
Dear colleagues,

The perspective of pain twists with the article, “Unlocking the 
puzzle of pain”, by Dr Daniel Harvie, Dr Niamh Moloney and Ian 
Skinner and then turns through “Building the evidence for CRPS 
research from a lived experience perspective” by Colleen M. 
Johnston, Florin I. Oprescu and Marion Gray.

It seems that the politicians, and thereby ministers, may 
start to understand the reality that pain is common, and not 
funding early evidence-informed programs, will be unhelpful 
for current and future health care costs. The need for Primary 
Health Care reform has been highlighted with the release of 
recent statistics that show half of all Australians have at least 
one chronic disease.
 
This issue of the APS newsletter is filled with learning events, 
for the benefit of health care professionals with an interest 
in pain, and in turn, their patients. A big thank-you to all those 
enthusiasts organising pain related events, with the next 3 
months jam packed full of the power of knowledge. 

Regards,

Stephanie Davies 
Co-Editor
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Your Board had a very busy and productive biennial 
weekend meeting from August 14-16 in Sydney. This 
opportunity enables discussions to provide detail and 
depth for the many issues which your Australian Pain 
Society is involved, and to develop strategies going 
forward. It is also an opportunity to meet and greet the 
newer Board members and for them to be familiarised 
with the machinations of the APS Board! 

I provide some feedback as follows:

1. Media Training: Five of us along with Frances James, 
current President of the New Zealand Pain Society, 
participated in a full-day training workshop run by a very 
experienced and senior national journalist. The workshop 
improved our understanding of how print, radio and TV 
media operates and how deadlines drive their days. I am 
not sure that we in our jobs have as much to complain 
about as far as deadlines and schedules are concerned!  

He reassuringly described that we in the APS have 
wonderful, potentially vastly underutilised human interest 
stories, for all forms of media. He convincingly portrayed 
these stories would be looked on favourably for anything 
we had to offer. It just needs to be packaged in a way that 
grabs their, and thus their readers/listeners/watchers, 
interest. E.g. We discussed a potential media release 
heading:  ‘opiates are poisoning Australians’ vs ‘opiates 
are harming Australians’. Rhetorically speaking, which 
would be more effective overall if the goal is to have a 
story actually run? 

Your board and President, intend running with some 
media releases over the coming year and would value any 
feedback from you, the members, on whose behalf we are 
doing this!

2. Social Media:  this is linked to the above. It seems 
clear that all of us at the APS (that includes you the 
member) would benefit from continued but appropriate 
interaction via social media platforms. This will be used to 
communicate both with you the members in greater real-
time, and vice versa, as well as with the wider multiple 
communities around us. However this does not come at 
no cost both in terms of (voluntary) time and expense. The 
Board would be happy to hear from any members able 
and interested in assisting this process. Any blog ideas out 
there?

3. ePPOC heading for an ePPIC?! We had an update 
from ePPOC (electronic Persistent Pain Outcomes 
Collaboration). It is an excellent initiative still under trial 
by many members of the APS. There have been over 
6000 intake questionnaires completed by nearly 40 
centres nationally and entered onto the database (with 
some quite interesting data). However it is EXTREMELY 
disappointing and challenging that there have only been 
40 questionnaires completed at a follow-up stage! 

 If this follow-up rate is not improved over the next 12 
months then one can imagine some tinkering will be 
required including that it is renamed for what it is, i.e. an 
electronic Persistent Pain INTAKE Collaboration. So, to all 
participants do what you can to raise the OUTCOMES data 
collection rate!

4. As part of our advocacy role for both members and 
our communities the APS has lodged its own submission 
to the Parliamentary Inquiry into the Prevention and 
Management of Chronic Diseases in Primary Care. We 
have also supported Painaustralia, of which the APS is one 
of 2 major supporters (with FPM) in its application to the 
Commonwealth’s Department of Health “Health Peak and 
Advisory Bodies Programme”.    

5. Our Annual Scientific Meetings continue to be the 
flagship event for you and your Society. The Board will 
continue to consolidate and expand this event through the 
Scientific Program Committee. Within the tight schedule 
there are add-ons. The discipline-specific 1 hour fora 
held late on the Sunday afternoon prior to the welcome 
reception have been a useful mechanism for a more direct 
interchange between board and specific disciplines; many 
issues raised are discussed by your board and from which 
an action may eventuate. The profits from these annual 
meetings are ploughed back to help fund the increasing 
activities of your APS and have helped minimise rises in 
membership subscriptions.

6. We recognise the steady growth of Pain Societies in 
the Asian region and we will continue to foster these 
relationships through ASM interchanges. In time we may 
see the creation of an “AsiaOceaniAustralasian Federation 
of IASP Chapters” similar to EFIC in Europe!

PRESIDENT’S REPORT 
STRATEGIC PLANNING MEETING By Dr Geoffrey Speldewinde
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C H A L L E N G I N G 
T H E  M E C H A N I C A L 

P R E S E N TAT I O N

University of South Australia's Dr Daniel Harvie, 

APAM, examines how centrally mediated pain can 

masquerade as a peripheral issue.

Routinely, clinical reasoning attempts to establish the 

neurobiological basis for a person’s pain, so we can target 

interventions. This involves determining whether the person’s signs 

and symptoms align with patterns that we associate with particular 

biological processes or pain mechanisms. Patterns may emerge 

and responses to mechanical provocation. Based on these patterns, 

we might suspect dominant peripheral nociceptive mechanisms 

mechanical dysfunction), or central mechanisms (where pain may 

be the result of altered sensory processing, driven by sensitisation 

of nociceptive pathways, cognitive, emotional and social factors). 

If a client’s pain is predictably and proportionally provoked 

by mechanical stress, and eased by its alleviation, we quickly 

implicate a mechanical, or at least peripheral, nociceptive 

mechanism, and apply diagnoses like mechanical low back pain 

that justify our favoured mechanical interventions. While attractive 

in its logic, this approach has the potential pitfall that central 

processes could mediate this presentation. Centrally-mediated 

pain masquerading as peripheral. 

We recently investigated the idea of centrally-mediated 

mechanical symptoms (Harvie et al 2015). The study involved 

24 people with the type of persistent neck pain conditions seen 

onset of pain (P1) in three virtual-reality conditions. In these 

conditions, the amount of rotation that they saw did not match 

reality. Rather, the viewed rotation was more or less than was 
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actually occurring—an illusion of movement that was different to 

actual movement. Remarkably, pain with movement depended not 

only on how far people actually moved, but how far it appeared  

R E A C T I V E 
R E S P O N S E

The following is a non-exhaustive list of 

some resources that have been developed 

and can substantially help physiotherapists 

identify and tackle some of the non-

nociceptive signals of threat.

 
P R A C T I C A L LY 
O R I E N TAT E D  
B O O K S
The Explain Pain Handbook: The Protectometer 

(Moseley and Butler 2015)

Exposure therapy for pain-related fear  

(Vlaeyen et al 2012)

Graded Motor Imagery Handbook  

(Moseley et al 2012) 

P R A C T I C A L LY 
O R I E N TAT E D  
P A P E R S
Exercise therapy for chronic musculoskeletal pain: 

Innovation by altering pain memories (Nijs et al 2015)

A pain neuromatrix approach to patients with chronic 

pain (Moseley 2003)

A practical guide to integrating behavioural and 

psychologically informed approaches into physical 

therapist management of patients with chronic pain 

(Russek & McManus 2015)

Figure

proportion of the mean range of rotation for the neutral condition. 

of pain (P1) was delayed by six per cent, when the visual feedback 
suggested more movement, P1 seven per cent sooner.
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Dr Niamh Moloney, from Macquarie University,  

examines pain sensitisation and discusses the  

implications for clinical practice.

Chronic musculoskeletal disorders are now the leading cause of disability 

in Australia (Murray 2012), and so understanding the multiple dimensions 

(biological, psychological, environmental) that contribute to how people 

present in clinical practice is imperative. It’s heartening to see the growing 

number of physiotherapists conducting more comprehensive assessments 

in their clinical practice, attending to these multiple dimensions. One 

dimension is assessment of pain sensitivity, assessing for normal or 

heightened pain sensitivity (ie, pain sensitisation or indeed, hyposensitivity).

 
W H AT  I S  I T ?

Pain sensitisation refers to sensitisation of nociceptive processing. There are 

many processes at play with contributions from both peripheral and central 

nervous systems. The results can be heightened responses to normally 

noxious stimuli (hyperalgesia) and pain responses to stimuli not normally 

considered painful [allodynia] (for example, light touch, room temperature).

 
W H AT  D O  W E  K N O W  A B O U T  P A I N 
S E N S I T I S AT I O N ? 

management have no doubt been exposed to the growing body of 

Over the last decade or more, a large body of data has accumulated 

with musculoskeletal pain compared with healthy counterparts. We now 

know that pain sensitisation exists not only in people with complex pain 

conditions from acute spinal pain to osteoarthritis of the knee and non-

indicates that populations with painful musculoskeletal disorders are more 

sensitised than healthy controls. Useful as this is, it doesn’t necessarily 

help us in the assessment of individual patients in our clinics.

 ... 
we must  

first expand our 

assessment to identify 

both nociceptive 

and non-nociceptive 

sources of threat.'

as the way objects are arranged according to continuity, lines, 

shading, and harmony of colour and motion. The rules that govern 

the construction of pain appear to involve the brain analysis of 

information relating to danger to the body. Nociception is the 

most obvious signal of danger to the body—but not the only one. 

Particular movements are usually painful after an injury, and hence 

the brain may learn to view these movements as signals of bodily 

danger. This process explains how signals of movement may come 

to contribute to pain. 

In the example given by our study, the visual suggestion of more 

(or less) movement towards a previously painful range of motion 

presented information to the brain that, through past association 

between pain and movement, would credibly signal more or less 

danger. While ample research supports the idea that signals of 

body in space (whether visual, proprioceptive, or vestibular) may 

also become signals of threat to the body, and hence contribute 

to pain. Indeed this may result in a pattern that masquerades as a 

mechanical presentation, when in fact it is centrally driven.

What does this threat-based understanding of pain mean for 

to identify both nociceptive and non-nociceptive sources of 

threat. Certainly, we will not effectively treat something that we 

as educators and movement trainers, and encourage thoughts 

and actions that counter signals of threat. Here, we must ensure 

that both our intentional and incidental words and actions are 

non-threatening. In fact, both can be very powerful. Third, where 

necessary, we need to build on our current skill-set. Finally, we must 

better research and understand the non-nociceptive processes that 

lead the brain to construct pain. 

That pain with movement can be reliably modulated by the  

(visual) suggestion of more or less movement (ie, by a non-

mechanical input) is remarkable, and prompts us to reconsider  

the mechanical presentation.

In the past, perceptions such as pain were simply considered a 

read-out of incoming information; however, it has become clear 

that we could not possibly make sense of the world if sensory 

and then gifted to our consciousness in a more meaningful form. 

of colours, edges and shapes are pre-arranged into meaningful 

objects, enabling us to concentrate on action. Certain rules seem 

to govern the way objects are constructed from visual data, such 

Photo: © iStock/Qpicimages
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P R O C E S S I N G  
P A I N

positive note, there may be validity of some simple clinical tests—for 

example, we recently demonstrated moderate-to-good correlations 

between pain ratings on applying ice with cold pain sensitivity using 

et al 2015), suggesting this measure may be advocated in clinical 

practice. 

Assessment of mechanical pain sensitivity (ie, pain response to 

summation (ie, pain responses to repeated application of the 

pinprick) and tactile allodynia (pain on light touch) are also possible 

options. Another option for testing the sensitivity of someone’s pain 

system is through testing their conditioned pain modulation (ie, their 

ability to modulate pain, using the ‘pain inhibits pain’ paradigm). 

This involves exposing an individual to noxious stimulus (eg, an ice-

water bath (cold pressor test) and assessing pain sensitivity (eg, to 

pressure, before and after the test). Theoretically, an ideal response  

is that following the cold exposure, individuals should be less 

sensitive to pressure pain (ie, the individual’s pain inhibitory system 

was activated during the noxious cold test and carried over to reduce 

pressure pain sensitivity). In some ways this sounds like the ideal 

solution as we would have the perfect reference within that individual. 

Again, however, we’re limited by knowledge of what normal is. A 

people as having no change in pain sensitivity following exposure to 

people with low back pain and the healthy controls but, again, on an 

advocate this test as a stand-alone assessment tool. 

Where does this leave us in clinical practice? With so many  

limitations to testing, is there any point in testing pain sensitivity?  

My opinion at this juncture is that yes, we should include at least 

some simple tests in practice (eg, pain rating to ice, mechanical  

pain sensitivity and perhaps CPM, but we must recognise the 

limitations of these tests and consider results accordingly). Results 

should, as always, be integrated into our multi-dimensional 

assessment of individual patients as part of our broader clinical 

decision-making process.

Neuroscience Research Australia’s Ian Skinner,  

APAM, questions whether chronic pain is caused  

by disruption to vigilance.

Two patients (Patient A and Patient B) with acute low back pain  

 

of both patients receives similar afferent sensory information 

related to their perceived tissue damage. Modern pain science 

suggests that a myriad of processes then interact with this afferent 

information to answer the pivotal question: how dangerous is this 

perceived tissue damage, as it is deemed critical to survival. This 

response is sensible in the short term; it provides an optimal  

healing environment and prevents further tissue damage.

Patient A recovers in four weeks. Patient B, however, goes on to 

develop disabling chronic low back pain. What happened?

Let’s say Patient A receives treatment and education, from their 

physiotherapist, indicating their tissue damage is not severe and 

that with appropriate management (staying active, basic analgesia, 

correct information, etc), they will recover in a few weeks. They 

afferent sensory information but all credible evidence suggests this 

information is not dangerous and it does not need to be prioritised 

or attended to. Patient A does not become hypervigilant to the 

afferent sensory information. 

In contrast to Patient A, Patient B is sent for an MRI that indicates 

next-door neighbour tells them it sounds very similar to their mother 

is identical to Patient A; however, now all of the available credible 

information suggests this situation is extremely dangerous.  

The afferent information continues to be prioritised (attended to) 

over other sensory information and the person becomes sensitive 

(hypervigilant) to this afferent sensory information. 

The scenario above reveals the remarkable nature of the human 

complex, dynamic and plastic nervous system, three main 

mechanisms can be observed: sampling, processing and 

 

(eg, our senses of touch, smell, taste, vision and hearing). 

response can take the form of a multitude of physiological and 

psychological responses. 

A common scenario of these mechanisms at play can be  

observed during gait. Walking along the street, our eyes detect a 

change in the upcoming path and we react by changing our gait 

pattern to avoid the pothole. The external environment has been 

in the form of a motor action is taken. This process is one of many 

simultaneously occurring outside of our awareness, without our 

conscious consideration.

Pain is a response of the human nervous system, the processing  

for which occurs outside our conscious consideration. We 

experience pain when all credible evidence of threat and danger  

to body tissue indicates something is really dangerous and we  

need to change our behaviour to enhance our chance of survival.  

A similar process to that which occurred when we avoided the 

pothole happens when we experience pain. For Patient A and B, 

it was the processing of the afferent information that determined 

whether or not they experienced pain.

about half of the participants had evidence of pain sensitisation, 

whereas the remainder had evidence of hypoaesthesia, or indeed 

to recognise as it highlights what we know from clinical practice: not 

all of our patients demonstrate pain sensitisation. Therefore, what we 

need in clinical practice are tools for identifying pain sensitisation in 

our patients, beyond just clinical experience/intuition.

 
I M P L I C AT I O N S  F O R  C L I N I C A L  P R A C T I C E

While the basic assessment of pain distribution, pain intensity and 

impact of pain on function remains important, further assessment 

may be informative to identify if sensitisation of the nociceptive 

system is evident and impacting on an individual’s presentation. 

This is important information for clinical decision-making about 

approaches to treatment (eg, the approach to exercise you might 

to assess pain and sensory thresholds (ie, how much pressure 

is needed before that pressure becomes painful, or the degree 

of cold that an individual determines as painfully cold). Thermal 

patient groups—for example, it is well recognised that the presence 

of cold hyperalgesia is one important feature in predicting poor 

outcome following whiplash injuries. This has been less well 

studied in conditions like osteoarthritis, but what we do know about 

osteoarthritis is that pressure pain sensitivity is frequently found, 

particularly in those who respond poorly to joint arthroplasty.

 
C A N  W E  U S E  Q S T  I N  C L I N I C A L  P R A C T I C E ? 

Technically, the answer is yes, if you have the equipment; however, 

some of this equipment is very expensive, testing takes time and 

identifying robust cut-off values for determining when the pain/

of the large amount of variability in the normal population. On a 
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is identical to Patient A; however, now all of the available credible 

information suggests this situation is extremely dangerous.  

The afferent information continues to be prioritised (attended to) 

over other sensory information and the person becomes sensitive 

(hypervigilant) to this afferent sensory information. 

The scenario above reveals the remarkable nature of the human 

complex, dynamic and plastic nervous system, three main 

mechanisms can be observed: sampling, processing and 

 

(eg, our senses of touch, smell, taste, vision and hearing). 

response can take the form of a multitude of physiological and 

psychological responses. 

A common scenario of these mechanisms at play can be  

observed during gait. Walking along the street, our eyes detect a 

change in the upcoming path and we react by changing our gait 

pattern to avoid the pothole. The external environment has been 

in the form of a motor action is taken. This process is one of many 

simultaneously occurring outside of our awareness, without our 

conscious consideration.

Pain is a response of the human nervous system, the processing  

for which occurs outside our conscious consideration. We 

experience pain when all credible evidence of threat and danger  

to body tissue indicates something is really dangerous and we  

need to change our behaviour to enhance our chance of survival.  

A similar process to that which occurred when we avoided the 

pothole happens when we experience pain. For Patient A and B, 

it was the processing of the afferent information that determined 

whether or not they experienced pain.

about half of the participants had evidence of pain sensitisation, 

whereas the remainder had evidence of hypoaesthesia, or indeed 

to recognise as it highlights what we know from clinical practice: not 

all of our patients demonstrate pain sensitisation. Therefore, what we 

need in clinical practice are tools for identifying pain sensitisation in 

our patients, beyond just clinical experience/intuition.

 
I M P L I C AT I O N S  F O R  C L I N I C A L  P R A C T I C E

While the basic assessment of pain distribution, pain intensity and 

impact of pain on function remains important, further assessment 

may be informative to identify if sensitisation of the nociceptive 

system is evident and impacting on an individual’s presentation. 

This is important information for clinical decision-making about 

approaches to treatment (eg, the approach to exercise you might 

to assess pain and sensory thresholds (ie, how much pressure 

is needed before that pressure becomes painful, or the degree 

of cold that an individual determines as painfully cold). Thermal 

patient groups—for example, it is well recognised that the presence 

of cold hyperalgesia is one important feature in predicting poor 

outcome following whiplash injuries. This has been less well 

studied in conditions like osteoarthritis, but what we do know about 

osteoarthritis is that pressure pain sensitivity is frequently found, 

particularly in those who respond poorly to joint arthroplasty.

 
C A N  W E  U S E  Q S T  I N  C L I N I C A L  P R A C T I C E ? 

Technically, the answer is yes, if you have the equipment; however, 

some of this equipment is very expensive, testing takes time and 

identifying robust cut-off values for determining when the pain/

of the large amount of variability in the normal population. On a 

Photo: © iStock/Qpicimages

With so many 

lim
itations to 

testing, is
 there any 

point in testing pain 

sensitivity?'

Pain is a response of 

the human nervous 

system, the processing 

for which occurs 

outside our conscious 

consideration.'

This article was first published  in APA InMotion (July 2015) and is repoduced with kind permission. 
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from all of our senses. Attending to and processing all of the 

Furthermore, not all of this afferent information is important to 

our existence. Our nervous system preferentially responds to 

information most critical to survival. The more dangerous and 

life-threatening the afferent information, the more preferentially 

this information will be processed. A common term given to this 

process of hierarchical organisation of sensory information is 

attention. We preferentially attend to sensory information that is 

critical for our survival, such as perceived tissue damage, or that 

lion charging towards us on the savannah. 

For Patients A and B, this initial attention to perceived tissue 

protects the tissue, and allows us to heal. While tissue healing 

follows a somewhat uniform physiological process, the ongoing 

as a credible source of danger, when in fact it no longer is, our 

attention becomes maladaptive and we develop a bias. We call 

this bias an attentional bias. 

exist in chronic pain conditions. An important question is whether 

attentional bias is a side-effect of chronic pain or whether it 

contributes to the development of chronic pain conditions (the 

chicken and egg scenario). Whether these biases are causative, and 

unanswered. My PhD aims to investigate whether attentional bias 

contributes to the development of chronic low back pain. 

I will investigate attentional bias using eye-tracking technology. Eye-

tracking technology allows researchers to determine exactly where 

a person is looking in real-time and, consequently, what is capturing 

their visual attention. Currently, this technology is restricted to 

laboratory use, where a machine monitors what a participant is 

viewing on a computer screen. Participants are given various 

visual stimuli and the participants look is recorded in real-time and 

analysed. By taking a group of patients with acute low back pain 

and measuring their attentional bias to back-pain-related stimuli, we 

will be able to determine if attentional bias during the acute stage is 

predictive of developing chronic back pain. The back-pain-related 

back pain: general threat, back-pain-related movements, sensory 

pain descriptors, and affective pain descriptors. 

It is possible that some individuals, through a combination of 

genetics and previous life experiences, are more likely to attend 

to certain afferent information. This may predispose them to 

an increased chance of developing chronic pain after an acute 

episode. It is unlikely that physiotherapists will ever use eye tracking 

in their daily interaction with patients to diagnose attentional bias. 

However, being aware and on the lookout for patients that are 

overly sensitive and hypervigilant to aspects of their pain condition 

might be worthwhile. It could be worth spending extra time with 

these patients, ensuring they are correctly educated about their 

condition and pain mechanisms. Reassuring patients in this manner 

may reduce their attentional bias and decrease their likelihood of 

developing ongoing pain. While we do not know this for certain yet, 

hopefully this research will begin to shed light on some of these 

unknown and pertinent questions. 

For more information and to access the courses  
go to: cpd4physios.com.au

Do you �nd it di�cult to �nd time to mentor your new graduates?

Do you avoid employing inexperienced sta� as you don’t have the time to educate them?

We now have a new innovative program that will help support you in this process. 
 
The Graduate Mentoring series is an online mentoring program designed to provide an appropriate educational 
tool for graduates working in private practice. The program is intended to improve the clinical skills of new  
graduates and enable them to grow as clinicians. 

The Graduate Mentoring series is designed to be used in addition to the mentoring that a new graduate  
would typically receive at their place of work. It is not designed to completely replace in-house training.
 
Each presentation is between 60-100 minutes with most containing a theory and practical session. If there is  
inadequate time to be viewed in one sitting, an appropriate break point between the theoretical and practical  
components is detailed. 

To access a free sample, visit physiotherapy.asn.au, and follow, cpd4physios, course catalogue,  
graduate mentoring series, free demo.
 
Email online.courses@physiotherapy.asn.au for further information.

Graduate Mentoring Series

LD027

Reassuring patients 

in this manner 

may reduce their 

attentional bias  

and decrease  

their lik
elih

ood  

of developing  

ongoing pain.'

For references for this suite of articles, email  
inmotion@physiotherapy.asn.au.

Photo: © iStock/bigbigbb12

This article was first published  in APA InMotion (July 2015) and is repoduced with kind permission. 
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SUBMISSIONS TO THE NEWSLETTER

We welcome submissions, whether brief or extended, about matters of interest to our 
readers - for example, reports of educational activities or articles about basic science or 
clinical research.  Please allow time for modifications to be made to optimise a submission’s 
suitability for publication.  In general it will be unlikely that a submission received after the 
15th of each month will be published in the newsletter of the following month.

Will Howard, Editor

    

   
    

    

    

   
    

    

Topical Sessions

22 July 2015

Free Papers & Posters

2 October 2015

Early Bird Registration

29 January 2016

Expressions of interest online at www.dcconferences.com.au/aps2016

For sponsorship and exhibition opportunities or more information please contact the APS Secretariat

DC Conferences Pty Ltd   |   P  61 2 9954 4400   |   E aps2016@dcconferences.com.au

Pain: Meeting the Challenge
2016 Australian Pain Society

36th Annual Scientific Meeting

13-16 March 2016   |   Perth Convention and Exhibition Centre

Plus
Pre-Conference Workshops

Extensive Industry Exhibition

Discipline Sub Group Meetings

Welcome Reception

Conference Gala Dinner

    

   
    

    

2016 Australian Pain Society 

36th Annual Scientific Meeting
13 - 16 March 2016

Perth Convention and Exhibition Centre
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Professor Frank Birklein

has been head of Peripheral Nerve Disorders

and Pain 

Research and

Treatment at the

Department of

Neurology, 

University 

Medical Centre

Mainz, Germany

since 2001. His research focuses on the 
mechanisms of neuropathic pain in particular
CRPS, and on mechanisms of autonomic 
nervous system regulation. He is the leading
author of the German guidelines for CRPS 
diagnosis and treatment, has widely published
in his research fields and has been awarded
numerous scientific grants. His main interest
now is the immune system contribution to
posttraumatic pain.

M. Catherine Bushnell PhD

is Scientific Director at the National Center for

Complementary

and Integrative

Health, National

Institutes of

Health, Bethesda,

Maryland, USA.

Dr Bushnell spent

12 years at the 
University of Montreal and 16 years as the
Harold Griffith Professor of Anesthesia at McGill
University before returning to NIH in 2012.
Among her honors are a Lifetime Achievement
Award from the Canadian Pain Society and
the American Pain Society Frederick Kerr 
Research Award. Her mission is to understand
the brain’s role in perceiving, modifying, and
managing pain, with special emphasis on 
non-pharmacological modulation of pain.

Professor David Yarnitsky

is the Chair of Neurology at Rambam Health

Care Campus,

and Chair of the 

Clinical Neuro-

physiology 

Laboratory in the

Technion Faculty

of Medicine, both

in Haifa, Israel.

He is widely published in pain psychophysics

and neurophysiology, in health, as well as in

clinical pain syndromes such as migraine,

painful neuropathy and peri-operative pain.

His current research interests are targeted at

assessment of pain modulation, mainly  by

the CPM (Conditioned Pain Modulation) 

mechanism, and its implementation in pain

therapy.

Pain: Meeting the Challenge
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Mundipharma #3-APS-APRA

Audrey Wang

“An investigation of the role of the brain in recovery from CRPS, using 
fMRI”

Janssen Cilag #2-APS-APRA 

Sarah Kissiwaa

“Pain induced synaptic plasticity in the amygdala”

APS #5-APRA

James Kang

“Epigenetic influence in cognitive impairments in chronic 
 neuropathic pain”

SCHOLARSHIP FEATURE
Current Scholars

PhD Scholarship Sponsor

Scholar

Topic

PhD Scholarship Sponsor

Scholar

Topic

PhD Scholarship Sponsor

Scholar

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

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”

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

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

Janssen Cilag #1-APS-APRA 
Mary Roberts
Due 2015
“An investigation of the role of sleep in chronic pain”

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

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

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”

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”

SCHOLARSHIP FEATURE
Past Scholars

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed

Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic

PhD Scholarship Sponsor
Scholar

Completed
Topic
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Rewire Your Pain: 
an evidence-
based approach to 
reducing chronic 
pain – written by 
Perth doctors Dr 
Stephanie Davies 
and Dr Nicholas 

Cooke with help from Julia Sutton – offers life-changing 
insight into how ongoing pain is something you can 
change. This book is about rewiring your pain and winning 
back your life

“TO ALL THOSE PEOPLE IN PAIN – WE BELIEVE YOU”

The reason for writing the book was to connect with the 
15 to 20% of people who have pain most days, and their 
carers to share the experience from thousands of patients. 
We hope the printed book and eBook will reach the people 
in pain at the right time across their life, as 80% of people 
will experience ongoing pain during their life.

The book introduces the reader to ways of thinking 
and daily habits that can make a huge difference. Its 
recommendations may look simple, but the effects can 
be profound. People in pain can transform their lives by 
learning techniques that give them a greater sense of 
control. The book has three segments:

First comes “Rewiring Pain”. That pain may be lower-
back pain, sciatica, fibromyalgia, complex regional pain, 
headaches, pain following an injury or operation, arthritis, 
neuropathic pain or glial-mediated-immune-responsive 
“alloplastic” pain. This helps to address beliefs about pain 
and expectations of treatment, including that medications 
are only a small part of the puzzle and that small changes 
(or habits) can be very useful for people in pain.
 
The second segment is called “Habits” and “Tips” which 
take a step-like approach, from why to schedule a daily 
walk, to how to schedule activities, leading to more 
complex behavioural changes that encourage “twisting the 
lens” on many aspects of life. The key is for people in pain 
to “put themselves back in the picture of life”.

Top Tips to Help Manage Pain for people with pain and 
their carer’s 

 
 
 

1. Turn down the ‘alarm’ in the central nervous system.  
 A painful experience triggers a danger message in your  
 brain’s alarm system, the sensitivity can be hard to dial  
 back down to normal. Each day you can gently coach  
 your brain to a peaceful place. 

2.  Focus on some minor everyday actions such as a sip  
 of water or a snack. When ongoing pain disrupts your  
 life, introducing new small daily actions can make big  
 changes to it. 

3.  Avoid stirring up the nervous system by overdoing   
 physical activity, being stressed or angry or focusing on  
 negative thoughts. 

4.  Make good habits part of your daily life. These could be 
  short or long walks (depending on what you can   
 manage). Walking boosts your mood, helps you think  
 clearly, aids digestion, helps you sleep, improves 
 fitness, gets sunlight on your skin, reduces   
 inflammation and calms your nervous system. 

5.  Mindfulness meditation is a simple daily habit you can  
 teach yourself and offers relief from tension and a way  
 to reduce pain. 

6. Train yourself to worry less. Deal with your worries 
 in a step-by-step approach. Solve problems, resolve  
 issues and conflicts and dissolve your worries.   
 Sometimes sharing with friends helps dissolve them. 

7.  Say No to things you can no longer manage. 

8.  Structure in fun activities to look forward too. This could  
 include music, visiting special places or even gardening. 
 
The last segment is “The evidence” and in particular 
understanding the role of the nervous system and the 
link between the threat value of pain and persistent 
pain through glial-mediated-immune-responsive cells. 
We recognise that knowledge and education is key, and 
provide the references for the foundation of our approach.
 
The book launch is on 15th October 2015, 4-8pm at 
Bethesda Hospital, 25 Queenslea Drive, Perth. The authors 
would like feedback before the end of September, so 
please download the PDF from www.rewireyourpain.com. 
A full list of book distributers will also be available on this 
website from 15 October 2015. 

MEDIA RELEASE 
REWIRE YOUR PAIN: AN EVIDENCE-BASED  
APPROACH TO REDUCING CHRONIC PAIN Cate Rocchi, Perth Media
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NEW! RISING STAR AWARD
Hurry! Deadline for Submissions is Friday 2 October 2015!

This award will showcase talented young researchers in Australia in 
the field of pain (see below).   The inaugural award will be part of the 
2016 ASM.

This inaugural award showcases rising star pain researchers in 
Australia, and may be awarded annually subject to the application of 

suitable candidates. The Rising Star Winner will receive a return airfare, accommodation, and 
complimentary registration to attend the 2016 APS 36th ASM, where they will present a plenary 
talk to showcase their work and ideas.

Applications are now open, for further information and to apply, please click here
Applications close: Friday 2 October 2015

ELIGIBILITY CRITERIA
• Nominees must hold a PhD, and be within 5 years of conferral by the deadline of this   
 award application.
• Applicants can be working in any field of pain research, including basic science,   
 biomedical, clinical and other applied or cross- disciplinary sciences.
• The selection committee will take into account personal or extenuating circumstances   
 that might provide grounds for consideration if the above eligibility criteria are not met. 
• Only individual scientists are eligible (not research teams)
• Applicants must be available to attend the APS ASM 2016, and to deliver the Rising Star  
 presentation
• Applicants must be members of the APS - join here
• Applicants must hold Australian citizenship or residency, be currently working in   
 Australia and have spent at least two post-doctoral years in Australia, or have returned  
 to continue working in Australia after spending at least two post-doctoral years working  
 overseas?? 

SELECTION CRITERIA
This award will be based on excellence in pain-related research achievement, demonstrated 
from the applicant’s record, including: 
• Research impact/application
• Collaboration achievements – independent of your supervisor
• Publication record (quality and impact of publications; e.g., H-index, standing of journals,  
 citations)
• Grants obtained (as a Chief Investigator)
• Patents held
• Peer recognition: Awards or prizes, national profile, international profile.

APPLICATION DETAILS
To apply for the Rising Star Award please visit the conference website and complete the 
application form. Submission deadline is 2 October 2015
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RECENT PUBLICATIONS

Thanks to APS member Colleen Johnston and her colleagues who have shared the following recent publication:

Article first published online: JUN 2015
Scandinavian Journal of Pain Vol 9, October 2015, pp30-
37, DOI: 10.1016/j.sjpain.2015.06.003  
Link: http://www.sciencedirect.com/science/article/pii/
S1877886015000646

Full article available for free download until 03SEP15 (or 
contact APS Secretariat).

ABSTRACT

Background and aims
Pain is known to be a subjective experience yet the 
majority of pain related research does not address the 
lived experience of the condition. Difficult to diagnose, 
Complex Regional Pain Syndrome (CRPS) is often 
poorly managed. The aim of this paper was to identify 
and synthesise the currently available literature on 
experiences of living with chronic pain in order to 
understand where and how CRPS research may be best 
situated in the future.

Methods
A narrative review was performed and ProQuest, EBSCO, 
Informit, Scopus/Science Direct and Web of Science, 
Medline, CINHAL and Google Scholar were searched 
in order to identify the literature from 1998 until 2015. 
301 papers were identified of which 197 described the 
lived experience of chronic pain conditions. 12 papers 
were examined closely to determine the experience of 
living with CRPS or a similar chronic pain condition that 
does not have a definite pain origin such as cancer or 
endometriosis.

Results
Known understandings of pain were identified and a 
model was developed depicting the lived experience of 
chronic pain starting with loss of the former healthy, pain 
free self and culminating in acceptance of the condition. 
Major themes identified were disbelief/invisibility of 
pain, loss, coping with a non-compliant/constant painful 
body, self-management and alleviating pain/treatment. 
The review also found that there is no peer-reviewed 
published literature on the lived experience of CRPS.

Conclusions
Little is known about the lived experience of CRPS. There 
appears to be a clear indication that research needs 
to be conducted into CRPS from a lived experience 
perspective in order to provide information to patients, 
the general public, health practitioners and policy 
makers of previously unknown characteristics of this 
condition which may improve health outcomes for this 
patient cohort.
It has been identified that patients and their families 
should be active participants in education of health 
practitioners and in providing information to inform the 
development of National Pain Strategies currently being 
devised throughout the world.

Implications
Research into the lived experience of chronic pain 
conditions, and CRPS in particular, can help to provide 
information to enhance understanding enabling 
national pain strategies and future treatment guidelines 
strategies to be devised appropriately.

BUILDING THE EVIDENCE FOR CRPS RESEARCH FROM A LIVED EXPERIENCE PERSPECTIVE

Colleen M. Johnston, Florin I. Oprescu, Marion Gray

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
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DISTINGUISHED MEMBER AWARDS 2016

The Board of Directors is seeking nominations from all APS members for candidates to be considered 
for the Distinguished Member Award/s to be presented at the 36th Annual Scientific Meeting to be held 
in Perth from 13-16 March 2016.

ELIGIBILITY CRITERIA 
Candidates must be Australian Pain Society member/s who have: 
• Made major contribution towards the Society, and
• Significantly contributed to the science of pain management, and/or
• Played a significant clinical, educational or research role in the field of Pain Management in Australia

NOMINATION GUIDELINES 
• A Nomination for Distinguished Member Award form must be completed
• As a guide, it is desirable that nominees have held continuous APS membership for over 10 years
• Nominations must include an 800-900 word biography of the nominee. The Board will not   
 consider incomplete nomination forms.
• Unsuccessful nominations are not automatically put forward in subsequent years.
• The nominator must be prepared to present a brief summary of the Distinguished Member   
 biography in the ASM program, or arrange a suitable alternate for the presentation segment.

SUBMISSION
• All nominations to be submitted to the APS Secretariat by 31 October 2015.

NOTIFICATION
• The APS Board will notify successful nominees by 31 December 2015.
• Distinguished Member recipients are actively encouraged to attend the Annual Scientific   
 Meeting in order to receive their award in person from the APS President.

Past recipients of the Distinguished Member Award can be found on the APS website.

Call for Nominations for
Distinguished Member Award - 2016
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ABSTRACT SUBMISSION

The deadline for submitting an abstract for inclusion in the 2016 Australian 
Pain Society 36th Annual Scientific Meeting is coming up fast.

Ensure you submit your abstract by Friday 2 October to ensure you don’t 
miss out.

For further information please click here
To submit an abstract please click here

HURRY! 
SUBMISSIONS DEADLINE: FRIDAY 02 OCTOBER 2015

WE LOOK FORWARD TO RECEIVING YOUR SUBMISSIONS!
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 (http://www.nps.org.au/conditions/nervous-system-

problems/pain/for-individuals/pain-conditions/chronic-pain/for-individuals/communication-
tool/communication-cards-tool)

Chronic pain communication tool

What is this?
The Chronic pain communication tool is a free tool

that helps you talk about your chronic pain with your

doctor, specialist, psychologist, friend, family

member or partner.

What you get
A better picture of your chronic pain

A printout or PDF with all the things you'd like

to talk about

Access to chronic pain information, resources and tools relevant to you.

Before you get started you may find it helpful to browse the list of useful links and resources

for chronic pain (http://www.nps.org.au/conditions/nervous-system-problems/pain/for-

individuals/pain-conditions/chronic-pain/for-individuals/useful-links-resources).

How it works in 5 easy steps
1. Identify who you want to talk to.

2. Choose what you would like to talk about from the statements provided, or write your

own. 

3. Create a personal summary of the things you'd like to talk about. Pick out the most

important things you want to say, and add extra notes if you wish.

4.  Print or save your summary as a PDF so you can confidently start a conversation about

your chronic pain, or keep it for your own reference.

5. Find out more about chronic pain by accessing links to other information and resources

(http://www.nps.org.au/conditions/nervous-system-problems/pain/for-individuals/pain-

conditions/chronic-pain/for-individuals/useful-links-resources).

Privacy: NPS MedicineWise does not see, store or use any of the information you enter

on your Chronic pain communication tool. View our full privacy policy

CHRONIC PAIN COMMUNICATION TOOL by NPS Medicinewise
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12 August 2015

NEW STATS REVEAL 50% OF AUSTRALIANS 
BATTLING CHRONIC DISEASE

The need for Primary Health Care reform has been 
highlighted with the release of new statistics today that 
show half of all Australians have at least one chronic 
disease.

Minister for Health Sussan Ley said the new figures 
backed the Abbott Government’s decision to set up a 
Primary Health Care Advisory Group, which is travelling 
the countryover the next three weeks to discuss primary 
health care reform.

Ms Ley said the Abbott Government was committed to 
reforming primary health care with the release last week 
of an options discussion paper ‘Better outcomes for 
people living with Chronic and Complex Health Conditions 
through Primary Health Care’. Australians can comment 
on the discussion paper and supporting documents or fill 
out the consultation survey at www.health.gov.au. 

“As our population ages, we know that the prevention and 
treatment of chronic disease is an increasing challenge for 
the health system and Australians generally,” Ms Ley said.

“The Abbott Government is committed to engaging with 
health professionals and patients to reform the way we 
treat people with chronic and complex conditions.  
 
“It is concerning these stats show not only do half of all 
Australians have a chronic disease but one-in-five have at 
least two of the most common eight chronic diseases
including diabetes, cardio-vascular disease and mental 
health conditions.”

Ms Ley said the discussion paper considered possible 
reform options which would inform the government’s 
development of a healthier Medicare to keep people out of
hospital longer. 

“We are committed to finding better ways to care for 
people with chronic and complex conditions and ensure 
they receive the right care, in the right place, at the right 
time,” Ms Ley said.

Ms Ley said the Primary Health Care Advisory Group, 
led by former AMA President Dr Steve Hambleton, had 
developed the discussion paper and would hold public
consultations across Australia over the next three weeks 
to finalise its recommendations to Government.

“I encourage all Australians including patients, health 
professionals and interested parties to look at the options 
included in the discussion paper and provide their
feedback as we work hand-in-hand to deliver a primary 
health care system that better looks after Australians 
earlier.”

Ms Ley said the Primary Health Care Advisory Group 
would seek further feedback through public consultations 
in Sydney, Western Sydney and Dubbo before moving on
to Melbourne, Geelong, Hobart, Brisbane, Cairns, 
Rockhampton, Adelaide, Alice Springs, Darwin, Perth and 
Broome.

Following the public consultation, the Primary Health Care 
Advisory Group will develop specific recommendations for 
Government by the end of the year. For the full report
and statistics visit www.aihw.gov.au

Minister Ley’s Media Contact:  
James Murphy – 0478 333 974

MEDIA RELEASE
NEW STATS REVEAL 50% OF AUSTRALIANS  
BATTLING CHRONIC DISEASE

THE HON SUSSAN LEY MP
Minister for Health
Minister for Sport

 

 

 
THE HON SUSSAN LEY MP 

Minister for Health  

Minister for Sport 

 

MEDIA RELEASE 
 

12 August 2015  

 

New stats reveal 50% of Australians battling chronic disease 
 

The need for Primary Health Care reform has been highlighted with the release of new 

statistics today that show half of all Australians have at least one chronic disease. 

 

Minister for Health Sussan Ley said the new figures backed the Abbott Government’s 
decision to set up a Primary Health Care Advisory Group, which is travelling the country 

over the next three weeks to discuss primary health care reform. 

 

Ms Ley said the Abbott Government was committed to reforming primary health care 

with the release last week of an options discussion paper ‘Better outcomes for people 
living with Chronic  and  Complex  Health  Conditions  through  Primary  Health  Care’. 
Australians can comment on the discussion paper and supporting documents or fill out 

the consultation survey at www.health.gov.au 

 

“As our population ages, we know that the prevention and treatment of chronic disease 

is an increasing challenge for the health system and Australians generally,” Ms Ley 
said. 

 

“The Abbott Government is committed to engaging with health professionals and 
patients to reform the way we treat people with chronic and complex conditions. 

 

“It is concerning these stats show not only do half of all Australians have a chronic 
disease but one-in-five have at least two of the most common eight chronic diseases 

including diabetes, cardio-vascular disease and mental health conditions.”  
 

Ms Ley said the discussion paper considered possible reform options which would 

inform the government’s development of a healthier Medicare to keep people out of 
hospital longer. 

 

“We are committed to finding better ways to care for people with chronic and complex 

conditions and ensure they receive the right care, in the right place, at the right time,” 
Ms Ley said.  

 

Ms Ley said the Primary Health Care Advisory Group, led by former AMA President Dr 

Steve Hambleton, had developed the discussion paper and would hold public 

consultations across Australia over the next three weeks to finalise its 

recommendations to Government. 
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MEDIA RELEASE
FUNDING RELIEF FOR PERSISTENT PAIN

Minister for Health &  
Minister for Ambulance Services

The Honourable Cameron Dick

27 July 2015

FUNDING RELIEF FOR 
PERSISTENT PAIN

Health Minister Cameron Dick 
today announced a boost in funds 
for a statewide paediatric pain 
service based at
Lady Cilento Children’s Hospital.

Making the announcement during National Pain Week (20-
26 July), Mr Dick said $1.7 million would be for provided
to Children’s Health Queensland over the next three years.
 
“Unlike a broken leg, persistent or chronic pain can 
be debilitating for months or even years, with studies 
showing up to 30 per cent of children will suffer chronic 
pain in their lives,” he said.

“This equates to over 100,000 Queensland children at 
direct risk.” 

Chronic pain is defined as a pain lasting more than three 
months, and is often related to other sicknesses. Among 
children, it is more common in girls than boys.

It can often be found among cancer survivors and those 
who have had major surgery and can include
musculoskeletal pain, headaches and recurrent 
abdominal pain. 

If left untreated, this places a significant pressure on 
children and their families at a time that is important for 
development into a healthy adulthood.
 
“This new, dedicated funding will broaden the existing pain 
service and enable the hospital to act as a dedicated
statewide hub with capability to support regional 
services,” Mr Dick said.

Mr Dick said the extra funding aimed specifically 
at Children’s Health helped meet the Palaszczuk 
Government’s election commitment to develop a 
statewide Persistent Pain Management Strategy.
 
“This pain management strategy will be prepared in 
consultation with health consumers, our Hospital and 
Health Services, and primary care and community 
organisations,” he said.

“This consultation will be vital in allowing us to review 
whether the existing services are meeting the needs of
Queensland patients, as well as identifying any gaps 
where services are needed.  
 
“It is expected that a final evaluation report with 
recommendations will be provided in the next six months.”

The formulation of the strategy will be led by Dr Julia 
Fleming from Metro North Hospital and Health Service 
and Dr Tania Morris from the Sunshine Coast Hospital and 
Health Service.

There are currently five sites in Queensland outside the 
LCCH that provide dedicated pain management services –
the Royal Brisbane and Women’s Hospital, Townsville 
Hospital, Nambour Hospital, Princess Alexandra Hospital
and Robina Hospital.

These services were established following a 2010-11 
State Budget commitment by the Labor government to
provide $39.1 million over four years for the staged 
implementation of persistent pain service network 
services across Queensland.

“Today’s additional funds for paediatric pain service builds 
on the Palaszczuk Government’s commitment to
delivering health services for all Queenslanders,” Mr Dick 
said.

Media contact: Andrew Fraser 0428 690 679

Minister for Health and Minister for Ambulance
Services
The Honourable Cameron Dick

Funding relief for persistent pain

Health Minister Cameron Dick today announced a boost in funds for a statewide paediatric pain service based at

Lady Cilento Children’s Hospital.

Making the announcement during National Pain Week (20-26 July), Mr Dick said $1.7 million would be for provided

to Children’s Health Queensland over the next three years.

“Unlike a broken leg, persistent or chronic pain can be debilitating for months or even years, with studies showing

up to 30 per cent of children will suffer chronic pain in their lives," he said.

“This equates to over 100,000 Queensland children at direct risk.”

Chronic pain is defined as a pain lasting more than three months, and is often related to other sicknesses. Among

children, it is more common in girls than boys.

It can often be found among cancer survivors and those who have had major surgery and can include

musculoskeletal pain, headaches and recurrent abdominal pain.

If left untreated, this places a significant pressure on children and their families at a time that is important for

development into a healthy adulthood.

“This new, dedicated funding will broaden the existing pain service and enable the hospital to act as a dedicated

statewide hub with capability to support regional services,” Mr Dick said.

Mr Dick said the extra funding aimed specifically at Children’s Health helped meet the Palaszczuk Government’s

election commitment to develop a statewide Persistent Pain Management Strategy.

“This pain management strategy will be prepared in consultation with health consumers, our Hospital and Health

Services, and primary care and community organisations,” he said.

“This consultation will be vital in allowing us to review whether the existing services are meeting the needs of

Queensland patients, as well as identifying any gaps where services are needed.

“It is expected that a final evaluation report with recommendations will be provided in the next six months.”

The formulation of the strategy will be led by Dr Julia Fleming from Metro North Hospital and Health Service and

Dr Tania Morris from the Sunshine Coast Hospital and Health Service.

There are currently five sites in Queensland outside the LCCH that provide dedicated pain management services –

the Royal Brisbane and Women’s Hospital, Townsville Hospital, Nambour Hospital, Princess Alexandra Hospital

and Robina Hospital.

These services were established following a 2010-11 State Budget commitment by the Labor government to

Funding relief for persistent pain - The Queensland Cabinet a... http://statements.qld.gov.au/Statement/2015/7/24/funding-relie...
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Melbourne  20th August 2015
Brisbane 10th September 2015
Sydney  22nd October 2015 

“Given me skills and insights for difficult  
patients who are getting stuck”  - Physiotherapist

“Really useful approach to implement  
into clinical practice”   - Titled Muscuskeletal Physiotherapist 

“Helps identify ways to work with  
resistance and challenge”   - Psychologist

Learn more and register at  
EmpowerRehab.com/Workshops  
or call (03) 9459 3344

Pain Management in Practice

Develop specialised assessment techniques 
for your clients with persistent pain

Implement practical techniques to empower 
your clients to achieve their goals

Extend your clinical skills with this interactive 2 day workshop
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OCTOBER 2-4, 2015 
HERITAGE QUEENSTOWN, 
NEW ZEALAND 

The Faculty of Pain Medicine and the organising committee of 
the 2015 Spring Meeting would like to invite you to beautiful 
Queenstown for an inspiring three day event. This year, the 
spring meeting “Adventures in pain” will examine acute and 
chronic pain management in trauma, sports and remote 
settings. The meeting will be held from October 2-4, 2015 at 
the world-renowned Heritage Queenstown, with its spectacular 
views of the towering Remarkables Mountain range, rising from 
the waters of Lake Wakatipu. 

The international invited speaker, Professor Beth Winkelstein 
(US), is a Professor of Bioengineering and Professor of 
Neurosurgery, as well as Associate Dean for Undergraduate 
Education in the School of Engineering and Applied Science,  
at the University of Pennsylvania.

For further information, please visit www.fpm.anzca.edu.au/
events or contact the conference organiser Penny McMorran 
on +61 3 8517 5302 or via email pmcmorran@anzca.edu.au.

I look forward to welcoming you to New Zealand.

Dr Duncan Wood, Convenor

FACULTY OF PAIN MEDICINE 
SPRING MEETING

Adventures in pain

The Australian College of Nursing (ACN) 
Community and Primary Health Care Community 
of Interest (COI) Advisory Committee are pleased 
to announce the launch of the Community and 
Primary Health Care Nursing Week: Nurses where 
you need them national campaign.

More information: http://acn.edu.au/
primaryhealthcarenursingweek2015

This campaign is scheduled to take place from 21-
27 September 2015 and its intentions are to:

•  Raise awareness of the current and potential contribution of Community  
 and Primary Health Care nursing and its impact on the health and wellbeing  
 of individuals and communities;
•  Inform the general public in order to increase their health literacy about  
 community based health care options;
•  Inform nurses of community and primary health care nursing roles and  
 career opportunities;
•  Inform state and territory governments as funders of many community  
 and primary healthcare services and drivers of state health reform of the  
 capacity of community and primary health care nurses;
•  Inform the Federal government as a funder of community and primary  
 health care services and general practice based services and as a driver of  
 national health reform of the capacity of community and primary health  
 care nurses; and
•  Inform other health professions active in Community and Primary Health  
 Care to raise their awareness of Community and Primary Health Care  
 nursing services.
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PIGNI, Pain: Inside Joint Pain 
Professional Development 

One-Day Program 
	  

Friday 23 October 2015   | Le Montage | Lilyfield NSW 

 
 

For more information 
Contact: DC Conferences Pty Ltd  | Email: pigni2015@dcconferences.com.au  | Tel: 02 9954 4400  
Web:  www.dcconferences.com.au/pigni2015   

The program provides a range of topics intended to expand your knowledge of contemporary pain issues. 
This event also offers an opportunity to network and meet others who share an interest in pain management. 
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This meeting continues to explore the 
diversifying science and therapeutic 
applications of neuromodulation in pain 
and other applications

When: 12 – 13 March 2016
Where: Perth Convention and Exhibition 
Centre, Western Australia

To register or for further information 
please visit,
www.dcconferences.com.au/nsanz2016 

THE PROGRAM WILL INCLUDE: 

• An exciting and enticing group of international 
and local invited speakers

• Presentations on recent landmark research, 
including recent pivotal studies from the US 
that are evolving the quality of evidence in this 
space

• A special interest session for pain trainees 
and novice implanters

• A nursing and allied health breakout session
• A focus session on sacral stimulation

To register or for further 
information please visit, 

www.dcconferences.com.au/
aps2016/Pre-Conference_

Workshop

YOU ARE INVITED TO ATTEND THE ACUTE PAIN DAY PRE-CONFERENCE WORKSHOP

This workshop is aimed at anyone with an interest in acute pain 

management.

When: Sunday 13 March 2016, 8.30 am – 5.00 pm
Where: Perth Convention and Exhibition Centre, WA
Cost: $165 per person 
Early Bird Deadline: 29 January 2016

To register or for further 
information please visit, 

www.dcconferences.com.au/
aps2016/Pre-Conference_

Workshop

YOU ARE INVITED TO ATTEND THE FUNDAMENTALS OF PAIN PRE-CONFERENCE WORKSHOP

This workshop will equip participants with the basic knowledge of pain 

neurobiology, psychology and therapeutic agents, using an interactive 

case study and multimedia. This workshop is aimed at all allied health and 

general practitioners, or anyone wishing to update their knowledge on the 

pathophysiology and treatment of pain.

When: Sunday 13 March 2016, 8.30 am – 5.00 pm
Where: Perth Convention and Exhibition Centre, WA
Cost: $165 per person 
Early Bird Deadline: 29 January 2016
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To register or for further 
information please visit, 

www.dcconferences.com.au/
aps2016/Pre-Conference_

Workshop

YOU ARE INVITED TO ATTEND THE PHARMACOLOGICAL MANAGEMENT IN PAIN PRE-CONFERENCE WORKSHOP

The aim of the Pharmacological Management in Pain half-day workshop is 

to make a significant contribution to the optimisation of pain treatment by 

bringing experts together to discuss the latest scientific findings within the 

pain management clinical pharmacology field. 

The target audience for this workshop consists of clinical pharmacologists, 

pharmacists, industry researchers, pain specialists, paediatricians, clinical 

nurse consultants, government representatives and other experts with an 

interest in clinical pharmacology.

When: Sunday 13 March 2016, 8.30 am – 5.00 pm
Where: Perth Convention and Exhibition Centre, WA
Cost: $110 per person 
Early Bird Deadline: 29 January 2016

To register or for further 
information please visit, 

www.dcconferences.com.au/
aps2016/Pre-Conference_

Workshop

YOU ARE INVITED TO ATTEND THE PHYSIOTHERAPY IN PAIN MANAGEMENT PRE-CONFERENCE WORKSHOP

Fear, Pain and Movement 
What it looks like, the underlying basis of it, how we measure it and 

practical strategies to address it in clinical practice…

This workshop is for physiotherapists, and will explore the issue of fear 

avoidance as seen in a range of clinical situations. The construct of fear 

avoidance will be discussed, and then attendees will have to opportunity 

to explore specific approaches for managing fear avoidance in a clinical 

setting.

When: Sunday 13 March 2016, 1.30 pm – 5.00 pm
Where: Perth Convention and Exhibition Centre, WA
Cost: $110 per person 
Early Bird Deadline: 29 January 2016

To register or for further 
information please visit, 

www.dcconferences.com.au/
aps2016/Pre-Conference_

Workshop

YOU ARE INVITED TO ATTEND THE PAIN IN CHILDHOOD PRE-CONFERENCE WORKSHOP

This workshop is intended for clinicians 

from all disciplines with an interest in 

pain in childhood.

When: Sunday 13 March 2016, 1.30 pm – 5.00 pm
Where: Perth Convention and Exhibition Centre, WA
Cost: $110 per person 
Early Bird Deadline: 29 January 2016
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Topical Sessions

22 July 2015

Free Papers & Posters

2 October 2015

Early Bird Registration

29 January 2016

Expressions of interest online at www.dcconferences.com.au/aps2016

For sponsorship and exhibition opportunities or more information please contact the APS Secretariat

DC Conferences Pty Ltd   |   P  61 2 9954 4400   |   E aps2016@dcconferences.com.au

Pain: Meeting the Challenge
2016 Australian Pain Society

36th Annual Scientific Meeting

13-16 March 2016   |   Perth Convention and Exhibition Centre
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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 

ePPOC: electronic Persistent Pain Outcomes 
Collaboration
For more information about ePPOC, refer to the website: 
http://ahsri.uow.edu.au/eppoc/index.html 

IASP Curricula
These curricula outlines are helpful for establishing 
teaching courses on acute, chronic and cancer 
pain at both the undergraduate and graduate level. 
http://www.iasp-pain.org/Education/CurriculaList.
aspx?navItemNumber=647 

Pelvic Pain Foundation of Australia
http://www.pelvicpain.org.au/about/pelvic-pain-
foundation-australia/ 

Primary Health Networks (PHNs)
Full list of the 31 PHNs with contact details on our 
website:
http://www.apsoc.org.au/PDF/Useful_Links/20150701_
PHN_Contact_Details_List.pdf

Choosing Wisely Australia
Launched 29 April 2015:  
http://www.choosingwisely.org.au/ 

British Pain Society Professional Publications
Updated every 3 years, PDFs available for download: 
https://www.britishpainsociety.org/british-pain-society-
publications/professional-publications/

Pharmacotherapy for neuropathic pain in adults: a 
systematic review and meta-analysis
Abstract of the January 2015 update prepared by the 

IASP NeuPSIG:
http://www.thelancet.com/journals/laneur/article/
PIIS1474-4422%2814%2970251-0/abstract

Indigenous health education and guides 
http://www.humanservices.gov.au/health-professionals/
subjects/indigenous-health-education 

NSW Agency for Clinical Innovation 
A Framework for working effectively with Aboriginal 
people, NOV13: http://www.aci.health.nsw.gov.au/about-
aci/cultural-respect  

NSW Therapeutic Advisory Group 
Preventing and managing problems with opioid 
prescribing for chronic non-cancer pain, JUL15: http://
www.ciap.health.nsw.gov.au/nswtag/reviews/guidelines.
html 

NPS MEDICINEWISE RESOURCES

Chronic Pain edition issued 01JUN15:
http://www.nps.org.au/publications/health-
professional/nps-news/2015/chronic-pain 

Chronic pain communication tool: http://www.nps.org.
au/conditions/nervous-system-problems/pain/for-
individuals/pain-conditions/chronic-pain/for-individuals/
communication-tool

Managing chronic pain videos with Dr Malcolm Hogg: 
http://www.nps.org.au/conditions/nervous-system-
problems/pain/for-individuals/pain-conditions/chronic-
pain/for-individuals/pain-management 
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POSITIONS VACANT

PSYCHOLOGIST  CAPITAL PAIN & REHABILITATION CLINIC, ACT

Employment Status: Part time
Hours per week:  Negotiable
Contact: Rebecca Mack (T: 02 6282 6240; E: rebecca@capitalrehab.com.au)
Applications Close: 30SEP15

Capital Pain and Rehabilitation Clinic is a well-established private practice in Canberra looking for a dynamic, self-
motivated psychologist with well-developed clinical skills to join our team.  The successful applicant will be part of 
a clinic providing high quality assessments, group and individual interventions to a range of clients generally with 
persistent pain problems.     

The position offers very competitive remuneration, supervision is available, regular case conferences and team 
meetings, and professional development opportunities are fostered. Hours would be negotiable for the successful 
candidate.

Title

Miss

Mrs

Ms

Mr

Mr

Dr

First Name

Rachel

Cheryl

Ananda

Randolph

Bradley

Christopher 

Last Name

Dineen

Jones

Mahony

Sparks

Stolz-Grobusch

Williams

Discipline Group

Nursing

Occupational Therapy

Nutrition

Psychology

Psychology

Physiotherapy

NEW MEMBERS

27The Australian Pain Society Newsletter, Volume 35, Issue 7 - September 2015

mailto:rebecca%40capitalrehab.com.au?subject=


CALENDAR OF EVENTS

1-4 Sep 2015  
Palliative Care Australia 13th Conference  
Fit for the Future  
Melbourne Convention and Exhibition Centre,  Melbourne, VIC  
https://www.eiseverywhere.com/ehome/112617

2-5 Sep 2015  
European Pain Federation EFIC 9th Congress  
Translating Evidence into Practice  
Reed Messe Wien Congress Center, Vienna, Austria  
http://efic.kenes.com

6-9 Sep 2015  
Australian College of Nurse Practitioners (ACNP) 10th Conference & 6th Australian Emergency Nurse 
Practitioner Symposium  
Celebrating the past and embracing the future  
Pullman, Albert Park, Melbourne, VIC  
http://www.dcconferences.com.au/acnp2015/home

Various dates from 10 Sep-22 Oct 2015  
Empower Rehab  
Pain Management in Practice 2 day workshop  
Various venues, Brisbane, Sydney,   
http://www.empowerehab.com/workshops/

10-11 Sep 2015  
Australian Disease Managment Association (ADMA) 11th Annual National Conference  
Count me in: Partnerships in chronic care  
Brisbane Convention & Exhibition Centre, Brisbane, QLD  
http://www.adma.org.au/images/Conference_Flyer_2015.pdf

Various dates from 16 Sep-12 Nov 2015  
University of Sydney - Sydney Medical School - Pain Management Research Institute  
Visiting Scholars’ Program  
Kolling Building, Royal North Shore Hospital, St Leonards, Sydney, NSW  
http://sydney.edu.au/medicine/pmri/education/continuing/visiting-scholars.php
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CALENDAR OF EVENTS

21-23 Sep 2015  
Royal Australian College of General Practitioners (RACGP)  
GP15  
Melbourne Convention and Exhibition Centre, Melbourne, VIC  
http://racgpconference.com.au

28 Sep - 2 Oct 2015  
Australian Psychological Society 2015 Annual Conference  
50th Anniversary Conference  
Gold Coast, Gold Coast, QLD  
http://www.psychology.org.au/conference2015/?utm_source=Homepage&utm_medium=Hero&utm_
campaign=2015APSConference

1 Oct 2015  
University of Sydney - Sydney Medical School - Pain Management Research Institute  
Emerging Trends in Neuropathic Pain  
Kolling Building, Royal North Shore Hospital, St Leonards, Sydney, NSW  
http://sydney.edu.au/medicine/pmri/education/continuing/symposia.php

2-4 Oct 2015  
Faculty of Pain Medicine Spring Meeting  
Adventures in Pain  
The Heritage, Queenstown, New Zealand  
http://www.fpm.anzca.edu.au/events/2015-spring-meeting/welcome.html

3-6 Oct 2015  
Australian Physiotherapy Association  
APA Conference 2015  
Gold Coast Convention and Exhibition Centre, Gold Coast, QLD  
http://www.physiotherapy.asn.au/conference2015

14-16 Oct 2015  
Australian College of Nursing  
The National Nursing Forum 2015 - Advancing nurse leadership  
Brisbane Convention & Exhibition Centre, Brisbane, QLD  
http://www.acn.edu.au/forum_2015
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CALENDAR OF EVENTS

23 Oct 2015  
Pain Interest Group Nursing Issues (PIGNI)  
Inside Joint Pain - Professional Development One-Day Program  
Le Montage, Lilyfield, Sydney, NSW  
http://www.dcconferences.com.au/Pigni2015

15 Nov 2015  
Ride for Pain  
2015 Ride for Pain   
Adelaide SA  
Email: rideforpain@unisa.edu.au

25-27 Nov 2015  
Australian Injury Prevention Network 12th Australasian Injury Prevention and Safety Promotion Conference 
Impact and Innovation: Preventing Injury in a Changing World  
University of Sydney, Sydney, NSW  
http://event.icebergevents.com.au/injuryprevention2015/

8-18 Feb 2016  
University of Sydney - Sydney Medical School - Pain Management Research Institute  
Pain Management Multidisciplinary Workshop 2016  
Kolling Building, Royal North Shore Hospital, St Leonards, Sydney, NSW  
http://sydney.edu.au/medicine/pmri/education/continuing/workshop.php

13-16 Mar 2016  
Australian Pain Society 36th Annual Scientific Meeting 
Pain: Meeting the Challenge  
Perth Convention and Exhibition Centre, Perth, WA  
http://www.dcconferences.com.au/aps2016/

4 Apr 2016  
PainAdelaide  
2016 Scientific Meeting  
National Wine Centre, Adelaide, SA  
Email: painadelaide@unisa.edu.au 
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CALENDAR OF EVENTS

7-9 Apr 2016  
New Zealand Pain Society Annual Scientific Meeting  
Surfing the Pain Wave  
The Devon Hotel, New Plymouth, New Zealand  
http://www.nzps2016.org.nz

17-19 Apr 2016  
Children’s Healthcare Australasia & National Rural Health Alliance Inc  
Caring for Country Kids  
Alice Springs Convention Centre, Alice Springs, NT  
http://www.countrykids.org.au

20-23 May 2016  
World Institute of Pain (WIP) 
8th World Congress  
Hilton NYC, New York, USA  
http://wip2016.kenes.com 

22-25 Jun 2016  
Australian Association for Cognitive and Behaviour Therapy (AACBT)  
8th World Congress of Behavioural and Cogntitve Therapies  
Melbourne Convention and Exhibition Centre,  Melbourne, VIC  
http://www.wcbct2016.com.au

6-9 Jul 2017  
IASP Pain in Childhood SIG, Malaysian Association for the Study of Pain and College of Anaesthesiologists 
11th International Symposium on Pediatric Pain: Understanding Pain In Children - Take the First Step  
TBA, Kuala Lumpur, Malaysia  
http://www.ispp2017.org
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VISION:
All people will have optimal access to pain prevention and management throughout their life.

MISSION:
The Australian Pain Society is a multidisciplinary organisation aiming to relieve pain and related suffering through 
advocacy and leadership in clinical practice, education and research.

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 pain-related research
• To share and promote the expertise of all disciplines involved in the treatment of 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
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President-Elect: 
Ms Fiona Hodson
Hunter Integrated Pain Service 
John Hunter Hospital Campus 
New Lambton NSW 2305
Tel: 02 4922 3435 Fax: 02 4922 3438

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

President: 
Dr Geoffrey Speldewinde
Capital Pain and Rehabilitation Clinic
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

VIC Director: 
Dr Richard Sullivan
Precision Brain, Spine and Pain Clinic
Lower Ground, 115 Cotham Road
Kew VIC 3101
Tel: 1300 773 247 Fax: 03 9816 8564

TAS Director:  
Mr Simon Watt
Physiotherapy - Outpatients
North West Regional Hospital 
23 Brickport Road
Burnie TAS 7320
Tel: 03 6430 6608 Fax: 03 6430 6607

WA Director:  
Mr Shadreck Tozana 
Functional Revival and Baptistcare Bethal
2 Bethal Way
Albany WA 6330
Tel: 0437 541 165 Fax: 08 9841 8480 

Secretary: 
Dr Will Howard 
Director, Pain Service  
Austin Health
Studley Road 
Tel: 03 9496 3800 Fax: 03 9459 6421

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

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

NSW Director:   
Mr Tim Austin
Camperdown Physiotherapy
Royal Prince Alfred Medical Centre
100 Carillon Avenue
Newtown NSW 2042
Tel: 02 9517 1787 Fax: 02 9516 2491

DIRECTORS

NT Director:    
Ms Diann Black
Royal Darwin Hospital 
PO Box 41326
Casuarina NT 0811 
Tel: 08 8931 1029
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Immediate Past President: 
Dr Malcolm Hogg
Department of Anaesthesia and
Pain Management  
Royal Melbourne Hospital
Parkville VIC 3052 
Tel: 03 9342 7540 Fax: 03 9342 8623

SPC Chair: 
Professor Michele Sterling
Griffith Health Centre
Griffith University
Parklands Drive
Southport QLD 4222
Tel: 07 5678 0368 

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 

Website/Social Media Coordinator:  
Dr Richard Sullivan
Precision Brain, Spine and Pain Clinic
Lower Ground, 115 Cotham Road
Kew VIC 3101
Tel: 1300 773 247 Fax: 03 9816 8564

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
Website: www.apsoc.org.au

PhD Scholarship Chair:  
A/Prof Michael Farrell
School of Biomedical Sciences
Monash University 
Clayton VIC 3800 
Tel: 03 9905 6094

Newsletter Co-Editor:  
Dr Stephanie Davies 
WA Specialist Pain Services
Unit 5/136 Railway St
Cottesloe WA 6011
Tel: 0412 933 419 Fax: 08 9286 8023

Newsletter Editor:  
Dr Will Howard 
Director, Pain Service    
Austin Health 
Studley Road
Heidelberg VIC 3084 
Tel: 03 9496 3800 Fax: 03 9459 6421 

OFFICE BEARERS:
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