
Autumn in Adelaide

The Official Newsletter of the Australasian Faculty of Rehabilitation Medicine
June 2008

Volume 16  Issue 2

Rhaïa

Andrew Cole has an ASM
to remember

Continued p. 4 ...

It is nine years since we last
had an AFRM Scientific
Meeting at the Adelaide

Hilton. The tiles in my ensuite
bathroom were exactly as I
remembered them from 1999, and
they had been a wonderful fin du
siecle piece of nostalgia back
then.

On arrival, the new airport was
brilliant – a very quick passage
through to baggage collection – until
we reached the taxi-stand, where
about thirty Fellows, speakers and
registrars at the back of  the queue
told me they stood watching the
clock tick by as the opening session
of  the conference was almost getting
under way elsewhere.

Once at the conference, the first
thing unchanged about the Adelaide
Hilton was the circular Mezzanine
Gallery. Great for finding posters,
food and people, as long as they were
standing behind one of the stands;
much harder to find people amongst
the milling throngs however.

After the Opening Ceremony and
Welcome to Country, the first plenary
sessions were very good indeed, with
discussions on screening for work-
related upper-extremity MSK
disorders, and an excursion into the
mind of a rheumatologist thinking
about challenging upper limb
presentations. I find the corners of

my own mind a little less complex to
navigate, I must confess.

John Greenwood’s session on burn
injuries of  the hand was superb –
clear and concise logic of treatment
and rehabilitation, with enough
humour (mainly at the expense of
the French) to keep things rollicking
along. Another good review plenary
on effectiveness of  interventions in
therapy brought us to lunchtime.

The food in Adelaide was excellent.
Unlike American conferences, where
you are provided with marginal
caffeine sustenance twice a day, and
sent out to various health food
outlets (Subway, McDonalds, KFC,

Wendys, etc) to forage for
unappetizing food at lunchtime, here
we know how to make sure that
nobody gets hypoglycaemic or
constipated over the days of  the
meeting. Not only was the food
excellent, with a different
gastronomic focus each day, the
Botulinum Barristas also kept up an
eternal supply of  coffee and
chocolate hearts. The organizing
committees for this meeting had
done their work thoroughly, and had
done it very well.

Thursday and Friday provided more
feasting – SIGs, speakers or AROC

Dr Fary Khan received an RACP Excellence in
Mentoring Award from Professor Napier Thompson

at the Adelaide Annual Meeting, in recognition of  her
high level of  support and guidance in training .
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Editorial

B ook-stalls at conferences have a fatal
attraction for me.

Perhaps it is the ease of having relevant titles laid
out, the wonderful smell of so many new books all
together in one place, and the 25% percentage
discount off the regular selling price – whatever the
reason, I always have new reading matter for the trip
home. Earlier this year, I bought a fascinating book1

about the place of the doctor in literature, written by
one of my long-retired medical teachers.

Colleagues, we doctors do not have a good
stereotype out there in the literary world! After 250
pages of survey of fiction, the author concludes that
doctors in literature are portrayed as essentially
solitary figures, unencumbered by their (often
neglected) families. Partners in life are often chosen
badly and treated badly. They are not good team
players, and are resentful of bureaucrats whose
agenda differs from their own. Can it get any worse?

The sick doctor is almost expected to neglect his own
illness and to die without fuss. For a doctor to be
demoted to the rank of a patient constitutes the
ultimate degradation.

W. Somerset Maugham wrote several novels with a
doctor as one of the main characters, and one of
these has recently been filmed as “The Painted Veil”.
Set nearly a century ago, the doctor has the whole
fictional stereotype – he is a stiff laboratory
bacteriologist, choosing a London society flapper as
a wife, and marries rapidly so as to return to the far

side of the world to his work in Shanghai. The work
takes over, the relationship starts to fail, and they
travel deep inland to go and fight a cholera epidemic,
with all the expected difficulties in public health
enforcement, civil unrest, and refugee camps.

It is a mark of Maugham’s skill as a novelist that the
tale of the illness, degradation and death that follows
is lifted above the standard formula. It transforms to
a story of hope reborn in the midst of complete
hopelessness, as people come to understand the
main characters as persons, rather than as
stereotypes. The cinematographic depiction of rural
and small-town 1920s China is beautiful, even if the
London tram seen in the film bears a curious
resemblance to the period pieces still rattling to and
fro in Hong Kong to this day.

While it was a great escape for a windy Saturday
afternoon, it made me think about the importance of
moving people’s understanding of the doctor and his
work from uninformed stereotype to informed reality.

Working out what skills, competencies and
behaviours really define the Consultant in
Rehabilitation Medicine is a critical part of this
process for our Faculty, to advance understanding of
our craft.

Andrew Cole
1 Posen S. (2006), The Doctor in Literature, Radcliffe
Publishing, Abingdon UK.

Prof Richard Jones presented the
George Burniston Oration medal to
Dr Alex Ganora at the 2008 ASM in
Adelaide. His presentation was a
celebration of the influence George
Burniston has had on occupational
and musculoskeletal rehabilitation
in Australia.
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Autumn in Adelaide (cont.)

for breakfast, excellent plenaries on early intervention in
workplace injury and factors in acute and chronic pain,
many coloured flags (yellow, red and even the white flag
at times), and a conducted tour of  the fascinating world
of  ‘mild’ TBI by Grant Iverson.

For me, the outstanding plenary session of  the meeting
was Alex Ganora’s Burniston Oration, chaired with
aplomb by Richard Jones. Alex led us on a historical tour
de force from George Burniston’s WW2 days, through the
development of  our specialty in the second half  of  last
century, to today’s many-faceted discipline that we now
are proud to call our own, not forgetting the links
between Rehabilitation and Occupational and
Environmental Medicine. I have heard many Burniston
Orations over the years but none has been as good as
this one.

The biggest problem with afternoons was which session
to choose – injury outcomes, older workers, or the
future of rehabilitation? Complexities of the
upper limb, rural rehabilitation, or patient
flow? The plethora of  free papers and new
developments in rehabilitation and
occupational/environmental medicine? We
were fed so well that some colleagues had
trouble staying awake in these sessions, one of
which was appropriately entitled Snoozing on the
Job. Many napped peacefully, some even snored
loudly.

Non-meeting activities were well supported.
The conference dinner was held at the
National Wine Centre, which seemed to
consist of  a large steel-framed corrugated iron
edifice on top of  a huge wine cellar, with the
teaching areas on one side (truly, this is a part
of  the University of  Adelaide), and kitchen
and dining areas on the other. You could

(electronically speaking) make up your own
virtual wines to order and the vintage that
Arthur Shores and I compiled was issued
with a recommendation that it was quite
unfit for human consumption and carried a
health warning against liver failure. Happily,
the actual food and wine at the dinner were
excellent, and the gyrating geishas and
rubber drum-set on stage provided only a
temporary distraction from the real business
of  the night – catching up with friends old
and new in a most convivial way. On other

evenings, people ate out in groups small and large, and a
significant group went off  to sample the bucolic delights
of  the vineyards on Saturday afternoon.

On the business side of  things, Garry Pearce handed the
baton on to Stephen Buckley with a very memorable pair
of  speeches. Kath McCarthy was announced as
incoming, and new Fellows were welcomed on board.

On Saturday, more than 100 Fellows from both Faculties
attended a three-way Supervisors’ Workshop, the
highlight of  which was Isabella the Inept creating her
own brand of  chaos with a nail file and complete lack of
insight, to the bemusement of  those trying to supervise
her. Trainees had their own Workshop at the Royal
Adelaide Hospital.

To parody the words of  a certain Olympic official –
“One of  the best ever”.

Andrew Cole

Left & below – Conference delegates and guests at
the conference dinner held at the National Wine
Centre in Adelaide.



5 5 5 5 5 Rhaia  June 2008

President’s Report

Presidential Address 2008

Dr Stephen Buckley addressed the new Fellows
and broader Fellowship at the Annual Meeting of
the Faculty in Adelaide in May 2008.

May I offer my sincere congratulations to those of  you who
have, today, been inducted into Fellowship of  the Faculty. I
hope that none of  you will forget the stress and difficulty of
being a trainee, of  studying, of  coping with exams, and for
many of  you, establishing a family at the same time. There
have been few events in my life which compared to the relief
and pride in passing the exam, and being inducted into this
Fellowship.

Congratulations!

You have taken Fellowship in a part of  the medical profession
which embodies all that is good in the art of  medicine.
William Osler, perhaps the father of  20th century scientific
medicine said:

“The good physician treats the disease. The great physician treats the
patient who has the disease”.

This is a concept which has been largely lost as we moved
through the 20th and into the 21st century.

Meet the new
President of the

AFRM

Dr Stephen Buckley was inaugurated
as President of the AFRM on 7 May
2008 at the Faculty’s Annual General
Meeting in Adelaide
Stephen Buckley is a Rehabilitation
Physician in private practice in the
northern suburbs of Sydney, with
active honorary appointments at
Royal North Shore Hospital and the
Royal Rehabilitation Centre Sydney.
He has also had a long term
involvement in teaching Sydney
University medical students.
He has been a member of the
Councils of the Motor Accident
Authority of NSW since 1999 and of
the Lifetime Care and Support
Authority since its inception in 2006.
For many years he was Director of
Medical Services at Mt Wilga Private
Hospital in Hornsby, an 80 bed
rehabilitation centre. He has also had
significant management
appointments in the public hospital
system.
He has been a member of the
College and the Faculty Board of
Censors since 1991 in various
capacities, including Chairman from
2001 to 2006, and was heavily
involved in the restructuring of the
training program and examinations.
His main clinical interest is in
traumatic brain injury in adults and
children, but he keeps a keen eye on
developments in spinal cord, stroke,
amputee, and polio rehabilitation.

Past President Garry Pearce passed the baton on to incoming
President Stephen Buckley at the Annual Meeting in Adelaide.
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  President’s Report

Rehabilitation medicine, however, embodies a
philosophy which is firmly grounded on respect for the
disabled individual as an inherently valuable person, and
member of  our society. In rehabilitation medicine we
apply all the traditional medical skills in diagnosis of
disability and its complications, and prescription of
appropriate medicine. But, we then add to this the
prescription of  therapy interventions, maximising the
value of  the skills of  our professional allied health
colleagues, by managing the team of  people involved
with the patient and their family.

The magnification of  our professional skills, by the
availability of  a range of  other professionals, is a key
element in the success of  rehabilitation. A moment ago,
I used the term ‘diagnosis of  disability’, and I believe
that in this idea can be found a truly unique aspect of
rehabilitation medicine. This form of  diagnosis requires
that we TALK to our patients.

Talk is a small word which contains so much. It implies
that we:

spend time with our patients
listen to them
establish a relationship with them
gain their trust and confidence
reach a point where we can encourage and advise
them.

Talk also contains the concept of  respect. Respecting a
person’s right to be distressed at becoming disabled;
respecting a person’s right to reject rehabilitation. But
then, with time and patience, successfully persuading the
disabled person that their life has not ended with
disability, and that some effort now will reap rewards in
the future.

Respect embodies the need to empower your patient to
take control of  their own destiny (possibly explaining
the failure of so many disabled people to recognise the

contribution that rehabilitation has made in their
recovery). The patient should, of  course, be the hero in
their own rehabilitation program. The whole practice of
rehabilitation medicine is based upon respect:

respect for our patients
respect for their families
respect for our professional therapy and nursing
colleagues
respect for our medical colleagues who refer to us.

I think we have a great story to tell.

Council has already commenced a program of  political
lobbying and publicity to move the story out of  this
room and out of  the Faculty offices in Sydney, and into
the public domain. Our patients, the disabled people of
Australia and New Zealand, deserve to have local,
professional rehabilitation programs with sufficient
resources to help them to return to their rightful roles in
their family, their workplace, and society. We need to
help them to access these services.

Council can’t do this on its own. We will rely on the help
and involvement of  every Faculty Fellow to achieve our
goals. Teamwork counts at this level too. Alongside the
great honour and privilege of  being asked to lead a
Fellowship like you, is the confidence and pleasure of
knowing that I can rely on your help and support. You,
the Fellowship, are second to none in participation in
Faculty affairs, and the encouragement that this provides
to leaders cannot be underestimated.

To those of  you with fresh, uncreased diplomas, I wish
you all great success and satisfaction as you take up full
specialist practice. I encourage you to become involved
in Faculty affairs, and most importantly, to teach and
nurture the trainees you deal with.

You, and they, are our future, and I firmly believe that
future is in good hands.

Stephen Buckley

Garry Pearce presented Kathy Eagar with the
award of  an Honorary Scientific Fellowship.
They are seen here with Professor Lee
Astheimer, Pro Vice-Chancellor (Research)
at the University of  Wollongong, and Ben
Marosszeky.
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Items of Interest

The need for a national rehabilitation strategy

Table 1 – Types of  health care

Professor Kathy Eagar, Dr Garry Pearce, Frances Simmonds, Associate Professor
Chris Poulos, Associate Professor Ben Marosszeky & Dr Stephen Buckley

The four main types of  health care in Australia are
outlined in Table 1, below. These care streams are
provided both in the public and private sectors and in a
range of  inpatient and community settings.

A key issue in the development of  a national health
strategy for the future is the balance of  investment
between these four types of  care (primary, acute,
subacute and non-acute). This is particularly the case
because the Commonwealth is investing new resources
primarily in primary care and non-acute care (transition
care and community care) while the states and territories
are investing new resources predominantly in acute care.
At the same time, the investment in subacute care
(particularly in rehabilitation) is largely stagnant. A
national rehabilitation strategy is required to correct this
growing imbalance.

What is rehabilitation?

At its core, rehabilitation is about:
Maximising a person’s abilities and independence
Restoring lost function
Preventing new or further functional loss
Working with other health care professionals.

Rehabilitation services have four target groups:
patients who cannot go home from hospital without
a return of, or improvement in, function.
patients discharged after an acute admission requiring
continuing care as an outpatient.
people living with congenital or acquired disability or
chronic illness, with the goal of  preventing the need
for hospitalisation.
people who are ageing and experiencing the
functional losses associated with multiple chronic
diseases.
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rehabilitation. As a further example, disability services
have been narrowly defined at a national level to exclude
the clinical care and rehabilitation of people with
disabilities. The outcome is that responsibility for
rehabilitation has been left to the states and territories.
The evidence is that some jurisdictions have done better
than others. Over time, some states have moved their
rehabilitation services from acute hospitals to stand-
alone facilities. One outcome is that the potential
contribution of  rehabilitation to improving the
efficiency of acute care has been reduced.

There is a lack of  information about rehabilitation
collected through national and state data collections,
with only very basic indicators included in Pathways
Home, Schedule B to the current Australian Health Care
Agreement. Further, no one seems to know what to do
with the limited data that are collected. The Australasian
Rehabilitation Outcome Centre (AROC) is the only
repository of  rich information on a national basis, and
yet it is the only national data collection that is expected
to fund itself  (see below).

There is a lack of  integration between community care,
primary care, and rehabilitation. As one example,
rehabilitation physicians cannot access allied health
services under Medicare as these can only be accessed
via GP referral.

A further problem is that the focus of  Australian
government funded community care is on maintenance
and support (non-acute) services, and explicitly excludes
rehabilitation and other sub-acute care. This is despite
evidence that two thirds of  people seeking community
care (eg HACC) are assessed as having the potential for
increased independence. This significant group do not
receive rehabilitation. Instead, they receive maintenance
care. The end result is a long-term burden for them,
their family, and the health system.

Two major impediments that must be addressed are the
lack of  national workforce planning and the lack of
national service planning standards.

In relation to the rehabilitation workforce, there is an
available and growing rehabilitation medical workforce, a
critical mass has been achieved, and a very good training
system is in place. The speciality has the potential to fill
medical workforce gaps with an ageing population.
However, there are is a significant maldistribution
problem, as indicated by the ratio of  Australasian
Faculty of  Rehabilitation Medicine (AFRM) Fellows to
population in each jurisdiction.

Estimates of  rehabilitation beds required average 30 per
100,000 people, although ratios range from 25 to 35
beds per 100,000. On this basis, the additional beds
required nationally varies from 838 to 2905, depending
on the ratio adopted. (See Table 2 on opposite page)

Similar issues exist for the nursing and allied health
rehabilitation workforce.

  Items of Interest

Better management of  all four target groups will be
essential if  the Australian health system is to meet the
needs of  the Australian community into the years ahead.

Traditionally, rehabilitation has been largely a subacute
inpatient service, caring for people after an acute illness
or injury with the primary focus on stroke, amputation,
brain injury, joint replacement, fracture, spinal cord
injury, neurological disease and ‘restorative care’.
Rehabilitation has also had a traditional role as a
community based service that provides community
management of  people with disability, including pain
management and work related injury, with the goal of
preventing hospitalisation.

Contemporary rehabilitation is developing new models
of  care in response to changing patterns of  morbidity
and changes in the acute care sector. These include early
intervention in acute care to prevent complications and
maximise function and an increasing role working with
older patients with coexisting problems. These patients
are traditionally the ones that the health system has
difficulty managing. A key feature of  this work is its
potential to reduce the length of  stay for patients in
acute care. Rehabilitation, when done well, is starting
earlier and is not waiting for medical stability to be
achieved.

Rehabilitation now has a vital contribution to make
across the whole continuum of  care:

disability prevention
community-based models that substitute for inpatient
care, or prevent the need for hospital care
chronic disease management
transitional care
preventing or delaying long term residential care
re-inventing former roles, particularly in outpatient
and community care.

Why is a national rehabilitation strategy
required?

The Commonwealth, in partnership with all states and
territories, has made a commitment to achieving
demonstrable improvements in the efficiency and
effectiveness of  the Australian health system.

Rehabilitation has the potential to play a major role in
the reform of  the Australian health system particularly in
terms of:

preventing disability
reducing length of  stay and improving outcomes in
acute care.

Despite this, rehabilitation is not on the national agenda.
No one has clear responsibility for rehabilitation policy,
planning, service provision, or workforce development.
For example, there is no section in the Department of
Health and Ageing that has responsibility for
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There is clear international evidence that effective
rehabilitation can only be achieved with appropriate
resourcing. The evidence is clear that higher intensity
therapy improves both patient outcomes and service
efficiency. Due to the lack of  national standards,
Australia lags well behind the US on this issue. In the
US, it is mandatory to provide three hours of  therapy
per day for at least five days per week. Few, if  any,
Australian rehabilitation units would meet the US
standard. It is no coincidence that the US is able to
demonstrate better outcomes and efficiency than
Australia.

What is AROC?

The rehabilitation sector is unique in that AROC is a
collaboration across all rehabilitation sector stakeholders.
As a sector, rehabilitation is pursuing an agenda of
transparency and accountability that can be used as a
model for the rest of the health system.

AROC began as a joint initiative of  the whole Australian
rehabilitation sector: providers, payers, regulators and
consumers. It was established in 2002 as a not-for-profit
centre. The Australasian Faculty of  Rehabilitation
Medicine (AFRM) is the auspice body and data
custodian. The Centre for Health Service Development
(CHSD) at the University of  Wollongong is the data
manager and responsible for AROC’s day to day
operations. AROC is funded by annual contributions
from all stakeholders – facilities, health funds, DVA,
health departments (state and commonwealth), some
general insurers, and the AFRM.

The basic purpose and aims of  AROC were established
as, and continue to be:

to provide a national benchmarking system to
improve clinical rehabilitation outcomes

Table 2 – Rehabilitation bed requirements

to produce information on the efficacy of
interventions through the systematic collection of
outcomes information in both the inpatient and
ambulatory settings
to provide annual reports that summarise the
Australasian data. (The latest can be accessed at
chsd.uow.edu.au/Publications/2008_pubs/
ahr_son_2008.pdf.)

There are approximately 160 inpatient rehabilitation
units in Australia, 90 public sector and 70 private sector
units. In total, 150 submitted data to AROC in the 2007
calendar year (80 public sector units, 70 private sector
units), reporting on some 50,500 rehabilitation episodes.

AROC has become an increasingly important part of  the
rehabilitation sector. However, despite its many
achievements, AROC funding is not assured and
considerable resources are spent each year chasing
funding from its members. It is the only national health
data repository in this situation. Securing ongoing
funding for AROC would be an element in any future
national rehabilitation strategy.

A national rehabilitation strategy

Rehabilitation will become an increasingly important part
of  the continuum of  healthcare as the population ages,
and as governments look for more efficient ways to
deliver health, disability and aged care. A National
Rehabilitation Strategy (NRS) is required to ensure that
rehabilitation services across the country will be
adequate into the future and will be able to make a
contribution to the broader national health agenda.

Such a strategy requires five elements:
1. National leadership to place rehabilitation firmly

on the national health agenda
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Policy & Advocacy Committee
Report

Members

Dr Kath McCarthy Chair, President-Elect and
Faculty rep on RACP PAC

A/Prof Lynette Lee Definitions Working Party
Representative

Dr Jeremy Christley CCSIG Representative
Dr Kim McLennan Paediatric Rep and nominee of

Trainee Committee
Dr Jennifer Mann Chair of  Workforce Expert

Advisory Group
Dr Craig Davenport Chair of  Expert Advisory

Group on Role of  Rehabilitation
Physician

Dr Stephen Buckley President ex-officio

The first face to face meeting of  the Policy and
Advocacy Committee (PAC) was held on 5 March 2008.
We have had two teleconferences plus the Expert
Advisory Groups have been convened.

Consultation – UN Convention on the
Rights of Persons with Disabilities

The Committee has made a submission to the Attorney
General’s Department, setting out the rationale for the
Faculty’s support for ratification of  the convention, and
its view that development of  a national strategy for the
Rehabilitation and Promotion of  Health of  People with
Disabilities could assist the Government to meet its
obligations under the Convention.

RACP Strategic Plan

The Committee has reviewed the RACP Strategic Plan
and considered which of  the areas where the College
seeks to achieve outcomes are relevant for the Faculty.
The section of  the AFRM Business Plan that details
which of  the College’s strategic goals it will contribute
to, and which outlines the matters of  priority for policy
development and advocacy, was also considered.

PAC resolved that, of  the activities allocated to it in the
Faculty’s Business Plan for 2008, the first priority is to be
the task to define the role of  the Rehabilitation Medicine
Physician.

A working party has been established to define the role
of  the Rehabilitation Medicine Physician, and that
working party will be chaired by Dr Craig Davenport.
This working party will also assist the President to define
stakeholders and develop presentation material as part
of  the AFRM Communications Strategy (outlined in the
Faculty Business Plan).

The second priority for PAC is to review AFRM

The Commonwealth needs to take the lead in
ensuring that rehabilitation is built into the next
Australian Health Care Agreement, just as it has done
in the past in areas such as mental health and
palliative care. The outcome would be an agreement
by all parties to expand resources for rehabilitation to
a level commensurate with current and future
population needs, and to achieve the other elements
of  the national strategy as outlined below.

2. National information about rehabilitation

Ongoing funding for AROC of  approximately $1.5m
pa (2007/08 dollars) needs to be secured. This would
allow AROC to continue its current role, expand into
the ambulatory sector, and provide governments with
the information they need to measure and
benchmark the availability, efficiency and
effectiveness of  rehabilitation services across
Australia.

3. Better integration between acute care,
rehabilitation, community care, primary care and
disability services

For patients with a disability, rehabilitation sits at the
interface of  a range of  needed services ranging from
acute care to ongoing community care and disability
services. With established expertise in the planning
and delivery of  multidisciplinary care , rehabilitation
services have the potential to play a key role in better
coordinating the patient journey across these streams
of  care and ensuring that each patient receives the
right services at the right time. But that potential can
only be realised through the effective implementation
of  a national rehabilitation strategy.

4. National workforce planning

As the data above indicate, a national approach to
workforce planning will be required. In relation to
rehabilitation physicians, AFRM Fellows in NSW and
Victoria are willing to collaborate in building the
workforce in other states and territories, but national
leadership, planning and coordination will be required
to make it happen.

5. National service planning standards

Just as there is inequity in the distribution of  the
workforce, there is significant inequity in the
distribution and availability of  rehabilitation services.
Whether or not a person receives rehabilitation is
largely dependent on where they live. National
planning standards are required that can be used by
all states and territories to plan future services, and
that can be used by the Commonwealth to measure
and benchmark the performance of  the states and
territories in meeting their requirements under the
Australian Health Care Agreements. These standards
need to cover bed and service to population ratios,
staffing levels and infrastructure requirements, as well
as standard national role delineation guidelines.
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workforce distribution across Australia and New
Zealand, and workforce projections to 2015. This will
include development of  a questionnaire, its circulation to
the Fellowship and subsequent collation and statistical
analysis. A working party has been established to review
AFRM workforce distribution, which will be chaired by
Dr Jennifer Mann.

Workshop on the care of the disabled
physician

The Committee agreed with the Faculty Executive’s view
that the proposed workshop on the care of  the disabled
physician or medical colleague would appropriately be
offered to the wider College Fellowship, and that the
expertise and experience of  Fellows of  the Faculty
would benefit other physicians. It was agreed that PAC
ought to develop this workshop for either (or both) the
2009 or 2010 RACP Congress. A working party of  the
Policy and Advocacy Committee will be established to
develop the workshop, in liaison with the Scientific
Program Sub-committee. Dr Buckley is to convene this
working party.

Definitions Working Party

As agreed at the last meeting of  Council, the Definitions
Working Party is now a working party of  PAC rather
than of  Council. The working party is preparing a report
on the National Health Data Dictionary to be circulated
to PAC for critical review and comment in the near
future, and PAC will then consider whether it will
recommend to Council that AROC collect data using the
revised definitions.

Annual Scientific Meetings

The committee requested that the Scientific Program
Sub-committee consider whether it would prepare a
document after the conclusion of an ASM, with a
summary of  the key outcomes from that ASM. The
committee’s intention had been to procure a brief  report
containing a précis of  keynote presentations and that
could even be prepared prior to the ASM. After
communications with the Scientific Program Committee,
it was agreed that the Faculty Secretariat will make the
abstract booklets available through the Faculty website in
the near future.

Register of endorsed policies

Faculty Executive has requested that PAC develop and
maintain a register of endorsed policies and position
statements, to be available on the website and to include
the date of  endorsement, publication and review. It will
be available in the near future.

Kath McCarthy
Chair, Policy and Advocacy Committee

Life as a locum

Rehabilitation Medicine is such an
interesting career that it is hard to give
up. There is another way to enjoy your
work and your leisure. When you leave your full time
job approach your country colleagues and offer to
do a locum.

It is a win/win situation. The person you do the
locum for can sleep well while on holidays. You visit
a country town and stay for a few weeks. You can
explore the town and surrounds. You can enjoy the
different work style.

I have done two locums since I left Prince of  Wales
Hospital on 31 August 2007. I first worked for Peter
Harradine, our Treasurer, in Tamworth. I have just
worked for Fran Gearon in Orange.

What I have found is how good these two country
hospitals are. They have excellent medical staff  with
a full range of  medical and surgical specialties. There
are CT and MRI machines – all in all, like a city
hospital. The rehabilitation departments have
adequate staffing (no registrar) and everyone is very
helpful. The hospitals have provided a self  contained
apartment each time and plane fare for travel, as well
as excellent remuneration.

The side benefits are getting to know Australia better
– the countryside is beautiful. You can visit new
surrounding towns and find where your ancestors
lived, for me at Gunnedah.

In Orange I had the fun on Saturday of  olive
picking. The dietician and her husband have an olive
grove. On the Saturday, their friends, family and
myself  worked as a team to strip the olive trees. We
either had containers around the waist, or better a
large mesh on a frame to go under the tree and
collect the olives. I was part of  the 6-8 person
mesh/frame team. We would descend like a horde
of  locusts onto a tree. We all had gloves on and
would strip the branches of  olives a bit like milking a
cow. Green or black we picked them all, as they were
going to be crushed for oil. We would look with glee
at a tree which had all black olives as we could strip
it twice as fast as a tree with mostly green olives.

Morning tea was a solid country affair with home
made cakes and biscuits. Lunch was a barbecue on
the back verandah. We picked almost a tonne of
olives.

Orange also has two Bridge Clubs to while the
evening away and excellent restaurants.

Something for our colleagues thinking of retirement
to ponder on.

Lorraine Jones

Something
to ponder!
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Clinical Corner

A diagnostic dilemma

A 40-year-old morbidly obese man (260kg, BMI 69),
presents to hospital with a two-week history of  severe low
back pain with difficulty walking. His medical history
includes obstructive sleep apnoea, but he is not compliant
with CPAP. He lives alone, mobilises independently with a
walking stick, and drives.

The examination findings were in keeping with a cauda
equina syndrome with L4/5 motor sensory deficits and
perianal sensory loss. Further imaging of  the spine was
not possible due to his weight. A L4/5 decompressive
laminectomy, L4/5 discectomy and bilateral rhizolysis
were performed based on the clinical findings. Post
operatively, he was pain free and off  analgesia. He was
commenced on Heparin 5000u s/c b.d., and Ranitidine
150mg b.d.

In the one month post surgery (rehabilitation unit), he is
independent with bed mobility, able to transfer and walk
short distances with a FASF. He complains of  a dry
cough, shortness of  breath. There is gradual worsening
of  these symptoms over three days with palpitations and
reflux symptoms. There is an associated drop in oxygen
saturations to 89% on room air on the third day.

Examination disclosed: Temperature 37.5°, Pulse 120
bpm regular , Respiratory rate 22 , Blood pressure 132/82,
Oxygen saturation 89% RA, and other physical
examination way unremarkable

Investigations performed included Hb 153 g/L, Platelets
273 x 109/L, Hct 0.46, WCC 15.9 (Neutrophils 11.4), CK
66 U/L (0-195) Serial Troponin T 0.08 mg/L (0-0.05) &
0.04 mg/L at 6hrs, D-dimer positive (0.8-1.6 mg/L).

ABG collection failed and CXR showed no acute changes.
Venous Dopplers of  the legs were negative for DVT.

ECG shows a right heart strain pattern, sinus tachycardia
with S1 Q3 T3 and anterior T wave inversion. Along
with the clinical findings and a positive D-dimer this is
highly suggestive of  Pulmonary Embolism. Due to the
weight restrictions on the scanners we were unable to
perform a V/Q scan or CTPA to confirm the diagnosis.

We were faced with an interesting diagnostic dilemma –
how to confirm the diagnosis?

A transthoracic echocardiogram (TTE) helped us in
confirming the diagnosis. TTE revealed right ventricular
dilatation with reduced systolic function and moderately
elevated pulmonary artery pressures. A normal
preoperative echocardiogram further supported an acute
event. The thirty day mortality is at least doubled when
right ventricular dysfunction on echocardiography is
present.1,2

Further, we know that elevated troponin levels identify
patients with acute pulmonary embolism at high risk of
short-term death and adverse outcome events.1

We then discussed the most appropriate dose of  LMWH
considering his weight. There are no recommendations
regarding the maximum dosage for LMWH in our search
of  the published literature. It is suggested anti-Xa
monitoring may be considered in obese patients to
minimise the risk of  thrombosis and bleeding. We
commenced this patient on Enoxaparin 100mg bd dose
(calculated ideal body weight 87.8 kg). Similar difficulties
were experienced with the warfarin dose needing a titration
up to 16mg daily dose to attain a therapeutic range.

Patients with morbid obesity are shown to have decreased
activity and decreased concentration of  antithrombin III.
It is suggested that the prophylactic dose of  LMWH in
very obese patients should be increased by 25% (eg,
Enoxaparin 40mg twice daily).3

Conclusion
Two months after admission, this patient was discharged
home on warfarin. He will be reviewed after three months
of  anticoagulation with a repeat TTE. A thrombophilia
screen will be performed to evaluate the need for longer-
term treatment.

Pushpa Suriyaarachchi & Sharon Wong
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Research opportunities in
rehabilitation medicine

A personal experience

There has been considerable discussion on the need to
enhance the evidence base to support rehabilitation
practice. Much of  this is gathering useful empirical data
to support, or refute, the benefit of  specific treatments
and services.

The challenges for rehabilitation research in Australia are
significant. With an aging population and increased
pressure on the health care system, the demand for
rehabilitation has increased. The current climate in the
hospital system focuses on rapid patient flow through
acute to subacute settings, measuring cost efficiency by
patient throughput and hospital length of  stay, and not
always on patient-centred outcomes. As patient hospital
length of  stay decreases, it is often more difficult to
implement a research program/strategy, recruit patients
in time, and have time to assess outcomes over an
intermediate or longer term. In addition, applying for
hospital ethical approval for a study can be a daunting
task.

In Victoria the situation is of  particular concern as no
rehabilitation physicians are employed or funded to do
any research by any public hospital or university
department (except upper limb amputee services). This
is partly due to lack of  planning and necessary
infrastructure at all levels to support such activities, and
failure on the part of  relevant bodies to push forward
the research agenda. In addition, there are no forums
that coordinate or educate Fellows about current or
possible research and collaborative research
opportunities locally.

I chose the area of  Multiple Sclerosis (MS) rehabilitation
as it is complex and challenging, and it is also rewarding
in terms of  improved patient functional outcomes and
the difference it makes in peoples’ lives. My research was
conducted in my own time, with limited funding, no
administrative support, and minimal clinical support. A
large component of  my research was relevant to people
with MS residing in the community and outside of  the
hospital setting.

I started my research as a solitary Honorary Fellow at a
local university department affiliated with a tertiary
teaching hospital. I really wanted to focus on
rehabilitation issues in persons with MS and discussed
my areas of  interest with a couple of  senior Fellows.
This was very helpful and I learned very quickly that
despite the available local expertise, few people were
available to assist with planning research studies and
most were very busy clinicians.

I read a very large number of  research articles published
in the field of  MS in the last couple of  decades. This not
only identified gaps in research but also the current and
existing research in the MS field. After setting my
research questions, I visited the local neurologists and
the MS Society for access to patient databases to fast
track patient recruitment for my studies. Sometimes it
can take a long time to recruit patients from hospital
clinics alone. Writing my first ethics application was
challenging, but the local ethics committees had all the
necessary guidelines that outline what needs to be
included in a successful application.

I was fortunate enough to get four major grants over
two years, which partly funded my MS research program.
I decided to see my projects to completion by hiring
three research assistants in a private capacity. I had to do
‘emergency’ statistical courses as my research progressed
from simple to more complex statistics (and I found
statisticians could be very expensive). I also learnt that
research collaboration pays off  and in the longer term
can make projects more feasible. My work colleagues
were very accommodating Fellows who put up with my
‘grumpiness’ and ‘mad’ workload. To me, being
surrounded by people of  similar mind is imperative in
units that want to focus on research and development.

Seeing the research published and presented is most
satisfying and everything seems to be worth the effort. I
now collaborate with a number of  local and overseas
neurology and rehabilitation departments, which is very
exciting, keeps me motivated, and there is no time to be
bored. I think more Fellows should contact likeminded
people to explore research options in areas that interest
them, and I encourage Fellows to seek advice from
senior and experienced clinicians to help shape research
questions and obtain advice on planning research
studies. They should look for collaborative research
opportunities and be aware of  available funding bodies.
Recently the Faculty formed the Academic Rehabilitation
Medicine Subcommittee to develop the research agenda,
which is a great initiative.

Finally, there are many available research grants but you
must apply to receive money! The list of  research grants
that follows is by no means comprehensive but a first
step in the right direction.

Fary Khan

Grants list over page
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Grants

RACP Research & Education Foundation

closing date 30 June 2008
Research Entry Scholarships & Post Doctoral
Awards
Faculty, Chapter & Specialty Society Awards
Enquiries to: Research Grants
Administrator Email: foundation@racp.edu.au

University of  Melbourne

www.researches.unimelb.edu.au/researchbulletin/
researchbulletin.asp#top3

Clinical Investigatorship, The Sylvia and Charles
Viertel Charitable Foundation

www.anz.com/aus/fin/Trustees/
guNamed.asp#Viertel

National Institute of Health (USA)

www.research.unimelb.edu.au/grants/find/others/
nih

Australian National Stroke Foundation Research
Grants

 (already awarded for this year)
www.strokefoundation.com.au/about-national-
stroke-foundation-research

Multiple Sclerosis Research Australia

www.msra.org.au/research/
people-support.php#ausukfellowship
www.msra.org.au/research/
funding-opportunities.php

National Heart Foundation – Career Development,
Overseas & Postdoctoral Research

The National Heart Foundation (NHF) offers
funding to pursue research in cardiovascular disease
and related disorders in the areas of biomedical,
clinical, and public research. Applicants must be
Australian citizens or have permanent residency
status. Further information:
www.heartfoundation.org.au/
Professional_Information/Research/
Research_Funding/Available_Funding.htm

Cardiovascular Lipid Research Grants (Pfizer Aust)

The Cardiovascular Lipid Research Grants are
awarded for the purpose of  furthering clinical
research in the fields of  cardiovascular disease
including stroke, lipid disorders and associated areas.
The proposals should exclusively involve clinical
research in humans. Further information:
www.cvlgrants.com.au/Guidelines.html

NHMRC Tracker – Fortnightly Bulletin

www.nhmrc.gov.au/news/tracker/tracker08/
080325.htm

Weekly NIH Funding Opportunities & Notices

grants.nih.gov/grants/guide/WeeklyIndex.cfm?
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Accreditation of clinical
supervisors

The Faculty Education Committee recognises the
importance of  the clinical supervisor’s role in assisting
trainees to integrate theory into practice and to prepare
for the reality of  their future professional roles.

In order to demonstrate the Faculty’s commitment to the
provision of  high quality clinical supervision and to
recognize the contribution of  Fellows performing this
important role, the Accreditation Sub-committee of  the
AFRM Education Committee administers procedures on
a three year cyclic basis for the credentialing of clinical
supervisors, and the current cycle ends this year on
30 June 2008.

The Accreditation Sub-committee has now contacted all
supervisors to remind them of  their expected roles and
the criteria for credentialing. New declarations of
compliance have been requested for accreditation status
to be granted from 1 July 2008 until 30 June 2011.

Clinical supervisors are granted credentialed status with
the following obligations:

1. Familiarity with and fulfillment of  supervisor roles
and responsibilities as outlined in the AFRM Manual
for Supervisors;

2. At commencement of  a rotation the supervisor is to
formulate a learning agenda (eg learning contract)
with the trainee and then set aside regular and
devoted meeting/teaching times;

3. Work closely with the trainee to identify and address
any training or workload problems;

4. Completion of  supervisor’s Trainee Report in a
timely and comprehensive manner;

5. Communicate with the AFRM Education Committee
(FEC) and or its Sub-committees regarding any
matters of  concern arising about the trainee’s
performance in training or service roles;

6. Regularly attend (not less than once every three years)
the Annual Scientific Meeting Supervisors Workshop
or an equivalent clinical supervisor’s education
program run by the RACP or equivalent specialist
medical college;

7. Completion of  a supervisor’s accreditation
questionnaire (every three years);

8. Completion of  the Training Facility Accreditation
Questionnaire biannually (if  applicable).

Supervisors who have not attended a Supervisors
Workshop in the last three years (since May 2005) should
have attended the 2008 Supervisors Workshop in
Adelaide to be granted continued accreditation.

Recently admitted Fellows who are now supervising
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Faculty Annual Meeting 2008

At the Annual Meeting of  the Faculty held in Adelaide
on 7 May 2008, Dr Stephen Buckley succeeded Dr Garry
Pearce who has now completed his term as President. 
Dr Buckley made his Inaugural Address as President and
a copy appears in the section President’s Report.

The results of  the election for President-Elect were
announced (no ballot having been required as only one
nomination was received), and Dr Kathleen McCarthy
has been elected as President-Elect.

The Faculty Executive now comprises:
Dr Stephen Buckley President
Dr Kathleen McCarthy President-Elect & Chair of

the Policy and Advocacy
Committee

Dr Peter Harradine Treasurer
Dr Stephen de Graaff Chair of the Education

Committee

Rebecca Forbes
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trainees, and other Fellows who might not have trainees
but request accreditation status as Faculty Supervisors,
are normally granted provisional accreditation for a
period of  twelve months (from the time of  their
request) during which time they are expected to attend
an appropriate workshop.

Please forward any queries or comments to the Faculty
Office at afrm@racp.edu.au

Geoff  Abbott
Chair, Accreditation Sub-Committee

For the 2007 calendar year, the AFRM budget realised a
surplus of  $160,121.98 which was $158,261.98 more
than in budget estimates.
Total Income $759,586.43 (24.9% above

budget)

Total Expenditure $599,464.45 (1.1% below budget)

Surplus $160,121.98

Net Assets $1,645,571.51 (End of 2006
$1,444,498.48)

Details

Income
Continuing high numbers of  trainees impacted positively
upon income. Reinvestment of  previous budget
surpluses resulted in investment income and interest
combined soaring to $114,524.23. Fellowship
subscriptions contributed 35% of  total income.

Expenditure
The various committees and meetings run by the Faculty
were able to keep within budget. Several additional
meetings of  Executive were required to respond to the
Taverner research findings, and to develop strategic and
business plans as we integrate more closely with the
RACP. Staffing accounted for 51.3% of  expenditure.

Comments

1. Single Fellowship subscriptions were introduced for
the 2008 calendar year. For the majority of  Fellows

this resulted in an increase, whilst for others who
have dual or multiple Fellowships it resulted in a
significant decrease in subscriptions.

2. We have been able to negotiate with the RACP to
retain profits made from ASMs and workshops we
hold, but will also need to cover any losses.

3. We will retain our accumulated funds and plan to
consolidate investments with the RACP to reduce
fees and maximise returns.

4. Council and the RACP CEO have endorsed a
proposal to develop scholarships for Rural and
Remote Fellows and trainees, and for indigenous
trainees. These scholarships would be funded from
the income earned on our accumulated funds.

5. Our budget demonstrates that our organisation, staff
and office bearers have again been fiscally
responsible. We are well placed, with all parts of  the
College now expected to produce business plans each
year to be ratified by the Board of  Governors. Our
major concern is that we are allowed some flexibility
to plan for unforeseen circumstances.

6. We acknowledge the ongoing generous financial
support of  Allergan which sponsors our newsletter
and provides an educational grant, and Ipsen for their
scholarships.

Peter Harradine
Honorary Treasurer

Treasurer ’s Report to Faculty Fellows, May 2008
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Future Planning Committee
Stephen Buckley Chair
Kath McCarthy
Peter Harradine
Stephen de Graaff

International Affairs Committee
John Olver Chair
Phil Conroy
Greg Bowring
William Chan
Andrew Cole
Steven Faux
Saul Geffen
Fary Khan
Nigel Quadros
Xianghu Xiong

Policy & Advocacy Committee
Kath McCarthy Chair
Lynette Lee Definitions Working Party
Jeremy Christley CCSIG nominee
Kim McLennan Paediatric & Trainee Rep
Jennifer Mann
Craig Davenport
Stephen Buckley President, ex offico

Definitions Working Party
Lynette Lee Chair
Pesi Katrak
Chris Poulos

Rural & Remote Rehabilitation Medicine
Strategy Working Party

Tim Geraghty Chair
Genevieve Brady
Jeremy Christley
Howard Flavell
Fran Gearon
Gerard McLaren
Michael Pollack

AFRM History Working Party
Richard Jones Chair
Sybil Cumming
Peter Disler
Ben Marosszeky
Gerard McLaren
Joseph Sandanam
Bill Stone

Announcements

Committee Members & Faculty Representatives
at 7 May 2008

Council

Stephen Buckley President
Garry Pearce Immediate Past President
Kath McCarthy President-Elect & Chair of

Policy & Advocacy
Committee

Peter Harradine Honorary Treasurer
Stephen de Graaff Chair of AFRM Education

Committee
Jane Valentine WA
Jurriaan de Groot NZ
David Douglas Queensland
Kwong Teo Victoria
Chris Poulos NSW
Norm Broadhurst SA
Vacant Trainee Representative

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

of SIGs
Peter Flett Paediatric
Jurriaan de Groot NZ Representative
Kerry O’Meara Trainee Representative
Andrew Cole Coordinator of Education
Stephen Buckley President, ex officio

Standing Committees of Council

Trainee Committee
Craig Davenport Chair & New Fellow Rep
Priya Chari NSW & ACT
Julia McLeod Queensland
Hong Mei Khor SA & NT
Kerry O’Meara Victoria & Tasmania
Sureshbabu Subramanian NZ
Fiona McHugh WA
Kim McLennan Paediatric
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Sub-committees of AFRM Education
Committee

Continuing Professional Development Sub-committee
Ruth Marshall Chair
Kim Fong Honorary Secretary, WA
Ross Hawthorne CPD Coordinator
Samir Anwar NZ
Chris Baguley Vic
Stephen Chung NSW
Kim Dobbie Qld
Nigel Quadros SA
James Rice Paediatric Representative
Roy Lee corresponding

Assessment Sub-committee
Michael Chou Chair
Mithu Palit FCE, Victoria
Carol Connolly FCE, NSW
Kirily Adam Assistant FCE
Di Pacey MCQs
Sandra Farquharson Short Essays
Ian Baguley Module 1
Michael Ponsford Module 2, Victoria
Greg Bowring Module 2, NSW
Vacant Assistant, Module 2
Vacant Modules 3-6
Adrienne Epps Paediatric Representative

Teaching and Learning Sub-committee
Genevieve Kennedy Chair & Vic Branch

Training Coordinator
Helen Redmond Honorary Secretary
Julia McLeod Trainee Representative
Branch Training Coordinators

Genevieve Kennedy Victoria
Lydia Huang SA
Sridhar Atresh NZ
Stuart Browne NSW
Kim Fong WA
Wilbur Chan Queensland

Accreditation Sub-committee
Geoff Abbott Chair
Vacant Trainee Representative
Peter Anastassiadis
Gavin Chin
Peter Gale
Kong Goh
Peter Gow
Ingrid McGaughey
Jenny Ault Paediatric Representative

Paediatric Rehabilitation Sub-committee
Peter Flett Chair
Jennifer Ault Hon Secretary, NSW
Adrienne Epps NSW
Mary-Clare Waugh NSW
Ray Russo SA
James Rice SA

Lynne McKinlay Qld
Jane Valentine WA
Kim McLennan Trainee Representative

Scientific Program Sub-committee
Jennifer Chapman Chair
Ian Cameron
John Olver
Lynette Lee
Gary Clothier
Samir Anwar
Lee Laycock SIG Representative
Mary Clare Waugh Paediatric Representative
Sybil Cumming Faculty Administrator

Sub-committee of Chairmen of
Special Interest Groups

Lee Laycock Chairman/SIG
Coordinator

Ian Cameron
Jeremy Christley
Peter Flett
Toni Hogg
Clayton King/Michael Pollack
Friedbert Kohler
Lee Laycock
Jane Malone
Clive Sun
Peter New
Mary Clare Waugh

Academic Rehabilitation Medicine Sub-committee
Ian Cameron Chair
Maria Crotty Honorary Secretary
Nicholas Bellamy
Kathy Eagar
Fary Khan
Louisa Ng New Fellow
Ray Russo Paediatric Representative
Will Taylor NZ
Robert Teasell International
Stephen Buckley President - ex officio

Special Interest Groups

Musculoskeletal, Pain & Occupational Medicine
Clive Sun Chair
Stuart Tan Honorary Secretary

Rehabilitation & Older People
Ian Cameron Chair
Miranda Jelbart Honorary Secretary

Rural & Remote
Jeremy Christley Chair
Gerard McLaren Honorary Secretary
Martin Dunlop Treasurer

Paediatric Rehabilitation
Mary-Clare Waugh Chair
Kim McLennan Honorary Secretary
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Neurological Rehabilitation
Clayton King &
Michael Pollack Joint Chairs
Stuart Browne Honorary Secretary

Prosthetics & Orthotics
Lee Laycock Chair
Jennifer Mann Honorary Secretary

Spinal Cord Injury
Peter New Chair
Shaun Xiong Honorary Secretary

Developmental & Intellectual Disability
Peter Flett Chair
Robyn Wallace Honorary Secretary

International Classification of Functioning
Friedbert Kohler Chair

Mind
Jane Malone Chair

Traumatic Brain Injury
Toni Hogg Chair
Kath McCarthy Honorary Secretary

AFRM Representatives

Chapter of Addiction Medicine
Hugh Dickson

Congress Steering Committee
Jennifer Chapman

Research Advisory Committee
Maria Crotty

Australian Association of Consultant Physicians
Andrew Nunn

AROC Management Advisory Group
Chris Poulos

AROC Clinical Director
Ben Marosszeky

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

Andrew Cole
Consultative Committee on Private Rehabilitation

Stephen de Graaff
ISPRM

Leonard Li Board Secretary
John Olver Board Assistant Treasurer
Andrew Cole AFRM National Society

representative
World Federation of Neuro Rehabilitation 2010

John Olver

Branch Committee Office Bearers

New South Wales Branch
Jennifer Mann Honorary Secretary
Sharon Wong Treasurer

Victorian Branch
Mary-Lou Leach Honorary Secretary
Michael Chou Treasurer

New Zealand Branch
Robin Sekerak Hon Sec/Treasurer

South Australian Branch
Charitha Perera Honorary Secretary
Adrian Winsor Treasurer

Queensland Branch
Ron Hazelton Honorary Secretary
Michael Johnson Treasurer

Western Australian Branch
John Ker

AFRM Ipsen Award to Trainee

The Faculty congratulates Dr Arasaratnam
Nirmalendran for winning the inaugural
AFRM Ipsen Award for Best Trainee
Presentation on Neurological Rehabilitation
at the ASM.  Dr Nirmalendran’s winning
poster was titled, Trial implementation of  the
NSW Lifetime Care and Support Scheme (LTCS)
classification in a traumatic brain injury (TBI)
sample: a precis

A summary of  the poster will be published
in Rhaïa later in the year.

Rebecca Forbes

AFRM Ipsen Research Fellowship

Dr James Rice from South Australia will complete the
project, Quantitative classification of  hemiplegic gait in
Cerebral Palsy; a register-based study, at the Repatriation
General Hospital. The Fellowship is valued at $10,000.

AFRM Bruce Ford Travelling Scholarship

Dr Sarah Abrahamson of  Victoria will undertake the
project, Prevalence and Characteristics of  Autism Spectrum
Disorders (ASDs) in a General Adult Psychiatric Population
and Knowledge of  Doctors in Australia about Autism Spectrum
Disorders, at the Research Centre for Autism Spectrum
Disorders, LaTrobe University Melbourne. The
Scholarship is valued at $10,000.

Royal Australasian College of  Physicians

Recent awards

  Announcements
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Rehab pioneer, energetic dad

Chedoke boss known for work on
biofeedback

Dr John Basmajian did a good chunk of  his
groundbreaking work in rehabilitative science from
the comfort of  his living room couch.

Working at home gave the father of  three a chance to
combine his twin passions for medicine and his
family.

His daughter Nancy recalled her father’s “immense
powers of  concentration” and marvelled at his ability
to focus on writing his books and lectures within feet
of  his children banging on the piano.

“He could work through anything,” she said.

The hard-working father and former head of  the
Chedoke Rehabilitation Centre died last Tuesday after
a brief  illness.

He was 86.

Basmajian was born in present-day Istanbul to
Armenian parents and raised in Brantford.

He graduated from medical school at the University
of  Toronto in 1945. In the decades that followed, his
work as a doctor, researcher and professor saw him
and his family put down roots in Toronto, Kingston,
Ontario, and Atlanta.

In 1977, he moved to Hamilton and assumed the role
of  director of  the Chedoke Rehabilitation Centre as
well as Professor of  Medicine and Anatomy at
McMaster University.

Basmajian was best known for his pioneering work in
electromyography, the study of  electrical discharge
from muscles, and later biofeedback. He was
honoured for his research in 1995 when he was
named to the Order of Canada.

Basmajian spoke about the significance of  his work
in an interview with The Spectator after the
announcement.

“I started working on muscle in the days of  polio and
afterwards, when it was licked, people asked me why I
continued. I was able to discover some things that
became important later on,” he said.

His work on how muscle could be trained to recover
translated into significant progress in the world of
rehabilitative science. He also developed new
technologies and invented devices, including
electrodes used to measure electrical discharge from
muscle fibres.

Outside of  the labs and clinics, Basmajian kept
himself  busy with writing and was considered a
bestseller in the world of  medical textbooks. His
books on anatomy and electromyography sold well
over one million copies.

But at least as important was the legacy he left as a
teacher and mentor.

His son Haig, a Cobourg-based surgeon, figured his
father trained more than 1,000 Canadian doctors,
many of  whom remembered him vividly years after
leaving his class.

“He managed to inject enthusiasm into his lectures
on anatomy, which is not always the most exciting
subject,” his son said.

Former pupils often remember Basmajian — who
was ambidextrous — at his blackboard drawing
diagrams with one hand while labelling them with the
other.

Haig remembered his father taking calls at home
from students with questions and remembering their
names years later.

“I didn’t have a lot of  professors like that when I was
in medical school,” he said.

Basmajian’s wife of  60 years, Dora, said she
appreciated her husband’s generosity with others.

“He made time for everyone but I didn’t mind
sharing him,” she said. “He had so much energy, I
couldn’t have handled it all alone.”

Dana Borcea

Reprinted courtesy of  The Hamilton Spectator (Canada) –
www.thespec.com – where it appeared on 25 March 2008.
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Education Committee Report

The Education Committee of  the AFRM has met on
seven occasions since last AGM with three face to face
meetings and four teleconference meetings. When
members of the committee are unable to attend the face
to face meeting, teleconferencing is offered.

The current committee membership is:
Dr Stephen de Graaff Chairman
Dr Toni Hogg Honorary Secretary/

OTPs
Dr Geoff Abbott Accreditation

Committee
Dr Michael Chou Assessments Committee
Dr Genevieve Kennedy TLC
Dr Peter Flett PRC
Dr Lee Laycock SIGs
Dr Jennifer Chapman Scientific Program

Committee
Dr Ruth Marshall CPD
Professor Ian Cameron Academic Rehabilitation

Committee
Assoc. Prof  Andrew Cole Co-ordinator of

Education
Dr Jurriaan De Groot New Zealand Fellow
Dr Kerry O’Meara Trainee Representative
Dr Gary Pearce AFRM President,

ex officio
Mrs Sybil Cumming AFRM Administrator
Rebecca Forbes AFRM SEO

Since the Members’ Meeting at the 2007 ASM, Drs
Kathleen McCarthy, Mark Slatyer, Lynette Lee and Craig
Davenport have stepped down from their roles on the
Education Committee. We would like to thank them for
all their efforts and time in being active participants in
the Education Committee.

Faculty Council and the RACP Board have approved the
recommended change in By-law 27 to add another
member position to the Faculty Education Committee,
that of  a Fellow with lead responsibility for Overseas
Trained Physicians who would take on the role of
Honorary Secretary of  the Faculty Education
Committee as well. Dr Toni Hogg has taken on this role.

AFRM Education Workshop

As previously reported in newsletters and at the Council
meeting in November 2007, a number of  Leaders in
Education were involved in the Education Planning Day
in Sydney on Friday 2 November 2007. This was a highly
interactive workshop looking at all aspects of  education
and learning, with the information derived from this day
assisting with the development of  a strategic plan for
education within the Faculty.

One of  the key actions from the workshop was the
establishment of  the working party of  the TLC to look
at the co-ordination of registrar training sessions for
each branch. A meeting was held on 4 April 2008 as the
first step to progress with the implementation of  the Bi-
national Training Program. The challenge is to establish
dedicated times for registrar training sessions, being co-
ordinated between regions and agreed to by employers.

AFRM Co-ordinator of Education

Associate Professor Andrew Cole has taken on the role
as Co-ordinator of Education for the AFRM. He has
been actively involved in the liaising with the RACP with
external tasks and with internal tasks related to the
AFRM, as well as ongoing personal education and
research that he has completed. Associate Professor
Cole has also been elected as Chair of  the RACP
Physician Education Expert Advisory Group and liaised
with Dr David Goddard about the AFRM AFOEM
Supervisor Workshop in May 2008.

Associate Professor Cole has also requested syllabus
updates from each of  the SIGs and is addressing special
needs for trainees. One of  the primary goals of  the Co-
ordinator of  Education is the development of  formative
assessments and multi-source feedback including the
eventual revision of  the Supervisors Report. Other areas
of  interest include a portfolio for trainees, and the role
of  mentors as distinct from supervisors.

Fellowship matters

Since the 2007 AGM I am pleased to advise that the
following trainees have satisfactorily completed all
training and examination requirements and have been
awarded Fellowship of  the AFRM. The new Fellows are:

Roslyn Ann Avery
Christopher Martin Baguley
Tara Ball
Karen Sze Wee Chia
Marina Demetrios

Anupam Datta Gupta
Kathy Eagar
Peter Georgius
Michael Johnson
Porhan Kang



21 21 21 21 21 Rhaia  June 2008

  Training News

The Basmajian Prize for 2007 and Merit Award for the
Best Candidate in the Fellowship Clinical Examinations
was won by Dr Shari Parker. Congratulations Shari!

2007 Adrian Paul Memorial Prize

The Adrian Paul Prize for 2007 was won by Dr Pei Yu
Chu for her submission entitled, Comparison of outcomes of
primary and revision total hip arthroplasty in an inpatient
rehabilitation unit.

Assessment Sub-committee

Dr Michael Chou chairs this Sub-committee.

The Fellowship Clinical Examination is on 9 August
2008 in Melbourne.

The Fellowship Written Examination was on 20 May
2008. The proportion of  Modified Essay Questions in
the Essay Paper for the Fellowship Written Examination
would not be changed, remaining at five modified essay

Training & education matters

There are currently 110 trainees who have registered for
2008 including eight paediatric trainees. The current ratio
of  active Fellows to trainees is approximately 2:1.

Basmajian Prize Winner

Jasbeer Kaur
Venugopal Kochiyil
Ling Lan
Daniel James Lee
Darren Wai Meng Lee
Purdy Chui Kiong Lau
Shea Morrison
Jong Jong Neo
Louisa Lui Luo Ng
Jennifer O’Riordan
Anuka Rebecca Parapuram

Leanne Carol Parker
Shari Parker
Charitha Perera
Veena Raykar
Robin Sekerak
Glen Sheh
Pushpa Kumari
Suriyaarachchi
Karen Ken Ling Tay
Ian David Wilson

questions out of  the eight questions.

Module 1 Assessment was held on 11 March 2008 with
23 candidates.

The Module 2 Clinical Assessment is at Westmead
Hospital Sydney on 21 June 2008. The length of  the
Module 2 stations will be eight minutes, and marking
sheets will be used consistent with the Fellowship
Clinical Examination format.

Dr Adrienne Epps has become the Paediatric
Rehabilitation Representative Member on this
Committee. Dr David Douglas has agreed to be the
course convenor for the Administration and
Management Module.

The Education Committee has raised a concern with
respect to plagiarism and is liaising with the RACP with
respect to a policy for the management of  plagiarism.

Training Facility Accreditation
Sub-committee

Dr Geoff  Abbott is now chairing this Sub-committee.
There are 115 supervisors accredited until 1 July 2008; a
new call for declarations on compliance will be circulated
in April/May 2008.

There are 90 facilities accredited until January 2009.
Desktop audits for re-accreditation for a further two
years will be carried out in the second half  of  this year.

Ten Fellows have now been trained and accredited as
AFRM Surveyors and a further seven are in training.

With respect to face to face teaching, it has been
recommended that one hour of  training time per week
should be on a one to one basis between the supervisor
and trainee. This needs to be a flexible arrangement and
how the training takes place should be agreed at the
beginning of  term when the learning contract is
discussed.

It has been agreed that the working party for the In-
training Long Case Assessment Video Recording will
now come under the administrative umbrella of  the
Teaching and Learning Sub-committee.

Teaching & Learning Sub-committee

The Teaching and Learning Sub-committee of  the
Education Committee is now chaired by Dr Genevieve
Kennedy. This committee co-ordinated the first Bi-
national Training Program Working Party, which met
face to face in Sydney on 4 April 2008. Pleasingly, most
of  the Branch Training Committee Co-ordinators
attended, and Dr Adam Scheinberg attended as the
representative of  the paediatric group. Associate
Professor Andrew Cole also attended in his role as Co-
ordinator of Education.

This year the TLC plans to address issues that include
recognition of  prior learning, trainees in difficulty,
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progression through training and part time training, and
the standard basic training program across the College.

Paediatric Rehabilitation Sub-committee

Dr Peter Flett chairs this Sub-committee. A successful
two day Examination Preparation Workshop was held in
February 2008. The proposed date for the Paediatric
Clinical Fellowship Examination at Westmead Hospital
has been moved to Wednesday 25 July 2008. There are
now members of  the Paediatric Rehabilitation Sub-
committee on all other sub-committees of the
Education Committee of the AFRM.

Continuing Professional Development
Sub-committee

Dr Ruth Marshall is now chairing this sub-committee.
Dr Marshall has been attending the CPD Expert
Advisory Group of  the RACP, which is considering
policy issues and CPD processes. The RACP is
expressing interest in the high participation rate of
AFRM Fellows in the CPD program.

The CPD Sub-committee is currently considering the
review of  CPD points allocation and how to account for
reflection, leading to possible changes in the CPD
program. The Clinical Practice Skills Working Party is
now looking at peer review methods.

Scientific Programme Sub-committee

Dr Jennifer Chapman chairs this sub-committee. A face
to face meeting was held during the Annual Scientific
Meeting in Adelaide on 9 May 2008.

In 2009 the ASM will be held from 22 to 24 July in
Queenstown, New Zealand. The theme is Working together
across the life span – an interdisciplinary approach to
rehabilitation. The AFRM Scientific Programme
Committee is working in alliance with the NZRA and
NIRR from New Zealand.

Dr Kath McCarthy has agreed to be AFRM Co-
ordinator for the 2009 RACP Physicians Week in Sydney.
There will be at least a one day programme organised
with the suggestions of  the annual Supervisors
Workshop, concentrating on the AFRM training
programme requirements in the morning session and
updates in rehabilitation during the afternoon.

Dr Robert Weller, with the assistance of  Dr Ronald
Leong, will lead the Organising Committee from the
Victorian Branch arranging the AFRM ASM in
Melbourne in 2010. This will be part of  the RACP 2010
meeting in March 2010, which is the World Congress of
Internal Medicine.

Chairs of Special Interest Groups
Sub-committee

Dr Lee Laycock chairs this sub-committee.

There has been a proposal from the members of  CSIG
Sub-committee for an alteration to the guidelines of the
Clinical Research Module. The Assessment Sub-
committee in Academic Medicine Sub-committee will
also consider this proposal before further discussion.

A strategic review of the role of Special Interest Groups
has commenced.

Academic Rehabilitation Medicine
Sub-committee

This sub-committee is chaired by Professor Ian
Cameron. A face to face meeting was held on 22
February 2008 and priority areas were identified. The
sub-committee is now looking at identified achievable
targets over the next 12 months.

The revised terms of  reference of  the Academic
Rehabilitation Medicine Sub-committee have been
endorsed.

MOU in Saudi Arabia

The Education Committee has been advised by Dr
Garry Pearce that the circulated Memorandum of
Understanding with the Ministry of  Health in Saudi
Arabia has now been finalised by the Faculty’s
International Affairs Committee. It now needs to be
ratified by the College Board and then sent to Saudi
Arabia for a response.

Thank you…

I would like to thank all those who have been involved
with the development and the consolidation of  the
Education Committee of  the AFRM. The past 12
months has been an exciting and challenging period and
the excellence achieved through the work of  these
members cannot be underestimated. We continue to be
at the forefront of  education, being prepared to address
issues and look at improvements in our programmes.
This is only the beginning.

As always I would like to thank Sybil Cumming for all
her guidance and wisdom as well as her phenomenal
organisation abilities. Her availability and expertise in
co-ordination and handling of issues arising within the
Education Committee and sub-committee makes my role
so much easier. Thank you also to Rebecca Forbes for
her continued wisdom and expertise; her input is always
constructive and assists the committee enormously. The
other members of  the Faculty Administration Office are
also integral in the function of  the Education
Committee. Their role is pivotal in the smooth running
of  the Faculty Office.

Finally, thank you to all Fellows who participate in the
running of  the Education Program of  the AFRM.

Stephen de Graaff
Chair, AFRM Education Committee
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Trainee Committee Report

The Trainee Committee has continued to meet on a
regular basis, and most recently met in February 2008 via
teleconference, where Kerry O’Meara was welcomed as
the new representative for Victoria/Tasmania, and Priya
Chari was welcomed as the new NSW representative.

In line with the recent changes to the Trainee Committee
Terms of  Reference, nominations and elections were
held from among Trainee Committee members for the
various positions on the committee. Fiona McHugh
from WA has been elected as Chairperson of  the Trainee
Committee, and will also represent trainees at Faculty
Council. Kim McLennan (Queensland and Paediatric
Rep) will represent trainees on the Policy and Advocacy
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Committee. Kerry O’Meara will represent trainees on the
Teaching and Learning Sub-committee. The
representative on the Accreditation Sub-committee is yet
to be determined.

It has also been proposed that there be a Trainee Matters
Sub-editor for Rhaïa to improve the trainee-specific
content; that will be discussed further at the next
meeting.

I will continue to sit on the Trainee Committee as the
New Fellow Representative for the remainder of  2008.

Craig Davenport
Chairperson, Trainee Committee

For registration, enquiries & accommodation info contact:For registration, enquiries & accommodation info contact:For registration, enquiries & accommodation info contact:For registration, enquiries & accommodation info contact:For registration, enquiries & accommodation info contact:
Flor Hajjar or Greg Browning
Tel: +61 2 9382 5847
Fax: +61 2 9382 5602
E-mail: F.Hajjar@sesiahs.health.nsw.gov.au

The Course is designed for
practitioners managing clients with
lower limb amputation ranging from
paediatrics to geriatrics, including

allied health practitioners
registrars
prosthetists
rehabilitation specialists.

Venue:Venue:Venue:Venue:Venue: Wallace Wurth BuildingWallace Wurth BuildingWallace Wurth BuildingWallace Wurth BuildingWallace Wurth Building
University of NSWUniversity of NSWUniversity of NSWUniversity of NSWUniversity of NSW
Randwick NSWRandwick NSWRandwick NSWRandwick NSWRandwick NSW

THE PRINCE OF WALES HOSPITAL
in association with

THE UNIVERSITY OF NEW SOUTH WALES
presents

Lower Limb Prosthetics
24 – 28 November 2008

Course cost
$770.00
inc GST

Course method & details:
5 day course
Practical group workshops & tutorials
Detailed instructional text with latest
references is supplied prior to course
Examination is based on material
supplied & content delivered during
course
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Your CPD Tomorrow Land
Promise of things to come

CPD needs to be an active rather than a passive process
and Tomorrow Land is getting closer! Recertification and
revalidation are coming. Having an exemplary CPD
programme will (hopefully) help us move along the
revalidation route rather than recertification and
EXAMS! The Taverner Survey in 2007 revealed that less
than 2% of  our Fellows would consider re-examination
as an alternative and the vast majority wanted a
continuing voluntary CPD programme. We also know
that when the College undergoes accreditation next time,
CPD programmes will be under the microscope – what
they comprise, and participation.

Changes to your CPD Management

Last year we launched MyCPD – our online CPD points
system.

Many conferences have points already awarded (eg APS,
ANZSCoS, etc) as listed in the CPD manual and on the
online MyCPD programme, but many do not and this
year we are going to let you work out the points for
conferences and workshops attended using the agreed
formula (detailed in the CPD Manual and CPD
Activities Register 1)
ie AFRM ASM – 35 points for full attendance;

Other conference – 5 points per ½ day attended to a
maximum of  30 points
Workshops 2 – 3 points per hour to a maximum of
15 points.

Why is Your CPD committee letting you
claim points without checking?

1. There is an agreed formula.
2. You are ADULTS!
3. Sending a pile of  conference papers to the Faculty

Office to get points awarded involves a lot of  work
and cost for you, but it creates even more work and
cost for the AFRM and your CPD committee, just so
that committee members and Faculty staff  can apply
the same formula to tell you how many points the
conference or workshop is worth.

4. If  you are audited you have to show proof  of
attendance and justify how the conference benefitted
your practice or development as a rehabilitation
physician.

5. Your CPD is about your professional development.
There is an expectation that you will be honest about
your attendance at meetings, in line with your CPD
professional development plan (PDP). For example,
you attend a three day conference in rehabilitation
through meditation in India, but on the second day
you visited the Taj Mahal, therefore only attending
two days of  the conference, which taught you how to
use meditation techniques to help manage pain and
distress in your patient group. Thus this conference is
worth 20 points. Of  course the ‘Incomparable
Isabella’3 would probably claim the full 30 points
because no-one knows she missed a day, but our
expectation is that our Fellows will be honest.

You don’t have a PDP? Over the next two years, we will
help you develop your own. One option will be the
Clinical Practice Skills ‘Peer Moderated Review’ process
which will utilise multi-source feedback and review over
a period of  months and is still under development
(watch this space for more information). Another may
be to review your professional development needs by
using the Self  Audit Questionnaire4 to set your own
learning goals, etc.

Changes to points

2009 will see a change in points for meetings, etc. Our
ASM will still be worth 35 points (recognising
attendance at our ASMs includes breakfast sessions, SIG
and committee meetings, and very important discussion
and sharing of  views between Fellows during the breaks,
etc), but other conferences will be worth one point per
hour of  attendance, up to a maximum of  30 points per
conference. Additional points will be claimable for
reflection. Again, watch this space for more information!
(2008 points will remain unchanged, see formula above.)

Immediate change to the CPD Activities
Register

Section 2 of  the downloadable Activities Register relates
to a Practice Quality Review (PQR) and related site visit.
This section is being deleted, effective immediately. If
you are eligible for points in this section (which means
you have undergone a face-to-face PQR with two other
Faculty Fellows), the Faculty Office will notify you and
input your points for you.

FINALLY – have you claimed your 2007 points yet?

NO?! Do so immediately
(Do not pass go! Do not collect $200! 5 …)
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Conference Points 2007

The CPD Sub-committee has allocated points to the following conferences:

Leading for Improved Clinical Services Course, NSW Health. Macquarie School
of Graduate Management, North Ryde 20 points
National Institute of Rehab Research & NZ Rehab Assoc, Innovation in Rehab Applying Theory
to Practice. Rotorua NZ, 16 – 18 February 20 points
2007 Master Class in Alzheimer Dementia. Surfers Paradise, 23 – 25 March 15 points
27th ASM of the Australian Pain Society, The Torture of Pain. Adelaide SA, 2 – 4 April 30 points
ROAST Workshop: Assessment & Management of Mild Cognitive Impairment Following Stroke.
Bendigo Clinical School, Vic, 12 – 13 April 15 points
Victorian Registrar Training Day at Sails on the Bay. Elwood, Victoria, 21 April

Morning only 5 points, until 3.00pm 8 points, whole day 10 points
RACP Congress. Melbourne Exhibition Centre, Vic, 7 – 9 May 30 points
Preparing for and Managing the End of Life. Liverpool Hospital, 18 May 15 points
AFRM Supervisor/Education Workshop. Darling Harbour, NSW, 22 May 9 points
AFRM 15th Annual Scientific Meeting: Implementing the Evidence. Darling Harbour NSW, 23 – 25 May 35 points
One-day Practical Workshop on the Clinical Assessment and Management of
Patients with Low Back Pain. Darling Harbour, 26 May 15 points
49th Annual Scientific Conference of the Australian Rheumatology Association.
Hilton Hotel, Sydney NSW, 26 – 30 May 30 points
Australian Rheumatology Association Satellite Meeting: Striking the Balance –
Rheumatology and Replenishment. Peppers Fairmont Resort, Leura NSW, 30 May – 1 June 20 points
Rehabilitation Post Motor Vehicle Accident Conference. Darwin, 7 – 8 June 15 points
2nd International Congress on Neuropathic Pain. Berlin, Germany, 7 – 10 June 30 points
4th World Congress of the ISPRM. Seoul, Korea,10 – 14 June 30 points
World Institute of Pain (WIP) International Symposium on Evidence on
Interventional Pain Procedures. London, 21 June & Workshops, 22 – 23 June 25 points
46th ISCoS Annual Scientific Meeting. Reykjavik, Iceland, 27 June – 1 July 30 points
ISPO 12th World Congress. Vancouver, Canada, 29 July – 3 August 30 points
ACHSE 2007 National Congress, Health Innovation – Reforms or Raffles? Melbourne, 1 – 3 August 15 points
Human Pump & Pipe Repairs. Geelong Hospital Regional Symposium 2007, 24 – 25 August 20 points
AIMA Holistic Health Conference. NSW, 24 – 25 August 20 points
ASACA & SANRA Joint Conference. Durban South Africa, 5 – 7 September 30 points
World Institute of Pain (WIP). Budapest, Hungary, 25 – 30 September 25 points
69th Annual Assembly of the AAPMR. Boston, USA, 27 – 30 September 30 points
Stroke Society of Australasia, ASM 2007. Perth WA, 17 – 19 October 25 points
ANZCoS (Australian New Zealand Spinal Cord Society) ASM. Sydney, 1– 3 November  30 points
AFRM CME Weekend – Amputee Management: A Step Away & a Step Ahead
Crown Plaza Terrigal, NSW, 10 – 11 November Saturday 5 points, Sunday (inc calibration session) 8 points
Partnerships in Rehabilitation, Epworth Rehabilitation, Melbourne Conference, 15 – 16 November  20 points
Pre-conference Workshops, 14 November per hour of attendance 3 points
2nd Neural Stem Cells & Brain Repair Workshop. Mt Lofty, Adelaide, 7 – 9 December 15 points

You are now very late and no points will be accepted
after the closing date! You have to achieve a minimum
of  60 points every year. If  you – attended the ASM in
Sydney, attended another conference, attended a
workshop, attended grand rounds, did some teaching,
audited some case notes – you will have achieved more
than 60 points! You have until Close of  Business (5pm
EST) on 30 June 2008 to enter your points. Your 2007
points (online or on paper) were due in January 2008.
(Yes, January!)

Ruth Marshall
Chair, Your CPD Sub-Committee

PS  Have you started claiming your 2008 points yet?
You can go online and submit your points as you go. Did
you attend the Adelaide AFRM ASM? That’s worth 35
points? Go online now and claim them. I have!
1  Downloadable from AFRM Rehabilitation Physician
Education – Continuous Professional Development – CPD
Documents and Forms
2  AFRM CPD Manual Appendix B provides clarification
regarding what constitutes a workshop
3  Supervisors’ Workshop, 10 May 2008
4  Downloadable from AFRM Rehabilitation Physician
Education – Continuous Professional Development – CPD
Documents and Forms
5  Monopoly board game
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sessions each week (both HRC and RGH sites) and
Module 2 clinical skills focus over next three months.

Industrial matters are topical in SA where SASMOA(SA
Salaried Medical Officers’ Association) has been
negotiating with SA Department of  Health over the
terms of  the current Enterprise Agreement, due for
renewal in April 2008. Attraction and retention ‘value-
added’ options, with area of  need loadings (secured in
2006 by the Rehabilitation Medicine Craft Group),
proved to be effective in recruitment of  rehabilitation
physicians from interstate and overseas. Trainee medical
officers are also pressing to match their award with
national remuneration practices.

Policy & planning

In 2007 the SA Department of  Health set up a series of
eight Clinical Networks, arising from the Generational
Health Review commissioned over four years ago, to
develop leadership, innovation and strategic planning in
clinical service development across the State – to foster
intersectoral collaboration, streamline decision making
and strengthen patient-centred approaches, with a
specific focus on rehabilitation, aged care and palliative
services.

The Rehabilitation Clinical Network has already
developed a robust model for statewide Paediatric
Rehabilitation services, and has now targeted Brain
Injury Rehabilitation as next priority, followed by Stroke
Rehabilitation. AFRM Fellows are actively contributing
to this important work.

Welcome …

In November 2007 the SA Branch welcomed Dr Maria
Paul from Leeds, UK to the Brain Injury Rehab Unit,
Hampstead Rehabilitation Centre, on 12 months
sabbatical leave. Maria brings her valuable experience in
Community Brain Injury Rehabilitation and teaching and
has helped to fine-tune the SA statewide training
schedule. Maria may consider staying on longer term if
all goes well – and has had a great introduction by living
on the West Lakes waterfront! She entertained some
lucky rehabilitation colleagues with a sumptuous Kerala-
style banquet at her housewarming in January.

NSW Branch members might have been surprised to see
Ruth Marshall at their February meeting – she has not
been a card-carrying NSW Branch member since the
early 80s when she moved to Adelaide. However Ruth
was in Sydney Town for an extended family visit and
chose to maintain her CME points … and also enjoyed

South Australia

AFRM Annual Scientific Meeting

The AFRM SA Branch co-convened the 16th AFRM
Scientific Meeting with the Australasian Faculty of
Occupational and Environmental Medicine (AFOEM),
People at Work: Managing Complexity, from 7 – 9 May 2008.

The programme was well-constructed and pertinent to
the demands of  rehabilitating people of  working age
across the spectrum of  impairments, and delivered
world class keynote speakers and topics. In particular the
Training Workshops on Saturday 10 May, facilitated by
Matthew Green(AFRM) and James Economos
(AFOEM), proved very popular. They were booked out,
as were AFRM Supervisors Workshops, and all breakfast
meetings.

Interstate visitors met locals assisting at many levels
including co-chairing of  panel discussions and plenary
sessions. Our thanks and appreciation go to the AFRM
organising committee, headed by co-convenor Gary
Clothier and including Peter Anastassiadis, Maria Crotty,
Charitha Perera, Matthew Green and Ruth Marshall, and
to all who helped bring the ASM to fruition.

2008 Office Bearers

Chair Prof  Norm Broadhurst
Deputy Chair Dr Miranda Jelbart
Secretary Dr Charitha Perera
Treasurer Dr Adrian Winsor
Branch Training Coordinator Dr Lydia Huang
CPD Rep Dr Nigel Quadros
Accreditation Sub-Committee Dr Peter Anastassiadis
Paediatric Training Committee Dr James Rice
AROC Prof. Maria Crotty
Trainee Rep Dr Zoe Allen

Fellows & trainees

Adelaide now has an active rehabilitation physician
contingent of  16 Fellows, with several more in gracious
retirement, four basic and four vocational trainees.
Though we have no Fellowship exam contenders this
year, next year should yield a rich crop.

We congratulate Vaqas Farooqi and Abang Hepnie on
their success in Module 1 – a 100% pass rate for SA!
Trainee Representative for 2008 is Dr Zoe Allen. The
2008-09 Training Schedule offers in-house and conjoint
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Victoria

The Victorian Branch AGM was held in February with
39 members attending.

Elected to the Branch Committee are Mary Lou Leach
as Honorary Secretary, Michael Chou as Honorary
Treasurer, Genevieve Kennedy as the Victorian Registrar
Training Co-ordinator, Chris Baguley as the Continuing
Professional Development Co-ordinator, Senen
Gonzalez as VPMF representative and Co-ordinator of
the Career Expo Day, Rob Weller as the AMA
Representative and Co-ordinator of  the Victorian
Registrar Training Day 2008, Brian Anthonisz as the Co-
ordinator of  the Victorian Registrar Research
Presentation 2008, Ronald Leong as Website
Co-ordinator, and Branch Councillors Geoff  Abbott,
Michael Ponsford, Sandra Farquharson, Kirily Adam, Pei
Yu Chu, Kerry O’Meara (Registrar Representative), and
myself  as Chair. Steve DeGraaff  and John Olver remain
as ex-officio members.

Fellows’ issues

The 2010 Annual Scientific Meeting will be chaired by
Rob Weller and assisted by his deputy, Ronald Leong. We
anticipate a busy time for both Rob and Ronald.

The first CPD meeting for the year was held on 30 April
at the RACP venue and issues of  ‘guardianship’
explored. There are plans for a closer link with other
states to produce a national program utilising modern
technology.

Minutes of  monthly branch meetings will be accessible
on the website and all members are encouraged to read
them to stay in touch. Our Tasmanian colleagues now
have six members but may still not have the critical mass
to form an independent branch. The Victorian Branch
will continue to offer them assistance when required.

We extend a very warm welcome to A/Prof  Peter
Scheinberg, who has been appointed as Director of
Paediatric Rehabilitation at the Royal Children’s Hospital.

Registrar issues

Ongoing mismatching of  registrar numbers to
accredited training positions means that some positions
remain unfilled this year; there are 23 registrars this year
in Victoria. The branch is grappling with how to raise
awareness of  the discipline of  Rehabilitation Medicine at
both the undergraduate and postgraduate levels.

It has been noted that the attendance of registrars at
Wednesday training sessions in 2007 has been around
the 50% mark. It is planned to do a roll call and to
feedback the results to the respective supervisors for
some action to be taken. The time is allocated to
registrars to attend those sessions. Genevieve Kennedy
will be chairing a committee to plan for a national
registrar training program in order to have a more
uniform and fairer system.

The registrar research presentation will be held in
November and the prize for the best presentation has
been raised to $200 in the form of  a book voucher.

The Victorian Registrar Training Day is to be held on
5 July at the Royal Talbot Hospital. Many thanks to
Wendy Castle, Jeanette Hofland and Sandra Farquharson
for assisting Rob Weller in putting this show on the
road.

The Victorian Branch is once again looking to a very
busy year. Fortunately, we do have a sizable number of
committed members who have gratuitously given of
their valuable time and effort to ensure the tasks of  the
branch are accomplished. Many thanks to my colleagues.

Kwong Teo
Chair

an irresistible networking opportunity!

Although he had contemplated retirement, A/Prof
Norm Broadhurst has been prevailed upon to continue
work in musculoskeletal rehabilitation and teaching and
was elected Chair of  the State Branch – retirement
appears not to be an option! Norm is the proud new
grandfather of  Hannah, born in Brisbane.

Farewell …

The SA Branch farewelled Dr Adrian von der Borch at
an Adelaide fine-dining venue in December 2007. Adrian
declared that he had definitely retired from Rehabilitation
– though some remember when he ‘retired’ in 2003 from
Orthopaedics, only to be snapped up by Professor Maria
Crotty for the Repatriation General Hospital Rehab
Registrar Training programme. In addition to his
humanitarian work in the Pacific region, about which he
spoke eloquently as AFRM Burniston Orator at the 2006
ASM in Cairns, Adrian has epitomised the rare bred of
clinicians able to integrate prosthetic, orthotic and
rehabilitation principles with operative and orthopaedic
techniques to correct disabling neuromuscular deformity,
and optimise functional outcomes and patient wellbeing.

Finally the new state branch committee would like to
acknowledge the fine leadership of  Dr Ray (Remo)
Russo and his committee over the past two years in
guiding the branch through challenging times, having
achieved excellent results in areas of  clinical governance,
policy and industrial equity. Morale is high and our
outlook is optimistic for the year ahead.

Miranda Jelbart, Deputy Chair
Norm Broadhurst, Chair
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profile both to Fellows and to other stakeholders
2. Further development of  the bi-national training

programme should be encouraged
3. In consultation with the Faculty, the New Zealand

Branch should specifically focus on cultural issues
pertaining to New Zealand

4. The development of  specific by-laws governing the
New Zealand Branch and its functions.

Currently the New Zealand Branch remains represented
on the Faculty Education Committee by Dr Jurriaan de
Groot, formerly Chair of  the Vocational Training
Committee. It was resolved that, in future, the New
Zealand representative on this committee will be elected
during the branch AGM.

Although a number of  New Zealand Fellows work in
larger centres, they all work in relative isolation and, as
such, it is realised that the New Zealand Fellows be
represented on the Rural and Remote SIG which will
hold its next meeting at the Annual Scientific Meeting
when formal New Zealand representation on this SIG
will be discussed.

Documentation relating to the recent MCNZ
reaccreditation of  the New Zealand Branch of  the
AFRM was reviewed. Although there are many
commonalities with the AMC accreditation process,
MCNZ places specific emphasis on cultural competence
and it was suggested that each New Zealand chapter of
the RACP be approached to establish what progress had
been made in providing a cultural competence education
package for Fellows.

Work regarding the AFRM 2009 ASM is progressing
according to plan; it is to be held in Queenstown from
22-25 July and is being organised jointly by the AFRM,
NZRA and MIRR. Speakers for the Burniston and
Norington Lectures have been decided upon, and a
number of  keynote and invited speakers have been
confirmed. Other submitted papers will go to the
Scientific Committee for grading. The conference will
have a strong multidisciplinary focus and thus the
arrangements for reviewing submissions, and the
structure of  specific parallel streams, will differ
somewhat from past AFRM ASMs.

With regards to the election of  Office Bearers, Dr
Jurriaan de Groot was re-elected unanimously as
Chairman of  the New Zealand Branch. Dr Robin
Sekerak was elected as our new Secretary/Treasurer.
Other members of  the Executive are Dr Sridhar Atresh
as New Zealand Training Co-ordinator, Dr Peter Gow as
Accreditation Committee Representative, Dr Samir
Anwar as NZRA Representative, and Dr Will Taylor.

Jurriaan de Groot
Chair
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New Zealand

The New Zealand Branch of  the AFRM held its AGM
this year as a face to face meeting in Rotorua over two
days, on 7 and 8 March. Unfortunately, the New Zealand
Branch Chairman was unable to chair the meeting due to
illness.

The meeting was attended by Faculty President, Dr
Garry Pearce, and Education Committee Chairman, Dr
Stephen de Graaff. Apart from the main body of  the
AGM, a Strategic Planning Workshop was held during
which it was resolved to organise a survey of  all New
Zealand Fellows to find out on which groups or
committees they serve, both in New Zealand and
internationally.

Within the New Zealand Public Health System, funding
for rehabilitation of  patients under and over 65 years of
age is split between adult rehabilitation and geriatric
rehabilitation services and, in view of  this, it is proposed
to strengthen the linkage between AFRM Fellows and
Geriatricians within the New Zealand setting. It was also
resolved that the New Zealand Branch should actively
lobby government and District Health Boards to expand
rehabilitation services across New Zealand as its multiple
DHB’s provide such services, and there would be
significant scope to expand the number of  rehabilitation
position posts.

A number of  New Zealand centres have either joined
AROC or are in the process, but take up has not been
uniform so far due to the cost issues involved. All New
Zealand Fellows are encouraged to actively lobby
management within their hospitals to provide funding
approval for their services to join AROC. This would
then provide for useful rehabilitation outcome
benchmarking to occur across the New Zealand
rehabilitation sector. It was also agreed that New
Zealand would be represented on the workforce
taskforce in Australia and Dr Richard Seemann has
agreed to be a corresponding member.

During the Strategic Planning Meeting, emphasis was
also placed on improving the rehabilitation research and
academic focus in rehabilitation medicine within New
Zealand and a number of  New Zealand Fellows have an
interest to advance initiatives in this area, eg by
promoting MD and PhD programmes, and such
initiatives could be strengthened through liaison with the
Academic Rehabilitation Sub-committee of  the AFRM’s
Education Committee. It was also suggested that some
further development is required of  the New Zealand
page as part of  the AFRM website; New Zealand
Fellows are actively encouraged to submit articles and
notices.

The Strategic Planning Meeting concluded with a
number of  key resolutions:
1. The New Zealand Branch should seek to improve its
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New South Wales

New NSW Branch Chair

This is my first report to Council as Chair of  the NSW
Branch (since February 2008). I would like to take this
opportunity to thank Dr Greg Bowring and the NSW
Branch Committee for their excellent work in overseeing
the organisation and management of  the branch, and I
look forward to their ongoing support in my role as
Chair.

Special Commission of Inquiry into Acute
Care Services in NSW Public Hospitals

On 29 January 2008 Mr Peter Garling SC was
commissioned to undertake a review of  Acute Care
Services in NSW Public Hospitals, reporting to the NSW
Government by 31 July 2008. The terms of  reference for
the review are located at
www.lawlink.nsw.gov.au/lawlink/Special_Projects/
ll_splprojects.nsf/pages/acsi_terms

The NSW Branch of  the Faculty has contributed to the
inquiry in two ways – first by submitting information to
the RACP to be included in a combined RACP
submission to the inquiry; and second by providing a
written submission directly to the inquiry. A copy of  the
branch’s submission is appended to this report.

EnableNSW

In 2007 the NSW Department of  Health indicated that
changes would be made to the way that the NSW PADP
and Artificial Limb Schemes would be administered, by
creating a separate State-wide agency to be known as
EnableNSW.

Three members of  the NSW Branch met with the
Director and the General Manager of  EnableNSW to
raise a number of  issues, including our desire to work
closely within the new structure to ensure that the needs
of  amputees in NSW continue to be met, and to look at
initiatives that might improve the supply of  orthotics.

Registrar recruitment

We continue to have significant difficulty attracting
adequate numbers of  trainees into the large number of
accredited training positions. Dr Philip Conroy
continued to coordinate the recruitment process in 2007,
and has done an excellent job in a challenging situation.

Registrar Training Programme

The Registrar Training Subcommittee continues to be
chaired by Stuart Browne and we are grateful for his and
the committee’s work. The training program continues,
with monthly sessions at the Royal Rehabilitation Centre
at Ryde on Wednesday afternoons and a tutorial program

on Saturdays. Webcasting is still being explored as an
option.

Chris Poulos
Chair

Submission to Inquiry into Acute Care
Services

The Executive Officer
Special Commission of Inquiry
Acute Care Services in NSW Public Hospital
PO Box A4
Sydney South 1235 NSW

Dear Commissioner Garling
It is with pleasure that the NSW Branch of the Australasian
Faculty of Rehabilitation Medicine (Royal Australasian
College of Physicians) presents this submission to the
Special Commission of Inquiry into Acute Care Services in
Public Hospitals. For further details regarding this
submission, please contact A/Prof Christopher Poulos,
Honorary Chair of the Branch (details below). This
submission touches upon all of the Terms of Reference of
the Special Commission of Inquiry.

The important role of Rehabilitation Services in
managing acute care in NSW Hospitals

Effective rehabilitation services are vital to the overall
functioning of the NSW Health System, particularly acute
services, as flow into and through the acute sector is very
much dependent on flow out – either to home or to an
inpatient rehabilitation episode. In addition, rehabilitation
plays a key role in minimising disability and maximising
independence, promoting improved chronic disease
management and more informed care planning, reducing
subsequent demand on acute care services.

The NSW Branch of the Australasian Faculty of
Rehabilitation Medicine submits the following to the Special
Commission of Inquiry into Acute Care Services in NSW
Hospitals:

1. There is mounting evidence that increasing therapy
intensity improves clinical outcome and shortens
length of stay. While in the United States two to three
hours of therapy per day is mandated in inpatient
rehabilitation, this is far from the situation in NSW
public hospitals, where rehabilitation patients receive
in comparison only meagre amounts of therapy, with
virtually no therapy at all on weekends or public
holidays. This represents a tremendous opportunity
cost for the health system, as the marginal cost of
increasing therapy levels, and thus improving
outcomes and throughput, will be very much less than
the cost of constantly increasing bed capacity.

Recommendation 1: That the Special Commission of
Inquiry consider recommending that NSW Health
facilitate a review of allied health and therapy
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provision within inpatient rehabilitation services,
noting the research evidence pertaining to therapy
intensity and outcome.

2. The trend in recent years in NSW to re-delineate the
roles of small, standalone hospitals to that of
‘rehabilitation’, while satisfying a political need to keep
these hospitals open, has been very detrimental to
patient flow through acute care. This is because
patients must be sufficiently medically stable to be
transferred to a small off-site facility, with little or no
after-hours medical back-up and limited access to
diagnostic tests. There is good evidence that patients
spend days longer in acute care waiting for medical
stability to be achieved prior to transfer, and patients
must be transferred back to acute care when they
become unstable or require investigation or review,
creating additional costs and delays. This situation
results in patient safety concerns and is inefficient for
the acute care sector.

Recommendation 2: That the Special Commission of
Inquiry consider recommending that NSW Health
review the feasibility (from a patient safety, efficiency
and workforce perspective) of pursuing the model of
standalone rehabilitation / subacute facilities,
compared with the alternative of conducting inpatient
rehabilitation within an acute hospital campus. This
review should remain free of political considerations
and should focus on patient care, efficiency and
outcomes.

3. The NSW Health System does not adequately
promote an “avoidance of immobility” culture within
acute care and there are insufficient resources
available to routinely allow for the early
commencement of rehabilitation. Immobility leads to
increased acute hospital length of stay, through
reduced functional capacity and an increase in the
incidence of avoidable complications (such as pressure
areas and venous thromboembolic disease). Where
the Rehabilitation Unit is not colocated with the acute
facility, the development of ‘Acute Care Rehabilitation
Teams’ should be considered, whereby a Rehabilitation
Physician shares care with an acute care physician or
surgeon, to provide early rehabilitation input whilst
the patient remains in acute care. This is likely to
reduce the length of a subsequent rehabilitation stay,
or possibly avoid the need for inpatient rehabilitation if
substitutable community-based rehabilitation care is
also available.

Recommendation 3: That the Special Commission of
Inquiry consider recommending that NSW Health
review the value that the early provision of
rehabilitation in acute care might have on improving
outcomes and efficiency within the acute and
rehabilitation sectors.

4. There has been a lack of development of substitutable
community-based rehabilitation services to assist in
early discharge from rehabilitation and to possibly
avoid an inpatient rehabilitation episode for patients

able to be discharged directly from acute care with
adequate support.

Recommendation 4: That the Special Commission of
Inquiry consider recommending that NSW Health
apply resources to developing models of substitutable
community-based rehabilitation, able to be applied
directly from acute care or following inpatient
rehabilitation.

5. While there has been a welcome increase in post
discharge community support provision, there is a
need to further develop these services and make their
access easier and more responsive. This also applies to
the provision of post discharge therapy services.

Recommendation 5: That the Special Commission of
Inquiry consider recommending that NSW Health act
to further increase the range, responsiveness and
provision of post discharge community services and to
simplify their administration, funding and access.

Yours sincerely

Christopher Poulos MBBS MSC FAFRM
Honorary Chair, NSW Branch
Australasian Faculty of Rehabilitation Medicine

Queensland

The Queensland Branch Annual General Meeting and
CPD Evening were held on Friday 14 March and were
very well attended.

Dr Ian Baguley was guest speaker for the evening,
presenting an overview of  dysautonomia in brain injured
patients. I would like to thank Ian for his presentation
and assistance. I would also like to thank Sanofi-Aventis
and Mundi Pharmacy, who both supported the evening.

The 2008 Queensland Branch Executive Committee is:
Chair Dr David Douglas
Deputy Chair Dr Rachael Nunan
Honorary Secretary Dr Ron Hazelton
Treasurer Dr Michael Johnson
Vocational Training
Co-ordinator Dr Wilbur Chan
Paediatric Rehabilitation
Representative Dr Priya Edwards
Committee Members Dr Susan Graham

Dr Martin Dunlop
Trainee Representative Dr Julia McLeod.

The following people represented the branch on various
committees during 2007:
Ron Hazelton Vocational Training Committee
Kong Goh RACP State Executive &

Accreditation Committee
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Western Australia

The WA Branch AGM was held on 29 April 2008.

We had the benefit of  Dr Garry Pearce, President of
Australasian Faculty of  Rehabilitation Medicine, attend
Western Australia and provide a review of  programs and
mentoring of  the adult and paediatric trainees. We
welcomed his report in the recent editorial of  the AFRM
Bulletin and it was recognised that this was a successful
and productive visit.

We welcome Dr Ian Wilson as a new Fellow to the WA
Branch, having recently relocated from New Zealand.
Ian grew up in South Africa and worked both in South
Africa and extensively in New Zealand. He is currently
working for Health Services Australia and we are most
pleased to welcome and expand our small group further
with Dr Ian Wilson’s input to the branch.

Dr Kim Fong continues as AFRM Education
Coordinator for WA but will be standing down from his
position on the CPD Sub-committee.

There are currently five adult trainees, with one trainee
due to complete their Fellowship in May 2008. There is a
funded Fellow position in paediatric rehabilitation at
Princess Margaret Hospital and one current trainee in
paediatric rehabilitation.

In late 2007 a combined meeting was held between adult
and paediatric departments in the areas of  rehabilitation,
neurology and allied health, with a particular focus on
addressing transition issues in patients with cerebral
palsy. This was a productive and interactive meeting and
there was strong recognition from both adult and
paediatric services of  the need to establish clear flow
plans and prioritise recognition of the projected
numbers of  patients, particularly those who are
technologically dependant, into adult services. Ongoing
meetings have been held with supporting business case
applications, to prioritise resources in the adult sector to
assist with this transition.

There is recognition from both adult and paediatric
trainees, and agreement from the paediatric medical
administration, supporting joint training positions
between adult and paediatric rehabilitation registrars.
Applications will be made to appropriate adult and
paediatric training communities to confirm eligibility of
this, but overall it was recognised to be a productive
concept, particularly with the view to addressing future
issues of  transition and improved understanding of
different services and improving perspective from both
adult and paediatric sides.

A professional development weekend, combining adult
and paediatric education, has been planned for autumn
2009.

Jane Valentine
Chair

Kim Dobbie Board of  Continuing Professional
Development

Lynne McKinlay Paediatric Rehabilitation Training
Committee

Kim McLennan Trainee Rep, Paediatric
Rehabilitation Training Committee

Wilbur Chan MASS Expert Reference Group for
Orthosis & Medical Grade Footwear

David Douglas State Trauma Network
Tim Geraghty Rural & Remote Rehab. Medicine

Strategy Working Party (Chair)

A training session, demonstration long case, and trial
Clinical Fellowship Exam was held in the Spinal Injuries
Unit at Princess Alexandra Hospital on Saturday 15
March, on the morning following the AGM. Dr Baguley
assisted local Fellows in developing questions and
conducting the trial and we are very appreciative of  his
assistance. This gave Queensland trainees some further
exposure to other consultants, which was very useful.

Recruiting to trainee positions in Queensland has been a
matter of  some concern. A centralised selection and
appointment process has been used, but is not well liked
by trainees and has failed to satisfy some of  the
consultants’ needs. A process of  review and consultation
has been commenced with the goal of  completion in
time for the 2009 recruitment process.

The Branch Registrar Training/CPD Program is
progressing well with the Tuesday pm and Saturday
morning clinical sessions. Additional workshop sessions
are being organised on topics reflecting the core and
special knowledge areas expected of  Faculty trainees.
Videoconferencing of  the Tuesday sessions has occurred
to a range of  centres including Townsville, Caloundra,
Toowoomba, Ipswich, Redcliffe, and Gold Coast.

The branch is also running a weekend training session
on 24 – 25 May about musculoskeletal topics, ranging
from management of  the arthropathies, through joint
manipulation, to fracture management.

Work has been continuing on the long awaited state-wide
rehabilitation plan. A final draft has been circulated and
submitted to Queensland Health Executive Management
Group. Funding allocations have yet to be announced.

The state-wide Trauma Network has been established
and funds have now been allocated, but are yet to be
directed to specific rehabilitation support services.

David Douglas
Chair
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Report by Committee of Chairs
of SIGs

I have taken over the role of  Chair of  the
Sub-committee of Chairs of SIGs (CCSIG) from Dr
Mark Slatyer. My position is for a finite term and is
conditional on me maintaining my role as Chair of  a SIG
(currently the P&O SIG).

The Faculty is involved in the broader changes taking
place within the College relating to enhanced and more
transparent governance. The SIGs have not been
insulated from this process and a review along the lines
of  the Terms of  Reference (below) is required. I would
be grateful for commentary on this process from each
SIG and on the Terms of  Reference. I have asked that
this be an item on each SIG’s 2008 AGM agenda.

I am acutely aware that each SIG runs solely on the
goodwill of  its membership and I would not want that
overstretched. However, the SIGs have an important
role in the Faculty in the provision of  focussed clinical
advice on matters of  training and Faculty stance.

The main aim of  this process is to optimise the function
of  the SIGs so that they can continue in a sustainable
way.

Lee Laycock
Chair

Terms of Reference for Review of SIGs by
CCSIG

The intention of Council is for the Committee of Chairs
of SIGs (CCSIG) to undertake a comprehensive review of
the function and structure of SIGs within the AFRM.
These Terms of Reference are to be used as a guide and
may be changed or altered following a consensus decision
by the CCSIG.
1. Review the meaning of SIGs to the Fellowship, and

the benefits in terms of collegiality and professional
networking.

2. Review the structure of SIGs, giving thought to the
cost of new SIGs and the possible formation of ‘core’
SIGs, and provide recommendations.

3. Review the criteria by which the Faculty approves the
establishment of new SIGs and provide
recommendations.

4. Review the function of SIGs in terms of their
contribution to the core work of the Faculty, the
criteria by which performance is judged, and their
sustainability if they are not performing, and provide
recommendations.

5. Integrate the work of SIGs into other Committees
(including state committees) within the Faculty and
the RACP, and provide recommendations as to future
integration.

6. Provide recommendations as to the support required
to carry out the core functions of SIGs.

Paediatric SIG

The Paediatric SIG members met during the recent
biennial meeting of  the Australasian Academy of
Cerebral Palsy and Developmental Medicine at the
Sofitel Hotel in Brisbane.

During the meeting there was considerable discussion
around the recent reporting of  several deaths associated
with the use of  botulinum toxin type A in the treatment
of  spasticity. Whilst there is no clear evidence linking
these events directly to the use of  BoNT-A, members
representing the paediatric rehabilitation departments
around Australia are currently discussing surveillance
and reporting methods for the purpose of  examining
this issue more closely in the Australian setting.

A push towards the development of  a national dataset
for paediatric rehabilitation outcomes was also raised,
with input from the Australasian Rehabilitation
Outcomes Centre (AROC), which will require funding
support to progress. The need to further streamline the
process of  joint RACP and AFRM training was also
discussed, because newly trained Fellows must satisfy
both FRACP (Physician) and FAFRM requirements.

Elections took place during the meeting, with Dr Mary-
Clare Waugh succeeding Dr James Rice as Chair, and Dr
Kim McLennan taking over from Dr Priya Edwards as
Secretary. I would like to thank Dr Edwards for her
input into both the Paediatric SIG and its email-based
communication channel, Sprain, over the past few years.
The Paediatric SIG looks forward to the future with a
growing membership, and increasing scope of  clinical
and other issues requiring the membership’s input.

James Rice
Chair
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Musculoskeletal, Occupational
& Pain Medicine SIG

The Executive of  the Musculoskeletal, Occupational and
Pain SIG has been having monthly meetings over the
year to plan and co-ordinate SIG activities. It has been a
very busy twelve months since our last Annual General
Meeting in May 2007, with the following activities:

Education

Education has always been the primary focus of  our
SIG. The MET workshop series was completed
successfully in July 2007. An extensive range of  topics
were covered over the six month period including
shoulder, knee, spine, elbow, wrist, hands, foot and ankle,
radiology and OSCE practice. A special thanks to
Fellows who assisted, in particular Dr Helen Redmond.
We were also privileged to have our Past President,
Garry Pearce, attend our first workshop. The workshop
series was particularly designed to assist preparation for
the Fellowship OSCE examination.

Very positive feedback has been received from trainees
who attended. We have also received reports from
examiners and supervisors that they noticed a marked
improvement in standard of  musculoskeletal
examination by trainees. We thank Servier for their
sponsorship of  the series. The workshops were held in
the education facility of  RACP, which was an excellent
venue with fantastic audiovisual support.

We plan to hold an EBM Musculoskeletal Workshop in
this coming year, probably focussing on cervical spine. A
working party, convened by Prof  Stephen Wilson, has
been established to review the Training Manual
Curriculum in Musculoskeletal Medicine and Pain and
Occupational Rehabilitation.

Position Statements

Further to requests by the Faculty to develop position
statements, we have prepared two so far:
1. Musculoskeletal Disorders in the Elderly, potentially a

joint position statement with the Rehabilitation and
Older People SIG. Thanks to John Corry for his
contribution.

2. Spinal Injections in Musculoskeletal Pain. Thanks to
Geoff Speldewinde for his contribution.

Website development

The MSK website (www.msksig.com) has been closed
down and content transferred to the AFRM website,
with the expectation that it will be further enhanced for
interactive online and EBM activities.

Committee of Chairs of SIGs

A comprehensive review of  the function and structure
of  SIGs within the AFRM by the CCSIG has been
initiated on the request of  Faculty Council. SIG

Executive has provided feedback on the criteria by which
a new SIG should be convened and highlighted the need
for administrative support to SIGs.

Financial Report

Under the able stewardship of  our Honorary Treasurer,
John Corry, our financial situation remains strong with a
current fund balance of  $120,355.33. Expenditure has
included the EBM Prize; income has included the
proceeds from MET workshops. Special thanks to John
Corry for his contribution.

EBM Prize

The recipient of  the 2007 Inaugural EBM Prize is Dr
Jenson Mak, who is currently completing his EBM study
tour at Oxford University and will report on his activities
when he returns. The SIG has resolved to offer the EBM
Prize again and has invited expressions of  interest. The
prize, to the value of  $5000, will be awarded in 2009 at the
next ASM.

Bone & Joint Decade

I attended the recent World Congress on Neck Pain where
the Bone and Joint Decade Task Force released its
reports. Details of  the reports were subsequently
published in the journal Spine. With the focus on neck
pain, it is the intention of  our SIG Executive to organise
an EBM workshop in Sydney on neck pain.

Tribute to our Chair

Our Chair, Alex Ganora, has been the primary driving
force of  our SIG in the last decade, so it is very
unfortunate for us that Alex has decided to step down.
His enormous contributions during that time included
numerous educational workshops, tutorials and the
development of  eBooks on musculoskeletal examination
techniques. His selfless dedication and tireless energy will
be sadly missed.

Alex has lifted the profile of  musculoskeletal,
occupational and pain medicine within our SIG over the
years. He has also championed the interests of  our
members on various industrial issues. Thanks to Alex,
musculoskeletal, occupational and pain medicine have
become a significant group within our college and our
SIG has become a role model for others. On behalf  of  all
our members, I would like to express our deep gratitude
to you, Alex, for your contribution over the last decade,
and we hope that we will be able to tap into your expertise
for years to come.

Clive Sun has been elected unopposed as our new Chair.
On behalf  of  our members, I would like to congratulate
Clive and look forward to working with him to further the
interests of  our SIG. I also like to invite all SIG members
to take a more active role, and would be more than happy
to discuss any issue or project that they wish the SIG to
pursue.

Stuart Tan, Honorary Secretary
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Calendar of Events

2008
2 – 5 July
International Neuropsychological Society Mid–year Meeting.
Buenos Aires, Argentina. Website: www.ins-sonepsa.com

4 – 5 July
1st Herzogenaurach Dysphagia Conference. Germany.
Website: www.dysphagia-conference.org

7 – 8 July
5th Satellite Symposium on Neuropsychological Rehabilitation.
Iguacu Falls, Brazil. Website: www.koenigundmueller.de

30 July – 1 August
7th Traumatic Brain Injury Conference. Queenstown, New
Zealand. Website: www.tbiconferences.co.nz

6 – 8 August
Health Service Management – Different Faces, Different Places,
ACHSE. Alice Springs, Australia. Website: www.achse.org.au

13 – 15 August
Stroke 2008, Stroke Society/Smart Strokes. Sydney, Australia.
Website: www.strokesociety.com.au/meetings.html

17 – 22 August
12th World Congress on Pain. Glasgow, United Kingdom.
Website: www.iasp-pain.org

23 – 26 August
12th Congress of European Federation of Neurological
Societies. Madrid, Spain. Website: www.efns.org/efns2008

29 August – 3 September
47th Annual Scientific Meeting, ISCos. Durban, South Africa.
Website: www.iscos.org.uk
Email: iscosmeeting2008@sasca.co.za

8 – 13 September
17th Annual Meeting of European Society of Movement
Analysis for Adults and Children. Antalya, Turkey.
Website: www.esmac2008turkey.org

15 September – 10 October
International Course on Disability and Rehabilitation
Management. Netherlands. Website: www.enablement.nl

18 – 20 September
Pain at the Centre. Faculty of Pain Medicine Spring Meeting,
Voyages Ayers Rock Resort, Ayers Rock, Australia.
Email: bweinberg@anzca.edu.au
Website: www.anzca.edu.au/fpm/2008springmeeting

18 – 21 September
7th Mediterranean Congress of PM&R. Potorose, Slovenia.
Email: marincek.crt@mail.ir-rs.si

19 – 21 September
5th Regional Central European Conference of ISPO, ISPO.
Portorose, Slovenia. Website: www.ce-ispo2008.org

24 – 27 September
5th World Congress for Neurorehabilitation. Brasilia, Brazil.
Website: www.wfnr.co.uk

24 – 27 September
6th World Stroke Congress. Vienna, Austria.
Website: www.kenes.com/stroke2008

9 – 10 October
Healthcare Without Walls – Rehabilitation. Melbourne,
Australia. Website: www.changechampions.com.au
Email: change.champions@bigpond.com

12 – 14 October
3rd Australian and New Zealand Falls Prevention Conference,
ANZFP. Melbourne, Australia.
Website: www.anzfpconference.com

15 – 19 October
Rehabilitation Research: Interdisciplinary, International,
Interactive. ACRM/ASNR. Toronto, Canada.
Website: www.acrm.org/annual_conference

16 – 17 October
18th National Conference, ARNA. Adelaide, Australia.
Website: www.arna.com.au

19 – 22 October
25th International Conference, International Society for Quality
in Healthcare. Copenhagen, Denmark.
Website: isqua.org/isquaPages/copenhagen08.html

27 – 30 October
AMLAR 2008, including Latinoamerican Society of Paraplegia.
Punta del Este, Uruguay. Website: www.amlar2008.org.uy

29 – 31 October
National Forum on Safety and Quality in Healthcare, AAG.
Fremantle, Western Australia.
Website: www.sapmea.asn.au/forumsghc2008

5 – 8 November
17th National Conference on Incontinence, Continence
Foundation of Australia. Hobart, Australia.
Website: www.continence.org.au

19 – 21 November
41st National Ageing Landscapes Conference, AAG. Fremantle,
Western Australia. Website: www.aagconference.com
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20 – 22 November
Towards Evidence–based Care in P&O, ISPO Australian
National Member Society. Glenelg, South Australia.
Website: www.dcconferences.com.au/ispo2008

20 – 23 November
70th Annual Assembly. AAPM&R. San Diego, USA.
Website: www.aapmr.org

21 – 22 November
Trauma Melbourne 2008 – Trauma Research & Clinical
Management Conference, Victorian Neurotrauma
Initiative. Sofitel Hotel, Melbourne.
Website: www.traumamelbourne.com.au

26 – 28 November
Annual Scientific Meeting, Australian and New Zealand Spinal
Cord Society. Christchurch, New Zealand.
Website: www.anzscos2008.org.nz

3 – 7 December
World Congress on Osteoporosis. Bangkok, Thailand.
Website: www.iofbonehealth.org

2009
18 – 21 February
3rd International Cerebral Palsy Conference. Sydney, Australia.
Website: www.cp2009.com.au

9 – 13 March
20th Anniversary of International Centre of Neurological
Restoration, CIREN. La Habana, Cuba.
Website: www.ciren.ws

11 – 15 March
9th International Conference on Alzheimers and Parkinsons
Disease. Prague, Czech Republic.
Website: www.kenes.com/adpd

15 – 18 March
1st World Congress on Spina Bifida Research and Care.
Orlando, USA. Email: raustin@sbaa.org

18 – 21 March
European Congress on Clinical and Economic Aspects of
Osteoporosis and Osteoarthritis. Athens, Greece.
Website: www.ecceo9.org

9 – 13 May
5th World Congress of ISPRM. Istanbul, Turkey.
Website: www.isprm.org

16 – 21 May
RACP Physicians Week. Sydney Convention Centre, NSW.
Email: congress@racp.edu.au

20 – 22 May
19th Conference of European Wound Management
Association, EWMA. Helsinki, Finland. TBA

26 – 29 May
XVIII European Stroke Conference. Stockholm, Sweden. TBA.

13 – 17 June
5th World Congress, ISPRM. Istanbul, Turkey.
Website: www.isprm.org or www.teamcon.org

5 – 9 July
19th World Congress of Gerontology and Geriatrics, IAGG.
Paris, France. Website: www.gerontologyparis2009.com

22 – 25 July

WWWWWorking together across the lifespan - an interdisciplinaryorking together across the lifespan - an interdisciplinaryorking together across the lifespan - an interdisciplinaryorking together across the lifespan - an interdisciplinaryorking together across the lifespan - an interdisciplinary
approach to rehabilitation,approach to rehabilitation,approach to rehabilitation,approach to rehabilitation,approach to rehabilitation, AFRM 17th ASM with NZRA & AFRM 17th ASM with NZRA & AFRM 17th ASM with NZRA & AFRM 17th ASM with NZRA & AFRM 17th ASM with NZRA &
NIRR. Queenstown, New Zealand.NIRR. Queenstown, New Zealand.NIRR. Queenstown, New Zealand.NIRR. Queenstown, New Zealand.NIRR. Queenstown, New Zealand.
WWWWWebsite: wwwebsite: wwwebsite: wwwebsite: wwwebsite: www.rehabconference2009.org.nz.rehabconference2009.org.nz.rehabconference2009.org.nz.rehabconference2009.org.nz.rehabconference2009.org.nz

2010
20 – 25 March
World Congress of Internal Medicine including RACP Physicians
Week & AFRM 18th ASM. Melbourne Exhibition & Convention
Centre, Victoria. Email: wcim2010@tourhosts.com.au

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

23 – 27 May
17th European Congress on PM & R. Venice, Italy.

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

2011
12 – 15 June
6th World Congress, ISPRM. San Juan, Puerto Rico.
Website: www.isprm.org

22–25 July 2009

Queenstown, NZ

2009 AFRM/NIRR/NZRA




