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Lorraine Jones takes in
Austria from the saddle

ur adventure of the year in 2011
was a family bike ride that took
us from Passau on the German

border to Vienna in Austria.

Lorraine’s adventure on wheels

We were an extended family group of
six – five adults aged from 34 to 75
plus a three year old.

My husband and I had commenced a
training program for this ride in
January 2011. We rode for one hour
twice a week, once in Centennial Park
in Sydney and once a week beside the
beach from Bulli to Wollongong.

I had my reservations about how we
would get on, as the distances varied
from a low of  16 kilometres to 50
kilometres per day. Fortunately our
daughter had booked the easy family
ride with www.donauradfreunde.de.
The full tour (for aficionadi) is 325
kilometres, which we certainly could
not have managed. Our trip included
breaks with part of  the trip on river
boats and train trips on certain days.

The tour organiser provided the
bikes, which were delivered to our
hotel in Passau on the morning of
the start of  our trip. We had
previously had to provide the height
of  all the travellers, so each bike had
its seat adjusted by the tour operator
for the comfort of  the rider. Panniers
to hold things, as well as bike pumps,
a repair kit, and a spare tube were
included in our equipment. The tour
price included the cost of  bikes and

equipment, all hotels which provided
breakfast, boat and train trips. The
bikes (which were a German brand)
were much better to ride than the
bikes we had used in Australia. One
of  the bikes had a pull along attached
to the main bike for the little girl to
ride behind her father. She sat on this
peddling (sic) her rear wheel. When
she was tired she sat in the child seat
behind her mother and either
watched the scenery, or the tour
group, or fell asleep.

The ride started with a boat trip from
Passau to Engelhartzell. This was our
introduction to the Donau (Danube).
The Danube is a mighty river with
very swift currents. The river is not
blue as in the song but more like the
colour of  the Yarra or Brisbane
Rivers. In some places we saw small
beaches and there was one set of
rapids, at Melk. The river boats had
special places for all the bike riders

who took a ride. From Engelhartzell
we rode 16 kilometres to our hotel in
Schlogen. This hotel was like a resort.
It was on a place where the river does
a u-turn. It sits alone in beautiful
splendour as a resort for holiday
makers and bike riders. The rooms
had magnificent views of the
mountains or river; there was a pool
with hot and cold rooms adjoining it;
there was a beauty salon; there were
beautiful grounds where holiday
makers lay and enjoyed the view, and
a wonderful playground for the three
year old. She loved riding the flying
fox and going on the swings.

The ride lasted seven days. We cycled,
stopping after Schlogen at Lintz,
Enns, Grein, Melk and Krem, with
Vienna the last stop.

The first two days of  the ride were
between mountains on both sides,

Bicycles lined up on one of  the many
small ferries that criss-cross the Danube

O

Continued page 5 ...
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Editorial

ur family matriarch attained her 90th
birthday just recently.

Relatives came from far and wide for the Saturday
High Tea and there were apologies from Nepal,
Adelaide and the UK. Apart from Great-grandma and
Great-grand-aunt, only one other of the original
bunch of school friends from the 1930s was mobile
enough to come and share tales of ferry travel to
school before the Harbour Bridge opened, piano
lessons with Mrs Andrews in Murdoch St, and what
they were doing on the night the Japanese
submarines invaded Sydney Harbour. For the record,
Great-grandma was on duty in Clubbe Ward at the
(old) Childrens’ Hospital, and spent all evening
taking paediatric orthopaedic patients downstairs
into the basement shelters, and then bringing them
up again before next morning’s rounds by the
surgeons.

We baby-boomer cousins looked at each other and
discovered a lot more grey hair than when we last
met at a family wedding a couple of years ago, and
realised that we are now the standing senior
generation in the family – despite much ribbing
about receding hairlines and hair dyes, it is all quite
sobering thinking. Perhaps that is why we now
actually do enjoy eating curried egg and cucumber
sandwiches and scones, with afternoon tea or coffee.

In a much larger part of the restaurant, our post-Uni
children and all the second-cousins sat around a big
table, talking about the important and life-changing
work they are doing. Oblivious to all but the food,
their children ran around and played hide-and-seek
under the tables, pausing only to crowd around
Great-grandma when it was time to try and blow out
the unquenchable candles (a mean trick to play on a
dignified retired theatre sister), and listen to her
speaking.

As expected, Great-grandma spoke about change –
from when she was younger until now: trams to
double-decker buses (we assured her that red
double-decker buses are poised to make a
triumphant return to peak hours, in Sydney at least);
pounds to dollars; corner shops to supermarkets –
and handing over to the next generation, and of
continuing to guard what is important to our family
life.

Not unlike the Faculty in many ways, really. While we
do have a regular rotation of the very senior
positions, there are many other positions in working
committees and task-groups where significant
people have done important tasks for many years
now, and under College and Faculty rules, there must
be change and generational renewal. Colleagues will
have seen (if the e-bulletin is successfully reaching
you) some of these opportunities being advertised,
and I urge you to think about whether you have the
interest, basic experience and commitment to help
us maintain, develop and grow the important
strengths of our Faculty going forwards. It is an
exciting task, lack of boredom guaranteed!

The recent ten-year memories of 9/11 remind me that
I wrote an article for Rhaïa on my experiences of
travelling in a disrupted world in September 2001. I
pulled my (Ansett Australia) 2001 pocket diary out of
my archive, to discover that petrol then cost 77.9¢ a
litre, an evening of parking at the Entertainment
Centre cost $9.90, and my late father went to Greece
on an ancient history tour, flying Olympic Airlines, as
one would expect!

That Rhaïa article led to me starting as Editor in
early 2002. Gentle reader, I am of the view that ten
years is an elegant editorial sufficiency, and, as I
seem to have outlasted the editors of the Murdoch
and Fairfax groups, etc, I would like to hand over to a
younger set of typing digits early in 2012, please.

To mix the metaphor irretrievably, who would like to
take up the baton?

Andrew Cole

O
Positions vacant!

(including this one)

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
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hange management is always challenging. This is
especially so when matters close to the heart are
concerned. I am working on ensuring that the

transition from an autonomous entity to being truly “one
College” is effective and beneficial for the AFRM.

The RACP is making great strides in ensuring that we
meet all our corporate obligations. College financial
management is much stronger with a formal risk
management framework, compliance procedures and
adequate operational reserves. This has meant changes in
how the College does business, which is still in its
teething stages but gradually it is becoming more flexible
and responsive.

Equally challenging is the continuing governance review.
The education review has been completed and has been
under wide consultation. There are significant
implications for the Faculty and I would like to thank the
Faculty Education Committee and Sybil Cumming for
the hard work and thought put into our responses. There
was excellent collaboration with our fellow Faculties.

Policy and advocacy governance is now being reviewed
and will also go out for consultation when completed.

Meanwhile I would like to thank those who enable the
Faculty to work, especially all those who serve on
committees, examine or provide material for exams,
supervise or educate our trainees, and oblige whenever
the call goes out that something is needed. The Faculty
cannot function without such support and the more
involved you are, the better the Faculty becomes.

The Faculty also relies greatly on the engine room power
of  Rebecca, Sybil, Paul, Maggie and Annette. We could
not survive without such expert collaboration. They are
the face of  the Faculty and College for our Fellows and
trainees and do a fabulous job.

I wish Fellows and trainees, staff  and volunteers all
happiness for the holiday season. I hope that everyone
keeps safe and is refreshed for the next year.

Kath McCarthy

C

President’s Report

The more involved you are,
the better the Faculty becomes.

Letters to the Editor

Dear Editor

The idea that international promotion of  the AFRM is
promoted by publishing a photo of  a Fellow or trainee
wearing an AFRM tie or scarf  is not at all evidence-
based in my view, and needs review.

Surely a picture of  the Fellow or trainee, with an
informative description of  the visit, and relevance to
rehabilitation, is a better way to promote international
collaboration! A holiday snap from overseas (with a tie
included) may be interesting but is this at all relevant?

This competition seems perhaps a little gender-biased as
ties are a common part of  some men’s professional

attire, but the AFRM scarves (or ties for that matter) are
not part of  usual women’s dress. Scarves are also not
practically useful in many parts of  the world AFRM
members might visit, so unlikely to be packed on these
visits.

(Ed – a head scarf  may have been very practical attire in Egypt
however. This suggestion has been referred to the International
Affairs Committee).

Regards
Sarah Abrahamson
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although the path beside the river was flat. Small and
large groups of  riders would overtake us. Some groups
were families and some were wearing the matching
colours of  a bicycle club. While the majority of  the
riders were German speaking there were also French and
Italian groups. One of  the things that most surprised me
was the special bike ferries. These only transported bikes
and passengers. They were small, but could fit 25 bikes at
a time. They were very well used. The cost was usually
2.5 euros a trip. They saved travellers having to ride onto
major road bridges with the hazards of  lumbering trucks
or very swift cars.

Austria was totally set up for bike riders. There were
almost always bike paths separated from the roads. These
would be marked with a number and destination, eg R1
Wien – 100 km. There were routes to all sorts of
destinations. The trains had special places to hang up or
otherwise secure the many bikes transported on them.
The conductor would supervise the placement of  the
bikes and strap them so that they did not fall over. The
hotels specialised in bike but not car parking. It is a
mirror image of  Australia where cars are so important
and distances are much more vast.

The travel agent provided excellent maps of  the whole
route, both along the north and south banks of  the
Danube. We also had individual instructions on the
hotels, how to access them, and when and where we
would get the boat or train with the tickets for these
trips. Our luggage was shifted from hotel to hotel each
day arriving at the new destination by five in the evening
or sometimes earlier.

The path followed the river between the mountains for
the first two days. Then at times the bike path would
traverse fields of  sugar beet, vegetables, barley and corn.

I saw deer and a hare on our travels. We would stop at
cafes located along the bike paths for lunch. These often
had play equipment for the many children who travelled
with their parents either on their own bikes or tandem as
our little girl did.

We saw such beautiful old towns in our travels. In Emms
our hotel opened onto the main square where there was
a very old tower. The hotel had special racks for the
many bike travellers who stayed there. The morning after
we arrived a market opened in the square, selling local
fruit and vegetables as well as clothing and household
items such as brooms.

In Melk we visited the Benedictine abbey which is on a
hill towering above the town. It has the most gilded
ornate church tower I have ever seen. We walked up
many steps to get to the abbey grounds.

We saw old castles along the ride. We stopped at
Willendorf  to see the Venus of  Willendorf. She is 25,000
years old and was found in a field some 100 years ago.
The statue in the museum was actually a replica but
looked totally authentic. (Ed – I am not sure if  this means
she was still covered in dirt, or what.)

Our ride ended in Melk and we caught the train to
Vienna – 121 kilometres. An intrepid American couple
with no children or elderly family members started the
ride in Passau with us but rode the whole distance with
no train or boat trips. This had been arranged with the
same tour operator.

The highlight of  our trip was to go the Karlskirche on
the day we arrived in Vienna and hear Mozart’s Requiem
performed by the Salzburg choir and orchestra.

Would we do a bike ride in Europe again? It was so
much fun we are now looking at the ride in Strasbourg. I
would encourage others to also take this particular trip. It
is a lot of  fun, and will make you feel very fit.

Lorraine’s adventure on wheels (cont.)

The 25,000 year old
Venus of  Willendorf

Melk Abbey is an extraordinary Baroque complex built in the early 1700s,
sitting on a rocky hill overlooking the town of  Melk & the Danube River.
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AROC hosts leading Chinese
rehabilitation experts

AROC has played host to a party of  20 top Chinese
rehabilitation physicians, clinicians and managers as part
of  the Australian Leadership Award Fellowship Program.

The study tour, which was funded by the Australian
government’s overseas aid program AusAID, was entitled
‘Developing Best Practice Rehabilitation Services in China’.
Frances Simmonds, Director of  the Australasian
Rehabilitation Outcomes Centre (AROC), says it aimed
to provide the Chinese visitors with insights into the
quality, effectiveness and efficiency of  Australian
rehabilitation services.

In China, each year over one million people fall victim to
workplace and road-related injuries such as brain injuries,
spinal cord injuries and amputations, which require
rehabilitation. In addition, 83 million people live with
other permanent life-impacting disabilities requiring
ongoing rehabilitation services. However, the facilities
and experts that care for this vast quantity of  people
struggle to cope.

The recent earthquakes in Sichuan in 2008, and Qinghai
in 2010, left more than 7000 and 3500 people
respectively with injuries resulting in varying degrees of
impairment which require rehabilitation and treatment.
These recent disasters have thrust the importance of
rehabilitation services as a public policy issue into both
the public and political limelight.

Even the China Rehabilitation Research Centre (CRRC)
admits that their country’s rehabilitation services
significantly lags behind the level of  services delivered in
countries like Australia, where advanced technology,
models and skills are brought to bear.

Frances Simmonds, together with Professor Kathy Eagar,
Director of  the Australian Health Services Research
Institute (AHSRI) at the University of  Wollongong,
hosted the professional development study tour by
China’s leading rehabilitation experts in late August and
September.

During this program 19 Chinese senior rehabilitation
clinicians and managers undertook a three week
professional development study tour of  the Australian
rehabilitation sector. The delegation undertook training in
the Australian rehabilitation system, benchmarking and
casemix (at AHSRI), visited a number of  Australian
rehabilitation centres in Sydney, Melbourne & Brisbane,
participated in the AFRM conference in Brisbane, and had
exposure to multiple Australian Rehabilitation health
professionals during their visit. They also had contact with
AFRM and government (Commonwealth and some state)
at a policy level.

Presenters at AHSRI included Prof  Kathy Eagar, A/Prof
Rob Gordon, A/Prof  Chris Poulos, Prof  Ian Cameron
and A/Prof  Andrew Cole, as well as Frances and
Monique from AROC.
Sites visited included:

Sutherland Hospital, hosted by Dr Philip Conroy
Kareena Private Hospital, hosted by Dr Philip Conroy
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St Vincent’s Sacred Heart RehabilitationUnit, hosted
by A/Prof  Steven Faux and Dr Clive Sun
Royal Ryde Rehabilitation Centre, hosted by Prof  Ian
Cameron and Mr Jim Towers
Westmead Brain Injury Unit, hosted by Dr Joe Gurka
and A/Prof  Ben Marosszeky
St Georges Kew, hosted by Dr Penny Smith and Ms
Jacqui Bilo
Royal Melbourne’s Royal Park campus, hosted by A/
Prof  Fary Khan
Royal Talbot Rehabilitation Centre, hosted by Dr Rob
Weller and A/Prof  Doug Brown
Epworth Rehabilitation, hosted by Prof  John Olver
Princess Alexandra Hospital, hosted by Dr Tim
Geraghty
Mater Misericordiae Rehabilitation Unit, hosted by
Dr John O’Donnell.

The group also visited the Australian Government
Department of  Health & Ageing in Canberra, the
Victorian Department of  Health, and the Queensland
Department of  Health.

At the AFRM conference the leader of  the delegation,
Professor Li, provided a keynote speech on the
Challenges of  Rehabilitation in China. A senior
rehabilitation physician and neurologist, Prof  Zhang,
provided a breakfast workshop which discussed a similar
topic in more detail.

The Chinese delegates provided formal feedback in the
AusAID required ‘Activity Completion Report’. The
feedback overall was very positive, with the delegates
indicating that the program was very successful and that
they had learnt a lot, both at a technical and system
organisation and management level. They were also very
appreciative of  the opportunity to meet with senior
rehabilitation clinicians and managers from the wide
range of  public and private rehabilitation units that they
visited, as well as government officials from the
Commonwealth Department of  Health and Ageing and
several state departments of  health.

Some of  the specific comments delegates made
regarding their key (conceptual and practical) learnings
include:

the patient centredness of  rehabilitation in Australia –
several delegates indicated they would be adjusting
their rehabilitation programs and the environment of
their rehabilitation wards to be more patient centred
the need to explain the concept of  rehabilitation to
the patients and encourage patients to undertake
tasks independently with the objective of  living
independently at the end of  the program (currently
Chinese culture is that ‘family’ will care for you)
the concept of  transitional living units, and their use
to ease a patient back into independent living in the
community

the importance to good outcomes of  rehabilitation
availability across the continuum and especially out
into the community setting
colour coding on the floors of  facilities to guide
people to different sectors of the hospital
corridor corner mirrors to allow people to see who is
coming around a blind corner
the less formal clothing of  clinicians – more friendly,
supports a better relationship between clinician and
patient than the white coats or formal uniforms worn
in China
red ‘sticky’ socks for patients prone to falling.

As mentioned above the delegates gave strong
indications that they found the health system in Australia
very person centred and they would most definitely take
home the parts of  the system that they think would
contribute to making the health service more personal
for their patients.

In particular, the phrase used by the Australian
Rehabilitation Alliance that was quoted during the
sessions was repeated in the feedback “Acute care saves
lives ... rehabilitation makes the saved life worth living”,
and the delegates indicated they saw this as a useful
phrase to promote the importance of  rehabilitation in
China.

The role of  nursing and the allied health disciplines in
providing rehabilitation, and how the medical staff  work
together with the whole rehabilitation team, was also
noted as something that they will explore further in their
practice.

The group hopes to incorporate AROC evaluation and
benchmarking techniques into their practice, and AROC
has undertaken to work with CRRC to determine how
this might be undertaken.

Frances Simmonds and Robert Gordon have been
invited, as representatives of  AROC, to visit the China
Rehabilitation Research Centre in Beijing in late October,
and to present to the 6th Beijing International Forum on
Rehabilitation (presentation entitled ‘A National Model for
Measuring and Benchmarking Rehabilitation Outcomes: the
Australian Story’). In addition, this visit will provide an
opportunity for AROC to further emphasise the
importance of  China incorporating AROC evaluation
and benchmarking techniques into their rehabilitation
practice going forward.

AROC would like to thank all those who participated in
the study tour for making the visit of  the Chinese such a
success. We at AROC very much appreciated the time
and energy everyone put into showcasing rehabilitation
in Australia. As those who took part will remember, the
visitors were very fond of  taking photographs so AROC
is attempting to get access to some so we can put
together a pictorial reminder of  their visit.

Frances Simmonds
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Ingrid’s Conferences

20th World Congress of Neurology

Marrakesh, November 2011

Around this time last year there was a flurry of  emails
from the AFRM reminding me to submit my CPD
points. The emails also promoted completion of  the self
audit questionnaire which works on the principle of
encouraging the learner to identify learning needs. A
carrot of  sorts was provided: a handy five additional
CPD points.

The self  assessment process (available on the AFRM
website under CPD Documents & Forms) highlighted
that there were a number of  key neurological topics, in
particular dementia, Parkinson’s disease, and
neuropathies, where I felt my basic knowledge base was
lacking.

Being journal rich and time poor I determined that I
would be more likely to address my learning needs in a
more timely manner by attending a broad based
neurology conference. The World Congress of
Neurology seemed ideal from a content (and location)
perspective.

The final scientific program was comprehensive and
varied. With the exception of  the daily plenary lectures
there were usually around six concurrent sessions. These
included workshops, invited presentations, daily debates,
quizzes and free papers. The workshops and invited
presentations had a strong emphasis on evidence based
medicine and clinical management. Over 200 new
posters were presented daily, but with such a full lecture
program I struggled to review even a small number of
these.

The congress was well attended, and I was struck by the
number of  delegates, especially from the African nations,
due in part to the geographical location of  the
conference, and in part to heavily subsidised registration.
(50 euros for low income countries, 850 euros for
others). I understand that all profit made from this
World Congress will be directed to neurological training
and research in the Sub-Sahara region, an excellent idea.

There were around 30 attendees from Australia; while I
am unaware of  any other Australian rehabilitation
physicians attending, several of  the Australian
neurologists including Stephen Davies and Richard Stark
were very welcoming and made a point of  alluding to the
‘worth’ of  rehabilitation physicians in their presentations.
There was very little on neurorehabilitation per se, only a
half  day session and a small number of  posters.
Although this was not the primary reason for my
attendance, I did find this surprising.

The few rehabilitation sessions were somewhat
controversial. It was a little uncomfortable to hear one
of  the invited presenters essentially state that the treating

neurologist should be responsible for all neurological
rehabilitation, and that rehabilitation physicians were
superfluous, with little training in neurological
management and could not be considered as part of  the
rehabilitation team. The subsequent question time was a
little fiery particularly as an American rehabilitation
physician outlined exactly what his five years of  training
had involved and his general opinion of  neurologists
running a rehabilitation team ...

I should add that the other two invited speakers made
comments to the effect that they felt rehabilitation
physicians had a vital role to play.

This session did highlight that perhaps with the
exception of  several excellent presentations on TBI and
Parkinson’s disease, the scientific program had an
emphasis on acute rather than sub acute or chronic
management issues. This may be an area that we as
rehabilitation physicians could contribute information to
at future neurological meetings.

3rd Central European Congress of
Physical Medicine & Rehabilitation

Salzburg, October 2011

Attending the 3rd Central European Congress of
Physical Medicine and Rehabilitation in Salzburg was an
attempt to get added value from an already expensive
flight to Europe for another conference in November
(described above), and also an opportunity to expose
myself  to different concepts in rehabilitation.

The meeting was combined with the 7th European
Sports Medicine Congress. I had hoped for a program
with a strong emphasis on musculoskeletal rehabilitation
including exercise physiology, the design of  practical
exercise programs for prevention and management of
deconditioning associated with chronic disease, and an
update on advances in management of  musculoskeletal
trauma.

While many of  the topics were not directly clinically
applicable to my practice, there were some real gem
presentations. Standouts for me included presentations
on the evidence for exercise training in the prevention
and rehabilitation of  cancer, patient selection for cardiac
rehabilitation programs, sarcopaenia in aging adults, and
a comparison of  strength and endurance training.
Although the majority of  presenters and attendees were
from Austria and Germany, all presentations were given
in (very well spoken) English.

The final scientific session was perhaps a little
disappointing from my perspective. I felt there was a
disproportionate emphasis on the acute sports medicine
component, in particular management of  elite athletes
and rehabilitation of  skiing injuries.
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Perhaps some of  the most interesting informal
discussions centred around the perceived lack of
acceptance of  rehabilitation as a medical specialty by
other medical specialties in central European countries.
It made me appreciate the relative strength of  our
profession in Australia.

Many of  the German and Austrian consultants described
difficulties in obtaining approval and funding for
inpatient rehabilitation units. Instead, they generally

operated in-hospital mobile rehabilitation teams which
would provide predominantly physical therapy to
patients under the auspices and physical location of  the
designated treating unit.

Finally I was humbled by the delegates genuine interest
in rehabilitation practice in Australia and their general
knowledge of  Australian Rules football, Bondi Beach
and the Tasmanian wilderness.

Ingrid McGaughey

Dr Molnar contributed significantly to the area of
Paediatric Rehabilitation Medicine.

Gabriella E. Molnar-Swafford MD was born in 1926 in
Hungary. She was always an outstanding student and
graduated from the Medical School of  Budapest in
1950, becoming a board certified paediatrician in 1954.

In 1956 during the Hungarian Anti-communist
Revolution she, her husband (a pathologist), and their
six year old daughter escaped from Hungary and went
to the United States on a special immigration quota for
Hungarians, and settled in New York.

After several years completing the required internship
and residency training, she and her husband received
their licences to practice medicine in New York State.
She became Board Certified in Physical Medicine and
Rehabilitation and joined the faculty of  that
department at the Albert Einstein College of  Medicine
in New York. She rose from the rank of  instructor in
1962 to full time tenured Professor by 1977.

Due to her husband’s cardiac problems they sought a
more comfortable climate and moved to California in
1982. Her husband became faculty member in the
Department of  Pathology at the University of
California, San Francisco. She started a new
department of  Paediatric Rehabilitation Medicine at
the Children’s Hospital and Research Center in
Oakland, California. She also became Clinical
Professor at the Department of  Physical Medicine and
Rehabilitation in the University of  California, Davis.
Due to recurrent severe heart problems her husband
required heart transplantation in 1985 and died of
cancer complications in 1991.

Dr Molnar achieved international recognition in her
field of  Paediatric Rehabilitation Medicine; she trained
23 physicians in this field, including post-residency
Fellows from United States, Canada, Philippines, Israel
and Australia. She published 46 scientific articles and
five books on the subject of  rehabilitating children
with physical handicaps. She served on the editorial
boards of  Archives of  Physical Medicine and

Rehabilitation and on the
Journal of  Developmental
Medicine and Child Neurology
for many years.

Dr Molnar was invited to
present lectures in numerous
medical schools and academies
in the United States, Oxford,
England and several cities in Australia and Europe.
(“She was the reason why I became the first paediatric
rehabilitation specialist in Australia by examination.” Peter
Flett).

As an acknowledgement of  her clinical, educational
and scientific contributions she received several
awards. These included the California Physician of  the
Year Award from the Governor’s Committee, and from
the American Academy of  Physical Medicine and
Rehabilitation the Distinguished Clinicians Award and the
Frank Krusen Award. The latter is the highest
acknowledgement given for outstanding contribution
in medical education, practice and scientific activities.

Her lifelong interests and hobbies were classical music,
opera, visual arts, reading, puzzles, travel and
decorative embroidery.

Dr Molnar retired in 1996 and moved to Tulsa to be
near her daughter and two grandchildren. In 1999 she
met and married Jack T. Swafford Sr, a retired
electrician, with whom she had a happy marriage for
12 years.

Dr Gabriella E. Molnar-Swafford passed away on 20
October 2011. She is survived by her daughter Ilona
H. Hughes, two grandchildren, Gabi and John, and her
loving husband Jack.

(Given all the recognition and the regard in which Dr Molnar-
Swafford was held, the highest accolade of  all is the personal
influence she has had on the many rehabilitation physicians she
has trained and interacted with, including myself. Ed)

Adapted with kind permission from the obituary that
appeared in Tulsa World on 21 October 2011.

Remembering Gabriella E. Molnar-Swafford
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Online learning with Harvard
Medical School

I would like to take the opportunity through this forum
to thank the members of  the International Affairs
Committee of  the Australasian Faculty of  Rehabilitation
Medicine. I was recently offered the International Society
of  Physical and Rehabilitation Medicine (ISPRM)
scholarship allowing me to undertake the online six
month distance learning course, Principles and
Practice in Clinical Research (PPCR) conducted by
the Harvard Medical School (HMS).

The reason I pursued this course was my interest in
research, despite limited knowledge and experience in
methodology and statistical analysis of  scientific papers.
Nowadays the evidence of  efficacy of  many
experimental therapies come from randomised control
trials (RCT), which are often complex and require some
statistical knowledge for the understanding and analysis
of  results. The ISPRM President, Prof  Marta Imamura,
first suggested this course to me; having completed it,
she found it to be life changing. The opportunity was
announced in our e-bulletin and I enrolled in February
2011, through the scholarship.

This course is run by HMS Department of  Continuing
Education with some contributions from across the
globe. The course director is Dr Felipe Fregni, who is an
assistant professor in Neurology and in PM&R at HMS.
The course covered many areas of  PM&R relevance
such as problems of  conducting RCTs in rehabilitation
medicine, calculation of  proper sample size, issues with
placebo controlled studies, etc.

The objective of  this course is to understand the issues
involved in the design, conduct, analysis, and
interpretation of  randomised controlled trials of  health

interventions. Students were to be trained to develop
skills to scrutinise information, analyse critically, carry
out research, and communicate effectively.

This course has a collaborative learning focus, where a
group of  students are engaged in learning together and
sharing each other’s skills and ideas. The students and the
teachers engage in common tasks and share knowledge
and experience through the medium of  online forums,
chat rooms, office hours discussions, etc. This idea is
rooted in the social nature of  learning that has been
shown to develop better critical thinking and longer
retention of  information.

The plan was for a six months’ distance learning course,
with an optional four day live-in workshop to practice
the concepts learned. In reality, we started at the end of
February and finished in November, and I found the
course was intensive and demanding. Nevertheless, most
of  the participants completed the course. The time
difference with Boston, including adjustments for
daylight saving, is also a critical aspect to consider before
enrolling.

It is important to discuss it with your family and the
head of  your department before committing to the
course. An understanding spouse and work colleagues
are essential to make this venture a success! So if  you are
keen to do this course – plan well ahead.

The course is divided into four modules, each of  which
includes 24 lectures and a few optional lectures, and an
examination at the end of  each module.

Module one is on the basics of  clinical research, such as
introduction to clinical trials, selection of  questions,
study population, basic study designs, study blinding,

randomisation, recruitment, and
adherence. This module also
discusses ethical and regulatory
issues.

  Items of Interest

Group 1, Principles and Practice of  Clinical
Research at Harvard Medical School in 2011.
Anupam is fourth from the left.
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Module two is on statistics, which starts with a tutorial
on Stata software. The other topics are basic statistics,
sample size, statistical tests I and II, survival analysis,
missing data, ITT and covariate adjustments, subgroup
analysis, missing data, interim analysis, comparison of
multiple variables, and meta-analysis.

Module three is on practical aspects of  clinical research.
It includes integrity in research, business of  clinical
research, translational scientist – challenges and
recommendations, design and analysis of  surveys,
assessing risk and adverse effects, phase III multicentre
trials, manuscript and grant writing.

Module four is on study designs. The topics are
international and global research, non-inferiority designs,
observational studies, confounders in observational
studies – use of  propensity scores and other designs, and
experimental RCTs.

Every week a compulsory three hour lecture and video
conference is broadcast from Harvard at 4pm Boston
time – 4am the following day in Perth, and 6am on the
Australian east coast! Before this, participants are
required to read articles and case studies, participate in
the discussion forum, complete the assignments, and
vote in a weekly poll.

Participants are also required to contribute to a group
project which is co-authoring a draft of  a clinical study
proposal.

The lectures are very interactive – you are free to ask
anything, no question is deemed silly! It was a wonderful
experience to listen to some of the leaders in the field,
from HMS or the New England Journal of  Medicine
(NEJM) editorial staff.

If  you are not doing the course through scholarship
(there is a screening process) it will cost you USD7,000,
though in my view the teaching and the materials
provided are worth much more. On successfully
completing the course you get a Certificate of  PPCR in a
Harvard frame. If  you do particularly well the Faculty
may even invite you to become a teaching assistant for
the incoming students, providing the opportunity to
further consolidate your knowledge.

It is a great experience, as you meet people from across
the world, working in multiple fields. In the class of  2011
we had colleagues from Italy, Iran, USA, Brazil,
Germany, Canada, Spain, Japan, Portugal and Ecuador.
You interact with them first through Adobe Connect on
your computer and then you meet them during the
workshop, and the connection continues.

It was heartening to hear of  the emerging evidence that
favours collaborative learning compared to the more
traditional ways of  learning. Clinical research is fast
taking place on a global scale. It is predicted that the
future of  research lies in global collaboration. I think it is
the right time to join any group which can lead to future

collaboration. It is no wonder that this course is
attracting more and more students across the globe. This
course is truly collaborative, global and inclusive. Highly
recommended – contact me for any further details.

Anupam Datta Gupta
Email: adattagupta86@gmail.com

  Items of Interest

MediGrip ‘app’ for
your smartphone

On 1 November 2011 the free
Android smartphone application
MediGrip and the website
www.medigrip.org  were launched.

MediGrip is an initiative of  the department
of  Rehabilitation Medicine & Physiotherapy of
Erasmus MC in Rotterdam, the Netherlands.

This application and website will publish, on a day to
day basis, 365 days per year, a headline and
commentary on a recent research paper about
Physical and Rehabilitation Medicine and related
healthcare professions.

The editors of  MediGrip have the ambition to
bridge the gap between research and clinical practice.

We are confronted with an
increasing number of  research
papers and a decreasing time
available to read all these interesting
topics. Many papers do not get the
exposure they actually deserve. This
may be frustrating both for the
authors as well as for the readers.

During the meeting of the General
Assembly of  ISPRM in June 2011
MediGrip was accepted as an official
activity of  ISPRM.

I would welcome your feedback and
suggestions for further improvement
of  MediGrip.

Sincerely Yours,
H.J. Stam
Professor & Head
Rehabilitation Medicine
Erasmus Medical Centre
Rotterdam, Netherlands

The screenshots above
give you an idea of

what the app looks like
on the phone screen.
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Alternative therapies

Alternative medicine is what many people are forced to
use when they do not have access to science-based
medicine *.

“It is easy for a well-fed metropolitan with time and money
on his hands to talk about dealing with his chronic
symptoms using … Chinese herbal remedies, but if  you go
to those countries where they are all you have, you’ll find
them crying out for good old Western pain killers,
antibiotics and all the rest of  the modern and expensive
pharmacopoeia. A Ugandan dying of  AIDs-related
tuberculosis doesn’t want to be treated with the natural
remedies of  his forefathers, he wants an aseptic syringe full
of  antibiotics …” (John Diamond).

We know that in countries where access to medicine is
poor, there is higher infant and general mortality, and
great suffering from illnesses that are routinely cured in
developed countries. Here in Australia people have the
option of combining science-based medicine (with its
effective treatments, potential for side effects and the
necessity of cooperating with medical staff) with
complementary therapies (which are often more
soothing, comforting and person centred, and
completely within the individual’s control so long as they
have the capacity to pay). It is a rare person who will not
call an ambulance or seek attention from a doctor when
they are seriously ill, but we still hear that people are
unhappy with our system and seek ‘something more’
from alternative therapies.

The push towards complementary medicine and its
reliance on anecdotal ‘evidence’ and individual
testimonies sends us back hundreds of  years to the
prescientific era. This is how people peddled their wares
before the scientific method was known, and not
coincidentally physicians of  that time could offer
remedies with little more effect than moral support and
empathy (similar to alternative practitioners today). We
well know that objective conclusions cannot be made
from listening to the opinions of  a vocal minority, but

rather that randomised trials need to be designed to
reduce confounders, bias, etc.

There is scant evidence that alternative therapies work
any better than placebo. I did a quick Medline search; the
results were as I expected. Reading through the abstracts
of the first 30 systematic reviews of the evidence for
various complementary therapies (dating to 2009)
revealed one study showing good evidence for short-
term relief  of  low back pain with acupuncture, but the
other 29 were peppered with conclusions such as “poor
quality evidence”, “insufficient evidence”, “no
conclusions can be drawn”, and “ there is a need for well
developed RCTs”.

We are taught in medical school to be aware of  the
therapies our patients are using, predominantly to look
out for medication interactions, but there is another
lesson that can perhaps be learned. Alternative medicine
offers a different way of  looking at illness. It suggests
that disease is not an impersonal, invisible, potentially
incurable biochemical process, impossible for the
layperson to understand, that may have occurred without
reason or fault, and may be beyond an individual’s
control. One is invited to think of  illness as having
private significance, of  being an imbalance caused by the
general toxicity of  a modern lifestyle, and amenable to a
custom designed alternative approach (which is usually quite
pleasant, and without side effects! except upon one’s wallet – Ed).
Perhaps some like to think of  their illness as a mystery
that should not be examined too closely, rather than a
concrete diagnosis with a known prognosis. Hope of  a
cure is offered when sometimes there is none. And by
choosing alternative therapies one is exercising one’s
‘rights as a consumer’, and not succumbing to ‘authority’.
With so much time and money being invested in this idea

Trainee Matters
Trainees Matter

The section of Rhaïa for
trainees by trainees!

12 Trainee Liftout Rhaia  December 2011
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The context of  these words in Act 5 is that Marcus
Andronicus, a major character, is trying to give a
conciliatory speech after a horrific feud that has
heavily impacted on the government of  Rome,
including the dismemberment and baking into a pie
of  an antagonist! The machinations of  the late
Roman Empire were so salacious that, over a
thousand years later, Shakespeare had enough
material and interest to write his most brutal
revenge tragedy.

How is such a speech of  conciliation at all related
to rehabilitation? It is difficult to wax lyrical on the
connections between more famous Shakespearean
lines and rehabilitation:

to be or not to be – psychiatry
out damn’d spot – postoperative washup (or
infection control)
is this a dagger which I see – ophthalmology (or
psychiatry)
the whole of  A Midsummer Night’s Dream –
drugs, spells and alcohol
howl, howl – psychiatry again.

In fact, psychiatry gets the bulk of  the good
material.

“
”

of  complementary medicine (I have even read that in the
US and UK there are more alternative practitioners than
doctors, and more [personal] money spent on
complementary therapies than scientific medicine) we
would do well to try and understand why people believe
in these sometime convoluted and seemingly irrational
ideas.

Could we also say that we might find some similarities
with rehabilitation’s biopsychosocial model here? It is the
way that the impairment interferes with activity,
participation, environment, and social roles that we
rehabilitation doctors feel is important. Perhaps
rehabilitation is at the forefront of making scientific
medicine (robust and effective and what all doctors

Taking Marcus’ words completely out of  context,
there seems to be ample room to muse on the
educational aspects of  rehabilitation medicine.
Moving past the more literal meaning of  the lines
from Titus, the goal of  rehabilitation medicine is
knitting that mutual sheaf, that one body.

A person’s unmanaged disability, in its multifarious
guises, is poetically like that scattered corn. The
ICF’s definition may be more specific and officious,
with its impairment, limitations and restrictions, but
Shakespeare (as usual) states it more eloquently.

Having spent almost the last two years in training,
this quotation epitomises for me the essence of
rehabilitation. Instead of focusing on pathological
processes, body systems and the like, we aim for
that mutual sheaf, the patient as a person with
complexities that need to be knitted together.
Developing and improving that paradigm through
clinical experience is the key to success as a trainee,
I suspect.

Journals and books can be read, examinations can
be rehearsed, but the real pleasure of rehabilitation
is in the process of  that knitting together. The
enjoyment is the clinical practice; for each patient to
have her participation improved and activity freed.

“ Joy’s soul lies in the doing. ”

Rabin Bhandari

believe in) more acceptable to the people we are hoping
to deliver it to.

As usual, we are looking for contributions from all the
trainees for this magazine. If  you have come across
interesting cases, been to a conference, want to share
your thoughts about exams or modules, or have taken
some photos, please send them in to me at
jgil2726@gmp.usyd.edu.au.

Have a great Christmas and New Year!

* Western medicine is a misnomer; it is not difficult to
think of  many large clinical trials that have involved
clinicians and researchers from a variety of  countries and
cultures.

Jasmine Gilchrist

Rehab & Shakespeare

O, let me teach you how to knit again
This scattered corn into one mutual sheaf

Titus Andronicus (V.iii.69-70)
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Feedback to candidates

Module 1 Assessment

The Module 1 examinations were held in March and
September this year with a total of  34 out of  49
candidates passing (pass rate of 69%).

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%).

Candidates continue to find the Anatomy/Physiology
components of  the exam challenging as in previous
years. Candidates are encouraged to spend more time
preparing for these components of  the Module 1
examinations.

Module 2 Assessment

The 2011 Module 2 assessment was conducted at St
Vincent’s Hospital, Fitzroy. Candidates were examined
across six clinical stations, four of  which were ‘live’ and
two ‘static’.

Feedback from examiners indicated the following:

Generally poor ability to perform a neurological
examination, and in the allocated time. Candidates
were poor at synthesising findings from examinations
they did manage to complete. Candidates need to
practice targeted neurological examination technique,
particularly sensory findings. Discuss with neurology
colleagues re patients suitable to examine in the acute
wards, where possible.
Respiratory physical examination techniques were
generally poor. Time management was poor.
Candidates showed a tendency to miss findings and
over-diagnose signs that were noted. Candidates need
to practice with colleagues and check findings with
seniors, read CXR/CT images and cross-check with
written reports.
The communication station proved difficult for
candidates who rushed through questions leaving
‘patients’ with incomplete information. Little
establishment of  rapport in some instances.
Candidates need to practice giving factual
information in a timed, structured format.

A generally poor standard of  systematic
musculoskeletal examination skills was displayed by
candidates. Poor knowledge of  side-effects of  opioid
medications. Candidates need to practice examination
techniques, be able to discuss ‘red flag’ conditions,
and the side effects of commonly prescribed
medications.
Most candidates displayed insufficient biochemical
knowledge to allow the question to be answered
satisfactorily.
Static station ECG and CT scan. CT scan findings
were more accurately reported than ECG findings.
Candidates showed a lack of  knowledge of  basic
ECG interpretation.
Candidates need to revise ECG interpretation and CT
scan interpretation to a lesser extent.

2011 Examinations & Assessments

Summary of results

Fellowship Examination Results

Written Examinations
Number of candidates 26
Number successful 15
Pass rate 58%

Clinical Examinations
Number of candidates 31
Number successful 21
Pass rate 68%

Assessment Modules

Module 1
Number of candidates – March 25
Number successful 17
Number of candidates – September 24
Number successful 17
Pass rate 69%

Module 2
Number of candidates 34
Number successful 28

  Trainee Matters

Trainee Liftout
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Fellowship Written Examination –
Essay Paper

The AFRM Fellowship Written Examination 2011 was
held on 10 May 2011.

In the Essay Paper component of  the Fellowship
Written Examination 13 out of  24 candidates were
successful in achieving a pass.

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

As in previous years candidates performed significantly
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 clinical scenarios.

In general 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, and marks are not
allocated for details that are not relevant to the question
asked.

This year it was indicated that it was preferred that
responses to the Short Essay Questions be given in point
form. This should help to save you time and also allows
the examiners to identify correct information more
readily.

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.

Fellowship Written Examination –
Multiple Choice Question Paper

This year the pass rate for the MCQ paper was 23/24
(96%).

On reviewing the analysis of  how questions were
answered there were no clear patterns. The paper
consists of a mix of new and old questions and both
areas were answered equally well.

The MCQs cover the range of  ‘core’ knowledge for
Rehabilitation Medicine and a breadth of  knowledge is
the best tool for passing the exam.

Fellowship Clinical Examination (FCE)

The AFRM FCE was held at Westmead Hospital’s
Outpatient Clinic on Saturday 13 August 2011.

With regard 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 and 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 Schober’s test,
monofilament test, Romberg’s test, and overall lower
limbs neurological examination.

Specific knowledge deficits were in the areas of:

o Heterotopic ossification diagnosis and treatment
o Nerve conduction studies
o Musculoskeletal MRI interpretation
o CRPS pharmacological and interventional

management
o Post-traumatic epilepsy diagnosis and

management
o Return to study after TBI
o Management of  whiplash injury
o Urge incontinence: VUD interpretation and

management (most candidates think spinal injury
only when they see a VUD)

o Upper limb splints to treat spasticity
o Gait analysis: generic description vs specific gait

abnormalities
o SCI: quantification of  activity demands in a

paraplegic
o Symes amputation: prosthesis description, pre-

operative decision regarding level of  amputation
(pros and cons of  each level mentioned)

o Exercise prescription in pulmonary rehabilitation
o Non-pharmacological interventions in sexuality

post-stroke
o Constraint Induced Movement Therapy

Assessment Sub-committee

  Trainee Matters
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Clinical corner

Botulinum toxin in pain

Botulinum toxin (BTX) inhibits acetylcholine release,
resulting in long-lasting blockage of  the
neuromuscular junction.

We know that it is used for spasticity, dystonias, and
autonomic overactivity (eg hyperhidrosis). It has not
yet been approved for the treatment of  pain, but
there is a growing body of  evidence in animal as well
as human studies that it may be effective.

There are two main mechanisms for pain relief  from
BTX, as outlined in the diagram below.

We have all seen painful spasticity or dystonia
relieved by BTX. The second proposed mechanism,
direct inhibition of  noicoceptive neuropeptides,
comes from animal studies showing that BTX also
blocks release of  neurotransmitters such as
substance P and calcitonin gene related peptide at
the NMJ, which in turn reduces peripheral and
central sensitisation and the development of  chronic
pain. Animal pain models suggest a reduction in
both inflammation and neuropathic pain. It does not
appear to reduce acute pain or pain thresholds, but

rather has an effect on already sensitised
noicoceptive fibres.

A systematic review of 21 randomised controlled
trials in 2011 showed strong evidence for pain relief
in plantar fasciitis, tennis elbow and low back pain,
with a small to moderate effect in whiplash and
shoulder pain. This study found no benefit for
myofascial pain, although others have.

There have been case series published for all sorts of
pain, including dyspareunia, keloid scars, anal fissures
and haemorrhoids.

One German study found a reduction in phantom
sensation and pain in three unfortunate amputees
who had previously only been offered Tramadol for
their chronic severe phantom pain. Injecting BTX
into their fasciculating stump muscles every three
months helped.

Interestingly, work is being done in re-engineering
the BTX A-E molecules to make them more
effective in chronic pain applications.

Jasmine Gilchrist

References:
Pickett (2010) Re-engineering clostridial neurotoxins
for the treatment of  chronic pain. BioDrugs
24(3):173-182.

Zhang et all (2011) The efficacy of  BTX A in
managing chronic musculoskeletal pain: a systematic
review and meta analysis. Inflammopharmocology
19:21-34
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Pain relief

Inhibition of neuropeptides
release (SP, CGRP, etc)

Presynaptic inhibition of ACh
release from motor nerves

relieving spasm
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Trainee Committee Report

Another training year is almost behind us! I hope you
have all found 2011 to have been a year of  learning and
exciting challenges and are looking forward to the year
ahead.

The Trainee Committee has continued to meet
throughout 2011. We have had a few membership
changes recently; we welcomed Dr Arti Fayers (WA), Dr
Jasmine Gilchrist (Accreditation) and Dr Priya Chari
(new Fellow). At the conclusion of  this training term it is
expected that there may be a few more positions
available. If  you have ever considered joining a
committee, now would be a great time!

There have been a few important matters discussed
behind the scenes recently.

I’m sure most of  you would have been delighted to hear
of  the planned changes to the Health Service
Administration and Evaluation Module. The Faculty
has taken many of  your concerns about this module on
board and hopefully, with the planned workshop option
soon to be available, this will become one of  the most
popular modules where trainees can learn and gain
important knowledge to take with them into their
Fellowship. I would like to extend a sincere thanks to
those Fellows who have spent many hours re-designing
and discussing this module.

As you would all be aware, FIM training has become a
core module for new trainees. To date we haven’t heard
from any trainees who have experienced difficulty
attending FIM training but if  you have or are in a site
with a new trainee who does experience difficulty please
let us know.

During discussions with AROC the options for trainees
to attend FIM training are currently through their
hospital training site, or through an AROC training
event. AROC has clarified for us that trainees are not
able to attend FIM training at a hospital where they are
not employed (even if  it is within the same hospital
network). Whilst we continue to look at options, anyone
who is experiencing difficulty should contact their local
state branch representative and contact AROC which has
agreed to consider each trainee’s difficulties.

Many of  you might recall a few months ago an email
survey that was sent to all trainees requesting feedback
on OSCE sessions. Unfortunately after receiving only
15 responses no clear recommendation was able to be
provided to Faculty. What is clear is that trainees regard
OSCE sessions as invaluable learning opportunities,
especially closer to the Fellowship Clinical Examination
where they can practice in an ‘examination-like’ setting.

Isolated trainees especially found attending these
sessions helpful. With that in mind the state branches

have kindly agreed to trial a yearly calendar of  training
for 2012. Hopefully this will avoid potential clashes
between training events in different states and give
trainees in isolated settings the opportunity to more
easily attend sessions.

Another key event will be the Neurological Update
being held in Victoria in February 2012. This promises
to be a great day and will hopefully be the start of
further co-ordinated training days! Keep an eye out for
the calendar of  events on the AFRM website next year.

Whilst for the majority the training experience is
relatively smooth, with occasional problems that can be
worked through with supervisors, sometimes trainees do
need extra support. Whilst the Faculty does keep a watch
for potential problems, trainees are also encouraged to
ask for support. This can be in the form of  a
Professional Development Advisor who can be
appointed to assist with training needs and difficulties.
These difficulties can include negotiating work and
family responsibilities, moving states whilst training, or
general workplace difficulties. If  you think you could
benefit then please contact the Faculty.

The College has recently been actively seeking out
discussion on assessment practices within the Faculty.
The committee has provided some survey responses and
later in November we were involved in a panel
discussion. We would love to hear from anyone who has
something to share on this topic.

This will hopefully be my last report as Chair of  the
Trainee Committee. After seven years as a trainee, one
wedding, two babies, and countless other challenges, it is
time to move on to the challenges of  Fellowship. It has
been a great honour to represent you for the last two
years and I would sincerely like to thank my fellow
trainee representatives, AFRM Faculty Council and
committees for being so welcoming and dynamic. And to
Rebecca Forbes and her team at Faculty headquarters a
big thank-you – a very large part of  our success depends
on the wonderful job you do supporting us.

To everyone, a safe and happy summer holiday and
together with the Trainee Committee I wish you a
healthy and exciting 2012.

Alexis Berry
Chair

A safe and happy summer holidayand a healthy and exciting 2012to everyone.

  Trainee Matters
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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

Cost

Early bird $925 (prior to 1 Januar1 Januar1 Januar1 Januar1 January 2012y 2012y 2012y 2012y 2012, inc GST)

Full fee $975.00 (inc GST)

Please register by 4:30pm, 31 JanuarPlease register by 4:30pm, 31 JanuarPlease register by 4:30pm, 31 JanuarPlease register by 4:30pm, 31 JanuarPlease register by 4:30pm, 31 January 2012y 2012y 2012y 2012y 2012

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

Lower Limb Prosthetics
& Amputee Rehabilitation

The theme of the Congress is ‘Disease and Injury Prevention’. 
Mark 06 – 09 May 2012 in your diary now.

For further information visit www.racpcongress2012.com.au

The Royal Australasian 
College of Physicians 
invites you to attend 
the 2012 Future 
Directions in Health 
Congress in Brisbane. 
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I am writing my quarterly Rhaïa article on a plane to
Alice Springs for a clinic. The time spent on a plane
travelling is useful time to work and reflect. No-one can
call, email, or disturb me, and I can choose to work,
listen to music, read a paper, watch TV, even sleep … or
not.

Your committee has had a very busy year and along the
way we welcomed new sub-committee members, Clayton
King, Sridhar Atresh and Guy Bashford, farewelled one
Faculty CPD Administrator, Rosanna Verde, and
welcomed our new Faculty CPD Administrator, Edwina
Brown.

The Faculty CPD Sub-committee met at the end of
October to review various aspects of  the AFRM CPD
program – what works, what doesn’t, what we can do
better, etc.

We have come a long way since the 100 points Club was
started by the ACRM in the 1980s. This morphed into
the AFRM five-year MOPS program with 500 (including
50 QA points accumulated over a five year cycle). Our
program currently expects a minimum of  60 points per
year. There is no stipulation regarding QA activities and
we have even removed most of  the section points limits
– it’s all up to you.

The rest of  the College expects Fellows to achieve 100
points or ‘credits’ per annum or, if  they are having ‘time
off ’, then the Fellow has to apply for pro-rata credits. At
the moment the AFRM does not allow pro-rata credits
(after all 60 points isn’t very much) but perhaps we
should. By bringing our CPD program into line with the
rest of  the College MyCPD program, we will be able to
do so in the future. The first step is to increase our
expectations. All AFRM Fellows should achieve 100
points or credits per annum by 2013.

In the past year we have changed our audit processes.
Did you know that only AFRM CPD returns undergo
peer audit? College staff  perform this process for the
rest of  the College but AFRM Fellows have always
performed our own. It used to take the better part of  an
all day face-to-face meeting, reviewing piles of  paper
submitted by the randomly selected 10% of  the
Fellowship involved in our CPD program. Last year we
moved to a online process with two Fellows
independently reviewing the documentation for each

person. This year, in line with the rest of  the College, we
have reduced the random review group to 5% and the
online review system worked really well. The audit results
were then simply reviewed where required and ratified at
the meeting, taking about 15 minutes instead of  several
hours.

This meant that we could start to spend time actually
looking at our CPD program and comparing it to the
RACP MyCPD program and the other Faculty programs,
ie AFOEM and AFPHM. The AFRM CPD program
was the first online program – we had ours up and
running two years before the RACP MyCPD program.
This means that our online program lacks some of  the
link features of  the newer programs, such as links to
diary, reflective comment, to personal learning plans, etc.
It is now also easier to keep tabs on what you have done,
and therefore collect documentation in real time for
audit when using the newer programs. Your committee is
looking at ways in which we can improve our CPD
recording processes to provide a better recording process
for you. The RACP is planning to review their MyCPD
program over the next year or two and so it is timely that
the AFRM CPD Sub-committee should also be
reviewing our program in the hope that we can provide
our Fellows with a more modern and helpful online
program that better meets our needs.

Personally, I would like a more responsive online
program which allows me to link my CPD activities
more easily as I go through the year, perhaps even
allowing me to check what I have done instead of
keeping an Activities Register as well.

But what do you want?

Please talk with your CPD rep or email
FacultyCPD@RACP.edu.au with your thoughts and
comments. Edwina will receive your comments and feed
them back to us, your committee. We look forward to
hearing from you.

On behalf of the CPD Sub-committee and Edwina, I
hope you and your families have a wonderful Festive
Season.

With best wishes
RUTH
(Ruth Marshall)
Your CPD Sub-committee Chair

Doing, monitoring & recording your CPD –
Is there a need for change?

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

Education Committee Report

PREP Training

This year has been the first year for Faculty trainees to be
enrolled in College’s Physician Readiness for Expert
Practice (PREP) Advanced Training Programs. It has
been a transition year with elements of the PREP
Advanced Training Program being gradually
implemented into the AFRM’s two specialist training
programs for Rehabilitation Medicine and for Paediatric
Rehabilitation Medicine. Additional components, such as
the Learning Needs Analysis that will eventually replace
the Training Agreements and Learning Plans, will be
released over the next few years.

All the Faculty trainees who started their training in 2011
have been enrolled into a PREP Advanced Training
Program. Those who were already enrolled with the
Faculty prior to the 2011 training year are encouraged to
make full use of  the resources available to PREP
Advanced Trainees.

Trainee-centred learning is a central principle of  the
PREP Program. This means that the trainees are the
focal point of  the training program, have access to their
portfolio materials, and the College will continue to
equip and support trainees to be in control of  their own
learning journeys.

In September the AFRM’s Advanced Training Portal
(eLearning platform) was launched. This is a gateway to
provide easy access to relevant information and
resources for each component of  the PREP Advanced
Training Programs. For each trainee this will eventually
act as a portfolio summary, displaying a summary of
training history and status. It also houses the online tools
associated with assessments and teaching and learning
activities. To access the Faculty’s Advanced Training
Portal, go to the AFRM website – www.racp.edu.au/
page/afrm-training – and select PREP Advanced Training
from the list on the left of  the page. Select the ‘rocket
ship’ link that directs to the AFRM Portal, then type in
your MIN or email address and password to log in to the
Portal. If  you are having difficulty logging in, contact
details for AFRM staff can be found at
www.racp.edu.au/page/afrm-contacts.

All trainees and supervisors have now been sent
packages with information about PREP Advanced
Training. As well as a copy of  the College’s Professional
Qualities Curriculum (PQC), which outlines the non-
clinical and non-discipline-specific knowledge, skills,

attitudes and behaviours required of  today’s
practitioners, each package contained a copy of  the
relevant Advanced Training Curriculum for either the
Rehabilitation Medicine Advanced Training Program or
the Paediatric Rehabilitation Medicine Advanced
Training Program. These documents, which list the
learning objectives of  the Rehabilitation Medicine
Training Programs, should now be used throughout
training to guide and monitor trainee’s learning goals.

Long Case Assessments

Information sheets, rating forms and explanatory
workflow diagrams for the In-Training Long Case
Assessments and the Trainee Term Evaluations were also
enclosed in the packages. Pull out the workflow diagrams
and keep these in a handy place for quick reference.
Please take the time now to read through the workflow
diagram for the In-Training Long Case Assessments as
the correct procedures are NOT being followed by the
majority of  trainees since the rating form has been made
readily available through the Faculty website and the
Advanced Training Portal. Please note that once the
rating form has been signed by both the trainee and
assessor, the trainee is to retain the rating form until
the end of  the term when it is brought to the final
interview with their supervisor so that details relating to
the dates, type of  cases, and overall ratings for each
assessment completed during the term, can be added to
the final Supervisor Report Form. The Faculty only
requires a copy of  the completed and signed Supervisor
Report Form. Copies of  each In-Training Long Case
Assessment rating form are not to be submitted.

Supervisor Report Forms without inclusion of  results of
at least two satisfactory In-Training Long Case
Assessments will not be accepted by the AFRM
Education Committee, unless the trainee is completing
the first or last terms of  training.

During the year four different workshops were held
involving more than 130 of  the Faculty’s supervisors.

Training News
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  Training News

Long and short case based assessments were discussed
and each participant completed the long case assessment
calibration session required to be formally accredited as a
Long Case Assessor. Trainees are required to evaluate
and present a long case at least every three months
during training, commencing from the second six-month
training term in the first year of  training. In-Training
Long Case Assessments are mandatory training
requirements and a total of  12, or 8 for Paediatric
Rehabilitation Medicine trainees, must have been
satisfactorily undertaken to a passing level before a
trainee can be eligible to apply for Fellowship.

Trainee Term Evaluation Form (TTEF)

Completion of  the TTEF became a compulsory training
requirement for all AFRM trainees from the end of
Term 1 in 2011. Training time will not be accredited or
certified until a TTEF has been submitted. Now is the
time for trainees to reflect upon their training
experiences for the second six months of 2011 and to
start submitting their evaluations. The Trainee Term
Evaluation Form can now be completed and submitted
through the AFRM Advanced Training Portal. The
TTEF can be located under the ‘Online Tools’ drop-
down menu in the Portal. All trainees are now required
to complete this confidential evaluation of  their current
training term as it provides valuable feedback to the
AFRM Education Committee with regard to difficulties
trainees might be experiencing in the different training
settings. The New Fellow Representative on the Faculty’s
Trainee Committee reviews the confidential information
provided by trainees and provides a de-identified
summary of  feedback to the Education Committee.

Health Service Administration &
Evaluation Module (Module 5)

The Administration and Management Module (Module
5) has been under review this year. The Faculty
Education Committee has resolved that it will now be
called Health Service Administration and
Evaluation. It was also agreed that it would be more
beneficial for trainees to complete this learning
experience after passing the Fellowship Examinations
but before being awarded Fellowship as the skills
required to satisfactorily complete Module 5 are more
suited for senior registrars in their final few months
before achieving Fellowship. For this reason,
commencing in 2012 trainees will no longer be required
to submit the Health Service Administration and
Evaluation (Module 5) written assignments before
1 April in the year they are intending to first sit for the
Fellowship Written or Clinical Examinations. However,
their final six months of training will not be accredited
until Module 5 has been successfully passed.

Other requirements for the course are currently under
further review and all trainees will be advised of  other
changes in the next few weeks.

All trainees are still required to submit their other
External Training Module assignments before 1 April in
the year that they are intending to first sit for the
Fellowship Written or Clinical Examinations. These
include Clinical Research Module (Module 3), Clinical
Neuropsychology Module (Module 4) and Behavioural
Sciences Module (Module 6).

Stephen de Graaff
Chair, AFRM Education Committee

Examination dates 2012

Exam Date Location

Assessment Module 1 20 March
18 September

Assessment Module 2 23 June Sydney

Fellowship Written Examination 1 May

Fellowship Clinical Examination
General Rehabilitation Medicine 11 August Melbourne
Paediatric Rehabilitation Medicine 17 August Sydney
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Branch Reports

New South Wales & ACT

1. NSW Rehabilitation Re-design Project
At the time of  writing this report, the next stage in
the project, the gap analysis, is nearing completion. It
is being overseen by an implementation committee
which consists of  representatives of  each Local
Health District (LHD). They have each been tasked
with producing the local gap analysis data for their
LHD.
The branch has not had a direct role in this
committee, however it has been good to see that a
number of  rehabilitation Fellows are representing
their LHDs in the process, not a coincidence but a
direct result of  the amount of  work done by the
Faculty and Fellows in assisting with the
establishment of the project.
NSW Health has had a major governance review and
all the re-design work is likely to be shifting from
NSW Health head office to the Agency for Clinical
Innovation. It is unclear at present whether this will
be a positive or negative move with respect to having
the model of care implemented.

2. Trainee sessions venue change
Our main Sydney training session venue for many
years has been Ryde Rehabilitation Centre, but a
major redevelopment recently commenced so the
venue will no longer be available.
We’ve had some problems identifying an appropriate
venue for the remainder of  2011 and we thank
trainees for their patience during the changeover
period.
It is anticipated that all 2012 Wednesday sessions will
be held in the College office facilities. This will have
the advantage that technical support will be readily
available for the videoconferenced sessions. Anyone
who has attended the sessions when they have had
technical problems will appreciate that this is a
benefit.

3. Education Sub-committee recruitment
With the end of  2011 approaching, the committee
has commenced thinking about succession planning.
The work of  the Education Sub-committee is an
invaluable part of  the training program.
There will be vacancies on the committee at the end
of  the year and we are keen to hear from any Fellows
who may be interested in joining the committee for

2012. Fellows wishing more information should
contact the Faculty office.

4. New CME payment arrangements
Those attending the most recent CME event may
have noticed that there is a change in payment
arrangements for these events. All payments now go
directly through the College. This will mean that for
future CME events, attendees will be requested to
RSVP and pay in advance to the College who will
then arrange payment directly to the venue. We will
remind people of the appropriate process in the
advertising for the events.

5. Upcoming CME events
a. The annual NSW/ACT Branch trainee research

evening will be held on 5 December at Darbar
Indian Restaurant in Glebe. Prizes will be awarded
for the best presentations and we look forward to
hearing about the research projects of  our
trainees.

b. Finally, some advance notice for our NSW/ACT
Branch 2012 weekend CME event. We plan to
hold a weekend CME meeting in the snow, so
keep a lookout for more details in 2012.

Jennifer Mann
Chair

Queensland

The Queensland Branch has had a year of  challenges
and achievements.

The 2011 ASM was held in Brisbane and was well-
received. Again, I thank Dr Tim Geraghty & Dr Sue
Urquhart for their oversight of  the organisation of
the conference, as well as the other members of  the
organising committees. Thanks also go to Sybil
Cumming for her invaluable input into the organising
process, as well as keeping us on track and on task.
The Queensland Branch utilised the Matching
process run by the RACP to assist trainees in finding
suitable positions for their 2012 rotations. Feedback
was solicited from both trainees and the Fellows
responsible for the training positions. I can report
that 67% of  trainees received their first or second
preference for the first term, and 78% received their
first or second preference for the second term.
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As with the introduction of  any new process, there
are a number of  issues to be refined for next year but
I am satisfied that the process will be of use to the
Fellows and trainees in Queensland.
Caloundra Hospital (on the Sunshine Coast) lost its
accreditation as a training facility due to a reduction
in the hours of  supervision. I continue to hold
discussions with the Sunshine Coast Health Service
District to examine options for ensuring that we can
have the position re-accredited for training. A letter
has been sent to Dr Geoff Abbott for consideration.
Dr Ling Lan has been working on the 2012 Training
Program. Following the introduction of  the BNTP,
the Queensland Training Program changed its
training session timetable to be on the same day as
the BNTP. We have had problems with attendance,
exacerbated by the issues of  daylight saving and the
duration of  the sessions.
In an attempt to moderate the issues we will trial a
‘separation’ of  the training sessions in 2012. The
Queensland session will now be held on a different
day to the BNTP, and without a change in the times
for daylight saving. The plan is for the Queensland
session to incorporate a journal club and to focus on
evidence-based rehabilitation medicine to
complement the BNTP.
In an attempt to increase the profile of  Rehabilitation
Medicine amongst junior doctors and senior medical
students, the Queensland Branch has a sponsorship
arrangement with the Griffith University Medical
School. The present arrangement will run for five
years.
Consideration has also been given to providing a
number of  bursaries for medical students
undertaking electives in Rehabilitation Medicine. The
branch is still discussing this option.
The Queensland Branch of  the RACP held its ASM
on 10 September with the focus being ‘The Older
Patient and the Older Doctor’. It was interesting to hear
the perspectives of  oncologists, renal physicians,
intensivists and others on the ‘appropriateness’ of
treating older patients. The talk on ‘The Older Doctor’
was both enlightening and frightening.
Discussions are underway (under the leadership of
Dr Tim Geraghty) regarding placing a Rehabilitation
Physician on the Statewide Older Person’s Health
Clinical Network. He has also had preliminary
discussions regarding the introduction of  a
Rehabilitation Medicine Services Working Group.
To coincide with these discussions, a letter to the
Queensland Health Minister, the Hon. Geoff  Wilson,
is being drafted, essentially introducing the concept
of rehabilitation and its role in the Queensland health
system. As per policy, this letter will go through the
AFRM/RACP.

Michael Johnson
Chair

Victoria & Tasmania

The Branch Committee has remained active in 2011.

We are pleased to report that a Victorian Fellow, Dr
Peter Colville, was awarded the College Medal at the
RACP Convocation in Darwin in May 2011.

Dr Genevieve Kennedy has continued to develop the
Registrar Training Program, and her stewardship of  the
program has continued to receive positive feedback from
the registrars.

Dr Kerry O’Meara has further enhanced the branch
CPD activities at RACP state office with the provision
of  videoconferencing to Tasmania and rural locations.
She is also planning an educational weekend for Fellows
in Hobart on 17-18 March 2012, in partnership with Dr
Garry Pearce.

The Annual Registrar Training Day was held at Epworth
Health on 16 July 2011. The program was well received
by registrars and Fellows alike. We will continue the
rotation of  this educational event through the Victorian
Health Care Networks on an annual basis.

Dr Nathan Johns represented the Faculty at the Annual
Medical Careers Expo. He reported that this year there
was significantly increased interest in Rehabilitation
Medicine as a career.

Dr Rachael Nunan again capably organised the Registrar
Selection Day. This year the ability to teleconference into
the meeting allowed easier access for the more distant
sites. For the first time there were no unmatched
positions in the metropolitan rehabilitation sites,
although rural positions continue to be less popular. Two
registrars missed out on full 12 month placements.

The branch initiated contact with the Victorian
Department of  Health, suggesting we join our
ANZSGM colleagues in regular meetings with the
department. The first of  these meetings, which was held
on 28 October 2011, brought together representatives of
the Victorian Branch of  the AFRM and representatives
of ANZSPM and ANZSGM to discuss issues of
relevance to sub-acute services. We will also be updated
on the National Health Reform Agenda and will feed
this back to the branch.

The Branch Committee would welcome greater
involvement of  Victorian and Tasmanian Fellows on the
Branch Committee. I urge Fellows to consider
contributing to the excellent work done by our small
Faculty Branch Committee.

Mary Lou Leach
Chair
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Special Interest Group Reports

Musculoskeletal Medicine, Pain
Medicine & Occupational
Rehabilitation SIG

The Pain Faculty Spring Meeting in Canberra organised
by Geoff  Speldewinde was well attended with very
positive feedback. The non-interventionists had their say
at the forum and it was quite a ‘balanced’ meeting.

The occupational rehabilitation workshop for trainees is
fast approaching. The workshop will cover topics
including:

Common work injuries
Workers compensation, the system
Various interventions
Return To Work management
Workplace assessment
Functional capacity evaluation
Vocational counselling
The role of  the rehabilitation physician …

The workshop is interactive and management of
different cases will be discussed. Participants should be
competent and comfortable in dealing with work injuries
at the end of  the workshop.

Merry Christmas and Happy New Year from the MSK
SIG Executive.

Clive Sun
Chair

Developmental & Intellectual
Disability SIG

Examination questions have been provided for both the
written and oral final exams.  The SIG has been
contributing symposia and we have participated in the
development of  the Transition Position Statement.

We have shared our publications and our funding
success, and now the e-bulletin is the vehicle to provide
information and notice for all publications.

Robyn Wallace’s articles are published on the website.

I have discussed the functioning of  the DID SIG with
other members of  the Executive and we have decided
that we will not be scheduling further meetings of  the
Executive until calling for nominations for the SIG
Executive in 2012.

We feel that the original aims of  the SIG to increase
awareness of  Developmental and Intellectual Disability,
and for this to be an integral part of  the training
curriculum, have been achieved. There is thus not a great
deal of  further business for the SIG to pursue at this
point in time.

Geoff  Abbott
Chair

Correction

Editor: The September edition of Rhaïa gave
the author of the MIND SIG report as Jane
Malone, however the author of the report
was Barbara Hannon.

Mind SIG

Three executive meetings have been held since the
beginning of  the year, on 16 February, 23 March and 13
July, with a further meeting on 25 October which
incorporated a presentation and discussion on the Placebo
Response by Dr Lyndon Wall.

We received positive feedback from the Motivational
Interviewing Workshop, which was conducted by Mark
Jensen after the ASM in Brisbane. It was co-hosted by
both the Musculoskeletal and the Mind SIGs.

We have used the webinar approach this year which has
proven successful in both the method of  delivery and in
reaching an audience across different states.

We aim to hold further webinars in 2012 after holding a
successful one earlier in the year on Integrative Medicine in
the Management of  Chronic Disease by Dr Craig Hassed.

Barbara Hannon
Chair
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Prosthetics & Orthotics SIG

The SIG held a face-to-face meeting in September at the
ASM in Brisbane.

Election of  officers took place, with Dr Greg Bowring
of  Sydney becoming the newly elected Chair, and Dr Lee
Laycock of  Newcastle the Honorary Secretary.

For 2012, quarterly teleconference meetings have been
scheduled for the first Wednesday of  March, June,
September and December. The final one for 2011 will be
on Wednesday 7 December.

The ISPO Australian Scientific Meeting was held at
Cockle Bay, Sydney on 3-5 November 2011 on the theme
of  the Psychosocial Impact of  Disability and Limb Loss. The
keynote address was delivered by Prof  Pamela Gallagher.
There was  broad coverage of  prosthetic and orthotic
topics despite the main theme of  the meeting. From the
perspective of  an attendee, the meeting went well and
succeeded in its objectives.

The next ISPO World Congress will be in Hyderabad,
India on 4-7 February 2013 – ispo2013.org.

A symposium on Phantom Limb Pain was held in
Sydney on 2 November 2011 at the same venue, as a
‘warm-up’ event to the ISPO meeting. With an audience
of  about 70, split between amputees and professionals,
some of  the recent concepts, dilemmas and management
approaches were introduced. Prof  Phil Siddal, Prof
Lorimer Moseley and Dr Chris Hayes were the invited
speakers. Both meetings defied attempts by the board of
Qantas to limit the number of  attendees.

The P&O SIG plans an ongoing review of  the P&O
section of  the AFRM Training Curriculum during 2012.

Lee Laycock
Outgoing Chair
28 November 2011

Paediatric Rehabilitation SIG

The Paediatric Rehabilitation Special Interest Group had
a face-to-face meeting in Brisbane at the ASM on 16
September.

At this meeting, elections were held for office bearers.
Dr Kate Langdon from Perth, WA was elected
Chairperson and Dr Kim McClennan was re-elected as
Honorary Secretary. Congratulations go to both Fellows.

The Biennial Paediatric Rehabilitation Special Interest
Group Trainee Workshop is planned for Sydney on 11-
12 February 2012, for which  Dr Lisa Copeland will be
the main organiser.

A review is being undertaken of  the current document
on Paediatric Rehabilitation medicine with a view to
revising it in conjunction with the new curriculum and
the Rehabilitation Physician Scope of  Practice (Adult
Rehabilitation Medicine).

There is currently a call for nominations to form the
committee to write the paediatric standards now that the
adult document is complete. A representative is needed
from each state and one from NZ. This is a project for
2012-2013.

Mary-Clare Waugh
Outgoing Chair
24 October 2011

In December 2008, the International Affairs Committee
established a 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 for this year will be accepted until 31 December 2011
and should be marked to the attention of the Faculty’s Senior
Executive Officer. Judging will be undertaken by the
International Affairs Committee.
Criteria already advertised for this year include supplying a
photograph taken in a recognised international context, or
with the Fellow or trainee interacting with people who are
obviously from other countries. One of the criteria is that the
Faculty Fellow or trainee be present in the photo with a
Faculty tie or scarf present to identify the occasion.
In 2012, these criteria will be reviewed by the International
Affairs Committee.

ompetition

International
Promotion
of AFRM

$100 prize!
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2012
9 – 11 January
A Meeting of the Minds, 2012 Brain Injury Summit. Craig
Hospital. Beaver Creek, USA.
Website: www.braininjurysummit2012.org

20 – 24 February
Lower Limb Prosthetics and Amputation Rehabilitation
Workshop. Melbourne, Australia.
Email: kathie.vezzoso@mh.org.au See p. 18 for more details.

23 – 25 February
Building on the Legacy of Coma to Community, Santa Clara
Brain Injury Conference. Santa Clara Valley Medical Centre. San
Jose, USA. Website: www.braininjuryconference.org

1 – 3 March
The International Conference on Heart and Brain. Paris,
France. Website: www.kenes.com/Heart-Brain

8 – 10 March
AADDM2012 Conference, Australian Association of
Developmental Disability Medicine, AADDM. 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

21 – 25 March
9th World Congress on Brain Injury, IBIA. Edinburgh, Scotland.
Website: www.internationalbrain.org

1 – 4 April
32nd Annual Scientific Meeting, Australian Pain Society, APS.
Melbourne, Australia.
Website: www.dcconferences.com.au/aps2012

11 – 14 April
Annual Meeting, The Association of Children’s Prosthetic–
Orthotic Clinics, ACPOC. Banff, Canada.
Website: www.acpoc.org/meeting

6 – 9 May
2012 RACP Congress. Brisbane, Australia.
Website: www.racpcongress2012.com.au. See p. 18 for more
details.

16 – 19 May
24th Annual Meeting, European Academy of Childhood
Disability, EACD. Istanbul, Turkey.
Website: www.eacd.org/meetings-detail

16 – 19 May
Innovations in NeuroRehabilitation, 7th World Conference of

NeuroRehabilitation, in conjunction with 20th ASM of the
AFRM & the 35th Annual Brian 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. See opposite for
more details.

20 – 23 May
3rd Conference of Asia–Oceanian Conference of Physical
Rehabilitation Medicine, AOSPRM. Bali, Indonesia.
Website: www.aosprm.org

22 – 25 May
21st European Stroke Conference. Lisbon, Portugal.
Website: www.eurostroke.eu

27 May – 1 June
Joint 12th International Child Neurology Congress and 11th
Asian and Oceanian Congress of Child Neurology, ICNC/
AOCCN. Brisbane, Australia. Website: www.icnc2012.com

28 May – 1 June
Science and Art in Rehabilitation Medicine, 18th European
Congress, ESPRM. Thessaloniki, Greece.
Website: www.esprm2012.eu

28 May – 1 June
SpineWeek. Amsterdam, Netherlands.
Website: www.spineweek2012.com

30 May – 2 June
New Horizons, 6th Biennial Conference, Australasian Academy
of Cerebral Palsy and Developmental Medicine, AusACPDM.
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

6 – 8 July
8th International Stroke Summit. Nanjing, China.
Website: www.stroke.net

29 July – 2 August
Spine Across the Sea, North American Spine Society, NASS.
Kauai, Hawaii. Website: www.spine.org

27 – 31 August
14th World Congress on Pain, IASP. Milan, Italy.
Website: www.iasp-pain.org
(Note: Rescheduled from 2 – 6 October in Yokohoma, Japan)

2 – 6 September
4th Congress, World Union of Wound Healing Societies,
WUWHS. Yokohama, Japan. Website: www.wuwhs2012.com

Calendar of Events
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8 – 11 September
16th European Federation of Neurological Sciences Congress,
EFNS. Stockholm, Sweden. Website: www.efns.org

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

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

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

19 – 20 October
Spina Bifida Masterclass, National Spina Bifida Conference,
IFSBH. Sydney, Australia. Website: www.ifglobal.org

24 – 27 October
27th Annual Meeting, North American Spine Society. Dallas,
USA. Website: www.spine.org

8 – 10 November
2nd International Congress on Neurology and Epidemiology,
ICNE. Nice, France.
Website: www.neuro-conference.com/2012

15 – 18 November
73rd Annual Assembly, American Academy of Physical Medicine
and Rehabilitation, AAPM&R. Atlanta, USA.
Website: www.aapmr.org

2013
25 – 27 January
5th European Neurological Conference on Clinical Practices –
Neurovascular and Neurodegenerative Diseases. Krakow,
Poland. Website: www.enccp.net
(Note: DATE & LOCATION changed from 2012)

4 – 7 February
14th World Congress, International Society for Prosthetics and
Orthotics, ISPO. Hyderabad, India. Website: www.ispoint.org

16 – 20 June
7th World Congress, International Society of Physical and
Rehabilitation Medicine, ISPRM. Beijing, China.
Website: www.isprm2013.org

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

2015
6 – 11 June
8th World Congress, International Society of Physical and
Rehabilitation Medicine, ISPRM. Berlin, Germany.
Website: www.isprm2015.org

Online registration is now open

Earlybird deadline    15 February 2012

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).

For all Congress information visit the website:
www.dcconferences.com.au/wcnr2012

Registration:

7t7t7t7t7th Wh Wh Wh Wh Worororororld Congld Congld Congld Congld Congrrrrress fess fess fess fess fororororor
NNNNNeureureureureuroRoRoRoRoRehabilitehabilitehabilitehabilitehabilitationationationationation

Traumatic Brain Injury
Cognitive Rehabilitation for Children
Paediatric Spinal Cord Injury & Disease
Stroke
Gait Disorder
Neurodegenerative Conditions: Rehabilitation
Opportunities
Neurorehabilitation in Developing Countries
Imaging & Plasticity
Multiple Sclerosis
Spasticity
Movement Disorder Pre Conference Workshops
Spinal Cord Injury
NeuroOncology
Cerebral Palsy

Plenary & Symposia Topics:
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BOTOX® is a registered trademark of Allergan Inc.

Allergan Australia Pty Ltd 

Before prescribing, please review Approved Product 

Information available on request from Allergan.

PBS Information: Section 100 Restriction. Refer to PBS schedule for full information.

- for Spasticity Management
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