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  Editor’s Note

Dear all,

Welcome to the September edition of the 
newsletter.  In my note for the August 
edition I reported enthusiastically that 
the Australian Physiotherapy Association 
(APA) had issued an edition of their 
newsletter highlighting a number of 
clinical problems relating to chronic pain. 
These articles were based on topical 
sessions at the APS annual scientific 
meeting earlier this year.  The APA have 
kindly given us permission to reproduce 
the articles on complex regional pain 
syndrome, the challenges of dealing with 
adolescents with chronic pain and the 
adjustments required as they are moved 
to care within adult services, the role of 
attentional factors in the pain experience, 
the role of work as part of therapy, the 
role of psychiatry in chronic pain, and the 
significance of psychology in the treatment 
of vulvodynia and chronic pelvic pain.  On 
behalf of the APS, I thank the APA.  You’ll 
find our usual mix of news items following 
the APA articles.

Regards,

Will Howard 

Newsletter Editor
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During March of this year, the Australian Pain Society held its 2013 Annual 
Scientifi c Meeting in Canberra, a� racting some of the most respected voices 

in the pain fi eld. With the overriding theme ‘Persistent pain—a national 
challenge’, the event’s diverse program truly encompassed the variety, 

complexity and range of pain-related issues, and addressed the consequent 
challenges facing modern healthcare.

Here, InMotion highlights six of the program’s topical sessions that 
may be of interest to physiotherapists and asks some questions of

each topic’s primary speakers or session chairs, underlining the bourgeoning 
nature of pain-related research and clinical expertise, and touching on the 

important role of physiotherapy.

PAIN

 InMotion July 2013 27

Reproduced with the kind permission of the Australian Physiotherapy Association. This article was first published in the July 2013 issue of InMotion.

AUSTRALIAN PHYSIOTHERAPY  
ASSOCIATION ARTICLE



3APS NEWSLETTER I SEPTEMBER 2013

UNRAVELLING CPRS
Dr Anne Daly, APAM, is joined by Neuroscience 
Australia’s Flavia Di Pietro and Luke Parkitny, 
to discuss complex regional pain syndrome and 
the latest evidence on cortical reorganisation, 
infl ammation, and treatment.

Can you briefl y explain the latest fi ndings on cortical reorganisation 
and how this knowledge may be linked to what is currently being 
seen clinically?
In the context of painful disorders, cortical reorganisation usually 
refers to a change in the function of the neurons in the primary 
somatosensory cortex (S1) or primary motor cortex (M1), two sites of 
somatotopically organised maps of our body in our brain. Arguably, 
the most compelling evidence of cortical reorganisation in CRPS 
comes from studies that map the size of the S1 representation of 
the painful body part, usually the upper limb. A small number of 
functional neuroimaging studies present consistent evidence of a 
smaller S1 representation of the CRPS-affected hand, compared 
with controls. 

This S1 functional reorganisation has been found to be associated 
with pain duration and is thought to underlie some of the intriguing 
signs and symptoms we see in CRPS, for example, perception of a 
bigger limb, referred sensations and neglect-like behaviour. Such 
research has contributed to cortically targeted treatments for 
pain (eg, graded motor imagery and mirror therapy). While these 
treatments are promising, our understanding of exactly how and 
why these treatments work is lacking. Further studies using 
different neuroimaging techniques, and studies investigating 
brain changes with treatment, will help us understand the central 

nervous system dysfunction in CRPS so that current therapy 
can be optimised and new therapies can be developed.

Flavia DiPietro 

What is the evidence that suggests infl ammation is an important 
component in CRPS?
For as long as we have recognised the existence of a CRPS-like 
condition, it has been suggested that infl ammation is somehow 
involved. Although some of the pathophysiological mechanisms have 
now been identifi ed, we still know little about the pathoaetiology 
of CRPS. We recently published a systematic review in Neurology 
that examined the evidence for the role of infl ammation in CRPS. In 
short, we discovered that published research supports that CRPS 
is associated with a pro-infl ammatory state in the body. However, to 
date, not one study has attempted to establish what happens during 
recovery that determines who recovers and who gets CRPS after an 
injury. 

We are currently addressing this in two ways. Firstly, we recently 
conducted a study that showed that aspects of acute infl ammation 
are related to clinical symptoms; some of these are thought to be risk 
factors for CRPS. Secondly, at the end of 2013 we will fi nish a four-
year study that is formally testing whether the acute infl ammatory 
response determines who develops CRPS after a wrist fracture. 
These studies will help us understand what causes CRPS and should 
also stimulate further clinical research into how events during acute 
recovery can help persistent pain to develop.

Luke Parkitny

What is the latest evidence concerning treatment for CRPS? How 
can the current research be incorporated into the clinical setting?
There is currently a lack of convincingly strong evidence to direct 
treatment for CRPS. However, while acknowledging limitations, 
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function of the family unit and the promotion of school attendance. 
In comparison, adult pain services are not frequently set up to liaise 
with secondary and tertiary educational facilities, which may present 
a challenge when providing timely and appropriate multidisciplinary 
support. Paediatric pain services function differently from adult 
services as there is naturally a large focus on caregiver infl uences. 
Parents may not necessarily be included in the care plan of the 
adolescent in an adult pain service. Additionally, adult hospital 
environments are generally not ‘adolescent friendly’ or sensitive to 
varying levels of maturity, which can pose a challenge if the young 
person has not yet developed the ability to make their own decisions 
around their health.

Concerning persistent pain treatment, in what ways can health 
services improve in order to better accommodate, support, and 
treat children during their transition into adulthood?
A transition program with joint adult and paediatric pain consults, 
and featuring the assistance of a case manager, would smooth 
the transition of care via an improvement in the communication 
process. Due to the contrasting cultures and environments evident 
in adolescent and adult health services, early introduction of 
professionals to allow for some degree of continuity throughout 
the transition may ease the stress levels of adolescents and their 
families. Ensuring ongoing allied health involvement to support the 
changes in healthcare delivery within the context of the physical and 
emotional changes that occur during this period of development 
would also be of benefi t.

How important is occupational engagement in adolescents with 
persistent pain, and how should this be approached?
Occupational engagement is essential, as the routine and compulsory 
aspect of school needs to be replaced with an occupation-based 
focus of similar involvement. Goal-setting and achievement 

it seems reasonable to also be informed by evidence from other 
neuropathic and/or persistent pain states. Treatment could therefore 
be supported with pain reduction strategies such as medication, 
possibly sympathetic blockade, and, when other strategies have 
failed, spinal-cord stimulation. Often, symptoms other than pain also 
need individual attention. If CRPS persists, then pain management 
strategies come to the fore and may include medication, 
interdisciplinary pain management and functional restoration.

My clinical practice is shaped by the existing evidence and a 
comprehensive clinically reasoned subjective and physical 
assessment, consideration of differential diagnoses, formulation of 
a problem list, and then an individual management plan. Treatment 
therefore refl ects an individual’s needs, and is evaluated and modifi ed 
on a time-contingent basis. Treatment may include an explanation of 
CRPS and pain, graded motor imagery, pain management strategies, 
oedema management, exercise prescription with an early focus on 
functional activities and, later on, fi tness activities. 

Anne Daly

LOST IN TRANSITION
Led by clinical nurse consultant Megan James, 
Sydney Children’s Hospital’s chronic pain service 
team highlights the challenges posed by transitional 
care for adolescents with persistent pain.

What are the main challenges in transitional care for adolescents 
with persistent pain?
The main challenges in transitional care for adolescents with 
persistent pain arise from the vast differences in the service 
focus. The focus of paediatric pain services is often centred on the 
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recognition are important factors in the management of persistent 
pain. Advice and direction in terms of the choices around occupations 
and career guidance would be best addressed during the transition 
phase for adolescents, and a team of professionals with occupational 
health expertise could be well utilised. Regular communication 
and ongoing management from a multidisciplinary pain team will 
facilitate this process.

What are the specifi c issues for physiotherapists to consider when 
managing adolescents with persistent pain?
Physiotherapists need to consider the developmental processes that 
occur during adolescence with respect to musculoskeletal growth 
and change, and the way that this may impact upon treatment and 
self-management strategies for persistent pain. Attention to the 
learning style preferred by the adolescent should be considered, as 
pain education plays a vital role in their ability to understand and 
adhere to self-management programs. Encouraging the principles 
of exercise, goal-setting and pacing should be reinforced. Supporting 
ongoing compliance, instilling a sense of autonomy, as well as 
facilitating their understanding of the process, is essential to helping 
them to get ‘back into life’.

CHANGE OF FOCUS
Carolyn Berryman, APAM, off ers an 
overview of the literature surrounding 
a� entional factors and their impact on pain 
experience, assessment and treatment.

Can you tell us a bit about attention and how it has been found to 
infl uence the pain experience?
Under the right circumstances, threatening stimuli produce pain. 
This serves to warn us of further danger and promote the ‘fi ght, 
fl ight or freeze’ response or other pain-relief behaviours (Moseley 
2003). For the experience of pain to interrupt our current activity 
we need to switch attention to it. However, we have a limited 
capacity for attention (Kahneman 1973) and when faced with 
competing demands, we need to choose what to attend to. We like 
to think our choice is conscious and voluntary. Certainly, cognitive, 
affective and motivational infl uences play a role in whether we 
attend towards, dwell upon or switch away from pain (Legrain et al 
2009). Furthermore, features of the stimulus (such as its novelty, 
expectedness and intensity) also play a role (Legrain et al 2011). 
However, attentional ‘set’, such as whether we are subconsciously 
primed to pick up a particular cue (eg, ‘I’ve had this noxious 
sensation before and it didn’t do me any good then’), will also 
infl uence what we attend to (Awh et al 2012). 

Why do some people benefi t from focusing on the experience rather 
than focusing away?
Context will affect the benefi t received from the focus of attention 
towards or away from the experience of pain. If attention to pain 
is paid within the context of ‘it could be worse’, a ‘relative relief 

context’ is created and under these circumstances moderate pain 
may even be rated as pleasant (Leknes et al 2013). Similarly, if threat 
is heightened by anticipation, say of a needle jab for a fl u vaccine, 
then directing attention towards the painful experience by watching 
the needle enter could moderate the pain experience by gaining 
control over it (Van Daame et al 2010).

What are some of the latest theories that underpin our current 
knowledge on the relationship between attention and pain?
In both the ‘neurocognitive model of attention to pain’ (Legrain et al 
2009) and Baddeley’s model of working memory (2007), competing 
stimuli are processed and what we pay attention to is prioritised 
by the network of neurones that form our working memory. A 
recent systematic review we completed (Berryman et al 2013) 
demonstrated evidence for impaired working memory in people 
with chronic pain. We found a moderate, signifi cant effect estimate 
across a range of working memory tests. This decrement in working 
memory is important, as it may be one factor infl uencing the 
relationship between attention and pain (Legrain et al 2009). Further 
investigations are needed to explore this current theory.

How might this affect the physiotherapy management of a client 
with persistent pain?
We have recommended that we develop standardised clinical testing 
of specifi c cognitive functions in the clinic (Berryman et al 2013). Our 
aim is to pool results from standard tests and create an international 
database to contribute statistical strength to our understanding of the 
issue.

For a list of references, email inmotion@physiotherapy.asn.au.

POSITIVE APPROACH
Occupational therapist Fiona � omas 
explains how work should not only be perceived 
as an outcome for a patient with chronic pain, 
but also as a much more important 
component of their therapeutic journey. 

Why is it thought that individuals engaged in productive work tend 
to have better health outcomes?
In 2006 Gordon Waddell and Kim Burton undertook an extensive 
review of the current literature on work, wellbeing and health. They 
defi ned work as encompassing paid or voluntary work, education/
training, and family responsibilities. It was found that there is 
indirect evidence that work can be associated with fi nancial security, 
can meet psychosocial needs, has positive effects on physical and 
mental health, and can develop one’s sense of self. Conversely, 
unemployment is associated with a poorer physical and mental 
health status.

As a society we tend to pay attention to the potential hazards of work, 
which encourages the view that work may be harmful to our health. 
We need to balance this approach with the concept that work can in 
turn contribute to our health and wellbeing. 

30  physiotherapy.asn.au
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What are some of the challenges in viewing productive work as 
being a component of a healthy lifestyle?
A big challenge arises when trying to change people’s perceptions 
of work from a ‘work is harmful’ approach to a ‘work is healthy’ 
mentality.

Patients are more likely to sustain their work if it is meaningful, they 
can balance the work role with their other productive and leisure 
tasks, their role has an opportunity for postural/task variation, and 
they feel they have some control over their work environment to 
support their health needs. Negotiating this can be a challenge within 
the constraints imposed by employers, patients and external parties.

Engaging in productive roles in general can develop confi dence 
in managing pain. Often, however, these non-paid work roles are 
devalued by patients and other parties, yet continue to remain an 
important component of getting ready for work.

Can you touch on the practical strategies that health professionals 
should use to develop work readiness and engagement?
There are a number of strategies that can be employed.

Education: by encouraging the client to think about activities that 
don’t contribute to their pain/discomfort, they can start to see that 
the ‘all work is harmful’ concept is not true.

Setting client-centred goals: these should be functional, purposeful 
and focus on the intended healthy role rather than the components/
physical attributes of the role.

Developing work readiness: this can utilise psychological, functional 
and physical approaches. A patient’s feeling of readiness and 
confi dence that they can cope with their work role is a strong 
predictor of how successful they will be in returning to work. 
Readiness often bears little relation to the healing status of their 
injury. Work simulation and volunteer work can provide useful 
opportunities when preparing for work.

Understanding the complexity of work: we need to view all the 
components of work, not just the task itself. This includes the ability 
to get ready for work, drive to work, and be able to perform those 
tasks that keep us sustained (such as preparation of food, care of the 
home, clean clothes, child care, and relationships).

PSYCHIATRY
AND PAIN
Dr Newman Harris, University of Sydney Pain 
Management and Research Institute, NSW, talks 
about the connection between pain and mental state.

How much infl uence does an individual’s personality traits and 
psychiatric illness have on the experience and presentation of pain 
and chronic pain?
When ascending nociceptive and neuropathic signals reach the 
brain, they project out not only to the somatosensory cortex, but 

also to parts of the limbic system—you will recall that it is the limbic 
system which dictates mood, anxiety, anger, motivation and activity. 
The trait properties predicated by personality (ie, those reliable, 
consistent attributes which render the individual predictable and 
consistent) would see us interpret and react to those incoming 
signals in a certain way—our tendency towards, for example, 
stoicism or catastrophisation, will create differing response sets, 
cognitively, affectively and behaviourally. Similarly, independent of 
trait features, a state of depression, or of exaggerated anxiety, will 
alter trait expression, and colour the way in which such inputs as 
nociception are interpreted and responded to. The symptoms of a 
mental illness, such as lethargy, lack of joy and impaired motivation, 
will exacerbate with pain and will complicate the individual’s 
response to the pain.

Thus, both personality and mental state are key factors, receptive 
fi lters which serve in the processing of such inputs. The consequent 
response then manifests in a variety of ways, including a variance 
of the descending inhibitory noradrenergic and serotonergic tracts 
which track back down the spinal cord to affect the transmission 
at the fi rst synapse of the incoming pain signal. Another variable 
response will be the behaviours which the pain process elicits (eg, 
distress, avoidance, etc). 

Ultimately these variables form the basis of the individual’s pain 
response set, the propensity towards an active versus passive 
focus, and whether and in what ways physical and psychosocial 
deterioration will be concomitant with the pain process.

Conversely, how does pain impact on psychiatric illness?
Any features of personality disorder or mental illness will appear 
to worsen under the burden of pain, as would occur with any severe 
stressor. There exists a complex network of interactions which 
ultimately sees almost anything signifi cant to a person as impacting 
on the pain perception and pain-related responses.

‘ Ultimately these 
variables form the 
basis of the individual’s 
pain response set, 

the propensity towards 
an active versus passive 
focus, and whether and in 
what ways physical and 
psychosocial deterioration 
will be concomitant with 
the pain process.’
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How can a physiotherapist be best placed to evaluate these 
personality traits? What are the most important things that they 
should keep in mind when doing so?
The physiotherapist might gauge the personality-related factors by 
enquiring after the patient’s history of responses to past injuries 
and operations—has the person been habitually slow to rehabilitate 
without sound reason? Have they been prone to re-injury due 
to habitually overdoing things? It is not the labels of personality 
dysfunction which matter, rather it is the recurrent patterns of 
interaction which need to be recognised if care is to be optimised. If 
mental illness is suspected, information from the patient as well as 
signifi cant others can be invaluable—how is the patient different from 
the normal self? If there is concern for something in the depressive 
spectrum, the patient can be asked to complete a questionnaire with 
the GP, or even on the net.

VULVODYNIA AND 
CHRONIC PELVIC PAIN
Clinical psychologist for Royal Adelaide 
Hospital’s Pain Unit Michelle Martin off ers 
an insight into the possible psychological 
factors associated with this condition.

How signifi cant is the psychological aspect of vulvodynia and 
chronic pain?
We all know that chronic pain is both a sensory and emotional 
experience; therefore, the psychological aspects need to be 
considered when assessing and treating patients. When treating 
women with vulvodynia, it is important to understand the 
psychological diffi culties that they may face. Many do not have a 
history of trauma or a diagnosis such as depression or anxiety, but it 

is important that these issues are not overlooked when taking 
a history. Research demonstrates that there is a relationship 
between psychological issues and pelvic pain in general, but it is 
not a causal link and there are confl icting views on the specifi c 
psychological impact of vulvodynia. Overall, a range of affective 
and behavioural responses to vulvodynia are possible, which may 
in turn cause secondary problems (eg, sexual and relationship 
diffi culties).

How can people with pelvic pain be best managed 
psychologically?
Timely psychological assessment and intervention is important. 
Psychologists use a range of interventions which can be tailored 
to the presenting issues. Multidisciplinary pain management 
where a psychologist is an integral part of the team, and easily 
accessed by healthcare professionals and patients, would 
provide the best outcome.

When a health professional encounters a patient with 
vulvodynia, when and how should they suggest psychological 
assessment?
Psychological distress is often evident early on, and this 
provides a natural platform from which to discuss referral 
to a psychologist. When suggesting psychological input, it is 
important to discuss with the patient the role of psychologists 
in the pain fi eld as well as to dispel any myths surrounding 
the reason for the referral. Generally, most women accept the 
rationale for psychological intervention when it is explained as 
part of the overall treatment plan.

Many patients report a lack of understanding and knowledge 
among health providers. How can this best be addressed?
Education is the key. Openly discussing these conditions will 
facilitate the development of further interest in this area. 
With interest comes the potential for further learning and the 
development of comprehensive treatment programs that refl ect 
best practice. Hopefully we can use the fi rst World Congress on 
Abdominal and Pelvic Pain (held in Amsterdam 30 May – 1 June 
2013) to provide a platform from which to increase awareness of 
these issues in the pain arena.

What do you wish was more widely known about vulvodynia?
Often past psychological issues are attributed to the aetiology 
of vulvodynia; however, there is insuffi cient research to support 
such an assertion. Not every woman who experiences vulvodynia 
will have a trauma background or some underlying psychological 
issue, and although a relationship exists in the literature, it 
cannot be established as causal. 

What should physiotherapists keep in mind when treating a 
patient with vulvodynia and chronic pain?
Being aware of the potential impact of past psychological issues, 
including trauma, is important, especially before embarking 
upon any physical examination. Some patients may also fi nd 
it diffi cult to undertake the recommended exercises, and be 
resistant to such programs.

32  physiotherapy.asn.au
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T
here has been a growing appreciation of the impact that 
chronic pain has on our society. Recent economic data 
suggest that it is the third largest fi nancial contributor 
to disability (Access Economics 2007).

The recognition of this impact on disability by a number 
of organisations prompted the federal government’s Pain Summit 
in 2010, out of which grew the National Pain Strategy. This strategy, 
among other things, recognised the need to provide evidence-based 
care for patients and education for clinicians. As physiotherapists, I 
strongly encouraged you to read the APA position statement on pain 
management (on the APA website under the Advocacy tab), which 
recognises our role in implementing the National Pain Strategy.

Most commonly, chronic pain is associated with musculoskeletal 
physiotherapy. However, it also has relevance in many other 
areas of the profession, such as neurological physiotherapy and 
cardiothoracics; it is a problem that occurs through all ages and 
demographic groups. The challenge for physiotherapists is to develop 

better skills at identifying those patients with pain that persists 
longer than expected, and to know what types of treatment are most 
likely to assist.

Over the past 20 years, there has been exhaustive research into the 
fundamental processes of pain. Pain is not truly a sensation; rather, 
it is an experience of the central nervous system. Therefore, pain 
can only be fully explained by applying a biopsychosocial model of 
understanding. This means that every experience of pain will be 
unique in the amalgamation of a person’s physical, psychological and 
environmental circumstances.

The following case study demonstrates the type of patient 
presentation commonly seen in musculoskeletal care. As you read, 
consider the different contributors to pain that you can identify using 
a biopsychosocial model of pain.

HISTORY AND PRESENTATION

Joni is a 46-year-old single mother of three children: two boys aged 

Associate lecturer at the University of Sydney, Tim Austin, APAM, shares a case 
study that highlights the complexity of treating patients with chronic pain and the 
biopsychosocial approach that must be undertaken by the clinician.

CLINICAL
CASE STUDY:
CHRONIC PAIN 

Scientifi ca/Visuals Unlimited, Inc.
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19 and 16, and a daughter aged 11. Separated from her husband for 
four years, she looks after the children by herself, apart from every 
second weekend when her ex-husband has the younger two children.

Joni has had low back pain for the past eight weeks and was referred 
by her GP, due to a failure to improve. The pain had started after she 
had done some ‘spring cleaning’ at home: she was lifting the couch 
when she felt her back ‘go’. She took some Panadol on and off for 
the fi rst few days and then saw a massage therapist on three or four 
occasions over a three-week period. Joni said that she felt better 
for a few hours after the massage, but then the pain returned. She 
then consulted her GP, who said that she might have strained her 
discs and prescribed Celebrex. Joni was very concerned about the 
possibility of a disc injury; her aunt had had a back problem requiring 
two occasions of spinal surgery, after which she was never pain-free. 

Joni’s pain slowly worsened and she started taking two Panadeine 
Extra (15 mg codeine) tablets, 2–3 times per day. On a number of 
occasions, she had taken four tablets at night due to an inability 
to sleep. She felt bad doing this, as she normally tried to avoid 
medications as much as possible. 

Joni described pain across her whole lumbar spine, equal right and 
left side, rating it as a constant 6/10, with intermittent sharp pains 
on movement of up to 10/10. She described intermittent bilateral 
posterior upper leg pain to the level of her knees up to 3/10.

The pain at night prevented Joni from sleeping well. The back pain 
built up during the day at work, proportional to the time that she 
spent sitting. She tried to get up and move around, but her job was 
mostly sedentary—she worked four days a week in human resources 
at a middle management level—requiring her to sit at her desk and 
develop protocol statements. When she was not at her desk, Joni 
attended meetings in the company boardroom, usually lasting for 2–3 
hours with only a short break halfway through. Her pain was always 
very bad after these meetings.

Joni thought her pain was making her lose concentration and 
affecting her ability to perform her job, which was quite stressful 
(although she normally enjoyed the challenge). She had been in her 
current role for only eight months and was concerned because she 
had already taken a total of 12 days off work due to her pain. At that 
time, she wasn’t sure whether she would be able to continue.

Joni had no relevant history of injury or illness. Indeed, she wondered 
if her current level of pain was normal for an injury, given she had 
never had one before.

EXAMINATION

On examination, Joni was very guarded when moving in any direction 
and held herself very rigidly throughout the consultation. She winced 
when she did move, and said that she felt as though her spine was 
going to break. She asked if she could lie down on the bed two or 
three times during the session.

Lumbar extension, lateral fl exion and rotation were all limited to one-
quarter range, with extension being the most painful. Joni was most 
reluctant to fl ex her spine, moving her hands only one-third of the 
way down her thighs. All lumbar spine movements produced back 
pain alone. Neurological examination was unremarkable. 

Joni was very painful on palpation through the whole lumbar spine. 
There was considerable spasm through both paraspinal groups of 
muscles. Deep muscle contractions were very diffi cult to ascertain 
due to this spasm, but there was obviously signifi cant global muscle 
involvement. She found it diffi cult to stand on either leg alone due to 
pain in the spine.

ANALYSIS AND TREATMENT

Given such a history and presentation, as her therapist what would 
you be thinking? Why does she still have pain? How do you think she 
will get better?

What you may have noticed as you read through this case was 
a number of features that suggested that this was more than 
just a soft-tissue strain to the lumbar spine. As noted above, a 
biopsychosocial understanding of pain demands that a holistic 
view be taken. Joni identifi ed worries about her situation, and her 
medication use was erratic, even dangerous. The last eight weeks 
had seemingly taken their toll on her, and life seemed somewhat 
overwhelming.

There are a number of simple pain questionnaires that are becoming 
more frequently used to evaluate the psychosocial presentation 
of patients in pain. Physiotherapists working with compensable 
patients would be aware of some of them, as there is increasing 
requirement from funding bodies to use them. The questionnaires 
are used to identify certain features of patient beliefs, mood 
and other cognitive factors associated with increased disability. 
Identifi cation of these factors is important because there is now 
extensive evidence that it is the psychosocial variables that are 
the more important risk factors for patients who will continue into 
chronic pain (Nicholas et al 2011).

 InMotion July 2013 23
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Joni completed the following questionnaires: 

OMPQ(1): 128—individual sections identifi ed strong beliefs that pain 
indicated signifi cant damage in her spine, and that she should stop 
all movements that hurt

PSEQ(2): 18/60—demonstrating poor confi dence to participate in 
activities

TSK(3): 45/68—demonstrating high fear and avoidance of painful 
movements.

For a full explanation of the use of questionnaires, see Nicholas
et al 2008.

Before commencing treatment, it is important to develop a 
summary of the contributing features to pain, and to consider how 
those features infl uence each other. This process is called ‘case 
formulation’. One of the simplest ways to do this is to ‘doodle’ a fl ow 
chart. In fact, doing this during the consultation involves the patient in 
increasing their understanding of their own problem. This was done 
with Joni (Figure 1).

The great benefi t of a case formulation is that it helps to guide 
treatment in each of the biopsychosocial areas. The benefi t for Joni in 
participating in the case formulation was that it became clear to her 
how she needed to go about getting better, and it became clear to the 
physiotherapist what treatment was required to enable her to do that. 
Consequently, there were four shared treatment goals:

1. to know how she could possibly get out of her current predicament, 
as Joni didn’t understand how she could get better

2. to improve sleep with a medication review in conjunction with the 
GP

3. to plan a slow increase in movement for the spine—this would 
involve some hands-on manual therapy, but also a controlled 
program of back stretching, walking and engagement in household 
activities

4. to seek a discussion with the workplace about allowing short-term 
modifi cations to both the worksite as well as the required tasks.

The physiotherapist had a short discussion of less than fi ve minutes 
with the GP, who appreciated Joni’s current situation. The GP decided 
to prescribe a low dose of Endep, which could possibly assist with 
both her sleep and the pain.

Physiotherapy treatment was commenced, and progressively 
addressed the stated goals. Joni’s workplace allowed her to drop to 
three days a week for the fi rst two weeks to enable her to commence 
a better treatment regimen. She then returned to four days a week, 
and only had a further two days off work in the following two months. 
Her pain slowly settled, but she still experienced fl are-ups, for which 
she was taught appropriate management strategies. 

Had Joni failed to make suffi cient progress, a referral to a clinical 
psychologist was planned. This had been discussed with Joni in a 
slow and deliberate way, to ensure that she realised that the treating 
practitioners did not think that the pain was ‘all in her head’, but, 
rather, there would be signifi cant advantages in participating in a 
structured way of addressing her fears and unhelpful beliefs.

This case demonstrates the importance of applying a biopsychosocial 
model to both the assessment and management of chronic pain. 
There are an increasing number of good-quality articles that explain 
such an approach in more detail, and give practical help in applying 
such an approach to clinical practice (Hush & Nicholas 2011).

For a list of references, email inmotion@physiotherapy.asn.au.

Tim Austin has extensive experience in the treatment of all 
musculoskeletal injuries, with a particular interest in the 
management of chronic pain. He consults to the Pain Clinic at 
Royal Prince Alfred Hospital in the running of their Intensive Pain 
Management Program, and lectures in pain management at the 
University of Sydney. He has been principal physiotherapist at 
Camperdown Physiotherapy since 1994.

LIFTED COUCH

STRAINED BACK

IRREGULAR MEDIACIONS

BACK PAIN

NOT MOVING

BELIEF IN DAMAGE

NOT IMPROVING WORRIED/ DISTRESSED

WORK PRESSURE

POOR SLEEP

FIGURE 1. Case formation flow chart.

24 physiotherapy.asn.au
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 Explain Pain second 
edition - subtly 
different in all the 
right spots!

By Professor Lorimer Moseley

It is now over 15 years since the first 
randomised controlled trial (RCT) of 
Explaining Pain commenced and a 
decade since it was published. Several 
more RCT’s and a few experiments led to 
the development of the ‘official text’ - aptly 
named ‘Explain Pain’ (Butler & Moseley, 
2003). Since then, the evidence base has 
kept building slowly, with teams in several 
countries replicating and then extending 
the original work such that we now know 
that Explaining Pain is a good thing to do, 
even if you do it in a different language, 
for a different population or in a different 
context. Explain Pain itself has now 

been translated into several languages, 
and an audio book, and there have 
been a good number of variable quality 
backyard rip-offs.  Well, the irrepressible 
Dr David Butler and I, have been wading 
through the literature and the huge bag 
of feedback letters, emails, posts and 
tweets, from clinicians and patients, and 
have now written the Second Edition. On 
the surface, it looks very similar to the 
first, but there are some really important 
differences. For example, the growing 

literature that fear of movement and 
fear of pain do not appear to be quite as 
uniquely potent as we thought they were 
has led to a revamp of that section, with 
effort being made to integrate several 
paradigms of management in light of their 
evidence. There have also been subtle 
but very significant changes in wording 
throughout, some misleading terms have 
been removed and a few tricky concepts 
reworked. There are over sixty new 
references. Although the vast majority of 
Explain Pain is, remarkably, still current, 
from where I sit, the Second Edition 
provides a welcome update and, who 
knows, might just last another decade. 
Here’s hoping.

Butler, DS & Moseley, GL (2013) 
Explain Pain. Second Edition. Noigroup 
publications, Adelaide, Australia; 133 
pages.

The Australian Pain Society is working 
with Painaustralia to strongly support this 
initiative from Australian Medicare Local 
Alliance (AMLA) on development and 
delivery of pain management education. 
There is a clear need for experienced 
clinicians from every profession and 

discipline group working in chronic non-
cancer pain to make contact with their 
nearest Medicare Local to help address 
the shortfall in pain management 
education and workforce capacity. This 
is an opportunity not to be overlooked.

Dr Tim Semple

Immediate Past President
Australian Pain Society

 AML Alliance 
announces new 
program: Pain 
Management 
education & 
development

Carol Vickers
Senior Project Manager – Pain 
Management

Chronic pain is a massive and growing 
public health issue where one in five 
Australians live with chronic pain, rising to 
one in three over the age of 65.

Further to this the Government has 
committed to support the development and 
delivery of pain management education 
and training to build workforce capacity to 
deliver multidisciplinary pain management 
services through MLs.

Working in partnership with Painaustralia, 
Australian and New Zealand College 
of Anaesthetists (Faculty of Pain 
Management), and the University of 
Sydney (Pain Management Research 

Institute - PMRI), this will include 
development and delivery of:

• online education program (for 
nurses, physiotherapists, clinical 
psychologists and pharmacists)

• webinar series (expansion PMRI 
program for GPs, nurses and allied 
health teams)

• symposia/workshops (expansion of 
PMRI program – for primary care 
professionals)

Currently in the planning stage of this 12 
month program, further updates will be 
available in the coming weeks. 

NEW PAIN MANAGEMENT EDUCATION PROGRAM 
EXPLAIN PAIN - SECOND EDITION 
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 Untangling 
nociceptive, 
neuropathic and 
neuroplastic 
mechanisms 
underlying back pain

Thank you to Dr Julia Hush, Senior 
Lecturer, Physiotherapy, Macquarie 
University, Sydney, and her fellow APS 
and international colleagues who have 
contributed to the following publication on 
the topic of:

Untangling nociceptive, neuropathic 
and neuroplastic mechanisms 
underlying back pain

Hush JM, Stanton TR, Siddall P, 
Marcuzzi A, & Attal N. (2013). Untangling 
nociceptive, neuropathic and neuroplastic 
mechanisms underlying the biological 

domain of back pain. Pain Management, 
3(3), 1-14.

The paper arose from a topical session we 
ran at the 2012 APS Meeting - as listed 
below:

32nd ASM of the Australian Pain 
Society, Melbourne, 2012. Topical 
Session: ” Low back pain: untangling 
nociceptive, neuroplastic and neuropathic 
components” 

Symposium Chair: Hush JM; Presenters 
and discussion panel: Stanton T, Attal N, 
Siddall, P, Hush JM.

In this review, we start with the premise 
that diagnostic triage does not adequately 
account for the heterogeneity of most 
cases of low back pain. We examine the 
evidence for neuroplasticity that can occur 
at multiple levels of the neuraxis in low 
back pain. In particular, we emphasise 
that neuropathic features of back pain are 

not restricted to typical clinical radicular 
pain phenotypes, and can coexist with 
peripheral nociceptive signal generators.

We proposed that the biological domain 
of the biopsychosocial model needs to be 
reconceptualised to account for nociceptive 
and neuropathic pain mechanisms in the 
context of somatosensory neuroplasticity.

The implications for clinical management 
are outlined, including the potential 
benefits of adopting a mechanism-based 
assessment to identify nociceptive and 
neuropathic pain generators and features 
of central sensitisation underlying specific 
back pain phenotypes.

Timely identification of contributory pain 
mechanisms may facilitate customised 
treatment and better health outcomes for 
patients with back pain.

Have you had an article accepted for
publication this year?

Reminder that we are keen that members inform us when they have publications so that this can be 
shared with your APS colleagues. Please send the newsletter editor (via the APS Secretariat, aps@apsoc.
org.au) the title, authors and reference (i.e. the journal, volume etc.) of the article, preferably with a 
short explanatory note to give our readers the gist of the article, e.g. the conclusions part of the abstract; 
if you would like to supply a short commentary on the article, even better.

Will Howard, Editor

Government cap on self-education  
expenses deferred!

On Friday August 2, the Rudd government put on ice Wayne Swan’s proposal to put a taxable cap of 
$2,000 on self-education expenses until July 2015. 

This proposed cap could have affected nearly two million workers, cost the nation $1.6 billion in lost tax 
revenue and cut national productivity by up to $6 billion – while delivering only $520 million in revenue. 
Treasurer Chris Bowen announced the cap deferral as part of the Government’s Economic Statement.

RECENT PUBLICATIONS
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CURRENT SCHOLARS:

PhD Scholarship Sponsor
Scholar

Topic

Mundipharma #3-APS-APRA
Audrey Wang
“An investigation of the role of the brain in recovery from CRPS, using fMRI”

PhD Scholarship Sponsor
Scholar

Topic

Janssen Cilag #2-APS-APRA 
Sarah Kissiwaa
“Pain induced synaptic plasticity in the amygdala”

PhD Scholarship Sponsor
Scholar

Topic

APS #5-APRA
James Kang
“Epigenetic influence in cognitive impairments in chronic neuropathic pain”

 Pain in Childhood 
Special Interest 
Group Report 

By Sueann Penrose 

SIG Communications officer 

After a successful pre conference 
workshop this year in Canberra our second 
workshop will take place in beautiful 
Hobart in 2014 in association with the 34th 
Australian Pain Society scientific meeting.

Those interested in paediatric pain will 
be offered an opportunity to attend a 
concentrated half day workshop. Watch 
this space for more information.

As the APS website is further developed 
there will be an opportunity to share 
information such as guidelines, charts and 

current practices specific to paediatric pain 
management. If anyone has something to 
offer, they can send it to Sueann.penrose@
rch.org.au 

We will assess relevance and duplication 
before placing the information as a link for 
members to access.

Membership for the SIG is available 
through the APS Special Groups link. This 
is an opportunity to connect with medical, 

nursing and allied health professionals 
and researchers working in the field of 
Pain in Childhood, and bring a greater 
depth to treatment and management.

A new link below introduces ReachOut to 
those who may not have accessed the site 
before and has links to their many excellent 
online resources for professionals who 
work with children and young people

h t t p : / / w w w. m h p n . o r g . a u / N e w s /
NewsArticles/tabid/231/ctl/ArticleView/
mid/948/articleId/358/New-e-mental-health-
resources-available-now.aspx

Finally, we are pleased to report that the 
WA Health Minister, Hon Kim Hames, 
has recently announced, amongst a raft 
of other funding, $600,000 to Princess 
Margaret Hospital in Perth for a new 
chronic pain service to manage children 
who have persistent and recurrent pain.

PAIN IN CHILDHOOD SPECIAL INTEREST REPORT 
PHD SCHOLARS

mailto:Sueann.penrose@rch.org.au
mailto:Sueann.penrose@rch.org.au
http://www.mhpn.org.au/News/NewsArticles/tabid/231/ctl/ArticleView/mid/948/articleId/358/New-e-mental-health-resources-available-now.aspx
http://www.mhpn.org.au/News/NewsArticles/tabid/231/ctl/ArticleView/mid/948/articleId/358/New-e-mental-health-resources-available-now.aspx
http://www.mhpn.org.au/News/NewsArticles/tabid/231/ctl/ArticleView/mid/948/articleId/358/New-e-mental-health-resources-available-now.aspx
http://www.mhpn.org.au/News/NewsArticles/tabid/231/ctl/ArticleView/mid/948/articleId/358/New-e-mental-health-resources-available-now.aspx
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Holy Grail
                     Quest for the 
                    

   
    

   Personalised
 Pain Management:

2014 Australian Pain Society 
34th Annual Scientific Meeting
13 -16 April 2014
Hotel Grand Chancellor, Hobart

S U B M I S S I O N  D E A D L I N E S

Topical Sessions 1 August 2013

Free Papers & Posters 31 October 2013

Early Bird Registration 14 February 2014

 
   

We are investigating the function of the primary 
somatosensory cortex, motor cortex and brain 
neural networks in complex regional pain syndrome 
(CRPS).   Your contribution to our research will help 
us investigate whether the symptoms experienced by 
patients with CRPS can result in alterations in areas 
of the brain responsible for these sensations and how 
some of these areas might be connected.  The results 
of this research will help us to understand CRPS and 

may lead to improved treatment and management.

The study will take place at Neuroscience Research 
Australia (NeuRA), Randwick, Sydney NSW. NeuRA 
is affiliated with The University of New South Wales 
and South Eastern Sydney Local Health District.  If 
you enrol in the study you will receive an image of 
your brain to take home. We will also reimburse you 
for your time and travel expenses.

The role of the brain in complex regional pain syndrome (CRPS)  
Have you been diagnosed with CRPS?

If you would like to have more information or to be placed on our waiting list of participants, please contact 
Audrey Wang phone: 0293991806 or email: a.wang@neura.edu.au

HREC Approval No HC13214  

PHD SCHOLAR RESEARCH - CRPS

mailto:a.wang%40neura.edu.au?subject=CPRS
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PAST SCHOLARS:

PhD Scholarship Sponsor
Scholar

Completed
Topic

APS #1-APRA 
Samantha South 
1999
“Antinociceptive pharmacology of morphine and its major glucuronide 
metabolites”

PhD Scholarship Sponsor
Scholar

Completed
Topic

CSL #1-APS-APRA
Lara Winter
2004
“Antinociceptive properties of the neurosteroid alphadolone”

PhD Scholarship Sponsor
Scholar

Completed
Topic

CSL #2-APS-APRA
Anne Pitcher
2006
“Conditional comfort: A grounded theory study in nursing approaches to 
acknowledging and responding to pain in nursing home residents with dementia”

PhD Scholarship Sponsor
Scholar

Completed
Topic

Mundipharma #1-APS-APRA
Kathryn Nicholson Perry
2007
“Pain Management Programmes in Spinal Cord Injury: Cognitive Behavioural Pain 
Management Programmes in the Management of Sub-acute and Chronic Spinal 
Cord Injury Pain”

PhD Scholarship Sponsor
Scholar

Completed
Topic

APS #2-APRA 
Debbie Tsui
2008
“Preclinical studies in painful diabetic neuropathy”

PhD Scholarship Sponsor
Scholar

Completed
Topic

Mundipharma #2-APS-APRA
Zoe Brett
2011
“Individual differences in vulnerability to the development of chronic pain 
following injury”

PhD Scholarship Sponsor
Scholar

Completed
Topic

APS #3-APRA 
Susan Slatyer
2013
“Caring for patients experiencing episodes of severe pain in an acute care 
hospital: Nurses’ perspective”

PhD Scholarship Sponsor
Scholar

Completed
Topic

Janssen Cilag #1-APS-APRA 
Mary Roberts
Due 2013
“An investigation of the role of sleep in chronic pain”

PhD Scholarship Sponsor
Scholar

Completed
Topic

APS #4-APRA
Amelia Edington
2013 
“Defining inhibitor binding sites unique to the glycine transporter, GLYT2: A 
potential target for the treatment of chronic pain”

PAST SCHOLARS

15
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ABSTRACT SUBMISSIONS
NOW OPEN!

On behalf of the Scientific Program Committee and the Local Organising  
Committee, we are pleased to advise free paper and poster submissions for the 

APS 2014 ASM is now open.

The deadline for abstract submissions for free papers and posters is:  
31 OCTOBER 2013

View the abstract submission guidelines

Visit the online abstract submission page

We very much look forward to receiving your submissions. Should you have any 
queries regarding your submission or the process, please do not hesitate to contact 

the Conference Secretariat.

ASM 2014 ABSTRACT SUBMISSIONS

http://www.dcconferences.com.au/aps2014/Abstract_submission_details
http://www.dcconferences.com.au/aps2014/call_for_abstract
mailto:aps2014@dcconferences.com.au
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Scholarship Application Form  

Australian Pain Society 34th Annual Scientific Meeting 
13 – 16 April, 2014 

Hotel Grand Chancellor, Hobart, TASMANIA 
 

Personalised Pain Management: Quest for the Holy Grail 
 

 

The Pain Interest Group Nursing Issues is pleased to provide financial support to assist PIGNI members in 
attending conferences or professional development days relevant to the pain management speciality. The 
Australian Pain Society Annual Scientific Meeting is an excellent opportunity for a PIGNI member to 
expand their knowledge of pain and to network with other health professionals who have an interest in 
pain management. This Scholarship will be awarded to one successful applicant only and will include early 
bird registration and $500 towards travelling and accommodation expenses.  

To be eligible, applicants must be a financial member of PIGNI and provide information as detailed in this 
application form. The successful applicant will be required to write a report for inclusion in the PIGNI 
newsletter. Please complete the following details and submit this form, along with your CV to the PIGNI 
secretary via email Lbeeston@nsccahs.health.nsw.gov.au   or address to Lee Beeston, Co-ordinator Adapt 
Pain Management Programme, pain Management and Research Centre, Royal North Shore, St Leonards, 
NSW 2065. Phone: 9463 1510  

CLOSE DATE: November 8, 2013 

 
Name: 
 

 

Email address: 
 

 

Contact Phone: 
 

 

APHRA registration number: 
 

 

Hospital / University: 
 

 

Position: 
 

 

PIGNI membership: (essential) 
 

 

 
Please complete the following information over the page.  

This may be submitted typed as a separate document. 

 

Please download the complete application form at:  
http://www.apsoc.org.au/PDF/PIG-NI/PIGNI_Scholarship_for_the_APS_ASM_Hobart_2014_FINAL.pdf

http://www.apsoc.org.au/PDF/PIG-NI/PIGNI_Scholarship_for_the_APS_ASM_Hobart_2014_FINAL.pdf
mailto:Lbeeston%40nsccahs.health.nsw.gov.au?subject=
file:http://www.apsoc.org.au/PDF/PIG-NI/PIGNI_Scholarship_for_the_APS_ASM_Hobart_2014_FINAL.pdf
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] 

Global Pain Day 2013 – an Educational Day Focusing on Orofacial Pain

For further information contact Pamela Goldspink, email: goldspinkp@ramsayhealth.com.au  

Topics Include:

• Physiology of Pain and Phamacology

• Presentations of facial pain to an ENT surgeon

• Pierre Robin Sequence

• Invisalign braces

• Trigeminal Neuralgia

• Procedural Pain

When: Monday 21 October 2013, 

Time: 8:30am – 5:00pm

Where: Commercial Club Auditorium, Dean St, Albury NSW

Cost: $55 per person (Includes morning tea, lunch & afternoon tea)

mailto:Pigni2013%40dcconferences.com.au?subject=
For further information contact Pamela Goldspink, email: goldspinkp@ramsayhealth.com.au  
mailto:goldspinkp%40ramsayhealth.com.au?subject=
http://www.dcconferences.com.au/pigni2013
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Want up to the minute information on the  
2014 Australian Pain Society 34th Annual Scientific Meeting?
Come follow us on Twitter… www.twitter.com/AusPainConf 

17–20 September 2013  |  Sheraton on the Park, Sydney

Topic Areas
Abstracts are encouraged from, but not
restricted to the following topic areas:

u Activity based rehabilitation

u Movement analysis/ Gait

u Mobilisation

u TBI

u Disaster Management

u Trauma

u Stroke Rehabilitation

u Pain Rehabilitation

u Prosthetics and Orthotics

u Upper Limb

u Restorative Therapies

u Occupational Rehabilitation

u Paediatric Rehabilitation

u Spinal Cord Injury

u Neuro-oncology

u Spasticity Management

u Health Care Services and Policy

u Developmental Disability

u Transition Care

u Musculoskeletal Medicine

u Measuring Outcomes

On behalf of the organising committee I
would like to invite you to join us in
Sydney from 17-20 September 2013 at the
AFRM 21st Annual Scientific meeting.

We’ve used our theme ‘Time to Move’ as a
launchpad to develop an interesting and
challenging programme exploring various
aspects of ‘movement’ and rehabilitation. 

Of course in addition to the scientific
programme and workshops, there will be
opportunities to catch up with old friends
and meet new friends and to experience
the local sights, sounds and tastes of the
Harbour city. Sydney is always fabulous
but in Spring it shines.

I look forward to seeing you in September.

Dr Jennifer Mann
ASM Convenor

IMPORTANT DATES: 
11 March
� On line abstract submission opens

13 May
� Deadline for submission of 

Free Papers and Posters. 
On line submission closes

� Registration opens

12 June
� Notification of acceptance as 

free paper or poster 

2 July
� Early Bird Deadline

For further information contact: 
AFRM Conference Secretariat:  DC Conferences Pty Ltd
PO Box 637, North Sydney 2059   |   Phone 612 9954 4400   |   Fax 612 9954 0666
Email: afrm2013@dcconferences.com.au
On line submission: www.dcconferences.com.au/afrm2013 

12th Australian Palliative Care Conference

National Convention Centre, Canberra

3 - 6  September 2013

Palliative Care Australia

Palliative Care ACT

Pa
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e Care... everyone ’s  business
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12th Australian Palliative Care Conference
National Convention Centre, Canberra
3 - 6  September 2013

IMPORTANT DATES

Online Paper submission opens 18 February 2013

Online Paper submission DEADLINE 12 April 2013

www.dcconferences.com.au/apcc2013

Conference Announcement and Call for PapersS
A

V
E

T
H
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D

A
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E

http://www.twitter.com/AusPainConf
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You are cordially invited to the
 

Models of Care in Chronic Pain Rehabilitation Workshop

Running in conjunction with the 
21st Annual Scientific Meeting of the 
Australasian Faculty of Rehabilitation Medicine

To register or for further information please visit,

www.dcconferences.com.au/afrm2013/Models_of_Care_in_Chronic_Pain_Rehabilitation

Topics Include:

A review of evidence-based self-management techniques

Discussion about the logistics and philosophies of both low and high-
intensity programs

This workshop is aimed at rehabilitation physicians who are establishing & 
running pain programs

When: Tuesday 17 September 2013, 2.00 pm - 5.30 pm 

Where: Sheraton on the Park, Sydney 

Cost: $187 per person

http://www.dcconferences.com.au/afrm2013/Models_of_Care_in_Chronic_Pain_Rehabilitation
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FYI

Items of interest for our members: 

• Painaustralia eNewsletter latest issue, available online at 
http://www.painaustralia.org.au/media-news/e-news.html 

• Facility Directory Update 
Please advise the APS Secretariat of any updates so we 
may endeavour to keep the Facility Directory current: 
http://www.apsoc.org.au/facility-directory 

• Pelvic Pain Website 
A new website for the multidisciplinary care for pelvic 
pain has been launched http://www.pelvicpainsa.com.au 

•  Chronic pain still widely untreated and 
misunderstood 
Radio interview and transcript of ABC ‘The World Today’ 
22 July 2013 with Prof Michael Cousins:  
http://www.abc.net.au/worldtoday/content/2013/s3808089.
htm 

• Australian Bureau of Statistics (ABS) – Socio 
Economic Indexes for Areas (SEIFA), 2011 
This data is collated by the ABS based on the 
2011 Census and provides relative measures of 
socioeconomic disadvantage and advantage by 
geographical areas. 
The following link provides a description of SEIFA 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20
vect/2033.0.55.001~2011~Main%20Features~What%20
is%20SEIFA%3f~4 
Here is a link to the tables, which provides a ranking/
index of disadvantage/advantage as well as other 
measures of suburbs/Statistical Local Areas (SLA) 
across the country. 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/
DetailsPage/2033.0.55.0012011?OpenDocument

• Survey – University of Queensland – more 
respondents needed! 
Topic: How men and women differ in the ways in which 
they experience and cope with their pain. 
Chief Investigator: Ms Nina El-Shormilisy 
Supervisors: Dr Pamela Meredith and Prof Jenny Strong 
Seeking participants who are 18 years of age or older 
and experiencing non-cancer chronic pain (more than 3 
months duration) in any part of the body. 
The survey is estimated to take 15 minutes to complete: 
https://www.surveymonkey.com/s/8LKCRT3 

• Survey – NSW Agency for Clinical Innovation – 
Chronic Pain and Spinal Cord Injury Project 
Topic: Development of resource package and improved 
service systems for people who experience chronic pain 
and spinal cord injury. Conducted by: NSW Agency of 
Clinical Innovation Pain Network and the NSW State 
Spinal Cord Injury Service. Sponsored by: The Lifetime 
Care and Support Authority. Clinicians are encouraged 
to participate in an online survey which will help to 
inform the development of the resource package. 
Go to the Survey Monkey page in September 2013 
to have your say!  https://www.surveymonkey.com/s/
SCIPainClinicianSurvey2013 
 
A series of focus groups in NSW are also being 
organised, for interested groups of consumers and 
clinicians to explore the complex issue of pain in greater 
detail. If you are keen to participate in the focus groups 
or if you want further information about the project, 
please contact the Project Officer, Lyndall Katte for 
further detail Ph. 0428 634 874 or email lyndall.katte@
aci.health.nsw.gov.au

POSITON VACANT:   Medical Locum Austin Health, VIC

Please direct enquiries to William.Howard@Austin.org.au

Austin Health, Melbourne, is seeking a locum for two 
sessions per week, preferably available on Thursdays, 
to cover staff leave from 23/09/2013 - 15/12/2013, 
and again from 24/02/14 - 27/07/2014.   The preferred 
applicant would be comfortable dealing with patients 
with complex pain in the inpatient and outpatient 

settings, and with performing the following procedures 
in the lumbar and cervical regions - sympathetic 
blocks, diagnostic blocks and radiofrequency 
treatments of medial branches, transforaminal and 
epidural steroid.

Employment Status: Locum, two sessions per week
Hours per week: 7
Contact: Dr Will Howard

FYI + POSITIONS VACANT

http://www.painaustralia.org.au/media-news/e-news.html
http://www.apsoc.org.au/facility
http://www.pelvicpainsa.com.au
http://www.abc.net.au/worldtoday/content/2013/s3808089.htm
http://www.abc.net.au/worldtoday/content/2013/s3808089.htm
http://www.abs.gov.au/ausstats/abs%40.nsf/Lookup/by%2520vect/2033.0.55.001~2011~Main%2520Features~What%2520is%2520SEIFA%253f~4
http://www.abs.gov.au/AUSSTATS/abs
https://www.surveymonkey.com/s/8LKCRT3
https://www.surveymonkey.com/s/SCIPainClinicianSurvey2013
https://www.surveymonkey.com/s/SCIPainClinicianSurvey2013
mailto:lyndall.katte%40aci.health.nsw.gov.au?subject=
mailto:lyndall.katte%40aci.health.nsw.gov.au?subject=
mailto:William.Howard@Austin.org.au
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NEW MEMBERS LIST 

3-6 Sep 2013 

Palliative Care Australia and 
Palliative Care ACT 
Palliative Care ... everyone’s 
business 
National Convention Centre, 
Canberra ACT 
http://www.dcconferences.com.au/
apcc2013

8-12 Oct 2013 

Australian Psychological Society 
48th Annual Conference 
Cairns Convention Centre, Cairns 
QLD 
http://www.apsconference.com.au

19 Oct 2013 

Focus on Pain Group, QLD 
3rd Annual Conference 
Edwin M Tooth Auditorium, 
Education Centre, Royal Brisbane 
and Womens Hospital, QLD   
focusonpaingroup@gmail.com

17-20 Sep 2013 

Australasian Faculty of 
Rehabilitation Medicine 21st 
Annual Scientific Meeting 
Time to Move 
Sheraton on the Park, Sydney NSW 
http://www.dcconferences.com.au/
afrm2013

9-12 Oct 2013 

European Federation of IASP 
Chapters (EFIC) 8th Biennial 
Congress 
Pain in Europe VIII 
Firenze Fiera S.p.A. Congress & 
Exhibition Center, Florence Italy 
http://www1.kenes.com/efic

20-22 Oct 2013 

Australian College of Nursing 
The National Nursing Forum: 
Success through Synergy  
National Convention Centre, 
Canberra ACT   
http://www.acn.edu.au/forum

17 Sep 2013 

Australasian Faculty of 
Rehabilitation Medicine 21st 
Annual Scientific Meeting 
Models of Care in Chronic Pain 
Rehabilitation Workshop 
Sheraton on the Park, Sydney 
NSW http://www.dcconferences.com.au/
afrm2013/Models_of_Care_in_Chronic_
Pain_Rehabilitation

17-19 Oct 2013 

The RACGP Conference for 
General Practice 
GP13 
Darwin Convention Centre, Darwin 
NT 
http://gpconference.com.au/gp13

21 Oct 2013 

Albury Wodonga Private 
Hospital 
Global Pain Day 2013 - an 
Educational Day Focussing on 
Orofacial Pain 
Commercial Club Auditorium, Albury, 
NSW    
goldspinkp@ramsayhealth.com.au

24-27 Sep 2013 

Australian College of Nurse 
Practitioners 
Nurse Practitioners Across the 
Lifespan, Transforming Healthcare 
Hotel Grand Chancellor, Hobart TAS 
http://www.dcconferences.com.au/
acnp2013

17-20 Oct 2013 

Australian Physiotherapy 
Association Conference 2013 
New Moves 
Melbourne Convention and 
Exhibition Centre, Melbourne VIC 
http://www.physiotherapy.asn.au/
Conference2013

19-24 Jan 2014 

London Pain Forum 
Winter Symposium 
Hotel Village Montana, Tignes 
France 
http://www.lpfwintersymposium.blogspot.
com

3-6 Oct 2013 

International Multidisciplinary 
Forum on Palliative Care 
The 2nd International 
Multidisciplinary Forum on Palliative 
Care (IMFPC 2013) 
Kempinski Hotel, Sofia Bulgaria 
http://www.imfpc.org

18 Oct 2013 

Pain Interest Group - Nursing 
Issues PIG-NI 
Faces of Pain 
Le Montage, Lilyfield, Sydney NSW 
https://www.dcconferences.com.au/
pigni2013

6-9 Feb 2014 

Indian Society for the Study 
of Pain 29th Annual National 
Conference 
Manage Pain - Be Aware, We Care 
DY Patil Medical College and 
University, Mumbai India   
http://www.isspcon2014.org

Title First Name Surname Discipline Group

Ms Maree Lindsay Nursing

Dr Arthur McKenna Radiology

Miss Rebecca Wilson Physiotherapy

CALENDAR OF EVENTS

http://www.dcconferences.com.au/apcc2013
http://www.dcconferences.com.au/apcc2013
http://www.apsconference.com.au
mailto:focusonpaingroup%40gmail.com?subject=
http://www.dcconferences.com.au/afrm2013
http://www.dcconferences.com.au/afrm2013
http://www1.kenes.com/efic
http://www.acn.edu.au/forum
http://www.dcconferences.com.au/afrm2013/Models_of_Care_in_Chronic_Pain_Rehabilitation
http://www.dcconferences.com.au/afrm2013/Models_of_Care_in_Chronic_Pain_Rehabilitation
http://www.dcconferences.com.au/afrm2013/Models_of_Care_in_Chronic_Pain_Rehabilitation
http://gpconference.com.au/gp13
mailto:goldspinkp@ramsayhealth.com.au
http://www.dcconferences.com.au/acnp2013
http://www.dcconferences.com.au/acnp2013
http://www.physiotherapy.asn.au/Conference2013
http://www.physiotherapy.asn.au/Conference2013
http://www.lpfwintersymposium.blogspot.com
http://www.lpfwintersymposium.blogspot.com
http://www.imfpc.org
https://www.dcconferences.com.au/pigni2013
https://www.dcconferences.com.au/pigni2013
http://www.isspcon2014.org
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CALENDAR OF EVENTS

VISION

All people will have timely recognition, prevention and 
management of pain across their lifespan.

MISSION

The Australian Pain Society is a multidisciplinary body 
aiming to reduce pain and related suffering through 
leadership in clinical practice, education, research and 
public advocacy.

www.apsoc.org.au

AIMS

• To promote the provision of healthcare services for 
pain management

• To promote equity of access to pain management 
services

• To actively engage with key stakeholders and 
contribute to their activities 

• To provide a contemporary forum to discuss issues 
relating to pain research and treatment

• To foster and support a broad spectrum of pain 
related research

• To share and promote the expertise of all disciplines 
involved in the treatment of pain

• To promote the formulation and use of Evidence 
Based Guidelines as they relate to pain

• To foster and support the prevention of persistent 
pain

• To promote and facilitate pain related education for 
health professionals and the community

• To promote the development and use of standards 
and outcome measures in everyday clinical practice

28-29 Mar 2014 

University of Pavia - Study in 
Multidisciplinary Pain Research 
-SIMPAR  
SIMPAR 2014 
Angelicum, Rome Italy 
http://www.siVmpar.eu/simpar/

30 Apr - 3 May 2014 

5th World Anaesthesia 
Convention NWAC 2104 
Monitoring and Patient Safety 
in Anesthesiology - updating 
technology and saftey protocols 
Reed Messe Wien GmbH Congress 
Center, Vienna Austria  
http://www.nwac.org/convention-
information/nwac-2014

6-11 Oct 2014 

International Association for 
the Study of Pain (IASP) 
15th World Congress on Pain 
La Rural Convention Centre, Buenos 
Aires Argentina 
http://www.iasp-pain.org/Content/
NavigationMenuWorldCongressonPain2/ 
15thWorldCongressonPain/default.htm

13-16 Apr 2014 

Australian Pain Society 34th 
Annual Scientific Meeting 
Personalised Pain Management: 
Quest for the Holy Grail 
Hotel Grand Chancellor, Hobart TAS 
http://http://www.dcconferences.com.au/
aps2014/

1-4 Oct 2014 

Lievensberg Hospital, Holland 
4th Biannual International 
Multidisciplinary Pain Congress 
Van der Valk Hotel Eindhoven, 
Eindhoven The Netherlands 
http://www.paincongress.org

http://www.simpar.eu/simpar
http://www.nwac.org/convention-information/nwac-2014
http://www.nwac.org/convention-information/nwac-2014
http://www.iasp-pain.org/Content/NavigationMenu/WorldCongressonPain2/15thWorldCongressonPain/default.htm
http://www.iasp-pain.org/Content/NavigationMenu/WorldCongressonPain2/15thWorldCongressonPain/default.htm
http://www.iasp-pain.org/Content/NavigationMenu/WorldCongressonPain2/15thWorldCongressonPain/default.htm
http://www.dcconferences.com.au/aps2014
http://www.dcconferences.com.au/aps2014
http://www.paincongress.org
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APS DIRECTORS & OFFICE BEARERS 2013

Directors: Office Bearers :

President:  
Dr Malcolm Hogg 
Department of Anaesthesia and Pain 
Management  
Royal Melbourne Hospital,  
Parkville VIC 3052 Tel: 03 9342 7540 
Fax: 03 9342 8623

QLD Director:   
Ms Trudy Maunsell 
Princess Alexandra Hospital 
199 Ipswich Road 
Woolloongabba QLD 4102 
Tel: 07 3176 5547 Fax: 07 3176 5102

Immediate Past President:  
Dr Tim Semple 
Royal Adelaide Hospital Pain Clinic  
North Terrace 
Adelaide SA 5000  
Tel: 08 8222 5403 Fax: 08 8222 5904 

President-Elect:  
Dr Geoffrey Speldewinde  
Capital Rehabilitation Multidisciplinary 
Injury & Pain Management Centre 
25 Napier Close  
Deakin ACT 2600  
Tel: 02 6282 6240 Fax: 02 6282 5510 

SA Director: 
Ms Anne Burke 
Royal Adelaide Hospital Pain Clinic  
North Terrace 
Adelaide SA 5000  
Tel: 08 8222 4770 Fax: 08 8222 5904

SPC Chair:  
Professor Michele Sterling 
Centre for National Research on 
Disability and Rehabilitation Medicine 
(CONROD), 
Ground Floor, Edith Cavell Building 
Royal Brisbane Hospital QLD 4029 
Tel: 07 3365 5344 Fax: 07 3346 4603

Secretary: 
Mr Michael Deen 
Metro South Persistent Pain 
Management Service 
Level 3, 57 Sanders Street 
Upper Mount Gravatt QLD 4122  
Tel: 07 3339 5500 Fax: 07 3339 5599 

TAS Director:   
Dr Michele Callisaya 
Physiotherapy Department 
Royal Hobart Hospital 
Liverpool Street 
Hobart TAS 7000 
Tel: 03 6222 8634

IASP Liaison:   
Professor Michael Nicholas 
Pain Management Research Institute  
Royal North Shore Hospital  
St Leonards NSW 2065  
Tel: 02 9926 7894 Fax: 02 9662 6279 
Website: www.iasp–pain.org

Treasurer:  
Dr Gavin Chin  
Royal Darwin Hospital  
PO Box 41326, Casuarina NT 0811  
Tel: 08 8922 8888 Fax: 08 8922 8900

VIC Director:  
Dr Richard Sullivan 
Peter MacCallum Cancer Centre – East 
Melbourne 
Locked Bag 1,  
A’Beckett Street VIC 8006 
Tel: 03 9656 1111 Fax: 03 9656 1400

Website/Social Media Coordinator:  
Dr Richard Sullivan 
Peter MacCallum Cancer Centre – East 
Melbourne 
Locked Bag 1,  
A’Beckett Street VIC 8006 
Tel: 03 9656 1111 Fax: 03 9656 1400

ACT Director:  
Mrs Joy Burdack 
Calvery Health Care ACT 
PO Box 254 
Jamison Centre ACT 2614 
Tel: 02 6201 6854 Fax: 02 6201 6949

WA Director:   
Dr Stephanie Davies  
Anaesthetic Department and Pain 
Medicine Unit  
Fremantle Hospital Health Service  
Alma St, Perth WA 6160  
Tel: 08 9431 3296 Fax: 08 9431 3696

Newsletter Editor:   
Dr William Howard  
Department of Anaesthesia     
Austin Health  
Studley Road, Heidelberg VIC 3084  
Tel: 03 9496 3800 Fax: 03 9459 6421

NSW Director:  
Ms Fiona Hodson 
Hunter Integrated Pain Service 
John Hunter Hospital and Royal 
Newcastle Centre PO Box 664J 
Newcastle NSW 2300 
Tel: 02 4922 3435 Fax: 02 4922 3438

PhD Scholarship Chair:   
Professor Maree Smith  
Centre for Integrated Preclinical Drug 
Development 
University of Queensland  
St Lucia QLD 4072  
Tel: 07 3365 2554 Fax: 07 3365 1688

NT Director:   
Ms Jenny Phillips 
Acute Pain Service, Royal Darwin 
Hospital 
PO Box 41326, Casuarina NT 0811  
Tel: 08 8922 8888 Fax: 08 8922 8325

Secretariat:   
DC Conferences Pty Ltd  
PO Box 637, North Sydney, NSW 2059  
Tel: 02 9016 4343 Fax: 02 9954 0666  
Email: aps@apsoc.org.au

www.iasp%E2%80%93pain.org
mailto:aps@apsoc.org.au

