinalrehab2011.com
email spinalrehab2011@tcc.co.nz

Key dates
Earlybird registration closes 13 July
AFRM Supervisor Workshop 17 September

International speakers
Mark Jensen (University of Washington)
Huub van Hedel (University of Zurich)
Brian Kwon (University of British Columbia)
La Jianjun (China)
Andreas Kannenberg (Germany)

Topics include
Spinal Cord Injury
Pain
Interdisciplinary Teams / Research
Models and Standards of Care
Gait and Exercise
Paediatric Rehabilitation
Amputee Rehabilitation

Post conference workshops
ASIA Impairment Scale Examination Workshop
Self Hypnotherapy
Motivational Interviewing
1 day Musculoskeletal Medicine SIG Workshop featuring
gait management, spinal orthoses & joint injections.

The Australasian Faculty of Rehabilitation
Medicine (AFRM), and the Australia and New
Zealand Spinal Cord Society (ANZSCoS) invite
you to join them in Brisbane for  their combined
annual conferences in 2011

A N Z S C O S / A F R M  C O N F E R E N C E  2 0 1 1

1 3  –  1 7  S E P T E M B E R  2 0 1 1 ,  B R I S B A N E

Striking AcCORD
succeeding through teamwork
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22 – 25 September
Translating Evidence into Practice, 10th International IACFS/ME
Research and Clinical Conference. Ottawa, Canada.
Website: www.mefmaction.net

29 September – 1 October
Asia Pacific Stroke Congress. Colombo, Sri Lanka.
Website: www.apsc2011.com

20 – 22 October
1st European Neurorehabilitation Congress. Merano, Italy.
Website: www.enrc2011.eu

20 – 23 October
7th International Congress on Vascular Dementia. Riga, Latvia.
Email: msaragosti@kenes.com

23 – 27 October
Ageing well together: Regional perspectives, 9th Asia/Oceania
Regional Congress of Geriatrics and Gerontology.
Website: www.ageing2011.com

26 – 29 October
7th European Congress of Sports Medicine & 3rd Central
European Congress of Physical Medicine and Rehabilitation.
Salzburg, Austria. Website: www.sportsmed-pmr-2011.at

1 – 5 November
26th Annual Meeting, North American Spine Society. Chicago,
USA. Website: www.spine.org

3 – 5 November
Psychosocial Impact of Disability and Limb Loss, ISPO ANMS
2011 Annual Scientific Meeting. Sydney, Australia.
Website: www.ispoconference.com.au

11 – 14 November
International Multidisciplinary Forum on Palliative Care.
Budapest, Hungary. Website: www.imfpc.org

12 – 18 November
XXth World Congress of Neurology. Marrakesh, Morocco.
Website: www2.kenes.com/wcn/Pages/Home.aspx

17 – 20 November
72nd Annual Assembly, AAPM&R. Orlando, Florida, USA.
Website: www.aapmr.org

28 November – 2 December
Lower Limb Prosthetics. Prince of Wales Hospital, Randwick
NSW. Email: Flor.Hajjar@sesiahs.health.nsw.gov.au

11 – 14 December
XIX WFN World Congress on Parkinsons Disease and Related
Disorders. Shanghai, China.
Website: www.kenes.com/Parkinson

2012
22 – 25 March
9th World Congress on Brain Injury. Edinburgh, Scotland.
Website: www.internationalbrain.org
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6 – 9 May
2012 RACP Congress. Brisbane Convention Centre, Brisbane,
Australia. TBA

16 – 19 May
Innovations in NeuroRehabilitation, 7th World Congress of
NeuroRehabilitation, in conjunction with 20th ASM of the
AFRM & the 35th Annual Brain Impairment Congress for the
Australian Society for the Study of Brain Impairment (ASSBI).
Melbourne Convention and Exhibition Centre, Melbourne,
Australia. Website: www.dcconferences.com.au/wcnr2012
Email: wcnr2012@dcconferences.com.au

17 – 19 May
3rd Conference of Asia-Oceanian Society of Physical and
Rehabilitation Medicine, AOSPRM. Bali, Indonesia.
Email: aosprimbali@pharma-pro.com

27 May – 1 June
SpineWeek. Amsterdam, Netherlands. Website: TBA

29 May – 1 June
18th European Congress on Physical & Rehabilitation Medicine,
ESPRM. Thessaloniki, Greece. Website: www.esprm2012.eu

30 May – 2 June
New Horizons, 6th Biennial Conference, Australasian Academy
of Cerebral Palsy and Developmental Medicine (AusACPDM).
Brisbane Convention Centre, Brisbane, Australia.
Website: www.ausacpdm2012.org

2 – 7 September
4th Congress of World Union of Wound Healing Societies.
Yokohama, Japan. Website: http://wuwhs2012.com

2 – 6 October
14th World Congress on Pain, IASP. Yokohama, Japan.
Website: www.iasp-pain.org/Yokohama

23 – 27 October
27th Annual Meeting, North American Spine Society. Dallas,
USA. Website: www.spine.org

15 – 18 November
AAPM&R 2012 Annual Assembly & Technical Exhibition,
American Academy of Physical Medicine & Rehabilitation.
Georgia World Congress Center, Atlanta, Georgia.
Email: corporatesupport@aapmr.org

2013
16 – 20 June
7th World Congress, ISPRM. Beijing, China.
Website: www.isprm2013.org

2015
6 – 11 June
8th World Congress, ISPRM. Berlin, Germany.
Website: www.isprm2015.org
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