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At Tyne Cot Cemetery, one of  many
WWI cemeteries in Belgium

KC:  The meeting was highly
informative as well as providing a
great excuse to visit a beautiful part
of  the world. We had a good-sized
Australian contingent and the
conference programme was very
good, but quite ambitious in scope.
Invited lecturers covered areas such
as Vocational Rehabilitation, ICF,
Paediatric Rehabilitation,
Neurological Rehabilitation and

Spasticity, Amputation and
Prosthetics, Chronic Pain, Geriatrics
and Sports Rehabilitation.

RH:  There were interesting
workshops about ultrasound guided
joint injections, EMG and NCS,
scoliosis, foot pressure measurement,
hand rehabilitation and spasticity
management with hands-on sessions
about intrathecal baclofen pump
refilling and troubleshooting, and
botulinum toxin injections.

KC:  It will be interesting to see if
the postulated role of  Transcranial
Magnetic Stimulation for pain and

stroke recovery translates into
widespread clinical practice in the
future. Malcolm Bowman’s [NSW]
two Cardiac Rehabilitation talks
shared his experience in rehabilitation
following cardio-pulmonary organ
transplantation and following
implantation of  left ventricular assist
devices.

I gave a talk on the high prevalence
of  smoking in patients undergoing
Neurological Rehabilitation and was
able to share the Australian
experience regarding public health
reform. We are far ahead of  our
European colleagues in encouraging
smoking cessation, with France and
the UK only recently banning
smoking in public areas.

RH:  It was satisfying to see a good
mix of health professionals from all
over the world and to listen to their
views on various topics we come
across during our day-to-day
professional life.

Of  special interest was a lecture given
by one of  our Irish colleagues who
was for a long period of  time a

16th European Congress of Physical &
Rehabilitation Medicine, June 2008

taying in Bruges, or
Brugge in the Flemish
spoken in this part of
Belgium, was an

unforgettable experience. It is
rightly known as the most
beautiful mediaeval town in
Europe.
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ow much effort and time do we spend
dealing with change?

Our younger offspring love change, in fact they are
insufferably bored unless they are bombarded with
new (preferably electronic) stimuli all the time, but
we older adults tend to prefer that things continue in
predictable ways. If there is a need to change, we
like to have planned and initiated it, or if it comes
upon us, we like it to be in manageable and
adaptable amounts.

Contemporary health organisations everywhere are
awash with change. While much of this is allegedly
planned, just as much seems pretty random. Gurus in
Change Management abound. Right now, my better
half is writing a major essay on Change Management
in Education (which seems just as chaotic as change
in Health, incidentally).

In fact, if the change is by choice, people manage
amazingly well, even if almost everything in their life
is changed. Stories of people coming from the other
side of the world to Australia, to make a completely
new life here, attest to that ability. I recently spent
part of a wet weekend afternoon in the Melbourne
Museum of Immigration, reading some of the stories
of the flood of people who came here by sea. A full-
size mock-up of a typical cramped cabin from a 1950s
migrant ship, with thin kapok mattresses on
numbered narrow bunks, brought back sudden
powerful memories of my own childhood sea-sick
passage to Sydney in 1959 on the old Dutch steam
ship Johan van Oldenbarnevelt, which we kids called
the JVO.

Many of you reading this will also have had
your own immigrant or other major life
change experience, and you will be able to

Editorial

H reflect on the changes from the life before, to where
you are in life now, and how much was as a result of
plans, and how much was not of your choosing.

What about our patients in rehabilitation? With
exception of those with elective joint replacement or
orthopaedic procedure, almost none have chosen to
be in the place they are now. For many, the change is
overwhelming, both for they and their families. They
are in our units because they cannot yet manage life
at home, and are still working through adapting.

In this paradigm, the problem-solving rehabilitation
approach we should use every day is another variety
of change management. Whether we like it or not,
we are gurus of change management for our
patients, because of our past experiences with others
learning to cope with similar functional challenges. If
we grumble about the effects of unexpected change
on us, how much more should we allow our patients
to grumble about their problems!

Apart from the two classical certainties of death and
taxes, the remaining certainty in everyday life seems
to be that change will always be with us.

I almost forgot – the poor old JVO was sold to the
Greek Line, renamed Lakonia, and caught fire and
sank off Southampton in 1963. Perhaps a deficiency in
change management there?

Andrew Cole

The Johan Van Oldenbarnevelt in the 1950s

(photo by Allan Green from the
Pictures Collection of the State Library

of Victoria, used with permission)

An interesting history –
www.ssmaritime.com/jvo1.htm
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  Feature story

Roxana Heriseanu & Karen Chia chat about Bruges (cont.)

patient herself. She pointed out very specifically
and emotionally her experience as a severe case of
Guillain Barre Syndrome. The message sent across
was “never give up and try to think outside the
square you are put in”. She also highly
recommended reading Morning with Morrie, by
sportswriter and best selling author Mitch Albom,
a book that I can’t wait to get my hands on.
Apparently, reading this book worked better than
any clinical psychological approach!

KC:  The ESPMR Committee promoted Brugge as
‘the Venice of  the North’, but, despite my love of
Venice, I think Brugge is actually much prettier. It
is an incredibly atmospheric and well-preserved
mediaeval city with lots of  narrow cobbled streets
to explore. There is also an abundance of  stylish Belgian
chocolate shops.

The appeal for me was not only the city, but also the
chance to explore the surrounding countryside. Trudging
through the rain, mud and bog, it was easy to imagine
the despair and terrible conditions that many Allied
soldiers faced during the Great War. Our visit to
important WWI sites was a solemn reminder of  the
enormous sacrifice that many of  our countrymen made.
Ypres, the Flanders fields, and Menin Gate were some of
the historically significant places we were privileged to
visit.

But it wasn’t all solemn reflection ...

RH:  The conference dinner was held in the Belfry of
Bruges, a huge and richly decorated place, with two
bands: one performing jazz for the young, and another
rock music for the younger, all in the company of
numerous types of  beer – apparently they make 600

types of beer in Belgium – and typical and mouth-
watering Flemish cuisine, like asparagus soup, eels in
green sauce, Flemish style rabbit with fries and beef  stew.

KC:  Eating is one of  the great pleasures in life.
However, I did not know what to expect of  Belgian
cuisine, or where to eat! Thankfully, Rob Weller
[Victoria] shared his extensive gastronomic research with
the Australian contingent and guided us to some
fantastic eating-holes. I wasn’t as adventurous as Brian
Anthonisz [Victoria] or Malcolm Bowman [NSW] who
were happy to try anything – including sea snails! The
lobster, langoustines and steak were superb.

We all look forward to benefiting from Rob Weller’s
gastronomic savvy at the next ECPMR … which
incidentally is in Venice in 2010.

Karen Chia at right, with (L – R)  Michael
Njovu, Brian Anthonisz and Rob Weller

The lock house (sluishuis) on Brugge’s Minnewater, or Lake of  Love
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President’s Report

Events have moved rapidly in the last two months with
regard to the promotion of  Rehabilitation Medicine as
an integral and vital part of  the Australian Health
System.

The Faculty has made a submission to the Federal
Department of  Health and Ageing and Minister Nicola
Roxon regarding the advisability of  developing and
supporting a National Rehabilitation Strategy. The
following document outlines the proposed strategy in
greater detail.

At approximately the same time, a similar submission
was made to the National Health and Hospitals Reform
Commission (NHHRC) highlighting in particular,
Rehabilitation Medicine’s key role in clearing acute
hospital beds. This submission emphasised the fact that
more rapid rehabilitation can be achieved with
appropriate resourcing of rehabilitation hospital units
(AROC data) and that the blocking of  rehabilitation
beds in turn blocks acute hospital beds all the way back
to the Accident and Emergency front door.

Our submission to the Department of  Health and
Ageing was successful in achieving, with other groups
from the College, a meeting with Minister Roxon. Seven
Presidents and leaders from the College of  Physicians
had half  an hour with the Minister; I was able to briefly
explain the importance of  Rehabilitation Medicine.

The Faculty has been aware for some time that no
department or person in the Federal Department of
Health and Ageing is responsible for rehabilitation
medicine because they are focussed on ‘acute care’ and
we represent ‘sub-acute care’. Nevertheless, the integral
importance of  our service to the acute hospital system
has been recognised, and the Minister has requested her
department to identify a contact point for us.

The meeting has been followed up with a written request
for a further meeting with departmental officers.

The Faculty is also aware that the federal department has
been discussing a National Rehabilitation Strategy with
state health departments and I have therefore strongly
recommended to state branches that similar submissions
regarding rehabilitation strategies be presented to local
state health departments.

It is worth noting that there have been major reviews of
rehabilitation services in recent months in Tasmania,
Queensland and Victoria, and it is to be hoped that other

states will be able to proceed with similar reviews. It is
expected that primary responsibility for the development
of  rehabilitation services will remain a state affair, but it
is also to be hoped that the federal department will assist
us by maintaining an overview of  progress.

I’ve also commenced discussion with the Australian
Rehabilitation Nurses Association (ARNA) and will seek
discussion with other health professional bodies in an
attempt to make further representation to the federal
department on a multi-disciplinary basis. In that regard,
we in Australia would do well to emulate our New
Zealand Fellows who already have a successful multi-
disciplinary forum in the New Zealand Rehabilitation
Association.

The Faculty is very hopeful that these events will lead to
a major re-evaluation by state and federal departments of
the value of  rehabilitation medicine and its role within
the healthcare system. It seems that our determination to
promote the specialty, and to obtain better services for
our patients, has come at just the right moment, but
there is clearly much further work to do.

I’ve been greatly encouraged by Fellows emailing
regarding ‘leads’ for further promotion of  the specialty
and for example, a Fellow flagged to us that the federal
Department of  Disability and Child Services is very
active at present in the development of  housing options
for disabled people, and there may be some synergies in
our proposals with the department. This too will be
followed up by the Faculty.

I commend to you the reports from the Policy and
Advocacy Committee and the Faculty Education
Committee because much work is being done in these
fields. In particular, the development of  our descriptive
‘Role of  the Rehabilitation Physician’ will help us to
explain more clearly exactly what we do and why our
practice is different to that of  other doctors. I view this
as a ‘living document’ and would encourage Fellows to
continue to provide suggestions and advice about how it
might be improved.

Stephen Buckley, President
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  President’s Report

Figure 1 provides an overview of  the four main types of
health care in Australia. 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.

The need for a national rehabilitation strategy

Table 1 – Types of  health care

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.

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.
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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
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 the Pathways
Home schedule of  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 Outcomes 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 exclude
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 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 specialty has the potential to fill
medical workforce gaps with an ageing population.
However, there is a significant maldistribution problem
as indicated by the ratio of  Australasian Faculty of
Rehabilitation Medicine (AFRM) Fellows to population
in each jurisdiction.

Jurisdiction AFRM Fellows Population per
AFRM Fellow

NSW 148 46,245
VIC 82 62,323
ACT 5 65,900
SA 17 91,659
TAS 5 97,920
NT 2 103,850
QLD 25 162,816
WA 6 343,583
Australia 290 71,281

  President’s Report
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Similar issues exist for the nursing and allied health
rehabilitation workforce.

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

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:

National leadership to place rehabilitation
firmly on the national health agenda

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 agreement by
all parties to expand resources for rehabilitation to a
level commensurate with current and future
population need and to achieve the other elements of
the national strategy as outlined below.

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.

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
multidisciplinary care planning and delivery,
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.

  President’s Report
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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.

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
AHCAs. These standards need to cover bed and
service to population ratios, staffing levels and
infrastructure requirements, as well as standard
national role delineation guidelines, and include the
following elements:

1. National agreement to achieving 45
Rehabilitation and Geriatric Evaluation and
Management (GEM) beds per 100,000
population across all States and Territories by the
end of  the next health care agreement. Of  these,
a minimum of  30 beds per 100,000 need to be
designated rehabilitation beds provided in either
the public or private sectors. This represents an
increase of 43% or 1871 rehabilitation beds
nationally. The AFRM does not have access to
GEM bed numbers and is thus not in a position
to calculate the required increase in GEM beds.

These bed planning standards are based on
health planning studies undertaken in Australia

and elsewhere, the details of  which the AFRM
can provide, and also on evidence that a lack of
rehabilitation capacity results in inappropriate
usage of  acute care beds and delays in discharge
from acute care.

2. National agreement on minimum allied health
therapy levels in inpatient rehabilitation. This is
recognised practice internationally and also
within the private sector in Australia (but not the
Australian public sector) and is in the order of
12 – 15 hours of  therapy per week.

Standards on therapy levels need to be based on
the significant body of  international research
that demonstrates that better outcomes and
efficiency are achieved with more intensive
therapy. Again, the AFRM can provide the
evidence to support a recommended national
standard.

3. National agreement on models of  care that
provide the early commencement of
rehabilitation where appropriate, allowing
rehabilitation to begin before medical stability is
achieved. This should include establishing
standards on the minimum number of
rehabilitation beds located within an acute
hospital or acute hospital campus.

4. National agreement to establish comprehensive
ambulatory (outpatient and community)
rehabilitation programs at a level that allows for
rapid discharge from inpatient rehabilitation as
well as for patients who require rehabilitation but
do not need to receive rehabilitation on an
inpatient basis.

5. National reporting and benchmarking of
rehabilitation access, quality and outcomes. In
this regard, the AFRM believes that the existing
Australasian Rehabilitation Outcomes Centre is
an excellent model that could be generalised to
other specialties.

  President’s Report
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Items of Interest

International Affairs
Committee

One of  the roles of  the International Affairs Committee
of  the Faculty is to seek opportunities to interface and
have dialogue with international rehabilitation bodies.
During a period of  five weeks leave in May and June I
have had the opportunity to do this and share the
experience with a number of  our Fellows.

The 72 peaks of  the World Heritage listed Yellow
Mountains (Huangshan) in China provided a spectacular
backdrop for an ISPRM Presidents Cabinet retreat. This
area of  154 square miles has unique mountain scenery
characterised by pines which grow out of  crevices in the
rocks on the sides and peaks of  the mountains, rocky
outcrops and strangely shaped rock formations.

This retreat was an addition to the first scientific meeting
of  the Asia Oceania Society of  Physical and
Rehabilitation Medicine (AOSPRM) in Nanjing in May
this year. It was organised by Leonard Li from Hong
Kong (past secretary of  ISPRM) and Professor Jianin Li
(the convenor of  the Nanjing meeting and 2013 ISPRM
meeting in Beijing). The retreat provided the first
opportunity for the governing executive of  ISPRM to
discuss its structure and future direction since its
formation several years ago from the combination of  the
International Rehabilitation Medicine Association and
the International Federation of  Rehabilitation. I am
currently in the cabinet as Assistant Treasurer.

At this retreat, the future committee
structure, funding models, web site
development and journal alliances
were all discussed prior to the interim
Board meeting held in conjunction
with the European Rehabilitation
meeting in Brugge in Belgium two
weeks later. Professor Joel DeLisa,
the incoming President, chaired the

meeting and forward planning was meaningful as it also
involved the next President, Gerold Stucki.

The Nanjing meeting, which was attended by most
ISPRM Cabinet members, also provided the venue for
the AOSPRM Committee to meet. Whilst this meeting
spent much of  the time on core organisational matters
for the newly formed group, there was some discussion
of  the future role of  AOSPRM as a regional facilitator in
areas such as education and research in rehabilitation
medicine. At this meeting the Faculty was represented by
Xianghu Xiong, representing New Zealand, and myself
represented Australia. As I am now Vice President of  the
organisation, Ian Cameron has been appointed by
Council as the new Australian representative. It was
pleasing for the International Affairs committee to see
how many of  our Fellows nominated for this position.

The scientific meeting in Nanjing was marred by the
developing tragedy of  the earthquake in Sichuan
Province. The meeting, themed as East meets West,
provided the forum to showcase scientific endeavour in
the region and compare training programs and
educational resources. As invited speakers, Ian Cameron
and members of  his team showcased their research
interests, and I presented some of  our latest outcome
studies in traumatic brain injury. The meeting was also
well attended by physicians from European countries.
The current President of  the European Rehabilitation
group opened dialogue with both Ian and me at this

Yellow Mountain high ...
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meeting regarding future joint ventures and position
papers.

After China I travelled to Brugge in Belgium for the
European Rehabilitation Meeting and the interim ISPRM
Board meeting. As a location, this ‘Venice of  the North’
was full of  old world charm and the downfall of  some
of  us, Belgian chocolate. The other Australian
representatives on the ISPRM are Hugh Dickson and
Andrew Cole. At this meeting Andrew was elected onto
the ISPRM Education Committee, which fits well with
his current role in the Faculty. It was pleasing to see a
good representation of  Faculty Fellows attending and
contributing to this meeting.

Travelling through both China and Europe made me
realise that effectively the world is shrinking and we now
have an unprecedented opportunity to increase our
representation and the profile of  the Australasian Faculty
of  Rehabilitation Medicine in the international arena. As
a Faculty, we have a well developed training program that
is already being used by parts of  Saudi Arabia and
individual Fellows have influenced the development of
rehabilitation medicine in Malaysia, Singapore and

Thailand. As this goes to press, I have a team of  five
Malaysians from Ministry of  Health Hospitals attached
to the program at Epworth Rehabilitation, and earlier
this year Greg Bowring, who has influenced a lot of  our
involvement with training doctors from Saudi Arabia,
lectured in Malaysia on amputee rehabilitation. The
Rehabilitation Department associated with Melbourne
Health has a long track record of  taking Fellows from
Malaysia and has a current Fellow from Thailand. The
International Affairs Committee is interested in hearing
about other Fellows’ involvement with overseas training.

As a committee we are also interested in attracting
international rehabilitation-based meetings to Australia.
We learned a lot from hosting the IBIA meeting a few
years ago in association with our Faculty Annual
Scientific Meeting. At the end of  September I will be
bidding, at its meeting in Brasilia, for the World Forum
of  Neurological Rehabilitation (WFNR) to be hosted in
Melbourne in 2012. We would encourage all SIGS to
look at possibilities to host such groups in the future.

John Olver, Chair

Rehabilitation or Stroke Physician

Health Professionals International Ltd is a retained search
company currently working with Capital & Coast District
Health Board.

We are searching for a Rehabilitation or Stroke Physician
to join their AT & R services.

For further information please contact
Darryl Cooksley.

Email: darryl@nyheadhunter.com
Phone: +64 21 917 577

Capital Coast Rehab provides inpatient, outpatient and
domiciliary assessment, treatment and rehabilitation (AT&R)
services for people aged 16 years and older, within the region of
Wellington, Porirua and the Kapiti Coast.

This role is primarily responsible for providing a wide range of
secondary and tertiary medical services for the younger person,
and those with stroke requiring specialist rehab medicine input.

The ideal candidate is an expert in AT&R and Stroke services,
and will work directly with the multidisciplinary team with a
patient goal centred approach.

Capital Coast Rehab
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Jenson Mak (with extraordinary short hair in preparation for
the EBM course) & Prof. Paul Glasziou, director of  the
Centre for Evidence-Based Medicine, University of  Oxford

G’day from Oxford!

I was fascinated to have the opportunity to visit Oxford
– the city of ‘dreaming spires’ and home of the oldest
university in the English-speaking world, and regarded as
one of  the world’s leading academic institutions. Apart
from being the home of  the Rhodes Scholarship, famous
individuals to have studied there include 25 British prime
ministers, two Australian prime ministers (Malcolm
Fraser, Bob Hawke), Indira Gandhi, Benazir Bhutto, and
Bill Clinton, as well as 47 Nobel Prize winners, 12 saints,
and 20 Archbishops of  Canterbury, not to mention
Rupert Murdoch and Imran Khan! I was also keen to
broaden my horizons in English history, archaeology and
literature, not to forget punting on the River Avon and
visiting the backdrop of  so many of  the scenes from the
Harry Potter series!

I was grateful to be given an opportunity to consolidate
my skills in Evidence-based Medicine (EBM) by the
AFRM’s Musculoskeletal SIG when I won its inaugural
EBM scholarship in 2007 for my Cochrane Review on
‘ilio-tibial band syndrome’. I have since been invited to
collaborate with Michael Fredericson on a review on this
topic for the BMJ Publishing Group’s ‘Point-of-Care’
website (released in July 2008).

In April this year, I participated in the Oxford Workshop
on ‘Evidence-Based Practice’ held by the Centre for
Evidence-Based Medicine (CEBM), University of
Oxford. In hindsight, a more accurate weather forecast
(it was snowing) and less reliance on previous weather
patterns (2007 had an extraordinarily warm Spring in the
UK) would have avoided my frost-bitten introduction to
Oxford after a gruelling 90-minute bus ride, and a 15-
hour flight from the other side of  the world. In fact,
lugging my two pieces of  luggage from the main bus
station to St Anne’s College in North Oxford, in the cold
wintry evening, I met several beggars outside the
Ashmolean museum who didn’t appear to be local
university students. Twenty minutes followed of  the
same monotonous rattle of  my luggage as I traversed the
cobbled streets of  downtown Oxford, with the only
consolation to the weather and lack of  company being
the local kebab campervan parked nightly on the
footpath outside the museum. Dressed in clothing more
suitable for an Aussie Spring, I was eventually greeted by
a generous serving of  snow outside the local pub, but
finally realised that I was only 200 metres from my
accommodation.

Whilst St Anne’s College does not appear in the Leading
Hotels of  the World list, I was happy to know that it did
come with a 24-hour concierge/security, enhanced by an
electronic-coded entrance door to my apartment,
24-hour Wi-Fi internet access, and a basic yet modern
‘ensuited’ dormitory. Most of  all, it was directly situated
above our lecture theatre. I was living my dream to be an
‘Oxonian’ by staying in one of  the colleges of  Oxford

University, the oldest university of  the English-speaking
world.

Outside the lecture theatre in Ruth Deech building, I
introduced myself  to fifty other delegates from around
the world: from surgeon to paediatrician to geriatrician,
from medical administrators to nurses to clinicians, from
Indonesia to the USA to the Czech Republic, I was
greeted by a cosmopolitan and international crowd who
shared the same passion for EBM with me. Delightful!

Why EBM, you might ask? Evidence-based medicine is
the ‘conscientious, explicit and judicious use of  current
best evidence in making decisions about the care of
individual patients’. The practice of  evidence-based
medicine means integrating individual clinical expertise
with the best available external clinical evidence from
systematic research. Good doctors use both individual
clinical expertise and the best available external evidence,
and neither alone is enough. Without clinical expertise,
practice risks becoming tyrannised by evidence, for even
excellent external evidence may be inapplicable to or
inappropriate for an individual patient. Without current
best evidence, practice risks becoming rapidly out of
date, to the detriment of  patients.

My first introduction to EBM was when I met Dr
Andrew CF Hui (at that time a junior neurologist) in
1998 during my student elective in neurology at the
Prince of  Wales Hospital, Shatin, Hong Kong. I was
introduced to the works of  David Sackett, deemed the
grandfather of  EBM, who now heads a sister institution
to the CEBM in Canada. I had worked hard on a
research project which culminated in the publication of
an original research article entitled ‘The practice of
evidence-based medicine in an acute medical ward:
retrospective study’ (Hui AC, Mak J. Hong Kong Medical
Journal 2000;6:343-8).

  Items of Interest
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The Oxford course was well-structured with one-hour
lectures interspaced with small group work and meals.
My small group of  nine was facilitated by Prof  Paul
Glasziou, the director of the CEBM, who in fact,
originated in Queensland and now heads the successful
centre as well as being the chief  editor of  the aptly-titled
journal Evidence-Based Medicine. I found the more practical
lectures (appraisal of  clinical trials; searching;
interpreting results: ‘stats in small doses’; and systematic
reviews) to be the most useful.

The small group tutorials involved individual and smaller
group discussions based on examples from Paul’s book:
Evidence-Based Practice Workbook (2nd Edition), which was
included in the program (see sidebar).

The workshop culminated with a delightful three-course
conference dinner held in the grounds of  the college,
illuminated by candlelight, with a generous (evidence-
based) supply of  reds and whites, and, of  course, after-
dinner mints embossed with the college’s emblem.

Overall, my experience in Oxford was quite amazing and
eye-opening, having met so many new friends from
around the world and locally at Oxford, and, hopefully,
picking some vital skills in EBM and statistics to help
assist my journey towards becoming a rehabilitation
medicine physician! I would highly recommend my
fellow AFRM trainees and Fellows attend either this
particular course at the CEBM (www.cebm.net), or other
similarly run courses in clinical epidemiology and
statistics. I would especially mention Oxford for all the
wonderful museums, galleries, churches, historic colleges
and of  course, the official University of  Oxford
merchandise store.

I once again thank A/Prof  Stephen Wilson and Dr Alex
Ganora, and the Musculoskeletal Musculoskeletal
Medicine, Occupational and Pain Medicine Special
Interest Group (MSKOPM SIG) for their generous
sponsorship providing me with the opportunity to
become an ‘Oxonian’!

Jenson Mak, AFRM Trainee & ‘Oxonian’
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Aerial view of  Oxford, the city of  ‘dreaming spires’
… and the Harry Potter series

EBM 101: The ‘PICO’ Principle

Evidence-based practice gives us a method
to find out answers to research answerable
questions that arise in daily clinical work.
The PICO principle helps us to dissect the
clinical question into its component parts
and restructuring it so that it is easy to find
the answers. Most questions can be divided
into four components. For example, your
patient is a 55 year-old woman who often
crosses the Atlantic to visit her elderly
mother. She tends to get swollen legs on
these flights and is worried about her risk of
developing deep vein thrombosis (DVT),
because she has read quite a bit about this in
newspapers lately. She asks you if she should
wear elastic stockings on her next trip to
reduce her risk of this.

Population/problem:  passengers on
long-haul flights

Intervention:  wearing elastic
compression stockings

Comparator/control:  no elastic stockings

Outcome:  development of DVT

Question:  In passengers on long-haul
flights, does wearing elastic compression
stockings, compared with not wearing
compression stockings, prevent DVT?…

From Glasziou et al. Evidence-Based Practice
Workbook (2nd Edition), 2007 BMJ Books/
Blackwell Publishing
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Face-to-face teaching

What should constitute adequate supervised teaching
during a training registrar’s term at a training institution?

After considerable discussion at Accreditation
Subcommittee and Faculty Education Committee
meetings, the consensus is that supervisors and trainers
of  rehabilitation medicine registrars should be providing
at least one hour of  face-to-face or direct teaching per
week, personally or in groups of  up to three registrars, in
addition to whatever else is provided by the state-based
programmes. If  it is a small group format then additional
time should be set aside for personal contact with each
registrar to enable individual feedback. This should be in
addition to any general hospital Grand Rounds or other
training (eg basic physician training) and should be
specific to the principles and practice of rehabilitation
medicine.

It is recognised that this hour of  training may take
different forms. It is unreasonable to expect the
supervisor of  a registrar in a rural setting to provide a
formal hour-long tutorial every week on a different topic.
This may however, be able to be provided in a larger unit
where there are a number of  rehabilitation medicine
physicians.

An hour’s teaching therefore has to be specific to
rehabilitation medicine and in addition to the day-to-day
management of  patients within the unit. It is best for
this to be a flexible arrangement and for it to be
discussed, documented, and agreed to by all parties at the
commencement of  the term when the learning contract
is negotiated.

It could therefore be specifically case-based, could
involve general discussion of  investigation reports or
radiology investigations, or could be a generalised one-
on-one discussion regarding examination technique or
treatment approaches. It could be related to generalised
topics such as applying for jobs, business practices
associated with private practice, administrative issues and
how to deal with them, or a multitude of  other topics
that have specific relevance to the principles and practice
of  rehabilitation medicine.

Ideally an hour should be set aside on a formal basis as
that will guide both the supervisor and the registrar/s as
to the importance of  face-to-face teaching per week, or
it may be completed in a number of  sessions adding up
to one hour’s face-to-face teaching per week, if  this fits
best for the supervisor and/or trainee. It is emphasised,
however, that teaching should be generalised and not
directly related to a specific patient’s management.

It is recognised that there are a number of  state based
training programmes operating at present. These vary
from state to state in the scope of  teaching subjects and
frequency of  meetings, and it is recognised that not all

trainees, especially trainees in New Zealand or in regional
or rural settings, can attend the training sessions.

Hopefully there will be further development of
Australia-wide seminars and/or video conferencing over
the next few years, but this will be in addition to and not
replacing the one hour face-to-face or direct teaching to
be done on a weekly basis.

In the AFRM training site accreditation process, the
regularity, adequacy and relevance of  the face-to-face
teaching will be discussed both with trainees and with
supervisors as part of  a virtual site visit.

I hope this clarifies issues related to face-to-face teaching.

The Accreditation Subcommittee of  the Faculty
recognises that it is not an insubstantial time
commitment for supervisors but that the training of
future colleagues justifies the time taken.

Geoff  Abbott
Chair, Accreditation Subcommittee

The Faculty congratulates Dr
Arasaratnam Nirmalendran on winning
the inaugural AFRM Ipsen Award for
Best Trainee Presentation on
Neurological Rehabilitation at the 2008 Annual Scientific
Meeting.

This is an award of  $500 for the best scientific paper or
poster on Neurological Rehabilitation presented by a
trainee at the Annual Scientific Meeting, and is made
possible by a grant from Ipsen. In accordance with the
conditions of  the award, the winning item appears
opposite.

Inaugural AFRM Ipsen Award
for Best Trainee Presentation
on Neurological
Rehabilitation



15 15 15 15 15 Rhaia  September 2008

  Items of Interest

Aim:
Examine the utility of  the Functional Independence
Measure (FIM) as a classification instrument for
eligibility into the NSW Lifetime Care and Support
Scheme (LTCS). Did the people who met the eligibility
criteria (a FIM score of  5 or less) for permanent
inclusion in the scheme at two years have ongoing
support needs? Were there people who did not meet the
eligibility criteria who had significant support needs?

Design:
Observational, prospective, longitudinal study.

Eligibility criteria:
Adults who have sustained a Traumatic Brain Injury
(TBI) and
1. their injury was sustained from a road traffic accident
2. PTA > 7 days, and
3. a score of 5 or less on any of the FIM items (related

specifically to the brain injury) assessed within one
month of the date of the first application to the
scheme.

Method:
The discharge FIM scores for all patients discharged
from a Brain Injury Rehabilitation unit at Liverpool
Hospital over a two-year period (01/07/2002 – 30/06/
2004) were reviewed.

The 56 patients who fulfilled the interim eligibility
criteria were then followed up 3-5 years post discharge to
examine who would hypothetically gain permanent
eligibility into the scheme.

Results:
Fourteen (38%) of  the 37 participants were assessed as
dependent on the current FIM (that is still scoring a 5 or
less on at least one item of the FIM) and therefore
would hypothetically gain permanent eligibility into the
LTCS. This comprised 12% (14/121) of  all patients
discharged during the two-year time frame.

Seventeen (46%) of  the 37 participants were still
requiring at least daily assistance on the CANS (that is,
score of  5 to 8 on the CANS). This is in contrast to only
14 participants being rated as dependent on the FIM and
would indicate a discrepancy in the ability of  the tools to
detect support requirements.

Participated in study
(n = 37) FIM, CANS

administered via telephone

Met LTCS permanent
eligibility criteria

(n = 14)

Enrolment

Did not participate in study
(n = 19)
• Refused to participate (n = 1)
• Deceased (n = 6)
• Non-contactable (n = 10)
• Non-English speaking (n = 2)

Excluded as did not meet
the LTCS inclusion criteria
(ie PTA<7 days, injury not sustained
from a RTA, and/or FIM on discharge
≥6)
(n = 65)

Did not meet LTCS
permanent eligibility

criteria (n = 23)

Assessed for
eligibility
(n = 121)

Screening

Met interim LTCS
inclusion criteria

(n = 56)

Figure 1: Assessment of  eligibility into LTCS

Trial Implementation of the NSW Lifetime Care & Support Scheme
Classification in a Traumatic Brain Injury Sample: a Précis

Dr Adeline Hodgkinson, Dr Arasaratnam Nirmalendran, Leanne Hassett, Dr Grahame
Simpson. Brain Injury Rehabilitation Unit (BIRU), Liverpool Health Service

Discussion:
A cross tabulation of  current FIM and CANS
scores found that two participants were
identified as dependent on the current FIM,
but requiring only intermittent support on the
CANS. Conversely, five participants were
scored as independent on the current FIM but
were rated as requiring daily or overnight
support on the CANS.

Some people had significant psychiatric or
psychological conditions. FIM is not a sensitive
instrument in detecting psychiatric or
psychological sequelae of  a TBI. The CANS
played an important role in determining the
impact of  these conditions on the person’s
outcome and potential support needs. The
higher CANS score for other participants
reflect the amount of  care that they received
from their family.

Conclusion:
This small centre study identified that a
minimum of  12% of  patients discharged from
a Brain Injury Rehabilitation Unit over a two
year period would be eligible for permanent
entry to the LTCS.
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This three day ISIS ASM in the heart of  the US adult
Disneyland successfully provided succinct summaries of
current best-practice evidence for all major spine
intervention procedures for chronic persistent pain.

The theme arose in response to evolving movements of
anti-evidence and pro non-invasive pain management
directions, which assume that all that our patients need is
time, patience and adherence to therapies imparting
kindness and stress-reduction whilst maximizing physical
and emotional function, despite their continuing
nociceptive and/or neuropathic pain. Without doubt
that is what many people do need, but not everyone with
chronic pain is satisfied with that.

Along these lines the American College of  Occupational
and Environmental Medicine (ACOEM) has produced
an extensive document that, whilst attempting to
discredit interventional procedures by citing
shortcomings in the scientific literature, then accepts
even poorer levels of  evidence to promulgate a wide
range of  ‘conservative therapies’. Similarly we have seen
a Bone and Joint Decade Task Force Review of
Management of  Neck Pain in North America, published
in a supplement to Spine in May 2008, use the same
approach to re-interpret the scientific basis that
increasingly underpins interventional pain practice.

These attitudes (perhaps not uncommon within our own
fraternity also) don’t even give our patients a chance to
consider such procedures.

Without doubt the scientific foundations of
interventions of  all procedures are not equal. ISIS has
even issued warnings that there are some procedures that
currently have no adequate scientific support and thus
should be used with caution (such as cervical
transforaminal epidural injections).

For many patients however there can arise a point in
time where they simply want more done about the pain
itself  before they can make any further headway against
the diverse and challenging life issues that they may be
facing.

The sessions at this ISIS ASM critically analysed the
current scientific knowledge base for and against
treatment options involving:

Cervicogenic headache - a diagnostic algorithm
Whiplash-related phenomena
Diagnostic zygapophysial joint injections and
percutaneous radiofrequency neurotomy (strongest
scientific support)
Discography – history, standards and utility

Spinal cord stimulation (strong scientific support)
Epidurolysis of  epidural adhesions (no strong
scientific clinical support)
Vertebroplasty (strong scientific support)
Pulsed radiofrequency neurotomy (no current
scientific support)
Advanced intradiscal therapies and current
developments (moderate support).

If  you wanted an update on the current knowledge-base,
evidence-base or scientific literature on any of  these you
could do no better than view the recorded proceedings
available at nominal cost from ISIS (please contact the
author for details).

Personal appeal for an ANZ accord
‘Simple Basic Standards for Spinal
Interventions’

On return to daily practice the breadth and depth of  the
current evidence base for best practice interventional
spine pain practice exposes the inadequacies and
uncertainties of  the daily use of  interventional
procedures undertaken by many practitioners, but I hope
not by members of  the Australian Pain Society.

When one treats by the evidence it is disappointing to
come across, on a regular basis, the discounting of
interventional work by differently-trained practitioners.
Surely how one is trained should not alter the simple
anatomy of  where a medial branch nerve runs; or at
which level to do a transforaminal procedure to target a
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Answers to the Opposition

International Spine Intervention Society (ISIS) Annual Scientific Meeting

Las Vegas, July 2008
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given disc protrusion; or exactly when is an intraarticular
injection intraarticular? We all strive to do our best for
our patients, and even following best-practice errors will
still occur, but these should be minimised by compliance
with evidence-based techniques, from studies with
established validity and reliability.

I recommend to my colleagues and peers within the
AFRM to understand and promulgate a best-practice
approach to spine interventions for their patients, using
the ISIS Practice Guidelines. Beyond this, to consider
avenues that they can personally pursue to undertake
common and valuable zygapophysial joint diagnostic and
therapeutic injections. You will never regret this, and nor
will your patients. I am hopeful that an AFRM cadaver-
based training workshop will be run in Canberra within
the next six months.

As I have often said, my most grateful patients have not
been those I have prescribed for, nor referred to
therapists, nor educated, nor done everything multi-
disciplinary for, but those on whom a simple
intervention has given great relief, hope and belief  in the
possibility of  recovery.

Geoffrey Speldewinde
Capital Rehabilitation and Pain Management Centre, Canberra

Newly admitted Fellows with Past President, Garry Pearce, Chair of  the Education
Committee, Stephen de Graaff, & Lynette Lee at the 2008 Convocation ceremony in Adelaide

PS:  Portions of  this have appeared in the August
Newsletter of  the Australian Pain Society.
Practice Guidelines: Spinal Diagnostic and Treatment
Procedures. International Spine Intervention Society.
2004.
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Training News

Education Committee Report

The Education Committee met by teleconference on
27 June 2008 and in a face-to face meeting in Melbourne
on 10 August 2008 following the Fellowship Clinical
Examinations.

Membership

Following due process, in line with the By-laws, all
positions have been filled and the following Chairs, Lead
Fellows and other members are now appointed to the
FEC:

Chair Stephen de Graaff
OTP/Hon Sec Toni Hogg
Accreditation Geoff Abbott
Assessment Michael Chou
Teaching & Learning Genevieve Kennedy
CPD Ruth Marshall
Academic Rehabilitation Ian Cameron
Paediatric Rehabilitation Peter Flett
Scientific Program Jenny Chapman
Special Interest Groups Lee Laycock
NZ Member Jurriaan de Groot
Trainee Rep Kerry O’Meara
Coordinator of Education Andrew Cole (ex officio)

Assessment Sub-committee

The AFRM Fellowship Written Examination was held
on 20 May 2008. 13 out of  17 candidates (76.5%) passed
the Adult Rehabilitation Examination. Three candidates
presented for the Paediatric papers, with all three gaining
a good pass. Overall the Fellowship Examination pass
rate was 16 out of  20 candidates (80%).

The AFRM Fellowship Clinical Examination (Adult)
was held on 9 August 2008. From 20 candidates 11
passed the Clinical Examination (55%). The Fellowship
Clinical Examination (Paediatrics) was held on 6
August 2008 and 3 out of  4 candidates (75%) passed.

In total, from the Fellowship Clinical Examination, 14
out of  24 (58%) successfully completed their Fellowship
Clinical Examination.

The Module 2 Clinical Assessment was held on 21
June 2008 and 34 from 38 candidates (89.5%) were
successful.

In the Module 1 Written Assessment held on 11
March 2008, 17 of  23 candidates (74%) were successful.

A second Module 1 Written Assessment will be
undertaken in September 2008.

I would like to thank Dr Michael Chou and all the
members of the Assessment Sub-committee and Exams
Committees for all their long hours and endeavours
ensuring that a smooth process of assessment of our
trainees has been undertaken.

Dr David Douglas has now been confirmed as Convenor
of  the Administration and Management External
Training Module.

The Behavioural Sciences External Training Module is to
be reviewed in terms of  process and Convenor.

New Fellows

A number of  trainees have successfully completed all
their training examination requirements and have been
recommended for the award of  Fellowship of  the
AFRM, under By-Law 3(a). They are Dr Peter Georgius,
Dr Kalyani Abeysekera, Dr Stewart Malcolm, Dr
Danijela Pasagic, Dr Anand Kumar, Dr Arasaratnam
Nirmalendran and Dr Louise Tofts (Paediatric).

Dr E Lyle Gross, an OTP in New Zealand, has also been
recommended to Faculty Council for Fellowship of  the
AFRM under By-Law 3(a).

International medical graduates

There has been correspondence from the AMC advising
of  the new National Agreement from 1 July 2008, when
all jurisdictions in Australia are introducing consistent
assessment and registration pathways for international
medical graduates (IMGs). Apart from the requirements
for the English language proficiency, primary source
verification of  qualifications, and visas, all new
applications from IMGs for registration must now
follow one of  three pathways to gain registration:
Competent Authority, Standard or Specialist pathway.
The standard pathway now requires successful
completion of the AMC MCQ examination.

From the beginning of  2006 the AFRM has received
nine new applications for Specialist Recognition, three
applications for Vocational Registration (NZ), and four
Area of  Need applications.
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Teaching & Learning

There are currently 139 trainees registered
for 2008, of  whom 11 have deferred
training during 2008. Ten trainees who
failed to register for 2008 have now been
advised that their names have been removed from the
register of  Faculty trainees.

At present there is not a Western Australian
representative on the Teaching and Learning
Sub-committee and this is being investigated.

A working party is looking at ways of  implementing a
training programme that would be consistent across
Australia and New Zealand and we held a successful
pilot video conference presentation on 30 July 2008. The
topic was Multiple Sclerosis and the presenters were Dr
Elizabeth McDonald and Dr Fary Khan. The
presentations were well received and viewed at a number
of  sites in Australia and New Zealand.

Physician Education – Supervisor
Workshop

The joint Faculties Supervisor Workshop, held in
Adelaide on Saturday 10 May 2008 following the ASM,
was very well received with more than 100 Fellows from
the AFRM and AFOEM attending the morning
workshop.

Accreditation by Medical Council of New
Zealand

The New Zealand Branch of  the AFRM, the Branch
Advisor Body (BAB) for Rehabilitation Medicine in New
Zealand has been reaccredited for two more years until
April 2010. An annual report is required by 9 February
2009.

Several issues arose including concern that AFRM
Fellows are not undertaking peer review each year as part
of  their CPD programme. There is also concern that the
cultural competence components of  the Faculty’s
training and CPD programmes needed to be enhanced
and there were difficulties in the ways of  identifying
poor performance and assessment of  the poor
performer. These need to be addressed as part of  the
CPD programme.

The Chair of  the Education Committee and New
Zealand Branch Chair will formulate a response and seek
guidance from the Education Deanery of  the RACP in
these areas.

Scientific Programme Sub-committee

The 2008 ASM with AFOEM in Adelaide was very
successful and the profit is to be divided equally between
the two Faculties. Evaluations by delegates have been
extremely positive.

The 2009 ASM will be held between 21 and 25 July 2009
at the Rydges Hotel in Queenstown, New Zealand. The
theme is ‘Working Together Across the Lifespan – An
Interdisciplinary Approach to Rehabilitation’. International
speakers include Gerold Stucki and Gale Whiteneck.
Gold and silver sponsors have been confirmed.

The 2010 ASM will be held in combination with the
RACP World Congress of  Internal Medicine in March
2010. Dr Robert Weller is the Faculty Convenor.

Continuing Professional Development

Submission of  returns for 2007 is now closed. An audit
process is in place for 10% of  Fellows who have
submitted their returns. The return rate is 86%.

The Clinical Skills Working Party is now looking for
volunteers to trial the peer review procedures that have
been drafted. Expressions of  interest in such a process
will be gratefully received.

The CPD Committee is now looking at changing the
point system for attendance at conferences to 1 point per
hour of  attendance, rather than the previous 5 points per
half  day process.

Dr Chris Baguley has replaced Dr Geoffrey Abbott as
the Victorian representative on the CPD Sub-committee.

Academic honesty & plagiarism

Assoc/Prof  Andrew Cole, as the Co-ordinator of
Education, has developed a draft document on
Academic Honesty and Plagiarism which is particularly
relevant with respect to the External Modules
Assessment process within the Faculty. This has now
been forwarded to the College Education Committee for
further refinement.

Rydges Hotel in Queenstown,
venue for the 2009 ASM
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Academic Rehabilitation
Sub-committee

The sub-committee is meeting regularly and has
international as well as Australasian members. It is
developing a register of  Fellows with higher degrees
(PhD or MD). If  you should be on the register please let
the Faculty Office know; if  you have this background or
are working in Academic Rehabilitation Medicine and
would like to join the sub-committee, please let Ian
Cameron know.

There are a number of  Fellowships offered through the
College of  Physicians for which Registrars and Fellows
are eligible; for details see www.racp.edu.au – About the
RACP – Research and Education Foundation – Applying for an
Award. There are opportunities for a greater number of
applicants for some of  the Fellowships.

In its Business Plan for 2008 the Academic
Rehabilitation Sub-committee has identified priorities,
which include:

defining the rehabilitation medicine component of an
ideal primary university medical curriculum
encouraging the development of  a Rehabilitation
Clinical Research Network to facilitate research
studies, and
supporting the development of  an Australian
National Rehabilitation Strategy.

Ian Cameron, Chair

  Training News

Conference Points 2008

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

2008 Master Class in Alzheimer’s Disease. Hobart, Tasmania. 22 – 24 February 15 points

6th National Actonel Meeting: Bone of Contention. Hotel Intercontinental, Sydney.
One day program, 1 March 10 points

AusACPDM Meeting. Hotel Sotiftel, Brisbane. 10 – 13 April 25 points

 Workshop H: Introduction to Supervision, (CMHSE) Monash University. 11 April 9 points

34th ASIA Scientific meeting. San Diego, USA. 19 – 22 June 30 points

Accreditation Sub-committee

There were 115 AFRM supervisors accredited until 1
July 2008. The deadline for responses for further
accreditation was 1 June 2008 and currently 63
supervisors have not completed their Declaration of
Compliance and attended an appropriate workshop. A
letter has been forwarded to them advising that their
accreditation expired in June 2008.

There are currently 92 accredited training facilities and
seven sites are still pending. In this edition of  Rhaïa,
supervisors will be advised that at least one hour of
dedicated face-to-face teaching hours is to be provided
on site each week (expected as a minimum requirement).
See Geoff  Abbott’s article in Items of  Interest for
details.

Simulation training for specialist trainees

Dr de Graaff  attended a Workshop on 7 August 2008 at
Melbourne Airport Hilton. There is a growing demand
for simulation of  clinical and non-clinical activities. This
process is being driven by the Australasian Society for
Simulation in Healthcare. This will have a significant
impact on opportunities for trainees and, hopefully in
the long term, Fellows. We will keep you informed of
further developments.

Special Interest Group Sub-committee
(CCSIG)

SIG meetings will be held outside ASM hours at future
ASMs. This will allow the focus of  the ASMs to be on
educational material and all other non-ASM related
meetings will be held outside the time of the ASM.

The CCSIG is circulating to all Fellows the Special
Interest Groups (SIGs) Questionnaire in late August/
early September. It will, hopefully, be returned by the end
of  September so that information can be collated to
assist with streamlining the SIGs and improving the
efficiency of  administration within these groups.

Stephen de Graaff
Chair, AFRM Education Committee
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Professional Development

My CPD in 2008

Where are you with your CPD? Were you one of  the
people who entered their CPD points on 30 June? Are
you aware that you can enter your CPD points for 2008
as you go?

You can log on and submit your points for the first eight
months of  2008 already and, currently, you don’t need to
ask your CPD Committee about the points for a
particular meeting. Your CPD committee awards points
for conferences at 1 point per hour for each hour
attended (so lunchtime doesn’t count unless you were
actually engaged in learning). If  you are one of  the 10%
of  AFRM Fellows whose CPD returns are audited each
year, then we will expect you to provide evidence of
attendance, etc. This year 24 Fellows have received
notification that their CPD returns will be audited. Every
one of  us has a chance of  being audited every five years.
If  you haven’t been audited for a few years, next year
may be your turn; remember to keep the evidence!

Recently the RACP launched their version of  MyCPD.
Unlike the AFRM version, it includes the ability to log
some reflection as well with questions, such as
1. Did this activity have an effect on my practice?
2. How will this enhance my practice?
3. How can I integrate new learning into my practice?
4. How can I implement things that I’ve learned in my

practice?
5. How did it help maintain my competencies?
6. How will this help me take better care of  patients?

The AFRM is now testing our Peer Moderated Review
process – you will have seen the ‘ads’ in the AFRM
e-bulletin. Being involved in the trial will gain you lots of
‘Brownie’ (ie CPD) points – a total of  95 points in the
year of  the trial. Contact the Faculty Office if  you want
to know more.

At the end of  May, an international conference on CME
was held in Vancouver. The CME Congress is the
pre-eminent international meeting for researchers and
practitioners in CME and is held once every four years.
The Canadians hosted this meeting; they are well ahead
of  us when it comes to looking at CPD/CME. Dr Barry
Taylor (RACP NZ) and Amsha Rassiah (CPD
Development Coordinator in the RACP Education
Deanery) represented the RACP including the Faculties.
Barry and Amsha provided a report to the recent
meeting of  the Expert Advisory Group on CPD on
which I represent the AFRM.

Barry made some important points arising out of  his
visit which we need to consider when we contemplate
our CPD program and what we need to do to improve
the process. His report included:

“…a few of  the key messages delivered by the keynote
speakers at the Congress.

Competence decays over time.
Self  assessment ability is generally poor, everyone thinks
they are above average.
We all resist learning in areas of  weakness.
We are losing our traditional social learning
communities, most questions at the point of  care go
unanswered.
Assessment drives learning.
When two or more professions learn with, from and
about each other, they significantly improve collaboration
and the quality of  patient care.
Physicians should be accountable to total systems
performance, aligning CME to clinical enterprise can
bring solutions.
We should expand educational approaches beyond
‘evidence based’, [as] it cannot address values, interests
and power.

Research papers provided evidence on the effectiveness of
such practical programs as e-mail alerts, mentorship,
commitment to change, learning preferences, simulations,
communities of  practice. Workshops covered themes such as
learning theory, creativity, collaboration and point of  care
learning.”

At the most recent meeting of  the AFRM CPDSC, your
committee discussed these reports. The challenge for the
AFRM will be to find the resources and skills to measure
competency within our craft.

Do you have ideas about how we can do this? Certainly
the Clinical Practice Skills working party is utilising some
of  these ideas in the Peer Moderated Review process but
there are other options and if  you have ideas we would
love to hear about them. You can talk with your state
branch representative on the CPDSC or email me via the
Faculty Office.

Till next time,

Ruth Marshall
Your CPD Chair
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Announcements

Faculty Scholarships

The Faculty aims to contribute to improved health
outcomes for:

indigenous people by supporting indigenous doctors
in training to become Fellows of  the Faculty, and
all people living in rural and remote areas by
supporting trainees in rural and remote areas to
access appropriate training and education.

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

Indigenous trainees

Purpose: To provide support for Aboriginal and
Torres Strait Islander or Maori Trainees in the
training program of  the Australasian Faculty of
Rehabilitation Medicine.

Value: to a maximum of  $10,000 per annum

Eligibility: Recipients must be Aboriginal and
Torres Strait Islander or Maori medical
practitioners intending to undertake the second or
subsequent years of  the Faculty’s Training
Program following satisfactory progress reports in
the first year(s).

Applications close: 30 September 2008

Trainees in rural and remote areas

Purpose: To support trainees in rural and remote
areas to access appropriate training and education.

Value: to a maximum of  $2,000 per recipient per
annum

Eligibility: Registered trainees of  the Faculty in
rural or remote areas of  Australia and New
Zealand whose capacity to access appropriate
training or education is limited by geographical
distance (or by virtue of  professional isolation).

Applications close: 30 September 2008

Applications forms are available on the Faculty website:
afrm.racp.edu.au – News & Events – AFRM Scholarships.

For further information please contact the Faculty
Office.
Email: afrm@racp.edu.au
Phone: +61 2 8247 6216

Are you a
retired
Fellow of
the Faculty?

Do you have
an unused
academic
gown?

Read on …

The Faculty maintains a small reserve of  academic
gowns for use by convocating Fellows and at graduation
ceremonies at the College.

If  you have an academic gown taking up space in your
wardrobe and it is superfluous to your requirements, the
Faculty would be pleased to receive it to add to our
reserve.

We will acknowledge your donation and place your name
on the gown, if  you approve.

If  you would like to donate your gown to the Faculty,
please contact Rebecca Forbes on 61 2 8247 6213.

Alternatively you could mail the gown to Rebecca
Forbes, Australasian Faculty of  Rehabilitation Medicine,
145 Macquarie Street, SYDNEY 2000.

Kath McCarthy
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  Announcements

illiam (Bill) Evan Davies was born in Maleny
Hospital in Queensland on 8 September 1940. His

father was a fireman and was very good with tools and
he passed these skills on to his son, but his mother Joyce
was probably the person who gave him his greatest
qualities – his sensitivity and his physical and moral
courage.
He began his education at Wynnum State High where he
worked hard, winning a Commonwealth Scholarship to
Queensland University to study Medicine, from where
he graduated in 1964.
He worked for the next two years at The Princess
Alexandra Hospital, before becoming a Medical
Registrar at The Royal Brisbane Hospital, from 1967 to
1969. In 1970 and 1971 he worked in Intensive Care as a
Registrar at Greenslopes Hospital.
In 1966 he married Susan and in 1968 their daughter
Sonya was born. Sonya came to be a central focus of
Bill’s life. He reveled in her triumphs, and carried her
photograph with him at all times. In 1970, Susan was
seriously injured in an accident and became a paraplegic.
Until that time Bill would have never considered a career
in Rehabilitation Medicine, however when he and Susan
realised the inadequacy of the treatment then available in
Brisbane, he went to Perth to investigate the facilities at
Shenton Park, where Susan went some six months later
for back surgery and rehabilitation. In Perth, Bill fell
under the spell of Sir George Bedbrook, who had
recently returned from Stoke Mandeville, the Mecca of
spinal injury management run by Sir Ludwig Guttmann.
Sir George inspired Bill, who had just been admitted to
The Royal College of Physicians in 1971, to go back to
Princess Alexandra Hospital and revamp the Spinal
Injuries Unit.
To learn ‘the trade’, Bill spent six months at the Austin
Hospital in Melbourne and then on to Stoke Mandeville
Hospital in Aylesbury, England for six weeks. Next, at
Lodgemore in Sheffield, he learnt about the neurogenic
bladder, after which he spent more time at the Robert
Jones and Eliza Hunt Orthopaedic Hospital in Oswestry.
The Spinal Injuries Unit as we know it today really
started with Bill’s return to Brisbane and appointment to
Princess Alexandra Hospital in 1972. From very humble
beginnings in a Dickensian old building he set to work
immediately to develop a purpose built state of the art
Spinal Injuries Unit. He was appointed Physician in
Charge in 1973, then Director in 1974, a position he held
until 1987. In 1975 he received his Fellowship of the
RACP.
His other huge task was trying to convince the
bureaucracy to grasp the concept of a multi-disciplinary
team. In the early days patients received some
physiotherapy but almost no occupational therapy and
little social work support, but over the years Bill had a
great knack of assembling a great, hard working and
dedicated multi-disciplinary team around him.

Vale Bill Davies AM RACP FAFRM

8/9/1940 – 14/5/2008

W Bill taught us well, and it was not long before he had
convinced hospitals around the state to send their
spinally injured patients directly to the Princess
Alexandra Hospital. Bill would sometimes take a team
up to retrieve patients. He wrote detailed admission and
discharge summaries himself. He would keep the local
hospital and the patients’ GPs informed of their progress.
From 1975 to 1980 he was Consultant Physician with the
Commonwealth Rehabilitation Centre in Brisbane. He
was a Life Member of the Paraplegic and Quadriplegic
Welfare Association of Queensland. He was a Founding
Fellow of the Australasian College of Rehabilitation
Medicine, and in 1993 he received his Fellowship in the
Australasian Faculty of Rehabilitation Medicine.
Also in 1980, he was made Chairman of the Ministerial
State Planning Committee for the 1982 International Year
of the Disabled. As a direct result of this committee
dramatic changes were instituted in wheelchair access to
public places in Queensland; building regulations
changed, transport and accommodation for disabled
people was upgraded, and public awareness of these
difficulties was raised. As a result of his efforts, in 1983
Bill was awarded the honour of Member of the General
Division of the Order of Australia, for service to
medicine and disabled people.
Along with the hard work, persistence and vision of
many people, Bill saw the new Spinal Injuries Unit
finally commissioned in 1985 (only 13 years after he first
envisaged it) and in 1988 he handed over the reins as
Director to Vernon Hill, but continued as a Visiting
Medical Officer. In 1987 he also commenced working
part-time as a General Physician at QEII hospital, and
later at Logan Hospital, continuing in this position until
2004.
Bill worked in the field of Spinal Injuries for thirty five
years, and in that time treated several thousand people
with spinal cord injury. His intuitive sensitivity was fine
tuned by his personal experience and few would have
realised where his wisdom welled from. He was one of
the original quiet achievers. Over the years, his
contribution to teaching, training and education has also
been significant, with literally hundreds of junior and
senior doctors, allied health and nursing staff, ambulance
officers and first aid providers having learnt an
incredible amount from him. He only finally retired in
March 2008.
Dr Bill Davies’ contribution to the Spinal Injuries Unit,
the Princess Alexandra Hospital, and to the care and
rehabilitation of people with spinal cord injury in
Queensland over the past 36 years, has been immense.
His expertise, experience, dedication and friendship will
be greatly missed.
For over thirty years he was selflessly supported through
both health and illness by Metha. Bill leaves behind
Metha, Susan, Sonya and Michael, and his dear
grandchildren Kai, Mia and Ari.



 24 24 24 24 24 Rhaia  September 2008

  Announcements

M
CQ

 E
xa

m
W

or
ki

ng
Pa

rt
y

Ac
cr

ed
ita

tio
n

Su
b-

co
m

m
itt

ee

W
ri

tt
en

Es
sa

ys
W

or
ki

ng
Pa

rt
y

FC
E 

W
or

ki
ng

Pa
rt

y

M
od

ul
e 

2
W

or
ki

ng
Pa

rt
y

As
se

ss
m

en
t

Su
b-

co
m

m
itt

ee

M
od

ul
e 

1
W

or
ki

ng
Pa

rt
y

Ac
ad

em
ic

Re
ha

bi
lit

at
io

n
Su

b-
co

m
m

itt
ee

A
FR

M
 E

d
u

ca
ti

o
n

 C
o

m
m

it
te

e 
(F

EC
)

Pa
ed

ia
tr

ic
Re

ha
bi

lit
at

io
n

Su
b-

co
m

m
itt

ee

M
od

ul
e 

3-
6

W
or

ki
ng

Pa
rt

y

Regional Branch Committees
Fa

cu
lt

y 
C

o
u

n
ci

l
C

ou
nc

il 
Ex

ec
ut

iv
e

Pr
es

id
en

t
Pr

es
id

en
t-

El
ec

t
Tr

ea
su

re
r

Ch
ai

r 
Ed

uc
at

io
n 

Co
m

m
itt

ee
Ch

ai
r 

Po
lic

y 
&

 A
dv

oc
ac

y 
Co

m
m

itt
ee

Ot
he

r 
no

m
in

at
ed

 m
em

be
r 

(o
pt

io
na

l)
St

an
di

ng
 C

om
m

it
te

es
Po

lic
y 

&
 A

dv
oc

ac
y 

Co
m

m
itt

ee
Fu

tu
re

 P
la

nn
in

g 
Co

m
m

itt
ee

In
te

rn
at

io
na

l A
ffa

ir
s 

Co
m

m
itt

ee
Tr

ai
ne

e 
Co

m
m

itt
ee

W
or

ki
ng

 P
ar

ti
es

Ru
ra

l &
 R

em
ot

e 
Re

ha
b 

M
ed

ic
in

e
AF

RM
 H

is
to

ry

Te
ac

hi
ng

 &
Le

ar
ni

ng
Su

b-
co

m
m

itt
ee

LC
A 

Vi
de

o
Pr

od
uc

tio
n

W
or

ki
ng

Pa
rt

y

T
he

 C
ha

ir 
of

 th
e 

Fa
cu

lty
 E

du
ca

tio
n 

C
om

m
itt

ee
 (F

EC
) i

s 
a

m
em

be
r 

of
 th

e 
C

ol
le

ge
 E

du
ca

tio
n 

C
om

m
itt

ee
 (C

EC
).

T
he

 C
ha

irs
, o

r 
th

ei
r 

no
m

in
ee

s,
 o

f t
he

 C
PD

, A
cc

re
di

ta
tio

n,
A

ss
es

sm
en

t, 
an

d 
Te

ac
hi

ng
 &

 L
ea

rn
in

g 
Su

b-
co

m
m

itt
ee

s 
sit

on
 th

e 
re

sp
ec

tiv
e 

C
ol

le
ge

 E
xp

er
t A

dv
iso

ry
 G

ro
up

s 
(E

A
G

s)
.

Co
-o

rd
in

at
or

 o
f E

du
ca

tio
n

(L
ea

d 
fo

r 
Ph

ys
ic

ia
n 

Ed
uc

at
or

s)

Co
nt

in
ui

ng
Pr

of
es

si
on

al
De

ve
lo

pm
en

t
Su

b-
co

m
m

itt
ee

Pr
ac

tic
e 

Sk
ill

s
W

or
ki

ng
Pa

rt
y

Sc
ie

nt
ifi

c
Pr

og
ra

m
Su

b-
co

m
m

itt
ee

AS
M

 L
oc

al
Or

ga
ni

si
ng

Co
m

m
itt

ee

Sp
ec

ia
l

In
te

re
st

Gr
ou

ps
 (1

1)

Sp
ec

ia
l I

nt
er

es
t

Gr
ou

ps
Su

b-
co

m
m

itt
ee

Fa
cu

lt
y 

O
rg

an
is

at
io

n
al

 S
tr

u
ct

u
re

 2
00

8



25 25 25 25 25 Rhaia  September 2008

Branch Reports

South Australia

Branch news

The SA AFRM State Branch continues its regular
meetings, at 6pm on the first Monday of  each month. It
meets at the Department of  Paediatric Rehabilitation of
the Women’s and Children’s Hospital in North Adelaide,
which has just moved from old to new, improved
premises. This attractive, central location, which will be
officially opened in early September 2008, promotes
meetings that are generally well attended by Fellows.

State Branch wish to acknowledge and thank the AFRM
Organising Committee for their tremendous
contribution to the success of  the May 2008 combined
AFRM/AFOEM ASM in Adelaide, and will honour
them with an evening of  fine dining at Assaggio
Restaurant, Hyde Park – winner of  the 2008 Italian
Restaurant of  the Year Award, purveying the best of
cuisine – a flagship for the growing international interest
in ‘slow food’.

Dr Andrew Tiedemann, Paediatric Rehabilitation has just
returned from a six month sabbatical at Sunny Hill
Children’s Health Center in Vancouver where his studies
included use of Intrathecal Baclofen & Dorsal
Rhizotomy, Autism and Foetal Alcohol Syndrome.
Andrew has agreed to write an article about his
experiences for the next edition of Rhaïa.

This year for the first time (and yes, it is an ongoing
funded position!) WCH has a Fellow in Paediatric
Rehabilitation. Dr Rosa Zarrinkalam, a paediatrician
initially from Iran, became interested in Paediatric
Rehabilitation after completing a term with the
Department of  Paediatric Rehabilitation at the WCH
during her advanced training.

Congratulations

Success in 2008 Module 2 Exam: Dr Vaqas Farooqi and
Dr Kirrily Holton.

Health Policy & Planning

The Rehabilitation Clinical Network, State Department
of  Health has now appointed Ms Barbara Birkdale as
Project Officer for 12 months, to assist the Brain Injury
Workgroup in developing a revised model for state-wide
brain injury rehabilitation services. Rehabilitation
medicine input continues in Stroke, Orthopaedic and
Amputee Networks.

Representatives of  rehabilitation and geriatrics services
participated in the SA meetings of  the National Health
and Hospitals Reform Commission in July. The AFRM
submission to NH&HRC (posted on the AFRM website)
advocated strongly for recognition of  the important role
of rehabilitation medicine on the national health
planning agenda.

Recruitment & retention strategies

Following Award renegotiations the SA Government has
substantially increased salaries in SA. Taking into account
the attractive ambience and lifestyle options in Adelaide
there is now enhanced potential for recruitment of
graduates and Fellows from other jurisdictions … !
Watch this space (and the AFRM e-bulletins).

Education & professional development

The inaugural meeting of  the Spasticity Management
Interest Group, sponsored by Allergan, was held in July.
It was attended by rehabilitation physicians, registrars,
neurologists and allied health practitioners from the
public and private sectors. Guest speakers included
Neurology Prof  James Temlett, neuro physiotherapist

The Angas Building, the oldest surviving part of
Adelaide’s Women’s & Children’s Hospital
(photo by Alex Sims)
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New South Wales

Over the past few months the branch has been
progressing a number of  matters of  importance to
Fellows. The main items of  interest are:

CME weekend

The date has been set for this year’s NSW CME weekend
– 15 November 2008.

Greg Bowring has been very busy organising what
promises to be a great event. It is titled Activity in our
Rehabilitation Units: why we need more and how to get it. In a
departure from previous weekends, this will be a full day
event on a Saturday at the Swiss Grand Hotel, Bondi,
followed by dinner at one of  Greg’s favourite restaurants.
Further details will follow in the next few months, but
lock in the date now and be ready to register early as
numbers will be limited.

Improving access to orthotics in NSW

The branch has met and had subsequent conversations
with the management of  EnableNSW to explore ways in
which the provision of  orthotics in NSW under PADP
can be improved, for example by developing prescribing
guidelines, looking at ways to improve the componentry
that is available, and introducing supply benchmarks, in a
manner not too dissimilar to the NSW ALS.

NSW Fellows were emailed in June asking for
expressions of  interest to be on a working party and the
following have indicated their interest: Greg Bowring,
Lee Laycock, Peter Henke, Mark Dubossarsky, Peter
Gale, and Chris Poulos. The group will meet initially by
teleconference within the next few weeks. It is not too
late if  others wish to be involved (please email me).
Thank you also to those Fellows who made comments
by email to me; these will be included in our
deliberations.

Registrar recruitment & new medical
graduates

Philip Conroy has been busy as usual organising the
combined metropolitan registrar recruitment for 2009.
He has also, along with Greg Bowring, been working
with IMET in NSW to look at how the health system
will cope with the additional medical graduates who will
be coming through the system over the next few years.
This may present a tremendous opportunity for
rehabilitation services, as we might have access to more
PGY1 and PGY2 doctors, giving them valuable exposure
to rehabilitation medicine. Please look out for
opportunities within your hospitals to ‘volunteer’ to take
some of  these additional JMOs if  opportunities arise.

NSW Branch Strategic Plan

The branch is in the process of  reviewing the strategic
plan. We hope to have this out to Fellows for comment
within the next two months.

Chris Poulos, Chair

  Branch Reports

Queensland

Training

The fortnightly training sessions based at the Princess
Alexandra Hospital have continued. Videoconferencing
facilities allow trainees at other sites to join the sessions.
The program in 2008 is under the direction of  Dr
Wilbur Chan and follows a preset series of  topics
intended to reflect the training requirements of  the
trainees. Attendance has been somewhat disappointing
over the last few sessions.

The training program now includes an invitation to the
monthly training sessions conducted by the Queensland
Branch of  the Australasian Faculty of  Occupational and
Environmental Medicine. The Occupational and
Environmental Medicine trainees are in turn invited to
attend the regular Tuesday rehabilitation medicine
training sessions.

A musculoskeletal workshop running over two days was
conducted in May. This was well attended with trainees
from South Australia and also some Occupational and
Environmental Medicine trainees.

Tamina Levy, with chairing by Nigel Quadros from the
Department of  Rehabilitation Medicine, The Queen
Elizabeth Hospital. There are plans to continue these
meetings quarterly – to focus on clinical selection
principles, case presentations and cross-discipline
collaboration.

It is a challenge to find universally acceptable times for
state-wide Journal Club meetings: in hours or after hours,
especially for Fellows with young families and weekend
school sport obligations! On 5 August Maria Paul hosted
an evening dinner plus Journal Club: Prof  Norm
Broadhurst reviewed studies on use of  epidural
injections versus other spinal pain modalities, and Ruth
Marshall presented the draft Agreed Taxonomy for Non-
Traumatic Spinal Cord Injury, elucidating the
classification principles. Ruth Marshall and Peter New
(Vic) are members of  the Working Group for the
International Spinal Cord Injury Data Set, of  the
International Spinal Cord Society (ISCoS).

The SA Branch 2008 Scientific Weekend will be held on
31 October and 1 November at Memorial Hospital, then
dining at The Oxford in North Adelaide. Local and
interstate speakers from AFRM /Executive have been
invited, and registrars will present their research papers.
Details will be advised in the AFRM e-bulletin.

Miranda Jelbart, Deputy Chair
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State-wide Rehabilitation Plan

The state-wide rehabilitation plan for Queensland has
now been released and is available on the Queensland
Health website (www.health.qld.gov.au). Implementation
of  the new plan is staged and will take a number of
years. It seems at this stage that a state-wide network will
be established and it is hoped that one of the
Queensland Fellows will be chosen to chair that group. I
am not aware of  specific funding that will be allocated to
the implementation of  the plan, and it may be the
funding will be drawn from existing services.

A second state-wide group has been announced to look
at the building standards for rehabilitation facilities. The
branch has nominated one representative to join the
group. It may be that other Fellows will also nominate to
join the group.

Trainee appointments for 2009

The branch has in past years run a central selection and
appointment process where all applicants for
rehabilitation training positions in south east Queensland
were interviewed by a single panel. That panel also
decided on the appointments for the applicants. Over
the past few years, the complaints from both trainees and
consultants have increased. There has also been the
occasional problem of non-compliance with the
allocation, both by trainees and consultants.

It has been decided that a new approach will be trialled
for the 2009 appointments. A computer based matching
process will be offered to all applicants and hospitals
with rehabilitation training positions. The priorities of
the applicants are the primary driver of  the matching
process, with hospital preferences applying only where
more than one applicant has ranked the training position
equally, or where the hospital considers a trainee
unsuitable. The expectation is that no applicant will be
matched to a training position at which they are not
prepared to work, and no hospital will be allocated a
trainee that the hospital considers unsuitable.

Examinations

The success rate of  Queensland trainees in the recent
Module 2 examination is pleasing; all six candidates were
successful and the branch congratulates them.

Vale

It is with some sadness that I report the death of  Dr
William Evan Davies. Bill died on the 14 May 2008, after
a long and debilitating illness. His funeral service was
attended by a large number of  current and previous
trainees who had benefited from Bill’s teaching.

Bill’s life and achievements are celebrated in Vernon Hill
and Tim Geraghty’s obituary elsewhere in this Rhaïa.

David Douglas, Chair

  Branch Reports

Victoria

Fellows issues

A university Chair of  Rehabilitation Medicine continues
to be an ongoing goal for the branch. Efforts have been
directed towards all the schools of  medicine in Victoria
and an air of  optimism does filter through the numerous
discussions that have occurred. However, the journey
continues.

A Subacute Planning Framework Advisory Panel
sponsored by the Victorian Department of  Human
Services is currently reviewing the whole subacute
processes in Victoria, with regard to the inpatient care
and ambulatory care services. The main issues revolve
around the classification of  subacute patients, that is,
GEM (geriatric evaluation and management) versus
rehabilitation type, and how the service is to be set up in
both metropolitan and regional areas.

The CPD program, led by Dr Baguley, consists of  five
meetings this year. There will be discussions regarding
holding a weekend meeting in 2009, the rationale being
to update Fellows on current themes and to facilitate
networking.

The career expo was held in May with the branch
represented. However, the feedback is that rehabilitation
medicine continues to be outside the radar of  medical
students and new graduates.

Registrar issues

The registrars’ attendances at the Wednesday afternoon
tutorials had fallen early in the year. However, since the
commencement of  marking of  attendances, the figures
have reversed. Thanks to Dr Weller and his team from
Royal Talbot for staging the 2008 Victorian Training Day
on 5 July.

A mock FCE was conducted at St Georges recently and
had attendees from as far away as Saudi Arabia. The
Registrar Selection Day will be held at Caulfield Hospital
on 13 August convened by Dr Leong. Congratulations to
the Victorian candidates who passed the written
Fellowship examination recently.

Once again, Dr Anthonisz will be hosting the Victorian
Registrar Research Presentation, which will be held on
19 November with a prize going to the best presentation.

A National Curriculum will kick off  on 30 July at 3.30pm
with the first videoconferencing on Multiple Sclerosis,
with speakers from Victoria and NSW. Dr Kennedy and
her team are to be congratulated for putting this
together.

Many thanks to all branch committee members for the
generous time and effort given to AFRM matters.

Kwong Teo, Chair
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Special Interest Group Reports

REBLs … with a cause

Australian Library & Information Association,
Health Libraries Australia

Rehab Evidence Based Librarians (REBLs) …with
a cause is the inaugural Special Interest Group of ALIA
Health Libraries Australia. It was launched by the
Convenor, Veronica Delafosse, at HLA’s Information Rx
Symposium in Sydney on 2 February 2007.

Aim

The specific aim is to develop an evidence base for
collection development based on consensus
agreement between expert rehabilitation specialists
and librarians. This would initially be relevant for
trainee rehabilitation registrars. Eventually it will
cover other rehabilitation specialties (nursing and
allied health staff).

Anticipated outcomes

Resources lists for AFRM trainees in six specialty
areas (General Rehab, Neurological, Musculoskeletal,
Spinal, Amputee, Chronic Pain) updated and
maintained on behalf of HLA and AFRM
Assurance that the trainees will have physical and/or
electronic access to these resources, either directly or
through interlibrary loan
Continual liaison with the REBLs members, AFRM,
HLA, ICF, and the national and international listservs

Anticipated benefits

1. REBLs members – Increased professional
knowledge and experience. They look forward to
fruitful liaison and acknowledgement from their
respective hospitals and the AFRM. They will also
benefit from training and mentoring.

2. Libraries – Generate more promotion for the library,
not only with the rehabilitation professionals but also
within the hospital at large.

3. Australasian Faculty of  Rehabilitation Medicine
– It is important to work with the AFRM with
respect to collection development. Rehabilitation
Specialists are working more closely with their
librarians on ensuring that the trainees on rotation
have access to recommended resources.

4. Endorsement – The AFRM SIGs and the
International Council of  Functioning (World Health

Mind SIG

The first AGM of  the newly established Mind Special
Interest Group (SIG) was held during the ASM in
Adelaide. It was enthusiastically attended, despite the
8am kick off, and especially considering espresso wasn’t
going to be available from the conference cappuccino
machine until nine!

In attendance were some fifteen rehabilitation and
occupational physicians, whose interests ranged through
emerging aspects of  neuroplasticity and neurobiology,
mood and adjustment disorders, psycho neuro
immunology, pain management, nutrition and
meditation.

A mission statement was developed and adopted, which
reads,

To promote the role of  the mind in the
maintenance of health and in adaptation to
injury and illness.

After the conference, this was posted on the SIG section
of  the Faculty website along with our core objectives.

Our tasks ahead include establishing a web presence and
online resources. In the meantime, a few of  our
members have been enjoying Dr Norman Doidge’s book
on neuroplasticity, The Brain that Changes Itself, and
American neuroscientist Jill Bolte Taylor’s insight into
stroke on Ted.com … one of  the most visited Ted Talks
since Al Gore! (www.ted.com/index.php/talks/
jill_bolte_taylor_s_powerful_stroke_of_insight.html)

Jane Malone, Chair
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Organisation) have endorsed REBLs and look
forward to working with us.

5. Accreditation and Benchmarking – REBLs will
benefit both ACHS (Australian Council on
Healthcare Standards) and AFRM Accreditation. This
is the pinnacle of evidence-based practice for
collection development – to achieve consensus
agreement between expert rehabilitation specialists
and librarians for the benefit of  the AFRM trainees.
Both the rehabilitation specialists and the AFRM can
be sure that the trainees will have access to
appropriate resources while they are on rotation.

6. International colleagues – REBLs has an Honorary
Member from the USA who has been inspired to
create an international listserv for rehabilitation
librarians. This has already proved useful for sharing
ideas and resources.

Veronica Delafosse
Librarian, Caulfield General Medical Centre, Victoria
Email:  v.delafosse@cgmc.org.au

  Special Interest Group Reports

Veronica Delafosse, Convenor of
REBLs ... with a cause & Librarian

at Caulfield General Medical Centre

Some of  the Melbourne REBLs: L – R Madeline
Simcoe (Epworth Hospital), Marion Steele (Mount
Eliza Rehab & Aged Care Service), Terence Harrison
(Royal Melbourne Hospital), Veronica Delafosse
(Convenor, Caulfield General Medical Centre), Val
Strantzen (Royal Talbot Rehabilitation Centre)

Congratulations!

The REBL Convenor, Veronica Delafosse, has won the
2008 YBP/Lindsay & Croft Research Award for
Collection Services to assist her with REBLs project
work (www.alia.org.au/awards/ybp.lindsay-howes). In
addition to being librarian at the Health Sciences Library,
Caulfield General Medical Centre, and Convenor of
REBLs…with a cause, Veronica is an active member of
Health Libraries Australia. Formerly the Treasurer for 11
years, Veronica is now a Committee Member and
Secretary of  the Anne Harrison Award (www.alia.org.au/
awards/merit/anne.harrison/recipients.html). She has
won four professional awards and compiled Resources for
Health Sciences: A Guide for Australia. Adelaide: Auslib Press,
1995.
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Calendar of Events

2008
1 – 4 October
34th Annual Educational Conference, Association of
Rehabilitation Nurses. San Francisco, USA. TBA

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

17 – 19 October
Low Back Pain and Sciatica – Current Evidence and
Management. The Australasian Musculoskeletal Medicine
Conference. Melbourne, Australia.
Website: www.dcconferences.com.au/aamm2008
Email: kate@dcconferences.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. Adelaide,
South Australia.
Website: www.sapmea.asn.au/conventions/forumsqhc2008

31 October – 2 November
Neurorestoration 2008 Conference. Singapore.
Email: nni_secretariat@nni.com.sg

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

20 – 22 November
Towards Evidence Based Care in Prosthetics and Orthotics,
2008 Annual Scientific Meeting. Australian National Members
Society, ISPO. Glenelg, South Australia.
Website: www.dcconferences.com.au/ispo2008

20 – 23 November
69th Annual Assembly, AAPM&R. San Diego, USA.
Website: www.aapmr.org

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

23 November
Australasian Symposium on Neck Pain. Adelaide Convention
Centre, South Australia. Website: www.aomevents.com/
AustralasianSymposiumOnNeckPain

23 – 26 November
Better Choices Better Health Conference. Adelaide
Convention Centre, South Australia.
Website: www.alloccasionsgroup.com/BetterChoicesBetterHealth

26 – 28 November
2008 International Congress on Chronic Disease Self
Management, University of Melbourne, Australia.
Website: www.cdsm2008.com

26 – 28 November
Where to from here? 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
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9 – 12 September
10th International Congress, EFRR. Riga, Latvia.
Website: www.EFRR-Riga09.com

22 – 26 September
35th ASIA Annual Scientific Meeting. Dallas, Texas, USA.
Website:www.asia-spinalinjury.org

1 – 5 October
APA Conference Week. Sydney.
Website: www.apaconferenceweek09.asn.au

21 – 24 October
Eurospine 2009. Warsaw, Poland.
Website: www.eurospine2009.org

21 – 24 October
48th ISCoS Annual Scientific Meeting, Florence, Italy.
Website: www.iscos2009.com

22 – 25 October
70th Annual Assembly, AAPM&R. Austin, Texas, USA.
Website: www.aapmr.org

2010
20 – 25 March
World Congress of Internal Medicine. Melbourne, Australia.
TBA

20 – 25 March
18th Annual Scientific Meeting of the Australasian Faculty of
Rehabilitation Medicine. Melbourne, Victoria.
Email: afrm@racp.edu.au

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

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

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

2011
4 – 9 June
6th World Congress, ISPRM. San Juan, Puerto Rico.
Website: www.isprm.org

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

  Calendar of Events

11 – 15 March
9th International Conference on Alzheimer’s and Parkinson’s
Diseases. Prague, Czech Republic. Website: kenes.com/adpd

12 – 13 March
Culture and Ethnicity and TBI Rehabilitation, 1st International
Conference. Washington DC, USA.
Email: jcarangolasp@vcu.edu

12 – 15 March
Developing Interdisciplinary Collaborations – CFS, FMS. 9th
International IACFS/ME Conference. Reno, USA.
Website: www.iacfsme.org

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

17 – 20 March
International Forum on Safety and Quality in Healthcare. Berlin,
Germany. Website: www.internationalforum.bmj.com

19 – 21 March
European Congress on Clinical and Economic Aspects of
Osteoporosis and Osteoarthritis. Athens, Greece.
Website: www.ecceo9.org

5 – 8 April
The Australian Pain Society 29th Annual Scientific Meeting,
Sydney Convention and Exhibition Centre.
Email: aps@dcconferences.com.au
Website: www.apsoc.org.au

7 – 9 May
Vocational Outcomes in Traumatic Brain Injury, 3rd
International Conference. Vancouver, Canada.
Website: www.tbicvancouver.com

17-21 May
Physicians Week 2009. Sydney Convention & Exhibition
Centre. Website: www.physiciansweek.com

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

21 – 25 July
17th Annual Scientific Meeting, AFRM. Queenstown, New
Zealand. Website: www.rehabconference2009.org.nz

27 – 30 August
The First International Congress on Clinical
Neuroepidemiology, Munich, Germany.
Website: www.neuro2009.com Email: info@neuro2009.com




