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Andrew Cole at the ISPRM
Congress in San Juan

International Rehabilitation in
the Caribbean

West Side Story is an inadequate introduction
to Puerto Rico and its people.

Puerto Rico is a small island in the Caribbean crescent, two
hours’ flying time east of  Miami, across the ocean. At the
end of  the 1890s, there was a brief  war between Spain and
the USA – as a result, the USA became the colonial power
after hundreds of  years of  Spanish influence in the
Philippines, parts of  Cuba and Puerto Rico, amongst other
places. The Philippines are now independent; and the
residual part of  Cuba that the USA Department of  Defense
still controls, Guantanamo Bay, has a recent story that we all
know. Puerto Rico is however a self-governing
Commonwealth, remaining in free association with the USA.

San Juan, the capital of  Puerto Rico, was established as a
trading port settlement within just a few years of  Columbus’
1492 voyage, so it has a quincentennial central plaza, some
of the oldest (just) still-standing public buildings in the
Western Hemisphere, and a beautiful Spanish-influenced
townscape. The warm weather and the welcome of  local
colleagues made for a happy ISPRM experience, at the San
Juan Conference Centre.

Immediately prior to the ISPRM meeting, the
WHO and the World Bank had convened a meeting
in New York in early June, where a broad range of
health and welfare professionals, economists and
financiers, consumers, public servants and
government representatives gathered to discuss the
first comprehensive World Report on Disability.
That context ensured much stimulating discussion
in groups convened during the conference, to
consider different aspects of  the report.

The organisation of  the clinical streams within the
Congress was very similar to that of  previous
ISPRM meetings, though the total numbers
attending were disappointingly small, especially
from the USA, considering that travel to the
conference required no visas or special
arrangements on the part of  American citizens.
Having agreed in an informal discussion at the
previous interval-ISPRM meeting in Cyprus, to
speak about Stroke Rehabilitation in Australia in
San Juan, I had heard nothing from the Organising
Committee in the months following. It was only
when trying to organise a meeting time for the
ISPRM Education Committee and one of the other
members pointed out the suggested time clashed

Continued page 4 ...

2011 ASM & Convocation photos

Congress venue, the Puerto Rico Convention Center

The Parque de Bombas (Park of  Pumps),
was a fire station for 100 years & is now
a fire museum.
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W
At the recent ISPRM meeting
...we were encouraged to think
and plan for much stronger
efforts in rehabilitation care
outside hospitals in future.

Editorial

hat do you think will be our major foci of
rehabilitation activity in 2025?

Barring the emergence of a new disabling disease
that we cannot foresee now, I think most of us (who
will not be retired) probably expect to be practising
in pretty much the same way as we are at present,
though with incremental changes and improvements
– shorter lengths of stay, better medications and
fewer complications of inpatient care, more therapy
hours, and so on. Efficient price structures for the
remuneration of care will level the funding playing
field somewhat. The focused sub-specialty units like
head and spinal injuries facilities will continue,
though probably as a relatively smaller fraction of the
whole picture, as general rehabilitation of the elderly
grows with ageing of our population.

It is probably reasonable to expect that the resources
allocated for inpatient rehabilitation care will grow
somewhat, though not at the same rate as might be
predicted from the known incidences of disease and
disability in older age. Competitive pressure for
admission to our inpatient services will thus
increase, with the likely result that less medically fit
individuals, with fewer gains expected to be made in
an intensive inpatient rehabilitation program, will be
sent directly to skilled nursing care, or home, and
bypass our present subacute rehabilitation services
entirely.

At the recent ISPRM meeting, held in the context of
the WHO/World Bank Report on Disability, we were
encouraged to think and plan for much stronger
efforts in rehabilitation care outside hospitals in
future. In the context of population ageing, two
rehabilitation possibilities are immediately clear.

With an ageing population, there is a significant
opportunity to work with local communities to
ensure best health as we age, especially in terms of
encouraging exercise and maintaining safe mobility.
This preventative rehabilitation is both to reduce the
incidence of falls and injuries, as well as to ensure
that if and when problems do eventually occur, the

individual is much better placed to recover their
functional capacity and resume their previous
lifestyle more quickly.

On the other hand, once a problem does occur and
even if that leads to an acute care admission, does
the individual necessarily need a following hospital-
based rehabilitation program? Could not much
rehabilitation care be delivered at home, at an
intensity that is matched to an older person’s ability
to cope with therapy, and their carers’ ability to
support them there, whether that is in a residential
aged care facility or in a private home.

The common term ‘Community-Based Rehabilitation’
refers to something completely different, in the
overseas literature, to the context of individuals with
onset of disability in younger age groups, and their
needs to advocate and organise for social and
employment networks. We need to think of another
name for what we might develop for older people in
community settings.

While ‘Home-Focused Rehabilitation’ describes part
of this activity, we could do better; what about
‘Restorative Care’?

Andrew Cole

Have your say!Have your say!Have your say!Have your say!Have your say!

We welcome letters to the Editor. You must provide
your full name and address for verification.
The views expressed in any letter published are those
of the individual writer and not necessarily endorsed
by the Faculty.
Please address correspondence to:

Letters to the Editor, AFRM
145 Macquarie Street
SYDNEY NSW 2000
Email: afrm@racp.edu.au



 4 4 4 4 4 Rhaia  September 2011

fortresses, with their pointy-roofed guard towers every
200 metres or so. Apart from the usual duty-free shops
filled with the major brands beloved by the visiting
mega-cruise-ship brigade, there were sufficient small
craft shops, pubs and tapas restaurants to keep everyone
happy.

The World Report on Disability is a massive and
comprehensive document. The fact that it is a joint
compilation by the World Health Organisation and the
World Bank is in itself  very remarkable. I strongly
recommend that all Fellows should consciously set aside
a couple of hours to read it, and think about areas of
relevance to their philosophy and practice of
rehabilitation, as it is likely to become a very significant
paper that helps inform future national policy and
planning for management of  disability and its
consequences, in countries that are UN members. It is
available to download at www.who.int/disabilities/
world_report/2011/en.

Parts of  particular interest to me, in the discussions in
San Juan and in my thinking since, include the
demographics of  disability (pp.34-35); measurement of
disability (pp.45-46) and rehabilitation (pp.95-96);
rehabilitation workforce expansion and service
decentralisation (pp.108-114); developing assistance and
support for disabled individuals in the community (pp.
152-156), and understanding the broad scope of the
global future recommendations (pp.261-268).

While the future is never clear, except to those who feel
they have the uncertain gift of  clairvoyance, it is clear
that we cannot simply remain in the (un)comfortable
status quo of  current hospital-based rehabilitation practice
alone, without much stronger community outreach and
support services.

Others will move in and occupy that space, if  we do not.

International Rehabilitation in the Caribbean (cont.)

  Feature Article

with an advertised presentation bearing my name, that I
realised I had a lot of  work to do, in less than three
weeks …

It was good that all the conference organisers maintained
their latino good humour throughout, as venues were
adjusted, some sessions had substitute speakers, and (the
crowning disruption) on the Tuesday, most of  San Juan
city and one of  our main conference hotels was shut
down all day to allow for a whistle-stop nine-hour visit
by US President Barack Obama. It did allow for some of
our delegates’ families to see Obama and his men-in-
black at very close quarters, but as the previous
Presidential visit to Puerto Rico was 50 years earlier by
JFK, in 1961, it had been a long time between drinks for
the locals!

Two of  the cultural highlights were the Caribbean
evenings, with a range of  local brightly-coloured dancing
and music styles, borrowing from different places in
Europe, Africa and the Americas. Amongst the music,
some of  the hand-drumming and accordion-playing was
truly exceptional, and the accompanying food was
excellent. After several hours of  increasing tinnitus, on
each occasion, my ears begged for relief, but other
colleagues went the full distance with great enthusiasm.
On another night, members of  delegations and
committees were invited to an official reception and
dinner in the Commonwealth Capitol building, a
beautiful edifice of  marble and sandstone. The Speaker
of  the Congress, herself  a strong advocate for the rights
of  disabled people in Puerto Rico, gave an excellent
speech reviewing the very substantial progress made in
provision of  services for individuals with disability, from
the pioneering work of  Dr Hermann Flax in the 1940s,
through to the present day.

Most delegates spent time wandering around the lanes of
San Juan’s World Heritage old town, and its sea walls and

The 16th century Fort San Felipe del Morro
guards the entrance to San Juan Bay

This Spanish-style streetscape graces San Juan’s Old Town
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President’s Report

I have been busy lately. Probably one of  the highlights
was the opportunity on a recent long weekend in
Noumea when I could visit two specialised hospitals.

The first was the Centre Follereau, formerly a leprosy
control centre to house and care for people affected by
leprosy, a disease that still affects about ten people each
year in New Caledonia. However, there are only seven
leprosy patients and the Centre Hospitalier Territorial de
Nouvelle-Calédonie has converted some of  the
accommodation to house patients with Type 1 Diabetes.

The endocrinologist Dr Isabelle Deschamp and her
expert staff  manage their patients, who have multiple
issues both medical and social, in the ‘rehabilitation
mindset’. Most live in ‘squats’ which are corrugated iron
huts by the roads as housing is so expensive. However,
attention is paid to all the components of  good medical
care in a delightful if  melancholy setting.

I next met with Dr Elisabeth Lhotte who is the
Rehabilitation Physician at the Centre Hospitalier
Territorial de Nouvelle Calédonie Hôpital Gaston
Bourret, the main acute hospital. At the rehabilitation
ward in Nouville at the Specialised Hospital Albert
Bousquet, I was warmly greeted by Dr Cristina Picu and
the nursing and therapy staff  and watched the gym
therapy for several patients. It is a busy unit with about
10 to 12 patients, currently most with spinal cord injury
or orthopaedic injuries. However one elderly woman had
bilateral amputations of a left transfemoral and a right
transtibial type six weeks before. She needed to be
completely independent in her self  care and mobility to
return home to her village and I was impressed by her
determination and the expert therapy she and all the
other patients received. This is despite the facilities being
housed in a ward formerly used by psychiatric patients
and in a gym that is about the size of  the average living
room. The doors open out into the corridor which made
for some interesting and quick wheelchair moves!

Although I went as a visitor, rather than officially, it was
great to touch base with colleagues and see that despite
the similar challenges of  funding, housing, lack of
community resources, and all the daily problems,
rehabilitation has the same goals.

You will have received the communication sent jointly
from myself  and the Chairman of  the RACP Research
and Education Foundation, Richard Larkins, advising of
the decision that the balance of  ‘accumulated funds’ at
31 December 2009 is to be transferred to the Research
and Education Foundation and made available
exclusively for research in rehabilitation medicine. The
first use of  these funds agreed by Council is the AFRM
Research Establishment Fellowship which is advertised
in this newsletter and available to be awarded for 2012.

The Faculty’s Advanced Training Portal was officially
launched on Monday 29 August 2011. In early August
comprehensive PREP Advanced Training Packages were
posted to trainees and supervisors, including individual
copies of  the relevant Rehabilitation Medicine Advanced
Training Curriculum. Please contact the Faculty office if
you haven’t received the package and curriculum.

I also want to acknowledge the thoughtful contributions
received from numbers of  you in response to the recent
consultations undertaken by the Faculty’s Policy and
Advocacy Committee on the revised Standards
document and the draft Scope of  Practice Position
Statement. All comments were gratefully received and
will be carefully considered by the committee.

I am very much looking forward to the Faculty’s
combined meeting with the Australia New Zealand
Spinal Cord Society (ANZSCoS) in Brisbane from 13 –
17 September 2011, and hope to see many of  you there.
The Faculty’s Fourth Annual Meeting will be held on the
evening of  Thursday 15 September at the conference
venue and we will acknowledge the recently admitted
Fellows who are in attendance.

Finally, it is with regret that I
announce the retirement of Andrea
Lakeland, a longstanding employee of
the Faculty for 17 years. Many of  you
with Faculty commitments will have
spoken to her on the phone as she
scheduled meetings or diplomatically reminded you of
your outstanding responsibilities. She will be very much
missed by myself  and the staff, but I am sure you will
join with me in wishing her a long and happy retirement.

Kath McCarthy
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Items of Interest

Policy and Advocacy
Committee

The current health reform agenda has meant a busy time
for the Faculty Policy and Advocacy Committee (FPAC)
over the past year. Never has there been a time when
rehabilitation and subacute care has featured so
prominently in terms of  new programs and funding
opportunities, creating opportunities for the Faculty
which have not existed for many years.

Along with the Commonwealth health reform agenda,
including the move to Activity Based Funding (ABF) for
rehabilitation services from 1 July 2013, the National
Partnerships Agreement on Subacute Care, and the
announcement of  new subacute beds, there have also
been the inquiries of  the Productivity Commission into
Australia’s aged care system and into a national disability
insurance scheme. The AFRM needs to be in a position
to both influence these two important policy areas as
well as to be part of  the reforms.

There have also been developments from within the
RACP which have changed the way we, as a Faculty, do
business. The move to ‘One College’ has meant that we
can no longer pursue policy and advocacy matters alone,
but must also engage the RACP Policy and Advocacy
Unit and comply with a more uniform process across the
College. This has necessarily meant more work, more i’s
to dot and more t’s to cross, but I am hopeful that in the
fullness of  time the One College approach will provide
us with greater depth and capacity to the benefit of  the
Fellowship.

I have presented below a summary of  the key work of
FPAC over the past year, and will be pleased to speak to
these and answer questions at the Annual Members
Meeting in September.

One matter that I will not summarise, however, is this:
the work of  FPAC cannot occur (and would not have
occurred) without the tremendous support of  the
Faculty Senior Executive Officer, Rebecca Forbes, and
her team. The Fellowship needs to know (and I am sure
most already do) that Rebecca and her staff  provide us
with an exceptional service, in terms of  organisational
support, workload, flexibility, and writing and
communication skills. It would not be possible to do the
work of  FPAC without them, and they enhance the
process not just by organisation and support, but also by
‘value-adding’ along the way. To Rebecca and her team,
on behalf  of  FPAC and the EAG/WP (more on those
below), I say a big “thank you”.

Summary of the work of FPAC in the
past year

1. Development of  an Expert Advisory Group (EAG)
of  the PAC, which became a Working Group in
August 2011. The role of  the EAG/WP over the past
years has been:

a. To lead the development of  the RACP submission
to the Productivity Commission Inquiry into a
National Disability Insurance Scheme.

b. To hold a workshop to provide training and skills
development in the area of  advocacy for members
of  Council, members of  the Faculty Policy and
Advocacy Committee, and junior Fellows from
across the state branches. This workshop was held
in November 2010 and was well received by
attendees.

c. To oversee the revision of  the AFRM Standards.

d. To develop Ambulatory Rehabilitation Standards.

2. Completion of the revision of the AFRM Inpatient
Rehabilitation Standards in August 2011 (to be
ratified by FPAC, Council and the RACP). This
revision replaced the 2005 Standards document and
covers inpatient units only. The main features of  the
revision 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.

The nursing staffing section has been fully revised
with assistance from the Australian Rehabilitation
Nurses Association (ARNA).

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.



7 7 7 7 7 Rhaia  September 2011

There is a wider range of  staffing profiles, against
the current AROC impairment codes.

There is updating of  the Governance; Facilities and
Equipment; and Quality Management sections of the
Standards.

A new domain of  Teaching and Research is added.

3. Commencement of  the development of  Standards
for Ambulatory Rehabilitation (this will be a major
component of  the 2011/2012 work plan for FPAC).
Please note that FPAC will be hosting a workshop on the final
day of  the ASM in Brisbane – Fellows who wish to have
input into the shape of  the ambulatory standards are most
welcome to attend. We will be offering wine and cheese as an
incentive!

4. Development of  a Scope of  Practice document for a
Rehabilitation Physician (Adult Rehabilitation
Medicine). This document was extensively adapted
from the American Board of  Physical Medicine and
Rehabilitation (with permission).

5. Development of  an AFRM workforce survey, which
will be conducted commencing in September 2011.
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.

6. Ongoing meetings (approximately three per year)
with the Commonwealth Department of  Health and

Ageing (and AFRM President and FPAC Chair)
around activity-based funding for rehabilitation and
subacute care, as well as dialogue about new initiatives
in subacute care service provision. FPAC is exploring
ways in which the Fellowship can be brought up-to-
date on issues to do with ABF and health reform in
2012.

7. Development of  new position statements, including:

Position statement on the management of
patients with infection control issues in
rehabilitation facilities.

Position statement on stem cell treatments for
children with cerebral palsy (to be developed by
the Paediatric Rehabilitation Special Interest
Group).

Development of  transition standards for specialist
health care for young people with disabilities,
which is to be merged with the RACP’s existing
Position Statement on transition for young people
with chronic illness, to create one comprehensive
document.

Revised position statement on the use of
botulinum toxin in the treatment of  spasticity,
with reference to the International Consensus
Statements which were published in 2010.

8. Improving funding of  rehabilitation services in the
community. This is a preliminary project and more
can be said at the Annual Members Meeting.

Chris Poulos
Chair

  Items of Interest

Part of  the large Aussie contingent at the
International Spinal Cord Society (ISCoS)

50th anniversary conference held in
conjunction with the American Spinal Injury

Association in Washington DC, 5-8 June
2011. The photo was taken at the Welcome
reception at the National Rehab Hospital.
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  Items of Interest

The 2011 Convocation welcomed
new Fellows to the AFRM

2011 medal winners
front left is Dr Glenys Arthur
FRACP FAFRM who was
awarded the John Sands Medal
2011 & front right is Dr Peter
Colville FAFRM who was
awarded the College Medal 2011.

Chair of  the Faculty Education
Committee, Stephen de Graaff,

with new Fellows

22 May 2011

Darwin

Convocation
Ceremony
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  Items of Interest

International Affairs
Committee

Professor John Olver retired as Chair of  the
International Affairs Committee (IAC) in May having led
the committee with distinction since its inception in
February 2007. We will miss his wisdom and passion.
John brought his wealth of  experience to administering a
new committee, and a vast amount of  experience
advocating for the Faculty as President both locally and
internationally. He also brought a passion for the Faculty
taking a greater place in the international rehabilitation
movement. He led by example, holding, as he still does,
senior positions in two separate international bodies, the
World Federation for NeuroRehabilitation (WFNR) and
the International Society of  Physical and Rehabilitation
Medicine (ISPRM). His current efforts are directed
towards the WFNR World Congress in Melbourne in
2012, a meeting he will have nurtured from the planning
and success of  the bid some years ago, right through the
intricate preparations for the day-to-day running of  the
meeting next year. During his time as the Chair of  the
IAC he was always urging others to look for
opportunities to bring World Congresses to Australia
and led by example. The Faculty’s Scientific Program

Sub-committee will seek RACP approval for submission
of  a bid for the ISPRM World Congress in 2016.

The IAC continues to encourage initiatives by Fellows in
support of  rehabilitation in developing countries. Many
of  you will be aware of  the wonderful work of  Dr Jane
Wu, who spent 2010 working as a volunteer in
Cambodia, and who, in association with the Cambodian
Physical Therapy Association, organised a major training
initiative by local Fellows and allied health experts in
November 2010 in Phnom Penh. Jane is in the planning
stage of  another co-operative training venture in
Cambodia later this year (see item, Volunteers wanted).

The Committee also welcomes information from Fellows
about other initiatives designed to assist training and
development of  rehabilitation in developing countries.
These may include organising meetings, advising on
training and service development, through to mentoring
and supporting individual rehabilitation practitioners.

Following a call for Expressions of  Interest to the
Fellowship in May, Dr Tim Geraghty has been appointed
as the College’s nominee to the ISPRM WHO Sub-

Volunteers wanted

In November 2010, we had the pleasure of
organising a teaching tour to Cambodia. With the
cooperation of  the non-government organisations
in the rehabilitation sector in Cambodia, the
group raised funds and provided a one week
teaching course on Neurological Rehabilitation to
39 health care workers. Excess funds were
donated to a local school for disabled kids.
Members of  the group also brought over clothing
and medical supplies for donation.

We would like to once again organise a similar
teaching course to be held in Phnom Penh,
Cambodia, Monday 30 January to Friday 3
February 2012. The 11 physical rehabilitation
centres have been asked to fill in a survey to
suggest topics that they would find useful. All
surveys have been returned and the two topics
most commonly requested are:
1. Spinal fractures (without spinal cord injury) –

pathophysiology, complications,
healing process, orthotic
management

2. Neuropathic foot management –
causes and pathophysiology,

pressure ulcers, management, total contact
casting, orthotic design, shoe modification.

We are now in the process of  recruiting suitable
trainers who are willing to self-fund their travel
and stay to provide the teaching. We would like to
recruit a multidisciplinary team including physios,
OTs, nurses, orthotists and doctors who can be
suitable trainers.

In addition, we are seeking interest from
individuals or organisations who are willing to
fund this project. For a cost of  $2,000 AUD
(covering the costs of  venue hire, catering,
printing, etc.), we can organise much needed
training for 30 to 40 health care workers in
Cambodia who currently work in the field of
disability and rehabilitation.

If  you have any enquiries or would like to register
your interest, please contact
Dr Jane Wu at wujane2000@hotmail.com, or

Dr Sumitha Gounden at
sumitha.gounden@gwahs.health.nsw.gov.au.

Jane Wu
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  Items of Interest

Yes Virginia, we are doing
another workforce survey

Yes, we are doing it again. “Yet another survey, haven’t I
done this before?” I hear you moan … yes, it is another
survey and, yes, you have done it before.

Workforce data informs Faculty and College planning,
health service planning and health reform planning …
I won’t bore you with policy details, but trust me it’s
useful!

Various bodies collect data about the medical workforce,
but it gives a generic picture of  the workforce and not a
lot of  specific information about our workforce. The
College conducted a workforce survey in 2009 which
would have provided significant information, if  people
had completed it. But with a response rate of about

Academic Rehabilitation
Sub-committee

The Academic Rehabilitation Sub-committee will be
surveying Fellows and trainees about their research
interests and activities. There is discussion about
establishing an Australian Rehabilitation Medicine
Research Network to facilitate research and the survey
will inform this.

The sub-committee has materials available to assist
Fellows who are participating in medical student teaching
activities. These materials include recommendations for a
core rehabilitation medicine curriculum for
undergraduate and postgraduate university medical
programs.

At the Faculty Scientific Meeting in Brisbane, please
consider attending the breakfast session Writing a Research
Paper. Three Rehabilitation Physicians will provide their
recommendations about how to write a paper and how
to get it published.

Ian Cameron
Chair

committee on the World Report on Disability and
International Perspectives on Spinal Cord Injury. ISPRM
has established and tasked this WHO Sub-committee
with the dissemination and implementation of  parts of
this milestone publication relevant to spinal injury. The
efforts in shaping and executing the dissemination and
implementation plan will serve as a template for the later
publication of  the relevant International Perspectives on
Spinal Cord Injury (IPSCI). The Sub-committee met for
the first time in June at the ISPRM World Congress in
Puerto Rico.

Entries continue to be sought for the Annual IAC
photographic competition. This is an annual prize with
entries accepted up until 31 December. Preference is
given to photographs taken in a recognised international
context, with a Fellow or trainee wearing or near a
Faculty tie or scarf, or interacting with people who are
obviously from other countries.

Greg Bowring
Chair

30%, and our Faculty response rate was no better than
the rest of  the College, the data was not considered
valid.

In 2007 the Faculty commissioned the Taverner Report
which gave good information about aspects of  our
workforce. It had a good response rate, but it is time for
the Faculty to update our data to see if  and how our
workforce has changed since that time.

The survey asks the questions: Who are we? Where are
we? What do we do? What are our future plans?

It is planned that the results of  the survey will be
available for the 2012 ASM.

If  you have already completed the survey, well done …
now encourage your colleagues (including trainees) to do
the same! If  you haven’t completed the survey, do it right
now; it takes less than ten minutes.

Links to the online survey are in the e-bulletin and on
the Faculty website.

Jennifer Mann

AFRM’s Tim Geraghty & ANZSCoS President
Sue Urquhart at the 2011 joint ASM
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Announcements

In December last year, the International
Affairs Committee announced the
inauguration of  a new prize to be awarded
annually to the Fellow (or trainee) who is
photographed wearing the Faculty tie or scarf
in the most exotic place.

Entries are now open and will be accepted
until 31 December 2011. Entries should be
marked to the attention of  the Faculty’s
Senior Executive Officer. Judging will be
undertaken by the International Affairs
Committee.

Preference will be given to photographs taken
in a recognised international context or with
the Fellow interacting with people who are
obviously from other countries.

International
Promotion of AFRM

Photo Competition

$100 prize!

Vale Husam Al-Ani

Dr Husam Al-Ani
was a former AFRM
trainee.

He had worked
particularly in
Burwood Hospital
but also had a year of
trainee experience in
Geelong under the
supervision of  Dr
Toni Hogg.

Dr Al-Ani was originally from Iraq, migrating to
New Zealand in the late 1990s together with his
wife and three daughters.

He was passionate about rehabilitation but also
was extremely interested in spinal injuries.
Unfortunately he was not able to complete his
rehabilitation training in early 2000.

He was able to get back to medical practice and
was practising as a general practitioner in a clinic
located in the central business district of
Christchurch. Sadly Dr Al-Ani did not survive the
disastrous major earthquake on 22 February 2011
when the infamous CTV building in the centre of
Christchurch City collapsed.

Fortunately according to his wife he was leading a
happy life practising medicine. In fact he attended
a meeting of  the AFRM’s Spinal Cord Injury
Special Interest Group meeting by teleconference
the day before the earthquake, as he has always
been passionate about spinal cord injuries and
rehabilitation. As his wife put it, spinal injury was
“his baby”!

His family is surviving strongly and two daughters
have already trained to become medical
practitioners.

Xianghu Xiong
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Professional Development

Past half-way in 2011 – how is yourCPD going?

“CPD is concerned with maintaining and enhancing
professional knowledge, skills and attitudes to
ensure the continued high standards of  professional
practice... [Our AFRM] CPD Program is based on
findings that show continuing professional
development is most effective when founded on the
following principles:

the learner identifying learning needs;
a choice of  ways to learn;
a reflection on the relevance and value of  what is
learned in rehabilitation medicine practice.”1

By the time you read this, our annual AFRM Scientific
Meeting (this year combined with ANZSCoS) will have
passed into memory.

Did you go to the Brisbane meeting and, if  you did go,
did you learn anything? Or are you one of  our many
Fellows who has attended another conference this year,
perhaps overseas, instead of  attending or as well as
attending our ASM?

Did you sit at the back of  the lecture theatre and read
your emails on your iPad or Blackberry, or even go to
sleep? Or did you actually take an active part,
concentrating on the speakers words, making notes in
the margins of  your abstract book, asking questions
(aloud or to yourself) and reflecting on your current
practice?

Were there any presentations that made you sit up and
listen? Did you decide to make changes in what you do
in your clinical practice as soon as you returned home?
Have you made those changes?

Did you attend any of  the workshops? Were they
effective learning situations for you and what made them
so? If  not, what changes would have made the session a
better and more effective learning situation for you?

Conferences can be a great way of  catching up with new
and up-to-date information, as well as networking with
colleagues, but they are probably the least effective way
of  learning because the learning tends to be passive
unless you really ‘work at it’.

You need to earn a minimum of  80 points (or as the
RACP calls them ‘credits’) in 2011. Despite their passive
nature (except for the presenters), conferences tend to be
a very easy way of  collecting CPD points. However,
presenting new talks at conferences or to trainees and
colleagues, doing audits, being involved in journal clubs,

in SIGs, in AFRM committees, are other good ways of
earning CPD credits.

One of  the easiest ways of  earning five points is
downloading and completing the Self  Audit
Questionnaire. In fact, if  you download the Activities
Register for 2011, you will discover all sorts of  ways in
which you can earn CPD credits ... not all are easy, but all
are effective. As well, if  you look at the Register, you will
discover that we have deleted the maximum points
allowed per annum in the separate sections but, of
course, your most effective CPD approach will be to gain
credits in different areas to ensure that you remain a
rehabilitation physician who has a wide variety of  skills
and has knowledge across a number of  different
parameters.

So, how are you faring as we head towards the end of
2011?

Did you get your 2010 points uploaded before the 30
June deadline?
Have you started filling in your 2011 Activities
Register?
Have you reviewed the online and updated CPD
Manual?
Have you reflected on your conference attendances
and made changes?
Are these changes reflected in your CPD Activities
Register?
Will you be ready to input your CPD credits in
January 2012?

WARNING!! Don’t forget that in 2012 the CPD Unit
will NOT be accepting your CPD points after 31
March and that you will need a minimum of  80
points not 60.
You still have time to collect those points and your
branch CPD rep and the RACP CPD Unit is happy to
assist if  you need advice.

Contact FacultyCPD@racp.edu.au but don’t call me …
I’m out earning my CPD points and reflecting on what I
do and don’t do well, just like everyone else.

Good luck!

Ruth Marshall
YourCPD Chair
1 AFRM Website (www.racp.edu.au) – Continuing
Professional Development
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Trainee Matters
Trainees Matter

The section of Rhaïa for
trainees by trainees!
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MABEL & us

Some of  you are probably aware of  the ongoing
MABEL project (Medicine in Australia: Balancing
Employment and Life), and may have been asked to
complete annual surveys regarding work hours,
obligations and satisfaction. Around 10,000 Australian
doctors complete the survey each year.

The 2009 results are now available, showing that almost
85% of  specialists-in-training are very satisfied or
moderately satisfied with their work. Less than 1% of
trainees plan to leave the medical workforce in the next
five years. But only 40% agree with the statement ‘the
balance between my personal and professional
commitments is about right’ (compared to 52% of
specialists who agree with the statement – perhaps things
do get a bit better!) Factors associated with high job
satisfaction include a good support network, patients not
having unrealistic expectations, and having no difficulty
in taking time off  work.

Approximately 50% of  male and 40% of  female
specialists-in-training reported working 50 or more hours
per week. Working hours were longest for surgical
trainees. There was no specific data for rehabilitation
medicine.

80% of  respondents agreed or strongly agreed that they
had good support and supervision from qualified
specialists.

Around 81% of male and 77% of female specialists-in-
training reported working on-call. Again there was no
specific data on rehab, but my personal n=1 survey
certainly reveals participation in an on-call roster for
100% of  my training so far.

One worrying finding from the surveys is that female
doctors appear to earn less than male doctors, even after
controlling for hours worked. This is probably mostly
dependent on the source of  funding, whether it is
private or public work, and after hours/on-call
participation. The study found that specialists in general
work an average of  45 hours per week (SD 13.7) and
earned $316, 570 per year (SD $197, 525). Female
specialists earn 16% less than male. Earnings increase
with experience, reaching the maximum at 20-29 years of

experience. Fellows of  specialty colleges and those doing
more clinical work earn slightly more. Radiologists,
orthopaedic surgeons and obstetricians earn the most
(rehab was not included in the list provided). Specialists
working in Western Australia and Queensland earn more,
and Tasmanians less.

The MABEL study has a major weakness in that it is a
self  reported mail out survey with a less than 20%
response rate. Also there was no specific data provided
for rehabilitation specialists and specialists-in-training,
therefore it is probably not appropriate to extrapolate
these findings in too much detail, but it is good to be
aware of  the general trends.

If  you know of  any other interesting data like this, or
have something else to report to the rehab community,
please send me an email: jgil2726@gmp.usyd.edu.au. We
are always after your case reports, conference notes,
photos and reflections.

Until next time,

Jasmine Gilchrist

References
www.mabel.org.au
Cheng et al (2010) What factors influence the
earnings of  GPs and medical specialists in Australia?
Evidence from the MABEL survey. Melbourne
Institute working paper series.
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The International Association for the Study of  Pain
has defined neuropathic pain as “pain initiated or
caused by a primary lesion or dysfunction in the
nervous system”. In 2008 a more precise definition
was announced: “pain arising as a direct consequence
of  a lesion or disease affecting the somatosensory
system”. Where possible, it should be divided into
central or peripheral neuropathic pain.

A new grading system for neuropathic pain was also
proposed. Therefore CRPS and fibromyalgia are not
defined as neuropathic pain!

Positive signs associated with neuropathic pain include:
Mechanical dynamic allodynia (eg cotton swab
stroke)
Mechanical punctate hyperalgesia (pin-prick)
Temporal summation: increasing pain sensation
(wind-up-like pain) from repetitive application of
identical single noxious stimuli,
Cold and heat hyperalgesia (to 10 degree and 45
degree objects), and
Mechanical deep somatic hyperalgesia: pain from
normally non-painful pressure on deep somatic
tissues.

Negative sensory signs include:

Clinical corner

Neuropathic Pain

Hypoaesthesia: reduced sensation to non-painful
stimuli
Pall-hypoaesthesia: to vibration
Hypoalgesia: to painful stimulus, and
Thermal hypoaesthesia.

Spontaneous neuropathic sensations include
Paraesthesia
Superficial (burning) pain
Paroxysmal pain: shooting electrical attacks lasting
seconds.

Neuropathic pain syndromes can be classified as:
Painful peripheral neuropathies, eg phantom pain,
nerve injury, neuroma, post-herpetic neuralgia,
diabetic amyotrophy, ischaemic neuropathy,
trigeminal neuralgia, radiation plexopathy
Generalised (poly)neuropathies, eg metabolic or
nutritional (diabetes, alcoholism, amyloidosis,
hypothyroidism), drug-related (antiretrovirals,
vincristine, nitrofurantoin, metronidazole), toxin-
related (arsenic, ethylene oxide), hereditary
(Charcot-Marie-Tooth, hereditary sensory and
autonomic neuropathy), malignant (paraneoplastic
peripheral neuropathy, myeloma), or infective/
immune (Guillain-Barré syndrome, HIV)

Trainee Liftout

Central pain
syndromes, eg lesions
in the thalamus and
brainstem, SCI, TBI,
MS, abscess.

Jasmine Gilchrist

References
Baron et. al (2010)
Neuropathic pain:
diagnosis,
pathophysiological
mechanisms, and
treatment The Lancet
Neurology – Volume 9,
Issue 8.
Treede et. al (2008)
Neuropathic pain:
redefinition and grading
system for clinical and
research processes.
Neurology 70: 1630.

A new grading system for neuropathic pain was also proposed

Pain

Pain distribution neuroanatomically possible
and

History suggests relevant lesion or disease

Confirmatory tests:
a: Negative or positive sensory signs, confined to innervation

territory or the lesioned nervous structure
b: Diagnostic test confirming lesion or disease explaining

neuropathic pain

Working hypotheseis:
Possible neuropathic pain

Unlikely to be
neuropathic

pain

Unconfirmed
as neuropathic

pain

Definite
neuropathic pain

Probable
neuropathic pain

Flow chart of grading system for neuropathic pain

Leading complaint

History

Examination

No

Yes

Neither

Both One



15 15 15 15 15 Rhaia  September 2011

  Trainee Matters

Trainee Liftout

Trainee Committee Report

Congratulations to all those candidates who were
successful in this years Fellowship Written Examinations!
Whilst by the time you read this they will be over, as I
write this the clinical examinations are only two weeks
away and Module 1 not that far off  either. To all – we
wish you the best of  luck.

The Trainee Committee continues to meet regularly. We
have welcomed to the committee Dr Jasmine Gilchrist,
the Trainee Representative on the Accreditation Sub-
committee. The committee continues to strive to
represent your needs to the Faculty but to do that we
need to hear from you!

Many of  you will be aware that, after much lobbying, the
feedback process for unsuccessful candidates at the
Fellowship Clinical Examination was changed last year to
try to provide more constructive feedback. Thank you to
all who responded to our survey earlier in the year on
this topic. It appears that the new style was a definite
improvement on the past. This is still a process in
development and we certainly would welcome any
further comments.

We were especially pleased to be involved in discussions
about the new rehabilitation research grants which will,
we hope, be ready to go in 2012; this is a great step
forward for rehabilitation. One of  the goals of  these

grants is to help those who are just starting out on a
research career. As trainees, it is great to know that there
will be something that may help those who want to be
involved in research and I hope some of  you may be in a
position to apply for these grants now or in the future.

Another topic that generated discussion recently has
been the OSCE sessions. Whilst leading up to
examinations is always a stressful time, many of  you,
especially those in more isolated training positions, have
asked for us to look at these sessions. Thank you to all
who responded to the recent survey on this topic; we
hope to bring you more information later in the year.

We have also discussed the Long Case recently and, in
particular, have asked for clarification on the reasoning
behind not having access to the medication charts, and
on who should be writing the consultation sheet
especially for the Formal Long Case. We hope we will
have more information to bring to you soon.

From your feedback, the Wednesday Bi-National
Training Program appears to be well received this year.
We are looking at ways to ensure that the lectures align
with the syllabus, so it is hoped these lectures will
continue to meet your needs.

Thank you to all on the Trainee Committee and those
who work behind the scenes to enable the trainees to
have a voice.

Alexis Berry

Aunty Valda delivered the Welcome to Country

13 – 17 September
Brisbane

19th AFRM
Annual Scientific

Meeting

2011 ASM Welcome reception
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ContactContactContactContactContact Flor Hajjar
Tel: +61 2 9382 5847
Fax: +61 2 9382 5602
Email: 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.

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 sup-
plied & content delivered during course
Certificate upon successful completion.

Enquiries

Course Content Mark Graf

email mark.graf@mh.org.au

Registration Kathie Vezzoso

Phone 03 83872146

Facsimile 03 83872222

email Kathie.vezzoso@mh.org.au

Course content

Amputation wound management

Immediate post-operative intervention

Assessment for amputee rehabilitation

Biomechanics of normal & amputee gait

Allied Health interventions

Prosthetic design & prescription principles

Rehabilitation and training in lower limb
prosthesis use

Prosthetics for the limb deficient child.

Course Method

Lectures, demonstrations, case
presentations & workshops

Final evaluation is via OSCE & case
presentation.

This course has been designed to provide
participants with information on
interdisciplinary rehabilitation and advanced
prosthetics technology for lower limb amputees.
Up to date, evidence-based information is
presented by speakers from a range of
institutions including the Royal Melbourne
Hospital, the National Centre for Prosthetics &
Orthotics La Trobe University, Caulfield General
Medical Centre and The Royal Children’s
Hospital.

The Royal Melbourne Hospital in association
with The University of Melbourne

Lower Limb Prosthetics
& Amputee Rehabilitation

Cost

Early bird $925 (prior to 1 January 2012, inc GST)

Full fee $975.00 (inc GST)

Please register by 4:30pm, 31 January 2012

Trainee Liftout

Lower Limb Prosthetics

28 November – 2 December 2011

VenueVenueVenueVenueVenue Orthopaedic Research Lab
Lecture Theatre
Level 1, Prince of Wales Hospital
Randwick NSW

20 – 24 F20 – 24 F20 – 24 F20 – 24 F20 – 24 Februarebruarebruarebruarebruary 2012y 2012y 2012y 2012y 2012

Sydney course Melbourne course

Course cost
$880.00
inc GST

THE PRINCE OF WALES HOSPITAL
in association with

THE UNIVERSITY OF NEW SOUTH WALES
presents
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Training News

AFRM Education Committee
Report

The Education Committee (FEC) of  the AFRM has met
on five occasions since the last Annual Members’
Meeting in March 2010, with four face-to-face meetings
and three teleconference meetings. Between scheduled
meetings, urgent decisions such as Fellowship
recommendations have been made using electronic
communications.

The current FEC membership is:
Dr Stephen de Graaff Chair
Dr Toni Hogg OTPs & Honorary

Secretary
Dr Geoff Abbott Accreditation
Dr Michael Chou Assessments
Dr Genevieve Kennedy Teaching & Learning
A/Prof  Peter Flett Paediatric Rehabilitation
Dr Lee Laycock Special Interest Groups
Dr Jennifer Chapman Scientific Program
Dr Ruth Marshall CPD
Prof Ian Cameron Academic Rehabilitation

Medicine
A/Prof Andrew Cole Co-ordinator of Education
Dr Samir Anwar New Zealand Fellow
Dr Lasitha D. B. Delungahawatte Trainee

Representative
Dr Kathleen McCarthy Ex officio, AFRM

President
Mrs Sybil Cumming AFRM Administrator
Ms Rebecca Forbes AFRM SEO

Education Workshops

A/Prof  Andrew Cole continues in the role of
Co-ordinator of Education for the AFRM. As Chair of
the RACP Physician Educator Expert Advisory Group
he leads the College initiatives for the training of
Physician Educators. The Physician Educator EAG has
been working on the as yet incomplete practical
implementation of  the proposed College-wide
Supervisors’ Workshop series, together with Dr Marie-
Louise Stokes, the RACP Director of  Education.

Following on from the Learning at Work workshops held
during 2010, five AFRM Supervisor Education
Workshops entitled The long and short of  case-based discussion
and assessment have been arranged for August and
September 2011 in Adelaide, Sydney and Brisbane.

A draft discussion document on an undergraduate

Physical and Rehabilitation Medicine Curriculum
prepared by A/Prof  Cole and Prof  Ian Cameron was
considered at the ISPRM Education Committee Meeting
in Puerto Rico in June 2011. The basic concept was
endorsed, and the document is for further discussion
and refinement at a future ISPRM Education Committee
meeting

Rehabilitation Medicine Specialty
Training Programs – Teaching & Learning

Dr Genevieve Kennedy continues to chair this Sub-
committee. The Faculty has 171 Trainees registered for
2011, of  whom 12 are Paediatric Rehabilitation trainees.

Handbooks: In addition to the updated Rehabilitation
Medicine Training Requirements Handbook 2010, a
Paediatric Rehabilitation Medicine Advanced Training
Requirements Handbook 2010 is now available for
reference on the Faculty website.

Curricula: The Rehabilitation Medicine clinical
syllabuses that were published in the previous training
manual have been updated and reformatted to become
the Rehabilitation Medicine Advanced Training
Curriculum and the, now separate, Paediatric
Rehabilitation Medicine Advanced Training Curriculum.
The two curricula, which have been available
electronically through the Faculty website since the
beginning of  2011, have been printed and individual
copies have now been provided to all Faculty supervisors
and trainees as part of  the recently distributed PREP
Introductory Packs.

PREP Advanced Training: In line with the College’s
Physician Readiness for Expert Practice (PREP)
framework, which introduces a common structure to all
RACP Training Programs, all AFRM trainees enrolling
for their first year of  Advanced Training in 2011 are
enrolled into PREP Advanced Training Programs.
Faculty staff  workload has increased considerably as they
have been working with the PREP Advanced Training
project team in Education Services (the new name for
the College Deanery) to adapt the existing requirements
of  the two Faculty Rehabilitation Medicine Training
Programs to the range of  online resources and tools
designed to support PREP Advanced Training, and to
plan the communication and implementation of  these
tools.
The AFRM Advanced Training Portal that was officially
launched on 29 August 2011 currently includes online
tools for the In-Training Long Case Assessment
(ITLCA) and the Trainee Term Evaluation Form
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(TTEF). Work will continue into 2012 to develop and
implement the following online tools:

Learning Needs Analysis (LNA)
Formal Long Case Assessment (FLCA)
External Training Modules (ETM).

External Training Modules: The Administration and
Management External Training Module 5 has been
renamed Health Service Administration and Evaluation to
align with the new framework and requirements that
were implemented in 2010. Possible alternative teaching
models that might be available for Faculty trainees to
satisfy the learning objectives of  this module are now
also being considered.

Bi-National Training Program (BNTP): The new
three-year cycle BNTP commences in 2012. To provide
useful feedback to speakers about their presentations,
attendees will now be encouraged to complete post-
event evaluations. A new speaker consent form will be
used stating that the intellectual property rests with the
presenter and that the College is licensed for recording,
publishing, disseminating, or charging a fee.

Paediatric Rehabilitation Committee

A/Prof  Peter Flett and his committee have developed
the new program for advanced training in Paediatric
Rehabilitation Medicine. The three-year program
launched in January 2011 is administered by the AFRM,
and successful trainees will be awarded the dual
qualification FRACP FAFRM. All Paediatric
Rehabilitation Medicine trainees are now required to
complete eight ITLCAs. The 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.

Two candidates presented for the Paediatric Fellowship
Written Examination in 2011 and were successful. One
candidate sat the Paediatric Fellowship Clinical
Examination on 19 August 2011 and was successful.

Assessments Sub-committee

Dr Michael Chou continues to chair this Sub-committee.

Module 1: Held on 21 September 2010 with 50% (13/
26) pass rate and on 29 March 2011 with 68% (17/25)
pass rate.

Module 2: Held on 25 June 2011 in Melbourne with
82% (28/34) pass rate.

Fellowship Written Examinations: Held on 10 May
2011. 13/24 candidates passed Paper A (essays) and 23/
24 candidates passed Paper B (MCQs). The overall pass
rate was 54% (13/24).

Fellowship Clinical Examinations: Held on 13
August 2011. 20/30 candidates passed, a 67% pass rate.

Long Case Assessments: In February this year it was
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 be 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, ie attendance at an
AFRM Long Case Calibration Session.

FIM training: At the request of the trainees FIM
training has become a mandatory component of  training and
now must be completed prior to attempting the
Fellowship Examinations. This requirement is
compulsory only for trainees entering the training
program from 2011, remaining a highly recommended
requirement for other trainees.

Accreditation Sub-committee

Dr Geoff  Abbott continues to chair this Sub-committee.
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 could be obtained from
AFRM trainees via the Trainee Term Evaluation Form,
from the end of  Term 1, 2011 it has become a
compulsory training requirement for all AFRM trainees
to submit a Trainee Term Evaluation Form. Training
time will now not be accredited/certified until an
evaluation has been submitted.

Continuing Professional Development
Sub-committee

Dr Ruth Marshall continues to chair this Sub-committee.

Manual: The CPD Manual and Activities Register are
undergoing final review and will go on the AFRM
website soon, but were delayed due to staff  changes.

Annual Returns: All returns must now be submitted
online through the Faculty website. To align with the rest
of  the College, 31 March 2011 was the deadline for the
submission of  2010 CPD returns, although extensions
were given until 30 June 2011. For next year the deadline
for 2011 returns will be 31 March 2012 and no
extensions will be granted.

CPD Points System for final year of  training: The
FEC and CPD Committees have endorsed options for
Final Year Trainees to accumulate CPD points to ensure
that Medical Board requirements for Registration are met
once Fellowship is achieved.

Accreditation of  courses: As the AFRM CPD program
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Training enquiries
For all matters and enquiries pertaining to
training, please contact the Faculty Office
for the current requirements.

is a self-directed and self-reporting program, courses or
conferences run by external organisations are no longer
accredited or have points allocated. In line with this
policy the FEC will no longer be accrediting externally
run courses for trainees.

Scientific Program Sub-committee

Dr Jennifer Chapman continues to chair this
Sub-committee, which is responsible for the forward
planning of  the Faculty’s Annual Scientific Meetings.

19th ASM in 2011 with ANZSCoS in Brisbane: 13-17
September, Sebel Citigate Hotel

College Congress 2012 in Brisbane: 6-9 May. AFRM
Scientific Program Sub-committee will organise at least
one day of  symposia (not related to neurorehabilitation),
if  the main theme is ‘Disease and Injury Prevention’.

20th ASM in 2012 combined with WFNR & ASSBI:
16-19 May at Melbourne Exhibition and Convention
Centre. Planning to date has been challenging and very
pro-active.

21st ASM in 2013: Now in conjunction with the College
Congress for their 75 year celebrations. 21st birthday for
AFRM as well. A venue has yet to be decided.

Chairs of Special Interest Groups (SIGS)

This group, chaired by Dr Lee Laycock, was asked by
Faculty Council to conduct a strategic review of  the role
of  the SIGs. The review process has resulted in some
amendments to the Terms of  Reference and
administrative procedures for the SIGs.

SIG membership lists are now be reviewed every two
years. Annual meetings of  members are optional with
office bearers now being elected for two year terms.
SIGs are required to prepare and submit business plans
anticipating teleconference meetings, journal clubs and
workshops for the coming year in order to secure
funding and adequate administrative support.

While a few SIGs remain relatively inactive, all are
considered to be valuable assets to the Faculty and are
still a potential resource when specific issues arise.

Terms of  Reference have recently been reworded to
allow an additional membership category to be added for
non-medical members (non-voting) who can only join
on invitation of  the SIG Executive.

Academic Rehabilitation Medicine
Sub-committee

Under the chairmanship of  Professor Ian Cameron this
group has been focusing on raising the profile of
research in Rehabilitation Medicine. They have been
investigating ways to establish networks or centres of
research excellence to get multi-centre research
happening in an organised way. To try to extend the
research capacity of  the Faculty the members have
undertaken to present research sessions or workshops,
usually at the time of  the AFRM conference.

Other issues being addressed include a Primary
Curriculum in Rehabilitation Medicine, an AFRM
Research Establishment Fellowship and revisions to the
Clinical Research External Training Module 3.

Fellowship Matters

Since the last College Ceremony held in March 2010
there have been 28 new Fellows admitted to the Faculty.
The following doctors have satisfactorily completed the
Faculty’s assessment requirements, and have been
awarded Fellowship of  the AFRM. Please welcome these
new Fellows:

Saeed Mohammed AL GARNI
Cynthia E. BENNETT
Richard Maurice BIGNELL
Theresa CARROLL
Priyadarshini CHARI
Mohit DHIR
Sumitha GOUNDEN
Farrukh HAMID
Swarna ILA VENKATA
Dilan Sudarsh JAYAWARDENA
Francoise Louis JOSEPH
Katherine Mary LANGDON
Edward Ralph LASSAU-WRAY
Joanne Siok Mei LIM
Richard LIU
Chee Dick MAK
Asha Mary MATHEW
Renuka Maria MENDONCA
Balraj SINGHAL
Claire Yaping SUI
Michael TAN
Ravi Prasad THAPALIYA
James Ong Kee TING
Susan Margaret URQUHART
Tatiana VELITCHKO
Christopher Suren WIJESINGHA
Andrew Cameron WILKINSON
Chin Han WONG.

  Training News
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Prize Winners

The Basmajian Prize for 2010, awarded to the
candidate with the top score in the Fellowship Clinical
Examination, was awarded to Dr Richard Bignell.
Congratulations are extended to Dr Bignell.

The Adrian Paul Memorial Prize for 2010 was won by
Dr Seema Radhakrishnan for her poster entitled
Evaluation of  documentation of  medication changes and patient
consent in an inpatient Rehabilitation setting.

RACP Educational Governance Review

The College Educational Committee (CEC) has been
asked to oversee all education policy and provide
strategic direction for education and training throughout
the College. A draft Education Governance Structure is
now out for consultation and will have a significant
bearing on how we provide education and training in the
future.
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AMC Accreditation 2010

The College successfully achieved re-accreditation by the
Australian Medical Council (AMC) in 2010. There were
no significant recommendations for the AFRM.

Thank You

Finally, a big thank you to all the College staff  working in
the AFRM Office, including Maggie Chen and Paul
Washington, for their tireless efforts in supporting the
needs of  our Fellows and trainees.

To Rebecca, your leadership and organisational ability
continues to ensure that our Faculty is running smoothly
and setting the standard for the College and other
Faculties to admire and only attempt to emulate. Thank
you so much.

Finally, I wish once again to thank Sybil on behalf  of  all
Fellows and trainees. Your knowledge of  everything
education within the Faculty and beyond is unsurpassed.
You are a true asset to us all. My job is so much easier
because of  you.

Stephen de Graaff
Chair

The Hon. Curtis Pitt, Queensland Minister for Disability
Services, Mental Health and Aboriginal and Torres Strait
Islander Partnerships, addressed the ASM

Spinal Injuries Association President David Riley

19th AFRM
Annual Scientific

Meeting
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Branch Reports

New South Wales & ACT

NSW Health Rehabilitation Re-Design
Project

NSW Fellows are probably aware that the project has
now entered the implementation phase. The first part is
a gap analysis. NSW Health has formed a working party
of  representatives from each of  the Local Health
Districts (LHD) to collate data from their local service.

Even though the branch is not specifically represented
on the group, it is pleasing to see that the selected
representatives from the majority of  the LHDs are rehab
Fellows who are medical directors of  their local service. I
believe that choosing rehab Fellows as representatives is
recognition by NSW Health of  the level of  engagement
of  our Fellows in the project and Fellows are to be
congratulated for their willingness to be involved. The
branch has asked to be made a corresponding member
of  the working group to facilitate feedback to Fellows
across the state.

Subacute Funding/Health Reforms Group

As NSW Health is undergoing significant restructuring
and with the impact of the implementation of the
Commonwealth health reforms, the branch is forming a
small group of  Fellows with expertise/interest in NSW
subacute funding and health reform issues and effects.
The aim will be to use this group to develop responses
and resources, to assist the branch at state level, and
Fellows at their LHD level in ‘surviving’ the reforms.

Joint NSW/ACT & Vic/Tas CME weekend

The branch is currently in discussions with the Victoria/
Tasmania Branch regarding a possible joint CME
weekend in 2012 at a convenient midway destination …
the snowfields in winter. More details to follow as the
idea is developed, so watch this space!

Upcoming branch CME events

Dr Andreas Kanneburg has kindly agreed to speak at our
branch CME meeting following the ASM at which he is a
guest speaker. This will be on 20 September 2011 and he
will be speaking on Progress in prosthetic technology and
function: The Genium Bionic Prosthetic System excels the C-leg.

Our final CME event for the year will be the third annual
trainee research presentation evening, so trainees and
supervisors should start planning possible research
topics to present.

Jennifer Mann, Chair

Queensland

ASM 2011

We are looking forward to a successful ASM (Striking
AcCORD - succeeding through teamwork) in Brisbane with a
program which has something of  interest for everyone.

Again, I would like to thank Dr Tim Geraghty, Sybil
Cumming and the other members of the committee for
their assiduous efforts in organising this event.

Further details are available on the conference website,
www.spinalrehab2011.com

Training issues

On behalf  of  the Branch I would like to congratulate
Ursula Gerich-McGregor, Gillian Nalder and Leah Vos
for their success in the Written Fellowship exam this
year. Ursula Gerich-McGregor and Leah Vos also sat the
Clinical Fellowship exam in August and were successful.
We look forward to them completing their training and
joining us as Fellows of  the College.

This year all Queensland candidates in the Module 2
exam were successful (Teresa Boyle, Hung-Kai Chen,
Fariborz Erfani Rad, Meredith Ogilive-Brown,
Gammanage Perera); I congratulate them on their
efforts. No Queensland candidates sat the September
Module 1 exam.

Recruitment

This year the Queensland Branch utilised the RACP
Matching process for registrars applying for training
positions in 2012. The process was, on the whole,
successful with most applicants receiving their first or
second preference for positions. There are a number of
idiosyncrasies that exist in the process, but having gone
through the process once, we know how to use (or
avoid) those aspects of  the system.

On behalf  of  the branch, I would like to offer my thanks
to Mr Aaron Thompson for his assistance (and
extraordinary patience) throughout the process.

If  other branches are considering using the RACP
Matching process for next year then I would be happy to
talk to you about our experiences.

Michael Johnson, Chair
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Musculoskeletal Medicine, Pain
Medicine & Occupational
Rehabilitation SIG

Twenty-nine trainees attended the MSK weekend
workshop at Ryde; half  the participants were from
Victoria, one from Perth, one from Brisbane and the rest
from NSW. Dr Ganora took the trainees through
examination of  the spine, upper and lower limbs. It was
very much a hands-on workshop where the trainees were
divided into groups of  two to four and practiced
examination of  one another. The aim was for the
trainees to complete the routine within five minutes and
have time to answer a few questions. The Fellowship
exam was only a few weeks away so good luck to all the
candidates.

A reminder that the MSK SIG Annual Members Meeting
is a breakfast session on Saturday 17 September. It’s
election year so please send your nominations to the
Faculty Office.

Don’t miss the MSK post conference workshops on
spinal orthotics and injection technique scheduled for
Saturday 17 September.

See you all in September in Brisbane and at the Pain
Faculty Spring meeting in Canberra.

Geoffrey Speldewinde has the results of the MSK
Members Survey, and a summary of  the findings follows.

A trainees survey is on the way to guide the planning of
our MSK activities catering for trainees.

Clive Sun, Chair

Special Interest Group Reports

Developmental & Intellectual
Disability SIG

There has been no recent meeting as the proposed
meeting in June was cancelled. The SIG is next due to
meet face to face in September at the ASM, and we
would welcome further interested members to join and
be involved in the running of  the DID SIG.

A Journal Club for Rural and Remote on Developmental
Disability topics is planned for August. Dr Geoff  Abbott
will present regarding Spina Bifida and it’s Management and
Transition from Paediatric to Adult Care.

Geoff  Abbott, Chair

Rural & Remote SIG

The R&R SIG has continued with its Rural Outcome
Measurement Enhancement (ROME) Project.

We held a videoconference on Falls, Fractures and Outcomes
for Older People on 13 July. A videoconference on
Indigenous Health Outcomes was held on 31 August.

A workshop will be held on Saturday 29 October on
outcomes across the continuum of  care at the Rural
Medicine Australia Conference in Alice Springs. Details
of  these events will be published in the e-bulletin.

Our Annual Meeting will be held on 14 September at the
ASM in Brisbane at which a new executive will be
appointed.

Jeremy Christley, Chair

Mind SIG

Three executive meetings have been held since the
beginning of  the year: 16 February, 23 March and 13
July. A further executive plus a general meeting will be
held before the end of  the year.

A webinar by Dr Craig Hassed was held on 11 May titled
Integrative Medicine in the management of  chronic disease with
particular emphasis on the benefit of  lifestyle changes
and evidence showing improved health outcomes.
Participants could view the lecture as well as pose
questions for discussion at the end of the presentation.
The technology demonstrated the scope of  a webinar as
a potentially useful tool for ongoing education in the
future.

A further activity in planning is an Art vs Science lecture
and supper evening to be held at the College Education
Centre in Sydney. Further notice and confirmation will
be sent out through the AFRM e- newsletters.

Jane Malone, Chair
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There were 51 responders to the survey of  SIG
members that was conducted during 2010. Not all
responders completed all sections and a small number
(approximately five) skipped small or large portions, so
the following summary arises from 45-47 responses.

Time
Approximate time being directly allocated to
musculoskeletal and/or pain work:

25% of respondents are spending 25 to 50% of their
work time in this area.
30% are undertaking this as more than 90% of  their
work.

Location
Proportionally this occurs in:

private rooms: 47% undertake more than 75% of
their MSK pain work.
private hospital clinics: 40% undertake 25% or less of
their MSK pain work, and 15% undertake 75% or
more of  their MSK pain work.
public outpatient settings : 40% undertake less than
25% of  their MSK pain work

and 40% undertake more than 75% of  their
MSK pain work in public hospital outpatient
settings.

Other locations listed included inpatient care including,
but not limited to, orthopaedic rehabilitation, and in
government offices (30% respondents).

Activities
The following activities are components of  every day
MSK pain work:

Patient assessment 98%.
Pharmacological management 94%.
Exercise prescription 91%.
Medical input into a multi-disciplinary team 91%.
Utilizing pain/musculoskeletal interventions 59%
Manual therapy of  any form 13%

Other activities listed included medico-legal reporting,
psycho-social counselling, and injections without imaging
guidance such as trigger point injections and dry
needling.

Professional development
Interest in learning more about the following
Procedures/Skills for future professional development:

Ultrasound examination 71%.
Fluoroscopic procedures 38%.
Manual therapy 32%.

  Special Interest Group Reports

Additionally, interest was expressed in efficient and
effective brief  counselling interventions, nerve
conduction studies, ultrasound guided injections, and
acupuncture.

SIG activities
Other activities suggested for the MSK Pain SIG to
consider as part of  its future business plans:

Collaboration with others working in the MSK pain
arena (including musculoskeletal physicians,
radiologists, Pain Faculty Fellows, rheumatologists,
neurologists) through conjoint conferences, training
workshops, etc.
Medico-legal aspects of  MSK pain.
Training and research in the utility or otherwise of
interventions with or without rehabilitation,
Promoting the rehabilitation model with low
emphasis on interventional approaches.
Further development of  indications for and training
in diagnostic and therapeutic use of  x-ray and
ultrasound guided interventions.
The business side of  private practice.
Occupational rehabilitation appears sidelined {it was
purposely not a subject of  this survey}.

Suggestions for current and future MSK/Pain activities:
The need to distinguish ourselves from both skilled
allied health and other specialist medical disciplines
such as pain medicine, rheumatology and sports
medicine. Lack of  ‘branding’ of  the rehab physician
and confusion as to what a rehab physician does.
Expanding the recognition of the capacity of
rehabilitation physicians to manage musculo-skeletal
injuries – educating the population at large, as well as
medical colleagues.
MSK pain not covered well in the registrar training
program, with limited clinical exposure available.
Rehab in the management of  MSK issues across the
lifespan particularly in aging.
Expanded role in pain management.
More local level MSK pain rehab gatherings.
Dissemination of  practical guidelines/algorithms for
clinical approaches to common MSK pain issues,
utilising levels of  evidence.
Calls for conferences to address:

Following/developing current Models of  Care in
reference to inpatient/outpatient hospital based
care, community care, and private practice.
Meeting with other relevant specialist colleagues
(sports physicians, rheumatologists, surgeons,
pain physicians, interventional physicians, etc.)

Summary of MSK SIG Members Survey
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There is enthusiasm for utilising ultrasound in
MSK work.
Rehab physicians are in a unique position to
apply interventions and procedures in the
context of  a biopsychosocial approach.

c. Inadequacies of  current practice
Insufficient availability of  adequately trained and
proficient diagnostic and therapeutic (spine)
interventions in most areas of  Australia.
Rehab physicians not being involved in any
hands-on therapy or procedures at present

d. Training issues
Less training for registrars compared to other
specialised areas in rehabilitation medicine
training.
The public hospital system provides inadequate
training in MSK/pain.
Managing pain issues is seen as a common daily
task in rehabilitation medicine practice and so it
is important that all Fellows feel competent in
their practice of  pain management.
Awareness of  impact of  aging and the need to
reduce functional decline.
Lack of  a structured training background
compared to physiotherapists and sports
physicians.
Self-directed encouragement: Rehab physicians
wishing to develop their subspecialty interests in
MSK/pain need to be willing to invest time/
effort to learn further skills (counselling,
procedural, etc.) outside that found in hospital-
based rehab training and to market their skill-sets
to referring doctors.

e. Other comments
Difficulties with liaising WC/TP insurers for
compensable patients.
Insufficient regional or local meetings in MSK/
Pain rehab.

Future practice
Perceptions about the FUTURE practice of  MSK/pain
for rehab physicians
a. Training at Post-Fellowship and Fellowship

levels
The public hospital system provides inadequate
training in MSK/pain.
The need to create more training opportunities/
exposure for trainees and Fellows who have
inadequate exposure currently in general rehab
training.
Utilise on-line learning opportunities/courses,
and collaborate with MSK expertise from other
craft groups for example physical therapy, sports
medicine, orthopaedics and rheumatology.

  Special Interest Group Reports

Create more training opportunities
for interested trainees and Fellows utilising
internet and online learning opportunities.
training in patient counselling.
ultrasound and x-ray guided diagnostic and
therapeutic procedures for those interested.
More training in clinical diagnosis, including
interventional Rehabilitation Medicine.

Sharing
Specific skills and knowledge Fellows are willing to share
with colleagues:

Diploma MSK teaching
Interventions training: CT guided

General fluoroscopic and US-guided procedures
Medico-legal aspects
Clinical Examination technique, diagnosis, injection
techniques
Manual Therapy
Management of  complex Disability/
NeuroMusculoskeletal Problem
Importance of  Psycho-social factors
Early Management of  MSK injuries
Occupational/Vocational Rehabilitation

Current practice
Comments about the CURRENT practice of MSK/pain
activities for rehabilitation physicians
a. Difficulty of  identity/recognition of  value of

specialty
AFRM should be more pro-active in their
traditional strength focusing on Function and
Activities and Participation using a Team
Approach focusing on engaging the patient in a
physical/vocational/limited procedural/limited
medication environment.
there is a need for educating medical colleagues
as to the real and potential role of rehabilitation
medicine in a wide range of  musculoskeletal and
pain management scenarios such as reflected by
colleagues readily referring non-surgical
problems to surgeons.
Poor ‘identity’ of  what rehab physicians
undertake and could undertake.
Including medical procedures in practitioners’
MSK/pain skill base will enhance differentiation
from skilled allied health colleagues and may thus
help raise the low profile and poor recognition
of  AFRM MSK/pain abilities.

b. Strengths of  current practice
Our strengths are our utilisation of the
rehabilitation model being a most appropriate
model for assessment and management of
musculoskeletal and pain disorders.
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Need to train rehab physicians to be the first
point of  referral for MSK/pain complaints.
Highly desirable for further training in clinical
diagnosis and interventional Rehabilitation
Medicine

b. Future threats/opportunities
We are rapidly slipping down the referral-line for
chronic MSK/pain patients after pain physicians,
orthopaedic and neurosurgeons, intervention-
based MSK physicians, and occupational health
physicians.
Pain management will be an area of  growth for
rehab medicine; our role in MSK may be altered
due to the increasing involvement of  sports
medicine physicians in more chronic MSK pain
management.
Greater consumer participation in their self
management, and consumer interaction with
internet influencing physician internet usage and
interactions.
Increasing evidence for what is ‘best practice’
including grey areas such as fibromyalgia/
widespread pain.
Definite potential for more interventional
procedures by podiatrists but concern that these
will be done without reference to the
biopsychosocial rehab model context.

  Special Interest Group Reports

Recognising that the emerging technologies
(fluoroscopic and ultrasound interventions,
neuro-physiological studies, etc.) should be
pursued by rehab physicians from the
perspective of  rehabilitation medicine and not as
recommended by other craft groups, ie rehab
medicine should have its own unique take on the
role of  such interventions in medical practice.
Potential for rehab physicians to become
uniquely positioned physicians in the role of
interventions in MSK/pain management for a
patient whether by ultrasound or fluoroscopy.
With increase in complexity and numbers of
patients and the aging population there will be an
expanding role for skilled rehabilitation by
MSK/pain physicians. This will be more
commonly in the community and privately due
to the limited ability for public hospitals to
manage this demand.

c. Meetings/Conferences
Consider a conference to address the issues
confronting MSK/pain rehabilitation, exploring
current Models of  Care and building suitable
future models of rehabilitation medicine
management of  MSK/pain in public and private
hospitals and in the community (publicly or
privately).

Geoffrey Speldewinde

... and finally, what would a conference be without
the opportunity to catch up with old friends and

colleagues, meet new ones & enjoy the social scene?

19th AFRM
Annual Scientific

Meeting
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Calendar of Events

2011
9 -11 October
2nd Integrative Course on Spasticity Management. Bodrum,
Turkey. Website: www.vitalmedbodrum.com

12 – 15 October
65th Annual Meeting American Academy of Cerebral Palsy and
Developmental Medicine (AACPDM). Las Vegas, Nevada.
Website: www.aacpdm.org/meetings/2011

13 – 15 October
26th Congress of Physical and Rehabilitation Medicine. Nantes,
France. Website: www.atout-org.com/sofmer2011

13 – 16 October
5th World Congress on Controversies in Neurology. Beijing,
China. Website: www.comtecmed.com/cony/2011

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-pmt-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

16 – 18 November

NZ Stroke and Applied Neuroscience Conference, AUT.
Auckland, New Zealand. Website: www.NZSANC.aut.ac.nz

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 See page 16
for more details.

11 – 14 December
XIX WFN World Congress on Parkinsons Disease and Related
Disorders. Shanghai, China. Website: www2.kenes.com/
parkinson

2012
27 – 29 January
5th Euro Neurological Conference on Clinical Practices –
Neurovascular and Neurodegenerative Diseases. Warsaw,
Poland. Website: www.enccp.net

20 – 24 February

Lower Limb Prosthetics & Amputee Rehabilitation. Melbourne,
Australia. See page 16 for more details.

1 – 3 March

The International Conference on Heart and Pain. Paris, France.
Website: www.kenes.com/Heart-Brain

8 – 10 March
AADDM2012 Conference, Australian Association of
Developmental Disability Medicine. Sydney, Australia.
Website: www.aaddm2012.com

9 – 13 March

15th Ottawa Conference, Association for Medical Education in
Europe (AMEE). Kuala Lumpur, Malaysia.
Website: www.ottawaconference.org

22 – 25 March

International Congress on Neurology and Epidemiology. Seville,
Spain. Website: www.neuro-conference.com/2012

22 – 25 March

9th World Congress on Brain Injury. Edinburgh, Scotland.
Website: www.internationalbrain.org

6 – 9 May
2012 RACP Congress. Brisbane Convention Centre, Brisbane,
Australia. TBA

15 – 19 May
3rd Conference of Asia Oceania Society of PRM, AOSPRM. Bali,
Indonesia. Website: www.aosprm.org

16 – 19 May
24th Annual Meeting of European Academy of Childhood
Disability. Istanbul, Turkey. Website: www.eacd2012.org
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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

27 May – 1 June
12th International Child Neurology Congress. Brisbane, Australia.
Website: www.icnc2012.com

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

17 – 21 June

16th International Congress of Parkinson’s Disease and
Movement Disorders. Dublin, Ireland.
Website: www.movementdisorders.org/congress/congress12

27 – 31 August

14th World Congress on Pain, IASP. Milan, Italy.
Website: www.iasp-pain.org

2 – 7 September

4th Congress of World Union of Wound Healing Societies.
Yokohama, Japan. Website: wuwhs2012.com

8 – 11 September
16th EFNS Congress. Stockholm, Sweden.
Website: www.efns.org

12 – 15 September
66th Annual Meeting American Academy of Cerebral Palsy and
Developmental Medicine(AACPDM). Toronto, Ontario, Canada.
Website: www.aacpdm.org

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

10 -13 October
8th World Stroke Congress, World Stroke Organisation. Brasilia,
Brazil. Website: www2.kenes.com/stroke

10 – 13 October
4th International Cerebral Palsy Conference. Pisa, Italy.
Website: www.cp2012.it

19 – 20 October
Spinal Bifida Masterclass, National Spina Bifida Conference.
Sydney, Australia. Email: JulieD2@chw.edu.au

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
4 – 7 February
14th World Congress, ISPO. Hyderabad, India.
Website: www.ispoint.org

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

27 – 31 October
8th Interdis Congress on Low Back and Pelvic Pain. Dubai.
Website: www.worldcongresslbp.com

2015
6 – 11 June
8th World Congress, ISPRM. Berlin, Germany.
Website: www.isprm2015.org
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14 October 2011
Deadline for Call for Papers & Symposia

November 2011
Online registration opens

15 February 2012
Earlybird deadline

In conjunction with the 20th ASM of the Australasian
Faculty of Rehabilitation Medicine (AFRM) and the 35th
Annual Brain Impairment Congress for the Australian
Society for the Study of Brain Impairment (ASSBI).

IMPORTANT DATES:
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