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Loretta and I boarded the plane for
the flight from Christchurch to
Sydney. In Sydney I felt washed out
and an irritative cough started, but no
sore throat or aches and pains. I
boarded the flight to Adelaide
downing Panadol and sucking
Strepsils. I was surprised to
experience dyspnoea walking up the
ramp on arrival in Adelaide. We
decided to drop in to the all night
medical clinic on the way home. My
fever peaked in the taxi and I was
sweating profusely.

The doctor diagnosed
bronchopneumonia, gave me
antibiotics, and suggested I come
back in the morning to have the

swabs for swine flu. I went home,
avoiding the resident teenager and
visiting mother-in-law. Sleep would
not come, the cough was persistent,
and I could not breathe lying flat. At
midnight I decided to go to A & E.
The triage sister was on the ball, “I
have flu symptoms and I am a Staff
Physician here”, and a pulse oximetry
of  68% got me a trolley, oxygen, and
push through to a cubicle. There I
waited and waited.

The old man in the next cubicle with
the known abdominal aneurysm and
abdominal pain was being assessed in
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series by the A&E resident, the
surgical resident, and the surgical
registrar. The fact that he had fallen
asleep between each assessment
seemed to be missed. I was reminded
by the lesson in The House of  God –
be wary of  the younger patients who
do not complain, for they die. Loretta
advised the nurse that my sats were
dropping. A blood gas on air of  48%
O2 and bilateral basal and midzone
opacity on x-ray got me seen by the
ICU registrar.

A new line in isolation wear ?

Adrian Winsor tries
life on the other
side of the bed

had enjoyed the Queenstown Conference. In particular,
the talk by the musculoskeletal sage Barry Tait and the
sessions on Geriatric Rehabilitation. Three days of skiing
in varied conditions – sun, fog and blizzard – and the
beautiful scenery of Middle Earth made for a great trip.
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Editorial

I n September, I was invited to speak at the
annual meeting of the Chinese Society of
Physical Medicine & Rehabilitation in
Manchuria.

The meeting was held in Shenyang, previously
known as Mukden, the old imperial capital of
Manchuria and now a city of more than seven million
people. I arrived at the new international airport, but
due to a mix-up in the arrangements for meeting
foreign speakers, I had to find my way in to the city
under my own steam. The ride into the city was a
rich cultural experience in a “wild chicken” taxi.

Shenyang airport is about 50 km out of town, in the
fields, in the middle of nowhere. Fortunately, I knew
the name and address of the hotel. My southern-
accented Chinese (learned originally in my childhood
in Singapore) was at least understood by the taxi
driver, though his heavy regional accent made for
hard going on my part. Multiple hire and no meters
are the norm in such vehicles, and as the tallest in
the group, I had the front seat (with working safety
belt). The taxi driver’s young female cousin (talking
incessantly on her mobile) and an older couple
returning from a business trip to Shanghai occupied
the back seat. The boot was filled to bursting point
with luggage.

We set off down an empty expressway at a great
clip, and the road ended in a ploughed field and new
roadworks after five kilometres: first evidence of the
enormous trillion-RMB economic stimulus package in
China that is keeping our resources industry alive
and our economy out of recession.

The rest of the trip into town was down the old

highway, where nobody stood in the way of our fast
progress into Shenyang. Running alongside the
highway, a newly-completed high-speed rail line to
Beijing was the obvious inspirational source for our
driver. He overtook on the left and the right, and up
the middle, with regular use of the horn, and he
maintained a running commentary on traffic, other
drivers and life generally the whole way. Traffic lights
were employed as helpful advisers of breaks in
oncoming and cross-stream traffic. Once in the city
we rolled along new, wide, multi-lane roads, past
hundreds of newly-constructed 15 – 20 storey
apartment blocks with curiously inspirational names.

We dropped off the back-seat couple and their
luggage in a tree-lined street of older 1970s-era flats.
The boot lid first refused to open, despite gentle
persuasion with a jemmy bar, and then it refused to
close afterwards. After another 20 minutes’ driving
inside a dense urban environment, we stopped at a
red light. The driver hopped out to speak with the
driver of another wild chicken behind us; money
changed hands and the young female cousin (still
talking on her mobile) was sent off to her destination,
and I was taken to the back entrance of an imposing
1950s-era hotel. I had arrived and 100 RMB ($16) for
70 minutes’ live entertainment was the first of
several great bargains of my stay.

The people at the conference front desk were both
surprised and relieved to see that I had actually
arrived safely. I slept very well that night, to be
awakened by the amplified sounds of a large crowd
of geriatric dancers (not tai-chi) at 5am in the paved

The Rhaïa team is always looking for material – here’s a few ideas ...

Write to the Editor – Have your say ...

tick us off ... ask a question ...

Read any good books lately? Write a review!

Around 150 words is ideal but we’re flexible.

Just be opinionated!

Every patient is unique  –
write an item for

Case Notes.Found an interesting
web site?

Don’t forget PHOTOS

Remember, a picture

is worth a thousand

words.



 4 4 4 4 4 Rhaia  December 2009

  Editorial

park outside my hotel window. In the
absence of snow, several groups of ice-
skaters were roller-blading on a marked
track around the park perimeter.

The conference was attended by about
250 rehabilitation specialists from all over
China, including staff from all significant
units, and was very comparable in size
and scope to one of our AFRM ASMs.
Most rehabilitation is done in large
privatised city hospitals, many with
strong connections to a local university.
When you consider that the population of
China is at least 50 times that of
Australia, and that 70% live in rural
settings without access to more than a
very basic community health service, you
will appreciate the size of the task that
remains to be done in rehabilitation and
chronic care service development.

Highlights of the conference included several very
high quality keynote addresses, and a special
session where trainees and younger specialists
presented research papers in English for a panel to
judge overall quality. This latter was designed to
help individuals prepare for the ISPRM conference
that will be held in Beijing in 2013, and function well
in an English-language scientific milieu. Naturally,
the conference dinner was a gastronomic tour de
force.

Out of the conference, we were taken to see the
historical sites in Shenyang: the ancestral imperial
tombs, and the summer palace, which is like a
smaller and better preserved version of Beijing’s
Forbidden City. In between, we visited a restaurant
and ate a meal of the best steamed dumplings I have
had in my life, and went to a silk shop, where I was
under instructions to purchase five metres of suitable
Hangchow silk for a dress for an upcoming wedding.

Thank heavens for a camera phone and the ability to
SMS pictures of various coloured silk bolts back home
here, in making a decision.

Another day, we went to see the Shenjing Hospital,
which has a magnificent newly-built free-standing
seven storey rehabilitation centre, containing more
than 200 inpatient beds. Lengths of stay are long by
comparison with ours – you can stay as long as you
can pay for the service, and there is a heavy accent
on physical modes of therapy, but little opportunity
for community follow-up and therapy. Lots of CVAs
are due to cerebral haemorrhage. The hospital was
established in 1883 by Scottish Presbyterians, and its
associated medical school was in 1949 amalgamated
with Mao’s Eighth Route Army peripatetic medical
school to form one of China’s leading medical
universities. One wonders what the Great Helmsman
would have made of the present privatised medical
arrangements had he lived to see the reforms of the
1980s and 1990s.

The (official) taxi trip back to the airport was
suitably sedate, and the flight down to Hong
Kong gave an opportunity to see the massive
expressway and high-speed rail infrastructure
network now under construction, connecting
the big cities and running right across China’s
rural heartlands. I am sure it will accelerate
China’s future development, in the same way
as happened in the USA following their New
Deal construction of the 1930s and 1940s.

If you speak only English and are looking to
learn a useful second language, Chinese would
seem a very good choice.

Andrew Cole

A mobile game of  Chinese chess in the street market

Da Zheng Dian, the Hall of  Great Affairs, one of  the
earliest buildings of  the Imperial Palace, Shenyang
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President’s Report

Where to now?

Three years ago, under Garry Pearce’s Presidency, the
Faculty commenced a deliberate strategy to improve our
profile. Initially great effort was expended in attempting
to prioritise our targets, whether we should be dealing
primarily with governments and health departments, our
referrers (the doctors), or the public.

It became apparent, in the rapidly changing
Commonwealth political climate with a new government
in power, that the shake up in the Department of  Health
and Ageing might offer opportunities for the Faculty and
for Rehabilitation Medicine. As a result, having already
met with Department of  Health and Ageing officials, we
prepared a National Rehabilitation Strategy and
promoted this to the Department and the new Minister
the Honourable Nicola Roxon.

This project resulted in some very encouraging
outcomes. The Department of  Health and Ageing
established a Section for Subacute Care Policy in the
Acute Care Strategies Branch of  the Acute Care
Division, the main part of  the department that deals
with hospital care.

In November 2008 the Council of  Australian
Governments (COAG) identified some $500 million of
funding for subacute care and this money is being
distributed within the states at the moment.

The National Health and Hospitals Reform Commission
(NHHRC), following our submissions and meetings with
them, identified subacute care as the ‘missing link’
between the hospital system and the community. The
Commission recommended a major upgrading of
subacute care services and a further injection of  funds.
The Commission identified Rehabilitation Medicine as
the major branch of  subacute care.

Subsequently the Federal Minister has stated publically
that the Rudd Government intends to implement the
reforms identified in the Commission’s report.

However, as always, as we have progressed, new issues
are identified. It became apparent that the Faculty, in
promoting Rehabilitation Medicine on its own and in
isolation from its multidisciplinary partners, was limiting
its effectiveness. The public profile of  rehabilitation
medicine has changed little, if  at all. Furthermore, not
only are rehabilitation services very unevenly distributed
amongst the states, but the implementation of  the
COAG funding is also very uneven. Council has put in
place a series of  actions designed to address these issues.

Most importantly, the Council has convened a forum of
presidents and chairs of  allied health organisations with
the goal of  establishing a multi-disciplinary national
rehabilitation strategy. The Commonwealth has indicated
great interest in the outcomes of  such an approach and
has indicated to us considerable urgency in bringing such
a strategy to them.

It has also become apparent that the Department of
Health and Ageing has developed an interest in what it
calls ‘alternative models’ for rehabilitation. The Faculty
has held firmly to the line that there is only one model
for rehabilitation medicine and that is based on the
multidisciplinary team. We do, however, observe that
rehabilitation services can be provided in various
locations of  care, and in line with Commonwealth
understanding this is in four places:

1. Rehabilitation Medicine can be carried out by
multidisciplinary teams while the patient remains in
an acute care ward, and prior to transfer to a
rehabilitation facility.

2. Rehabilitation can be provided in a specific
rehabilitation medicine unit or ward, where the
principal reason for continuing admission in that
ward is the ongoing requirement for nursing care.

3. Rehabilitation services could be continued at the
rehabilitation unit on an outpatient basis when
nursing care is no longer needed and effective
transport is in place to bring people to the outpatient
unit.

4. The fourth location is community based or in home
rehabilitation services (ambulatory rehabilitation
care).

The Faculty continues to urge the Commonwealth to
view such services as a continuum that would best be
provided seamlessly under the direction of  the same unit
director, who would have appropriate acute care teams,
inpatient rehabilitation teams, outpatient rehabilitation
teams, and community based teams. It would then be the
director’s decision as to which services were most
appropriate for which patient at whatever time.

The Faculty has continued to argue strongly that artificial
divisions of  these services are likely to interrupt an
individual’s rehabilitation program and reduce the
effectiveness of  care in each location.
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In my view it would be very wise for every rehabilitation
service in Australia to have ready made plans for the
provision of  comprehensive rehabilitation services
across their region. Such a plan should indicate the
integration of  services across this continuum.

At least one state Department of  Health is implementing
an overall plan along these lines (Victoria) but
approaches seem very piecemeal elsewhere.

One NSW Area Health Service has been successful in
obtaining COAG funding to provide services across this
continuum but most others continue to struggle.

Council has also established a media symposium
facilitated by the College of  Physicians Media
Co-ordinator, a very experienced marketing and
communications professional, in an attempt to plan and
co-ordinate establishing a better public profile. In this
respect we still desperately need you to provide us with
rehabilitation stories because this will form the basis of
public interest in what we do. Following recent calls for
such stories to be brought forward only two Fellows
have provided a substantial response. We urgently need a
significant portfolio of  rehabilitation stories about
people who have been successfully rehabilitated1.

Post Conference Experiential Learning (cont.)

I was put on a non-rebreathing mask but could not
keep my sats up. I was fasted, they were thinking
intubation. I was given Tamiflu, which caused nausea,
and Moxifloxacin and Vancomycin to prevent
secondary infection. I concentrated on my monitor,
breathing and leg exercises. That afternoon the CPAP
mask went on. I remember thinking I would not
cope with the mask but after 30 minutes my anxiety
settled and I began day dreaming.

I was in ICU for five days: 48 hours on CPAP by
mask, and 48 hours on nasal CPAP. They were
surprised that I responded so well. In ICU I carefully
observed the nursing routine and commandeered the
only commode. My world view constricted. There
were moments of  panic, moments of  fear, and
moments of  love (visits from my girls). As I was
improving they asked if  I wanted a room overlooking
the park – no – I was happy as long as I could see my
monitor. I learnt that there were five others in ICU
with H1N1. One died whilst I was there, of  a similar
age, and like me with no risk factors. All I can say is
that I was lucky and thankful for the care I received.

One thing about getting very sick very quickly is that
it’s great getting better. I looked forward to doing
some exercise when I reached the medical ward. A
week on the medical ward followed and then a week
at home before I eased into work with a lot of
assistance from my colleagues.

I would like to thank the Fellows in Adelaide who
stepped in to help at Griffith Rehabilitation Hospital
and Hampstead Rehabilitation Centre, and for their
personal support of  Loretta and me.

Adrian Winsor

Twenty years ago, when the Berlin Wall fell, years of
persistent action on the part of  nations and individuals
still required the massed action of thousands to finally
defy the authorities and push across the border.

The Faculty will require such ‘mass action’ to achieve its
goals and to begin to fulfil its possibilities. Have you all
responded to the ‘Your Health’ website and provided
your views as to the implementation of  the NHHRC
report? Have you encouraged your patients to do so?
Council and the Executive are working hard on your
behalf, but without the massed action of  all 438 of  us,
we will not be fully successful.

Stephen Buckley
1 See the template for Rehab Stories on the Faculty
website.
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A PENALTY will be imposed for LATE submissions 

• No more than minimum CPD points will be approved 

• Attract auditing for the same year 

• CPD points deduction if  > 3 months late 

Other Important Changes from 2010 

From 2010 

Submitting CPD Points … 

Go PaperlessPaperlessPaperlessPaperless 

Important Changes 

Natali Vlatko (Faculty Office) or your state representative 
Phone: 02 9256 9608 

Fax: 02 9252 3526 

E-mail: Natali.Vlatko@racp.edu.au  

For details or further assistance 

Contact: 
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Items of Interest

BSRM Silver Jubilee Meeting

‘Silver Goals, Golden Outcomes’

After completing my research at Addenbrooke’s
Hospital, Cambridge, I had the opportunity to attend the
British Society of  Rehabilitation Medicine (BSRM) Silver
Jubilee Meeting at St Hugh’s College, Oxford. I attended
on my own, however I met other Aussies attending the
conference (Stephen de Graaff  and Kevin Lowe), as well
as UK rehabilitation consultants I have met during my
five months in the UK.

The conference this year was a celebration of  the silver
jubilee year of the BSRM, and the focus of some of the
presentations was on improvements in rehabilitation,
developing policy documents, and measuring
effectiveness over the past 25 years. Speakers also
discussed future predictions for rehabilitation in 2034
including stem cell therapy for stroke.

Two of  the presentations that I found particularly
interesting were from the functional MRI Brain Team in
Oxford. Dr Heidi Johansen-Berg presented Imaging brain
plasticity after injury. Stroke patients six months post-event
were given motor learning tasks to simulate the
rehabilitation effect. Pre and post rehabilitation fMRI
demonstrated brain plasticity with evidence of
bihemispheric activation after increased movement in the
paretic side. Dr Irene Tracey, a leading anaesthetist from
Oxford, gave a dynamic talk on Imaging pain perception and
its modulation in the human brain. The research team is using
pharmacological functional MRI (phMRI) to identify
where plasticity, sensitisation and other amplification
processes might occur along the pain neuraxis for an
individual.

There were eight posters displayed, one of  which
discussed formal teaching to trainees. It appears that the
60 UK rehabilitation trainees have logistical challenges
similar to Australian trainees in attending formal
teaching. I mentioned the success of  videoconferencing
in Australia for monthly teaching and that this could help
trainees in remote locations, for example in North West
Scotland!

The conference dinner was held in Exeter College, and
we banqueted in the hall sitting at long tables with
portraits of  previous College Masters adorning the walls.
There were 24 out of  25 past BSRM Presidents in
attendance and they were all acknowledged with gifts. I
chose to stay in Keble College rather than St Hugh’s
where the conference was held, as it is more central in
Oxford. The photo opposite shows the unusual
brickwork, designed to draw one’s gaze skyward.

I had time to visit Christ Church. It is a very impressive
college, with a chapel that serves as Oxford’s cathedral
and a fine picture gallery. It was in Christ Church that
Lewis Carroll was inspired to write Alice in Wonderland
– the original Alice was the daughter of  the Dean of  the
College. From the library where he worked, Carroll could
see a cat, the original Cheshire Cat, playing in the huge
chestnut tree which still stands there today.

Overall I very much enjoyed my time in Oxford
attending my first BSRM conference. It was well
organised with stimulating presentations and a wide
range of  professionals presenting their research in a
wonderful location.

Josephine Braid
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The Specialist Training Program (STP) is an
amalgamation of  several Commonwealth funded
programs including the Expanded Specialist Training
Program (ESTP), the Outer Metropolitan Specialist
Trainee Program (OMSTP), the Overseas Trained
Doctor – Upskilling Program, the Pathology Workforce
Support Program, and the Advanced Specialist Training
Posts in Rural Areas (ASTPRA) program.

In June 2009 the Department of  Health and Aging
(DoHA) announced to all participants in the program
that those settings that had been offered funding in 2009
and had been successful in recruiting a trainee would
have repeat funding in 2010 guaranteed. The next round
for new applications will be for the 2011 year.

In July 2009 a meeting between the Department of
Health and Ageing and the College of  Physicians was
held to discuss the future of  the Specialist Training
Program in Australia, specifically about increasing the
role of  the Postgraduate Medical Colleges in the delivery
of  STP, and a direct funding agreement with RACP.

The RACP was asked to submit a proposal detailing how

it would meet the project aims of  STP which include:
a. the funding of training posts
b. developing networks of  training, and
c. development of  support projects to enhance training

networks in 2010 and beyond.

The Enhanced Medical Education Advisory Committee
(EMEAC), consisting of  representatives from key
stakeholder groups including the Colleges and the
Australian Government Department of  Health and
Ageing, would remain responsible for providing advice
on program design and implementation.

DoHA has since been in the process of  developing
guidelines to govern the STP project, which included
consultation with each of  the Colleges. Agreements with
each of  the medical Colleges have been delayed until
these guidelines are finalised.

Further information on STP can be provided by
Deanery staff  via ESTP@racp.edu.au or from Eleanor
Cameron in Site Accreditation on 02 8247 6233.

Eleanor Cameron

Specialist Training Programs Update

2009 AFRM Ipsen Award for Best Trainee Presentation
on Neurological Rehabilitation at the ASM

Dysautonomia following acquired brain injury and
the  effect of Gabapentin: a pilot study

presented by Josephine Braid

In this study of six individuals following severe acquired brain injury (ABI), the effect of
gabapentin on Dysautonomia was evaluated via analysis of cardiac variables.

Dysautonomia following ABI has an estimated incidence of 8–11% [1] and early recognition and treatment
may have benefits with regard to patient outcomes, periods of hospitalisation, and health care costs [2].

Using a 24 hour Holter monitor, the effect of gabapentin on mean minutely heart rate (HR) and five
minutely heart rate variability (HRV) was monitored.

The subjects fell into two subgroups: three were actively ‘storming’ during the trial, and three showed
evidence of overactivity to minor nociceptive stimuli (a suggested diagnostic criterion of the condition).

Over 24 hours and across the group as a whole, the mean HR prior to gabapentin administration was
95bpm, falling to 90.6 post gabapentin (not statistically significant). Mean HR changes were greater in
acutely ‘storming’ subjects who had a proportionally greater decrease in HR following the drug.

The findings from this study can be used to influence inclusion and exclusion criteria for future research.

References
1. Baguley IJ, Heriseanu RE, Cameron ID, Nott MT, Slewa-Younan S. A critical review of the pathophysiology

of Dysautonomia following traumatic brain injury. Neurocritical Care 2008;8:293-300.
2. Baguley IJ, Slewa-Younan S, Heriseanu RE, Nott MT, Mudaliar Y, Nayyar V. The incidence of Dysautonomia

and its relationship with autonomic arousal following traumatic brain injury. Brain Injury 2007;21:1175-82.
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Fellowships & Scholarships 2010

AFRM Ipsen Open Research Fellowship
($15,000)

Dr Peter Wayne New of  Victoria will undertake the
project titled Randomised controlled trial of  a multidisciplinary
in-reach team to address the unmet needs of  hospitalised patients
with acute spinal cord injury at the Caulfield Hospital in
Melbourne.

AFRM Bruce Ford Travelling Scholarship
($10,000)

Dr Louisa Ng of  Victoria will undertake the project
titled Effectiveness of  a Peer-support Intervention (life moves) in
Motor Neurone Disease and Multiple Sclerosis at the Royal
Melbourne Hospital.

Royal Australasian College of  Physicians

Congratulations Fary Khan!

Faculty Fellow Dr Fary
Khan is the inaugural
recipient of the Ian
Ballard Travelling
MS Research
Fellowship from MS
Research Australia.

Fary is pictured with Katie Ballard at the Hearts and
Minds Ball.

Rebecca Forbes

IT’S BA-AACK!
The College Workforce Survey is heading your way ...

You will soon be receiving the 2010 College annual subscription notice. With that notice you will
find the College Workforce Survey. You may think that you already completed that over a year
ago, and you might have. (Well actually, the chances are that you didn’t complete it, as the
response rate was only about 40% to that survey.)

If  you did complete it previously, you need to do it again to allow comparisons of  the group
with previous years’ data. If  you didn’t do it last time, this is your chance to make amends, so
you need to do it.

The data is used to help with workforce planning by the Faculty and the College, and for
advocating on workforce and service provision issues with government and other bodies. It also
gives us a small snapshot of  what we look like as a group, what we do, where we work, what our
work plans are …

Completing the form is easy. Here are the very simple Dos and Don’ts:

Do it at the same time that you are completing your annual subscription
form. It takes a few minutes.

Don’t leave it on your To Do pile on your desk.

Do pop it straight away in your fax machine, or scan and email it, or post it.

Don’t leave it on your desk to post tomorrow.

Jennifer Mann
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Dr Henry Herbert Stonnington died peacefully at
home on Sunday, May 31, after fighting a long battle
with cancer. He was 82. His wife, Constance
Stonnington, and son, Dr Michael Stonnington,
were at his side. Dr Stonnington is survived by his
wife, Constance, his six children and 15
grandchildren. Dr Stonnington’s first love was his
family. His second love was medicine, which he
practiced diligently and with great compassion.

Dr Stonnington was born on February 12, 1927 in
Vienna, Austria. He received his MBBS (MD) at
Melbourne University in 1950. Subsequently, he
trained in Internal Medicine in London from 1952
to 1954. He completed his Member of  the Royal
College of  Physicians in Edinburgh in 1965.
Following this, he attended Mayo Clinic Graduate
School of  Medicine in Rochester, Minnesota from
1969 to 1972, completing his residency in Physical
Medicine and Rehabilitation. He became a Fellow of
the American Academy of  Physical Medicine and
Rehabilitation in 1973 and then went on to get a
Masters of  Science at the University of  Minnesota
in Minneapolis in 1974. He received his Fellow of
Royal College of  Physicians in Edinburgh in 1977,
his Fellow of  the American Congress of
Rehabilitation Medicine in 1989, and his Fellow of
the Australasian Faculty of  Rehabilitation Medicine
in 1992. In 2001, he became a member of both the
Fellows of  the/and the Stroke Council of  the
United States.

Dr Stonnington held numerous academic
appointments including serving as Chairman of  two
major Physical Medicine and Rehabilitation
programs in the USA; one at the Medical College of
Virginia/Virginia Commonwealth University from
1983 to 1988, and the other at the University of
Missouri-Columbia from 1992 to 1994. Most
recently, he was Clinical Professor of  Medicine in
the section of  Physical Medicine and Rehabilitation
at Louisiana State University in New Orleans and
Medical Director for rehabilitation services and
Chairman of  the Department of  Physical Medicine
and Rehabilitation at Memorial Hospital in
Gulfport, Mississippi.

Remembering

Dr Henry
Stonnington

Dr Stonnington received the Distinguished
Physician award from the American Academy of
Physical Medicine and Rehabilitation in 2002 and is
venerated as a visionary leader in the field of
Traumatic Brain Injury rehabilitation having served
not only as the founder of  the Journal of  Brain Injury
in 1983, but also as one of  the primary guiding
forces and founders (along with the late Dr Sheldon
Berrol) behind the International Association for the
Study of  Traumatic Brain Injury which later merged
with the International Brain Injury Association. He
also founded the journal Pediatric Rehabilitation. He
was awarded a Founder’s Award by the Governor of
Mississippi for his local work on brain injury
education.

It was Dr Stonnington’s vision, professional
fortitude, and optimism that improvement was
possible for his patients which will be most
remembered. He was a staunch advocate for his
patients, a clinical mentor, husband, father,
grandfather, scientist, author and poet. His mantra
of  “Never say never” is a legacy that will be
embraced by all those who had the pleasure of
knowing him and working with him. He will be
missed by all who knew him, but his life-changing
work and devotion to his family will have etched a
powerful and lasting memory of  a man who lived a
full life that benefited the world around him.

Nathan Zasler MD
Co-editor, Brain Injury; CEO & Medical Director,
Concussion Care Centre of  Virginia & Tree of  Life
Services

Reproduced with permission from Brain Injury
2009, Vol. 23, No. 7–8, Pages 595–596

Henry will be remembered by those of  us who
knew him as a great friend of  the Faculty.
Throughout the 1990s he co-ordinated co-operation
between the Faculty and the American Board of
Physical Medicine and Rehabilitation, including
sharing of  examination questions, training multiple
choice question writers, co-ordinating several face to
face meetings between the Faculty and the Board,
and culminating in a visit by board members to our
OSC Examination in 2001.

He was always very proud of  his Australian
connection and encouraged the Faculty in all its
endeavours.

Stephen Buckley
President
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It is the end of  the year and a time to reflect on
our recent experiences. Included in this
subsection is feedback about the entrance and
exit exams we have taken this year. The majority
of  us get through but there are some who must
go through the stress of  cramming and
performing again. It is a good idea to pay close
attention to the feedback no matter what stage
you are at; there are some great tips regarding
what topics are covered in the clinical exam, for
example.

We have a great training program and I am
having a great time participating in it, and I hope
you all feel the same. But it is not easy, and the
more help we can give each other the better.

We will become rehabilitation physicians in an
exciting era, as the Faculty grows and our skills
will become some of  the most useful around. We
deal with incredibly interesting patients, whose
lives have often been irreversibly changed and
who face the greatest challenge of  their lives. We
are privileged to be involved in the healing of
these people, and the restoration of  their
function and participation in society, to make
them feel they are human again. We have an
opportunity that few other doctors can
experience, to know a person as a whole and be
intimately involved during an extraordinarily
difficult time. We have something tangible to
offer in this aging population, with more
co-morbidities, and more extreme medical
interventions pulling people through more
devastating illness or injury.

We are the ones who understand, as our patients
do, the arduous journey from critical illness or
injury to home and beyond. We must be proud
of  what we are learning to do, and we must
support each other on our own journey.

This is a forum for us to get together and share
our experiences and ideas, and we need your
help to get it off  the ground. Relevant trainee
news will be included, but it is up to us to decide
what is appropriate.

I am a first year trainee working through the
external modules with a (so far limited) inner
city experience on busy, rather specialised
rehabilitation wards. But I know that most of
you out there have very different experiences!
Some of  us are more isolated than others, but
we can all benefit from getting together as a
trainee community and supporting each other.

I am sure we would all like to see articles we
have created and photos of  our experiences in
print. This is a chance for us to have a voice in a
very close-knit community. Get your stories in
and contribute! We will print articles about
interesting cases, training courses, and travels
undertaken, whether related to work or not.
Clinical gems and study aids like mnemonics will
be appreciated by all, and you are welcome to
suggest the formation of  study groups in your
area. And jokes and anecdotes always make
interesting light reading. Please send photos as
well – work related, social or artistic!

I look forward to hearing from you all soon.

Jasmine Gilchrist

Welcome to the new
section of Rhaïa just for
trainees!

Trainee Matters
Trainees Matter
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Fellowship Written Examination - Essay
Paper

The AFRM Fellowship Written Examination 2009 was
held on 12 May 2009.

In the Essay Paper component of  the Fellowship
Written Examination 16 out of  23 candidates were
successful in achieving a pass.

There were five Modified Essay Questions and three
Short Essay Questions.

In general candidates performed better in the Modified
Essay questions than in the Short Essay Questions.

Short Essay Questions are designed to explore a
candidate’s ability to analyse a clinical situation and
construct an organised and tailored response that
indicates a degree of  experience in the management of
various scenarios.

As in previous years, candidates who did less well in the
Short Essay Questions often presented very generic
information that did not reflect a depth of  knowledge of
the clinical scenario presented. Very few marks are
allocated for generic information.

Also, marks are not allocated for details that are not
relevant to the question asked.

Remember it is very acceptable to write responses to the
Short Essay Questions in point form which will save you
time.

There is a lot to answer in the time given, so if  you have
practiced answering Short Essay Questions you will be
better prepared.

It would be prudent to spend a little time at the start of
the Exam reading through all the questions.

Please read all the questions very carefully and answer
the questions asked.

  Trainee Matters

Fellowship Written Examination -
Multiple Choice Question Paper

The percentage of  candidates who passed the MCQ
paper was 87%. The MCQs cover all the topic areas of
the curriculum. No one area was better or worse than the
others in terms of  the percentage of  questions correct,
however there were more questions covering amputation
that were poorly scored than any other area.

Fellowship Clinical Examination (FCE)

The AFRM FCE was held at Westmead Hospital’s
Outpatient Clinic on Saturday 15 August 2009.

With regards to candidate performance, feedback was
obtained from the examiners regarding individual
stations as well as general comments regarding
candidates’ proficiency in the examination.

Key feedback items pertaining to problem areas
identified with candidates’ performance in the FCE are
the following:

Examination technique/timing. Candidates
appeared to have difficulty performing examinations
accurately and systematically within the allotted time.
It also appeared that candidates had difficulty
performing special tests eg MacMurray, cruciate
ligaments, patella apprehension.
Listening/reading the question. Candidates did
not always fully listen to or read the question and
either answered incorrectly, or with correct
information but not answering the specific directed
question.
Specific knowledge deficits were in the areas of:
o knowledge of  burns management, which seemed

generally below standard
o gait analysis
o SCI: Identification of  ASIA level and how to

appreciate prognosis

Results of examinations & assessments 2009

Candidates Successful Pass rate

Fellowship Examination Results Written Examination 24 16 67%
Clinical Examinations 32 20 63%

Assessment Modules Module 1 – March 18 13
Module 1 – September 23 14
Module 2 31 24 77%

Feedback to candidates in 2009 examinations

66%

Trainee Liftout
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o rehabilitation of  Parkinson’s Disease
o interpretation of  PTA
o nerve blocks for spasticity management
o upper limbs prosthetics
o driving with dementia.

Module 1 Assessment

The Module 1 examinations were held in March and
September this year with a total of  27 out of  41
candidates passing (pass rate of  63%) The Module 1
exam consists of  100 multiple choice questions derived
from the Faculty Question Bank.

The questions can be broadly divided into five major
categories:

Anatomy/Physiology (approximately 25%),
Neurology (15-20%)
Rheumatology (10%)
Internal Medicine – Respiratory, Endocrine,
Cardiology, Infectious diseases, Geriatrics,
Gastroenterology (25-30%)
Clinical Sciences – Pathology, Haematology, Statistics,
Genetics, Clinical Pharmacology, Immunology (15-
20%).

The average performance of  the candidates answering
correctly in these categories were 55%, 56%, 57%, 60%
and 75%.

Module 2 Assessment

Candidates were examined across six clinical stations:
four ‘live’ stations and two ‘static’ stations.

Feedback from examiners indicated that candidates,
whilst able to perform a satisfactory systems examination
in the main, failed to appreciate the significance of their
findings. The reporting of  findings during the
examination procedure was usually not well performed.

Neuroimaging assessment was often performed poorly,
with many candidates unable to suggest a reasonable
diagnosis based on typical MRI appearance. ECG
diagnosis was generally performed poorly. Interpretation
of  respiratory function tests and spirometry results led
to miscommunication in some cases.

Candidates need to be proficient in the management of
patients in rehabilitation with medical co-morbidities.

Assessment Sub-committee

It has become apparent over the years that candidates
perform least well in the Anatomy/Physiology
component of  the exam. Compared to last year,
candidates this year did not perform as well in the
Neurology component of  the exams.

Candidates are encouraged to spend more time preparing
for these components of  the Module 1 examinations.

AFRM examination dates 2010

Exam Date Location Closing date
for applications

Assessment Module 1
Module 1, multiple choice question Tuesday 16 March all capital cities 11 February
written assessment module in Australia & in

New Zealand
Module 1, multiple choice question Tuesday 21 September all capital cities 19 August
written assessment module in Australia & in

New Zealand
Assessment Module 2
Module 2, Clinical Skills Assessment Saturday 19 June Sydney 18 March

Fellowship Written Examination
Fellowship Written Examination Tuesday 11 May all capital cities 1 April
(Paediatric and General Rehabilitation Medicine) in Australia & in

New Zealand
Fellowship Clinical Examinations
Fellowship Clinical Examination Friday 13 August Melbourne 1 April
(Paediatric Rehabilitation Medicine)
Fellowship Clinical Examination Saturday 14 August Melbourne 1 April
(General Rehabilitation Medicine)

Trainee Liftout
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Do you want to…
see your name in print?
contribute to the trainee community?
pass on your knowledge or tips?
show you have a life outside of medicine?

Then don’t delay, send your articles for
consideration for publication in the new
Trainee Matters lift-out!

We will accept short pieces (with photos or
illustrations if possible) including:

case reviews

summaries of research or relevant
information

reports on conferences and courses

Did you know that critical illness neuropathy and
the related critical illness myopathy are incredibly
common, affecting 50% or more patients who are
in ICU for more than one week?

It is an acute axonal polyneuropathy, probably
related to a combination of the systemic
inflammatory response syndrome, medications
such as steroids and neuromuscular blocking
agents, hyperglycaemia, and immobility. It results
in difficulty weaning ventilator support and
sometimes profound global lower motor neuron
weakness and muscle wasting.

It can be diagnosed by electrophysiology or
muscle biopsy, but the clinical presentation is

Clinical notes

Critical Illness Neuropathy

often sufficient. More than half of patients
recover but some are left with moderate to severe
ataxia, weakness and sensory deficit.

It is a disease that is poorly understood and that
requires more research, but it is certainly worth
considering next time you are referred a patient
who is ‘deconditioned’ after an ICU admission.

W. D. Schweickert & J. Hall (2007). ICU-Acquired
Weakness. Chest 131(5): 1541 – 1549.

Jasmine Gilchrist

Training enquiries

For all matters and enquiries
pertaining to training, please
contact the Faculty Office for
the current requirements.

TTTTTrrrrraineeaineeaineeaineeaineesssss

AAAAAttttttttttenenenenentiontiontiontiontion

AAAAAllllllllll

study tips

amusing stories or jokes

your extra-curricular activities.

Email your articles to the new Trainee Subeditor,
Jasmine Gilchrist at jgil2726@gmp.usyd.edu.au.

Let’s make this space work for us!

Trainee Liftout
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Training News

Education Committee Report

The Faculty’s Education Committee (FEC) met in Sydney
in early November when several matters of  educational
interest were addressed. It was noted that there are
currently 151(139 adult and 12 paediatric) trainees
registered with the Faculty. There are now 93 accredited
training settings and 135 accredited AFRM supervisors.

The first year of  the three year Bi-National Training
Program has come to an end, with videoconferences
taking place regularly each month from February to
November as planned. Although there have been some
technical issues the overall feedback has been
encouraging. It would be good to aim for 100% trainee
attendance next year. February, March and April 2010 will
be the months for Illness and Injury in the Elderly.

Removal from the Training Program

The FEC’s regular review of  each trainee’s progress has
resulted in the removal of  at least three poorly
performing trainees from the Training Program over
recent months. In particular, trainees are reminded about
the following requirements relating to their obligations to
maintain satisfactory progress through the entire
program:

The trainee must have successfully completed both
Modules 1 and 2 before being eligible to proceed to
the third year of  their Rehabilitation Medicine
Training Program.
Manual for Trainees 2007, Section 2, Page 7, Rules and
Procedures for Assessment Modules 1 and 2, Point 10

If both Module 1 and 2 are not completed within
three years of  joining the AFRM Rehabilitation
Medicine Training Program then the trainee will no
longer be permitted to continue in the Training
Program and the trainee’s name will be removed from
the Faculty Register of  Trainees.
Manual for Trainees 2007, Section 2, Page 7, Rules and
Procedures for Assessment Modules 1 and 2, Point 11

Both the written and clinical examinations must be
completed successfully within a three-year period.
Manual for Trainees 2007, Section 5, Page 1, Examination
Performance

All trainees are given the opportunity to provide reasons
why they should be permitted to remain in the Training
Program before any action is taken to remove their name
from the Register of  Trainees.

It should be noted that an addition will be made to the
next edition of  the Manual for Trainees (2010), that:

Any trainee whose name has been removed from the Register of
Trainees for failure to maintain satisfactory progress is only
permitted to apply to rejoin the Training Program after a
break of  at least two years. A new application to join must be
submitted with the appropriate fee. Applicants applying to
rejoin are required to restart the Training Program under the
rules and procedures current at the time of  reapplying. The
rules of  retrospective accreditation of  previous training would
also apply in these circumstances.

Faculty Supervisor Workshops

Three workshops have been held this year: May in
Sydney, October in Brisbane, and November in Victoria.
A/Prof  Andrew Cole organised the format for the
Brisbane workshop entitled Learning at Work: goals
and plans, based on Fiona Lake’s Teaching on the Run,
which was repeated very successfully in Victoria and will
probably be repeated in Adelaide later in 2010. The
workshop that is proposed for Melbourne in March 2010
in ASM week is a long case assessment calibration
session. Fellows can register for this workshop via the
website: www.wcim2010.com.au

Annual Scientific Meetings

The Faculty’s 18th ASM is early next year in Melbourne
as part of  the WCIM 2010 program. It starts on 21
March and goes until 24 March 2010 and registrations
are now open via the website: www.wcim2010.com.au.

The AFRM has also agreed to contribute to the program
of  Physicians Week 2011, which will be taking place in
Darwin from 21 to 23 May 2011, with Indigenous Health
as its main theme. However, the plan is for the 19th
ASM of  the Faculty to take place later in 2011 with
Queensland as the venue. Dates in early September 2011
are being considered, and arrangements are being made,
to team with the ANZ Spinal Cord Society (ANZSCoS)
for a combined conference.

Planning for the AFRM ASM 2012/World Congress for
NeuroRehabilitation is well advanced. The combined
meeting will be in Melbourne on 16 – 19 May 2012.
Mark the dates in your diary now!

Special Interest Groups (SIGs)

The strategic review of  the role of  the SIGs has just
been completed, resulting in some suggested
amendments to the Terms of  Reference for SIGs and
how they are administered.
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Academic Rehabilitation

Through the work of  the Academic Rehabilitation
Medicine Sub-committee, the academic research capacity
in rehabilitation medicine is increasing. The group has
been developing a Primary Medical Curriculum for
Rehabilitation Medicine, which is in its final draft stages.
It has also been exploring ways to access more funding
for research such as lobbying for the addition of
Rehabilitation Medicine to the Geriatrics and Nursing
Grant Review Panel. Grant Review Panels are the peer
review panels that assess and rank applications for
NHMRC funding. A very successful Research Weekend
was run in conjunction with the Faculty’s Rural and
Remote SIG’s SSRS ERRNEST Project 8.05, and similar
weekends are being considered in the future.

Paediatric Rehabilitation

Over recent months, a new curriculum document setting
out the proposed Paediatric Rehabilitation Advanced
Training Curriculum has been developed based on the
College curriculum templates. The proposal is that,
having completed basic training and Part I FRACP
(Paediatrics), the general objective of  advanced training
in Paediatric Rehabilitation Medicine is to develop the
attitudes, skills and knowledge necessary for the
prevention, assessment and management of  impairment,
activity limitation, and participation restriction in
children (including adolescents). It is envisaged that the
new program will lead to the dual qualification FRACP
FAFRM. It is anticipated that the draft curriculum will be
completed ready for sign off  by the FEC early in 2010.
The document would then be sent to the College
Deanery for sign off  on the educational aspects of  the
curriculum. The aim is to have the new curriculum
ratified and a communication plan developed ready for a
launch in 2011.

Prize winners

Adrian Paul Prize 2009
Congratulations to Dr Polly Tsai who has been awarded
the Adrian Paul Prize for 2009 ($500) for her poster
submission entitled: A prospective study on the effects of  group
circuit classes in improving the balance and mobility in the
outpatient setting.

Examination Prizes 2009
As two candidates achieved equal ranking in the adult
Fellowship Clinical Examination held in August 2009
with equal scores, the Basmajian Prize for the top
candidate in this year’s adult Fellowship Clinical
Examination is shared by Dr Amanda Johns and Dr Julia
McLeod for equal best overall performances.

Stephen de Graaff
Chair

Pharmaceutical company
presentations

The Faculty Education Committee has determined that
supervisors and trainers of  Rehabilitation Medicine
Registrars should be providing at least one hour of  face-
to-face or direct teaching per week personally or in
groups of  up to three Registrars, in addition to whatever
else is provided by the state-based programs.

This may be implemented in different forms:
1. It could be specifically case-based
2. It could involve general discussion of  investigation

reports or radiology investigations
3. It could be a generalised one-on-one discussion

regarding examination technique or treatment
approaches

4. It could be related to generalised topics such as
applying for jobs, business practices associated with
private practice, administrative issues and how to deal
with them

5. It could be a multitude of  other topics that have
specific relevance to the principles and practice of
rehabilitation medicine.

However, please be advised that pharmaceutical
company presentations do not constitute
appropriate registrar teaching in respect of  the one
hour training requirement.

Annual Supervisor Education Workshop

The annual AFRM Supervisor Education Workshop has
been attracting far more expressions of interest than
available spaces of  registration, which is very
encouraging for the Faculty, and the organisers and
presenters, and indirectly the trainees. However, it needs
to be made clearer that it is not the only eligible
workshop for supervisor accreditation purposes.

The supervisor accreditation requirement regarding
workshop attendance could have been fulfilled by
attendance at the Faculty Supervisor Education
Workshop, or an equivalent Clinical Supervisor’s
education program, at least once in every three-year cycle
of accreditation.

For Faculty Supervisors an appropriate education
workshop is one that addresses supervisory skills,
teaching and learning skills. Some workshops considered
to be appropriate by the Accreditation Sub-committee of
the Education Committee will be advertised in the
E-bulletin on a regular basis, but Fellows can also put
forward suggested workshops that they think will be
appropriate.

Geoff  Abbott
Chair, Accreditation Sub-committee
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Professional Development

MyCPD audit!

Seasons’ Greetings! Guess what? Your CPD submission is
due soon! “Oh no” you cry, “but I only just did last year’s!”
2009 has certainly flown and we have all been so busy – too
much work, too much teaching, too many meetings, no
research time, no money, not enough help, no downtime,
financial meltdowns in all areas of  health, swine flu etc, etc.
I know – that’s been my complaint too.
Well here is something else to complain about! Your CPD
submission is due by the end of  January but we, your CPD
Committee members, are very kind – we won’t ‘fine’ you
unless you get to 1 July and you still haven’t gone online to
enter all your points and click SUBMIT. (Remember NO
paper submissions in 2010 unless you are audited.)
10% of  Fellows involved in the AFRM MyCPD programme
are audited every year and from 2010, if  you are late you will
have up to three months to submit late BUT you will only
be awarded 60 points and you WILL be audited (on top of
the 10% randomly chosen for audit). This is a bonus
because until and including 2009 if  you were late your
submission wasn’t even accepted. However in case you
haven’t been reading all the information coming out about
the new National Medical Registration, and didn’t read the
lead article in the RACP News by Geoffrey Metz, RACP
President about compulsory CPD being mandated by the
College, compulsory CPD is here in 2010.
You do not have to do the AFRM MyCPD or the RACP
MyCPD in Australia but you do have to show that you have
been actively involved in continuing professional
development – in New Zealand you actually have to show
involvement in a recognised program such as ours to
maintain your annual medical registration.
So if  you are one of  the lucky 10% who are chosen to be
audited or you submit your points late and therefore are
audited automatically, what can you do to ensure that it is as
pain free as possible?
1. Use the most up-to-date activities register or an Excel

spreadsheet with the same information, but make sure it
is the most current form as some of  the points allocated
change from year to year. You should download this
from the AFRM website and you also can check the
points, etc in the downloadable CPD manual.

2. Do NOT claim points online without making sure you
have proof  of  your involvement and make sure you have
noted them in your copy of  the activities register, your
CPD diary, or some other accessible documentation.

3. You can claim as you go or all at once, but make sure
you have back up documentation and make sure you are
claiming for the correct year.
Q: Why do I say this?
A: A number of  the CPD returns audited in 2009

claimed a different number of  points online than
they showed on the Activities Register sent with
their substantiation documentation. Some people
could have claimed more than they submitted on
line; some people less; some people claimed for
papers presented and conferences attended in 2009
instead of  2008, etc.

4. File all your proof  together in a folder so that you have
it ready if requested.
Q: What is proof?
A: A conference certificate of  attendance, a copy of

the Title slide of  your presentation (NOT all 50
slides please), a copy of  the front page of  a
published paper (NOT the entire paper please), or
first page of  a book chapter (NOT the whole book
or whole chapter please), copies of  relevant pages
of  your electronic diary, emails and letters
requesting your presentation at a meeting, minutes
showing attendance, copy of  signed attendance
sheet, copy of  Grand Round program, etc. If  you
are not sure what is required please talk with your
state CPD rep or, if  he or she is not sure, then ask
the Faculty CPD Administrator, Natali Vlatko.

5. When notified that you are one of  the people chosen for
audit in 2010, submit your documentation promptly. Do
not ring and harangue the CPD Administrator and tell
her you never had to do this before.
Q: Why can’t the auditors just check the Fellows

AFRM files?
A: The audit takes place in an area in the RACP

buildings and not in the AFRM office. The Fellows
doing the audit do NOT have access to Faculty files
indicating that you were an examiner in 2009,
attended the AFRM ASM, attended your state
branch education day, gave a talk to trainees as part
of  the Bi-National Training Program, were
secretary of  a SIG, organised part of  the clinical
exam, etc. So if  you claim the points, please make
sure you have the documentation to prove it.

So enjoy your summer break (if  you are having one) and if
it’s a bit quiet in your office, start putting the information
together now instead of  on 29 June 2010! Check the Faculty
website under CPD for more information including the
helpful FAQ list. Contact Natali if  you have any questions
not covered, and perhaps keep this copy of  Rhaïa to remind
you what is required.
Best wishes to all of  you for a happy, healthy and safe
summer with celebrations and good times with your loved
ones and friends … and make a New Year’s resolution to
get your CPD in as early and accurately as possible. That’s
going to be one of  mine …

Your CPD Chair
Ruth Marshall
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Branch Reports

Victoria

On 14 and 15 November, the Victorian Branch held our
inaugural CPD weekend at Peppers Moonah Links on
the beautiful Mornington Peninsula. Although numbers
were not high, this allowed for informal and interactive
sessions. Dr Stephen de Graaff  facilitated a Supervisor
Workshop and Professor John Olver spoke about
Research in Rehab Medicine, amongst other topics. The
weekend was considered a success by all attendees. Dr
Ian Baguley is congratulated on the large amount of
work he put into organising this event.

Dr Brian Anthonisz facilitated the Registrar Research
Presentation evening on 25 November. This provides an
opportunity for the senior registrars to present their
work, and for Fellows to be appraised of  the excellent
projects being undertaken. It is hoped that this emphasis
helps foster a lifetime interest in research for our
registrars.

Dr Ronald Leong organised the Registrar Selection Day
on 21 August. This annual event brings together the
Rehabilitation Directors of  the Victorian Health
Networks in a collegiate manner to help organise the
right registrars into the right jobs.

Dr Rob Weller continues to co-ordinate the 2010 ASM,
which is to be held in concert with the RACP ASM.
Planning is well advanced for this.

Dr Senen Gonzalez, with the assistance of  the Teaching
and Learning Sub-committee and the Registrar
Representative, continues to endeavour to ensure high
quality training for our trainees. Attendance at these
sessions has improved significantly since a roll was
introduced. Dr Gonzalez is undertaking a ‘Survey-
Monkey’ to assess registrar’s opinions about the training
program.

Structural changes are occurring within the Victorian
Department of  Health and this, with the National
Strategy on subacute services, may result in changes to
the way rehabilitation is provided in Victoria. FIM is
being rolled out as the outcome measure for reporting to
the DoH for all rehabilitation and GEM beds over the
next 12 months.

Drs Genevieve Kennedy and Michael Chou are tireless in
their honorary roles as secretary and treasurer for our
branch, and I thank them and the other members of  our
Branch Committee for their hard work and support.

Mary-Lou Leach

South Australia

Trainee news

There are currently six trainees in adult rehabilitation and
one in paediatrics, and two visiting overseas trainees.
Two registrars attempted the recent Fellowship exam,
with one successful result. There will be three new
trainees next year, bringing the total number of  trainees
in 2010 to nine.

Service reform & development

The state government has allocated funds for an
expansion of  ambulatory rehabilitation services across
Adelaide, including adult and paediatric centres. Many
changes are underway in SA where health services are
being reformed and the state branch is monitoring
service shifts. In August South Australia released a
Stroke Service Plan for 2009-2016, which endorsed a
Comprehensive Stroke Unit model rather than an acute
and subacute model. A new Clinical Network in Stroke
has been established and it is expected to have
representation from rehabilitation medicine on the
network. The local branch welcomes expansion of
services for stroke patients but is keen to ensure that
adequate funds are allocated for ambulatory
rehabilitation.

The Rehabilitation Clinical Network has also prepared a
service plan for rehabilitation services 2010-2017 which
was submitted late in 2008. Unfortunately its release has
been delayed. The reasons for the delay are unclear but
the state branch is watching this issue closely. The SA
State Branch Executive met with the Health Minister to
discuss recent closures of state-wide spinal and brain
injury rehabilitation beds, which again were unexplained
and appear at odds with the state’s public commitment to
expand subacute services.

Workforce remains a major issue in SA and shortages in
the medical workforce limit the expansion of
rehabilitation services. Engaging the state Health
Department in a meaningful exchange has been difficult
and, to date, the most successful strategies have been
industrial. However, the Rehabilitation Clinical Network
agreed to audit the allied health and medical workforce
on June 30 2009, and will continue to monitor expansion
over the next few years. A plan for increased medical
workforce is being developed by members of  the Faculty
and renewed attempts at engagement will be made by the
network over the next few months.
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provided a wonderful opportunity for networking across
the different rehabilitation disciplines and will set the
scene for our next New Zealand Rehabilitation
Association/NZIRR Conference in two years time and
hopefully this will draw more Australian Fellows back to
our shores outside the regular ASM cycle.

Medical Council of New Zealand Issues

The annual branch advisory body meeting in which
MCNZ liaises with the professional colleges and their
faculties was held in Wellington on 18 November. The
agenda included workshops on processing vocational
applications, memoranda of  understanding with BABs,
accreditation of  branch advisory bodies, and supervisory
arrangements for overseas trained specialists.

ACC liaison

Members of  the New Zealand Branch of  the AFRM
met with representatives of  the New Zealand Accident
Compensation Corporation during the ASM in
Queenstown in July 2009. We discussed the importance
of  getting ACC to buy into the development of  a
national rehabilitation strategy for New Zealand in
association with the Ministry of  Health. As an
organisation, ACC is currently in a great deal of  flux,
with working parties being broken up and restructured,
especially within operations and funding.

Strategies for the management of  traumatic brain injury,
spinal cord injury, and older persons rehabilitation are
being formulated and advisors will be appointed for each
working party and, once these are in place, the New
Zealand Branch looks forward to progressing with
further dialogue.

The ACC has expressed an interest in the credentialing
of  rehabilitation services headed by rehabilitation
physicians to provide non-acute rehabilitation episodes,
as the quality of  services varies around the country and
is provided by multiple providers. The New Zealand
Branch of  the AFRM would be very supportive of  such
an initiative.

Training

New Zealand currently counts six trainees. A successful
cycle of  training sessions incorporating mock OSCE
examinations was completed prior to the Fellowship
Clinical Examination in August, at which our only FCE
candidate was successful this year.

The Rehab Plus service based in Auckland provided a
training session on amputee rehabilitation as part of  the
Bi-national Training Program in November.

Jurriaan de Groot
Chair

New Zealand

The New Zealand Branch extends a warm welcome and
congratulations to Dr Tony Auchinvole and Dr Kate
Hall on being recommended for AFRM Fellowship
recently. It is of  particular note that Dr Hall will be our
first New Zealand based Paediatric Rehabilitation
Medicine Fellow by examination. The branch notes with
regret the departure of  Dr Shridhar Atresh, who left the
Counties Manukau Spinal Service in September to take
up a position in Queensland. As Dr Atresh also held the
important post of  Branch Training Coordinator, the
quest is still on for a suitable replacement.

The New Zealand Branch Committee met by
teleconference on 15 October. The New Zealand Branch
By-laws, as modified by Faculty office, have now been
ratified and our branch operational budget has also been
finalised.

The New Zealand Branch Committee has been
approached to assist in developing a cultural awareness
training package at a Faculty level, particularly to cover
content in relation to the Maori indigenous population
of  New Zealand. Our Branch Committee has suggested
that this be approached at two levels. It has been
suggested that in the first instance, all New Zealand
based trainees attend at least one of  the general District
Health Board Maori cultural programs, which are
available across all New Zealand hospitals on a generic
basis. This could be reviewed as part of  the learning
contract with their supervisors and recorded on the
supervisor’s form. The second level would be the
development of  a Maori culture/health module to be
approved by the AFRM Education Committee. New
Zealand Fellows responsible for this will be appointed
during our next Branch AGM.

ASM Queenstown 2009

The New Zealand Branch wishes to extend its gratitude
to Dr Samir Anwar and other members of  the
organising committee, for putting together a most
stimulating and truly multi disciplinary annual scientific
meeting program, which was enjoyed by all in the
wonderful scenic setting of  Queenstown in July. This

CME

A successful CME afternoon was held on 4 September,
attended by many Fellows and trainees. Dr Andrew
Wilkinson was awarded the best trainee scientific
presentation. The day culminated in a dinner at which
psychiatrist Dr Nick Ford spoke on ‘Blast injuries in
military personnel’.

James Rice
Chair
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Rural & Remote SIG

The R&R SIG’s various activities have continued
with the Support Scheme for Rural Specialists
funded program.

A residential research weekend was held at
Terrigal from the 30 October to 1 November,
coordinated by the Academic Rehabilitation
Medicine Sub-committee. This was attended by
12 Fellows and registrars mainly from rural areas,
with the aim of  developing ideas and skills for
conducting research. The workshop was
facilitated by Professor Ian Cameron, Professor
Maria Crotty, and the keynote speaker
A/Professor David Atkinson from Broome.
Guest speakers included A/Professor Ian
Baguley and Noeline Monaghan. Sessions were
held on clinical epidemiology, biostatistics, ethics
approval, and systematic reviewing. Presenters
gave personal accounts of  their journey into

New South Wales

Since the last report in Rhaïa the NSW Branch has
continued to progress its strategy to position
rehabilitation services in NSW to benefit from the
subacute funding enhancement announced at the end of
last year by the Commonwealth Government. Following
a meeting with the Director of  Inter-Government and
Funding Strategies and her team on 10 June, the branch
(Poulos, Mann, Bowring and Conroy) met with the
Deputy Director-General of  the Health System
Performance Division, NSW Health, on 3 September.
A further meeting is scheduled for 2 December 2009. In
these meetings the branch is advocating for NSW Health
to involve the rehabilitation sector in more redesign
initiatives, aimed at improving models of  care based on
the evidence available. Our view is that a greater focus
on the rehabilitation sector can lead to improved
outcomes and efficiency within rehabilitation, as well as
help the acute sector better manage demand.

The branch is currently seeking feedback from NSW
Fellows working in public rehabilitation services as to
what enhancements have been funded under the Federal
Government’s COAG strategy.

Two CME evenings have been held since the ASM in
New Zealand. On 25 August the branch invited

Professor Raphael Grzebieta, the Chair of  Road Safety
at the Injury Risk Management Research Centre,
University of  NSW, to present on the topic: From Impact
to Rehab –  relating mechanisms of  motor vehicle crashes to injury
outcomes. This meeting was well attended by Fellows.

On 9 November the branch held its inaugural trainee
research presentation evening. Five trainees responded to
the EOI call to present their recent research. First prize
of  $300 was awarded to Tikshan (Peter) Chan, who
presented on amputees, and second prize of  $150 went
to Saeed Alshahri, who presented on spinal cord injury
in Saudi. This meeting also allowed the branch to try out
its newly purchased PA system, complete with wireless
roving microphone and digital recording (thanks to
Stephen Chung who researched the best model for our
purposes).

The CME weekend for 2010 will be held in Canberra,
with Chris Katsogiannis the host. We have also invited
Chris onto the NSW Branch Committee, a much more
practical option now that we hold every second meeting
by teleconference.

Chris Poulos
Chair

  Branch Reports

Participants in the R&R SIG’s research weekend at Terrigal
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ICF SIG

Following the hectic pace set at our recent ASM,
developments have been a little slower.

The ICF SIG is working on a draft position statement
for the AFRM. The position statement will give an
outline of  the place of  the ICF in Rehabilitation
Medicine and within the AFRM in Australia. An initial
draft of  the document was discussed at our Annual
Meeting and the document is now being refined with
feedback from within the SIG.

Rehabilitation & Older People
SIG

The Rehabilitation and Older People SIG held its AGM
in Queenstown. Ian Cameron and Miranda Jelbart were
re-elected Chair and Secretary of  the SIG respectively. A
lively session about ageing positively was also held at the
AGM.

The SIG has had further input into a position paper on
driving and dementia. A preliminary draft of  a paper
about older people in public and private rehabilitation
units has been prepared and further information is being
sought from AROC.

Ian Cameron
Chair

Spinal Cord Injury SIG

Since the last report in this newsletter the Spinal Cord
Injury SIG continues to be involved in a number of
important activities.

The AGM, held in Queenstown as part of  the ASM, was
well attended. Peter New (Chair) and Monica Ling
(Secretary) continue as the office bearers.
A teleconference was held on 12 October.

The SIG Business Plan has been developed for 2010.
The SIG is planning a series of  journal club
teleconference meetings in addition to the teleconference
business meetings.

Stella Engel and Tim Geraghty represented the SCI SIG
on a Transition to Adult Health Services for Adolescents
with Disability Working Party that has started to prepare
a report on behalf  of  the Faculty and RACP.
A suggestion was made for the development of  a new
position statement on thrombo-prophylaxis after SCI,
and Monica Ling will be drafting this.

The SIG has organised an American Spinal Injury
Association (ASIA) examination training workshop for
Fellows and trainees. It will be held on 25 March 2010, in
the afternoon of  the concluding day of  the World
Congress of  Internal Medicine in Melbourne. Further
details about the booking process will be made available
closer to the date.

It was a great pleasure for the SIG to learn that its
efforts in revising and updating the curriculum and
resource list for SCI has again been recognised
internationally. Earlier this year the ISPRM Education
Committee on Minimum Curriculum for Residency Program
have used our curriculum as the basis their
recommendation. Now the International Spinal Cord
Society and the European Community Physical Medicine
and Rehabilitation organisations also want to use our
work as the basis for their curriculum development. This
is a very gratifying acknowledgment.

Peter New
Chair

Jim Xu and I travelled to Hong Kong in August to
attend the Asian Prosthetic and Orthotic Scientific
Meeting. We presented a paper on Developing ICF Core
Sets for persons with an amputation. While there, we met with
some of the professors in rehabilitation medicine from
China, Taiwan and Hong Kong to further develop
international networks. There is certainly a lot of  interest
for collaborative research projects with our Asian
neighbours.

Friedbert Kohler

research. Each attendee was supported to develop their
ideas into a research proposal. We will be following up
the progress of  these projects early next year.

The SIG has developed a brochure on the advantages of
rural training and practice, which can be forwarded to
anyone who is interested. You can see a copy in the SIG
section on the AFRM website.

Our final videoconference for the year was in November
about Amputee Management in Rural and Remote Australia.

Jeremy Christley
Chair
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2010
22 – 24 January
38th Annual Conference of Indian Association of Physical
Medicine and Rehabilitation: IAPMRCON 2010. SMS Medical
College, Jaipur, India. Website: www.iapmr.com/jprconf.htm

26 – 28 February
3rd International Congress on Gait and Mental Health.
Washington DC, USA. Website: www.kenes.com/gait

3 – 6 March
Getting a Good Start, Australasian Academy of Cerebral Palsy
and Developmental Medicine (AusACPDM) 5th Biennial
Conference. Christchurch Convention Centre, Christchurch,
New Zealand.
Website: dcconferences.com.au/ausacpdm2010

10 – 14 March
8th World Congress on Brain Injury, International Brain Injury
Association (IBIA). Washington DC, USA.
Website: www.internationalbrain.org

20 – 25 March
WCIM 2010, World Congress of Internal Medicine.
Melbourne, Australia. Email: wcim2010@arinex.com.au

20 – 25 March
18th Annual Scientific Meeting of the Australasian Faculty of
Rehabilitation Medicine. Melbourne, Victoria.
Website: www.wcim2010.com.au
Email: wcim2010@arinex.com.au

21 – 24 March
6th World Congress for NeuroRehabilitation. Vienna, Austria.
Email: traceymole@wfnr.co.uk

28 – 31 March
The Impact of Pain, APS & NZPS Combined ASM. Gold Coast.
Website: www.dcconferences.com.au/apsnzps

23 – 25 April
International Congress of Neurology and Rehabilitation. Goa,
India. Website: www.icnr2010.org.au

29 April – 2 May
2nd Asia-Oceanian Congress of Physical and Rehabilitation
Medicine, Asia-Oceanian Society of Physical and Rehabilitation
Medicine (AOSPRM). Taipei. Website: www.aocprm2010.com
Email: aocprm2010@knaintl.com.tw

5 – 7 May
Annual Scientific Meeting of Australian & New Zealand Society
for Geriatric Medicine. Coolum, Queensland.
Website: www.anzsgm.org.au

5 – 8 May
World Congress on Osteoporosis. Venice, Italy.
Website: www.iofbonehealth.org

10 – 15 May
13th World Congress of the International Society for
Prosthetics & Orthotics (ISPO). Leipzig, Germany.
Website: www.ispo.ws

16 – 18 May 2010
4th National Injury Management Conference, ARPA. Sydney,
Australia. Website: www.arpa.org.au

WCIM 2010
PHYSICIANS WEEK
20 – 25 MARCH 2010
MELBOURNE, AUSTRALIA

Melbourne Convention
and Exhibition Centre
Melbourne, Victoria,

Australia

WORLD MEDICINE FOR THE NEXT DECADE: 2010 TO 2020

www.wcim2010.com.au

in conjunction with

World Congress of Internal Medicine

The FThe FThe FThe FThe Facultyacultyacultyacultyaculty’s 18th Annual Scientific Meeting is taking place in Melbourne’s 18th Annual Scientific Meeting is taking place in Melbourne’s 18th Annual Scientific Meeting is taking place in Melbourne’s 18th Annual Scientific Meeting is taking place in Melbourne’s 18th Annual Scientific Meeting is taking place in Melbourne
next March as part of the 30th Wnext March as part of the 30th Wnext March as part of the 30th Wnext March as part of the 30th Wnext March as part of the 30th World Congress of Internalorld Congress of Internalorld Congress of Internalorld Congress of Internalorld Congress of Internal

Medicine (WCIM) and Physicians WMedicine (WCIM) and Physicians WMedicine (WCIM) and Physicians WMedicine (WCIM) and Physicians WMedicine (WCIM) and Physicians Week.eek.eek.eek.eek.

20 – 25 March 2010
DonDonDonDonDon’t delay – register online at www’t delay – register online at www’t delay – register online at www’t delay – register online at www’t delay – register online at www.wcim2010.com.au.wcim2010.com.au.wcim2010.com.au.wcim2010.com.au.wcim2010.com.au

2010
AFRM
Annual

Scientific
Meeting
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23 – 27 May
17th European Congress on Physical & Rehabilitation Medicine.
Venice, Italy. Website: www.cesprm2010.eu

25 – 26 May
Future Proofing the Aged and Community Care Workforce.
Sydney, Australia. Website: www.changechampions.com.au

25 – 28 May
19th European Stroke Conference. Barcelona, Spain.
Website: www.eurostroke.org/

27 – 29 May
Biennial Scientific Meeting of the Australasian Lymphology
Association. Melbourne, Australia.
Website: www.lymphology.asn.au

27 – 30 May
7th World Conference, International Society for
Gerontechnology. Vancouver, Canada.
Website: www.sfu.ca/grc/isg2010

19 – 23 June
20th Meeting of European Neurological Society. Berlin,
Germany. Website: www.congrex.ch/ens2010/

29 August – 3 September
13th World Congress on Pain. Montreal, Canada.
Website: www.iasp-pain.org

1 – 3 September
Annual Scientific Meeting of the Australian and New Zealand
Spinal Cord Society. Adelaide Convention Centre, Adelaide,
Australia. Website: www.sapmea.asn.au/anzcos2010
Email: anzscos2010@sapmea.asn.au

28 September – 1 October
2nd World Parkinson Congress. Glasgow, Scotland.
Website: www.worldpdcongress.org

29 September – 2 October
8th Mediterranean Congress of Physical and Rehabilitation
Medicine. Limassol, Cyprus. Email: chrisfam@logosnet.cv.net

5 – 9 October
25th Annual Meeting, North American Spine Society. Orlando,
USA. Website: www.spine.org

6 – 8 October
Best of Both Worlds – Mind and Body. Austin Health and
Epworth Rehabilitation. Melbourne, Australia.
Website: www.dcconferences.com.au/rehab2010
Email: rehab2010@dcconferences.com.au

13 – 16 October
7th World Stroke Congress. Seoul, Korea.
Website: www.kenes.com/stroke2010/

3 – 7 November
71st Annual Assembly, AAPM&R. Seattle, Washington, USA.
Website: www.aapmr.org

9 – 12 December
7th International Congress on Mental Dysfunction and other
Non-motor Features in Parkinson’s Disease, Barcelona, Spain.
Website: www.kenes.com/mdpd

2011
23 – 26 June
11th European Congress on Clinical and Economic Aspects of
Osteoporosis and Osteoarthritis, Valencia, Spain.
Website: www.ecceo11-iof.org

12 – 15 June
6th World Congress, ISPRM. San Juan, Puerto Rico.
Website: www.isprm.org

20 – 23 June
6th World Physical Therapy Congress 2011. Amsterdam,
Netherlands. Website: www.wcpt.org/congress

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

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

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

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

2012
15 – 19 May
World Congress for NeuroRehabilitation. Melbourne, Australia.
TBA

17 – 19 May
3rd Conference of Asian Oceania Society of PRM, AOSPRM.
Bali, Indonesia. Email: aosprimbali@pharma-pro.com

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

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

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






