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FEATURE: CONCUSSION

A look into the recently updated concussion policies of 
two of Australia’s biggest sports; Australian football and 
rugby union. What is similar; what is different?

There has been a lot of press about concussion recently. 
And rightly so. It’s a big deal. Any injury involving the head is. 
The importance of the issue is emphasised by the Australian 
Football League (AFL) and International Rugby Board 
(IRB – rugby union) recently introducing new concussion 
guidelines to limit the impact of head injuries in these sports. 

It’s reassuring that both sets of guidelines from these respective 
codes are closely aligned. Both emphasise the importance 
of effectively managing players as a means of protecting their 
long term health and welfare. Both have been designed for use 
by physicians and other health professionals, as well as team 
management, teachers, parents and players. 

Management of concussion in Australian football and rugby union

So before outlining the guidelines, what is concussion?

Concussion falls into the milder spectrum of traumatic brain 
injury and reflects a disturbance in brain function caused by a 
direct or indirect force to the head. Common symptoms include 
headache, blurred vision, dizziness, nausea, balance problems, 
fatigue and feeling ‘not quite right’. Other common features 
include confusion, memory loss and reduced ability to think 
clearly and process information. It often does not involve loss of 
consciousness. Loss of consciousness is seen in only 10–20% 
of cases of concussion in Australian football. The changes 
are temporary and the majority of players recover completely 
if managed correctly. The recovery process is variable from 
person to person and injury to injury. A person may recover 
quickly or it could take weeks. Despite this, all concussions 
must be taken extremely seriously.

The guideline basics
The fundamentals of the guidelines include:

 � Concussion must be taken extremely seriously to safeguard 
the long term welfare of players.

 � Players suspected of having concussion must be removed 
from play and must not resume play in the match.

 � Players suspected of having concussion must be medically 
assessed.

 � Players suspected of having concussion or diagnosed 
with concussion must go through a graduated return to 
play protocol.

 � Players must receive medical clearance before returning 
to play or contact training.

However there are minor variations in the guidelines. 
Following is a summary of the key points of each separated 
into those for medical practitioners/healthcare professionals 
and those for the broader sporting community.  
For the full details of the guidelines visit;  
AFL: www.aflcommunityclub.com.au/index.php?id=295 
IRB: www.irbplayerwelfare.com/?documentid=3

What is the SCAT 2?
A tool that represents a standardised method of 
evaluating injured athletes for concussion and can be 
used in athletes from 10 years and older. Download at 
www.cces.ca/files/pdfs/SCAT2[1].pdf. Download the 
pocket SCAT 2 at www.irbplayerwelfare.com/pdfs/
Pocket_SCAT2_EN.pdf 



37VOLUME 29    ISSUE 2    WINTER 2011



38 SPORT HEALTH

FEATURE: CONCUSSION

The key components of management of concussion in rugby 
union when a medical practitioner/healthcare professional is 
present include: 

Diagnosis and management of concussion

 � The player will be examined and if any signs of concussion 
are evident and/or the player fails to answer correctly 
five memory questions (from Pocket Sport Concussion 
Assessment Tool – SCAT 2) the player MUST be removed 
from the field of play for a comprehensive medical evaluation. 

 � The player MUST NOT resume play once removed from 
the field for suspected concussion. 

 � A medical practitioner can use the SCAT 2 or other 
diagnostic tools to assist in the comprehensive medical 
evaluation of players with concussion or suspected 
concussion.

Graduated Return to Play (GRTP)

 � Management of GRTP should be undertaken on a case 
by case basis and with the full cooperation of the player. 

 � It is important that concussion is managed so that there 
is physical and cognitive rest until there are no remaining 
symptoms.

 � Activities that require concentration and attention should 
be avoided until symptoms have been absent for a 
minimum of 24 consecutive hours without medication.

 � When a medical practitioner is managing the recovery of 
a player it is possible for the player to return to play after 
a minimum of six days having successfully followed and 
completed each stage of the GRTP protocol. 

 � The medical practitioner may observe the player at each 
stage of the GRTP protocol (see Diagram 1) but may also 
delegate the observation to a healthcare professional while 
remaining responsible for the management of the protocol. 

 � Provided that the player with concussion or suspected 
concussion is, and remains, symptom free the player may 
commence the GRTP.

Adolescents and children must not return to play without a 
clearance from a medical practitioner. In Australia, all players 
must have a clearance from a medical practitioner before 
returning to play.

Diagram 1

Stage 2: Graduated
Return to Play

For those where the
GRTP protocol is
managed by a
Medical Practitioner

Medical Practitioner to manage process

Does player have any symptoms remaining
after no activity over a 24 hour period?

Player has no symptoms
remaining after no activity

over 24 hour period - Level 1

Light aerobic exercise -
Level 2

Rest until
symptom free

No recurrence 
of symptoms

within 24 hours

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Symptom free Symptom(s) present

Rugby-specific exercise - no
head contact (running drills)

Level 3

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Non-contact training skills
(passing and resistance

training) Level 4

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Medical Practitioner and
player agree that player may

participate in full contact
practice Level 5

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

There can be a return to play - level 6

IRB concussion guidelines

When a medical practitioner/healthcare professional is present
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The key components of management of concussion in rugby 
union when a medical practitioner/healthcare professional is 
NOT present include: 

Diagnosis and management of concussion

 � Those who observe an injured player displaying any 
concussion symptoms after an injury event with the 
potential to cause a head injury or concussion MUST 
do their best to ensure that the player is removed from 
the field of play in a safe manner.

 � The player must not be left on their own and must not 
be allowed to drive a vehicle.

 � If a medical practitioner is not available onsite the player 
must be referred to a medical practitioner for diagnosis 
and comprehensive assessment ASAP.

 � The Pocket SCAT 2 can be used to identify a suspected 
concussion where a medical practitioner is not present 
at the time of incident.

 � If a player has any concussion symptoms, fails to answer 
any of the memory questions correctly in the Pocket 
SCAT 2, makes more than five errors in the balance test in 
Pocket SCAT 2 or there are any concerns that the player is 
suspected of having concussion, then concussion must be 
suspected and the player must be removed from play and 
referred to a medical practitioner or emergency department. 

Graduated Return to Play (GRTP) NOT managed by a 
medical practitioner 

 � Management of GRTP should be undertaken on a case 
by case basis and with the full cooperation of the player. 

 � It is important that concussion is managed so there is 
physical and cognitive rest until there are no remaining 
symptoms.

 � Activities that require concentration and attention should 
be avoided until symptoms have been absent for a 
minimum of 24 consecutive hours without medication.

 � There is a 14 day stand down period for players whose 
GRTP is not managed by a medical practitioner.

 � If a player has shown signs of concussion that player must 
be treated as having suspected concussion and must not 
play until at least the 21st day after the incident and should 
follow the GRTP process outlined in Diagram 2. 

 � Other players, coaches and administrators associated with 
the player should insist on the guidelines being followed.

 � If a player has been diagnosed with concussion by a 
medical practitioner but does not have access to a medical 
practitioner to manage the GRTP that player must not play 
until at least the 21st day after the incident and should 
follow the GRTP process outlined in Diagram 2. 

Adolescents and children must not return to play without a 
clearance from a medical practitioner. In Australia, all players 
must have a clearance from a medical practitioner before 
returning to play.

When a medical practitioner/healthcare professional is not present

Diagram 2

Stage 2:
Graduated Return
to Play

For those where
the GRTP
protocol is not
managed by a
Medical
Practitioner

GRTP monitored by a third party after 14
days of no playing of or training for sport

Does player have any symptoms remaining
after 14 days no playing of or training for sport?

Player has no symptoms
remaining after no activity -

Level 1

Rest until
symptom free

No recurrence 
of symptoms

within 24 hours

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Symptom free Symptom(s) present

Rugby-specific exercise - no
head contact (running drills)

Level 3
Day 16, 17 or 18

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Non-contact training skills
(passing and resistance

training) Level 4
Day 17, 18 or 19

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

Medical Practitioner and
player agree that player may

participate in full contact
practice Level 5
Earliest day 20

No recurrence 
of symptoms

within 24 hours

Recurrence of
symptoms - 24 hours

rest

There can be a return to play - level 6
Earliest day 21

Light aerobic exercise -
Level 2

Day 15, 16 or 17
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The key components of management of concussion in 
Australian football when a medical practitioner/healthcare 
professional is present include: 

1. Confirming the diagnosis

 � Concussion should be suspected in any player that 
presents with any symptoms (these include headache, 
nausea, dizziness and balance problems, blurred vision 
or other visual disturbance, confusion, memory loss and 
a feeling of slowness or fatigue) following a collision or 
direct trauma to the head or neck.

 � Clinical features that are more specific to a diagnosis 
of concussion include: loss of consciousness (LOC), 
concussive convulsions, confusion and/or attention 
deficit, memory disturbance and balance disturbance. 
These features however, may not be present in all cases; 
for example LOC is seen in only 10–20% of cases of 
concussion in Australian football. This rate is similar to 
other sports internationally. 

 � Questioning close relatives, especially parents or guardians 
in the case of children and adolescents, is often valuable. 
Any report that the individual ‘does not seem right’ or ‘is 
not themselves’ following trauma, is strongly suggestive 
of a concussive injury. 

 � The use of a graded symptom checklist is often helpful, 
i.e. SCAT 2.

 � In a concussed individual with adverse warning signs 
(i.e. high velocity of impact or collision, immediate and/or 
prolonged LOC, a focal neurological deficit or progression 
of clinical features), urgent computerised tomography (CT 
brain scan) is required to exclude intracranial haemorrhage. 

 � Following an uncomplicated concussion, however, 
conventional imaging techniques such as skull x-ray, CT 
brain scan and magnetic resonance brain imaging (MRI) 
are typically normal.

2. Determining when the player has recovered so that 
they can safely return to competition

Expert consensus guidelines recommend that players 
should not be allowed to return to competition until 
they have recovered completely from their concussive 
injury. There is no single gold standard measure of brain 
disturbance and recovery following concussion. Instead, 
clinicians must rely on indirect measures to inform clinical 
judgment. In practical terms this involves a comprehensive 
clinical approach, including: 

a) A period of cognitive and physical rest to facilitate recovery; 

b) Monitoring for recovery of post-concussion symptoms 
and signs; 

c) The use of neuropsychological tests to estimate recovery 
of cognitive function; 

d) Graduated return to activity with monitoring for recurrence 
of symptoms, and 

e) A final medical clearance before resuming full contact 
training and/or playing. 

3. Game-day evaluation and treatment 

 � The same basic management plan applies to concussive 
injuries being managed on game day. The main difference 
is that players assessed on game day should not be 
returned to play on the day of their injury. 

 � With all concussive injuries, the critical game day 
management relates to the basic first aid principles, which 
apply when dealing with any unconscious player (i.e. airway, 
breathing, circulation). Care must be taken with the player’s 
cervical spine, which may have also been injured in the 
collision. 

 � The key components of game day concussion management 
involve making an accurate diagnosis, differentiating 
concussion from structural pathologies and careful 
monitoring of the injured player.
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When a medical practitioner/healthcare professional is not present

The key components of management of concussion in 
Australian football when a medical practitioner/healthcare 
professional is NOT present include: 

1. Recognising the injury (making a diagnosis of 
concussion)

 � Know the symptoms to look for. 

 � Use tools such as the pocket SCAT 2 to help make a 
diagnosis. 

 � Note: sideline concussion evaluation tools are designed 
to help make a diagnosis and are not meant to replace 
a more comprehensive medical assessment and should 
never be used as a stand alone tool. 

2. Removing the player from the game

 � Any player with a suspected concussion must be removed 
from the game.

 � Any player who has suffered a concussion should not be 
allowed to return to play in the same game.

3. Referring the player to a medical doctor for assessment

 � All players with concussion or suspected concussion need 
an urgent medical assessment with a registered medical 
doctor. If a doctor is not available at the venue then they 
should be sent to a local general practitioner or hospital 
emergency department. 

 � Keep a list of local doctors and the emergency department 
on hand.

4. Managing of the unconscious player and when to 
refer to hospital 

 � Urgent hospital referral is necessary if there is any concern 
regarding the risk of a structural head or neck injury. 

 � Indications for urgent referral to hospital include; 

 – Any player with loss of consciousness or seizures.

 – Any player with persistent confusion.

 – Any player who deteriorates after their injury.

 – Any player who reports neck pain or spinal cord 
symptoms (numbness, tingling, weakness).

 � If in doubt, refer.

5. Follow up management

 � Any concussed player must not be allowed to return to 
play before having a medical clearance.

 � The decision to return to play/training should be made by 
a medical doctor with experience in managing concussion.

6. Return to play

 � Players should be returned to play in a graduated fashion.

For the full guidelines visit:  
AFL: www.aflcommunityclub.com.au/index.php?id=295 
IRB: www.irbplayerwelfare.com/?documentid=3

These guidelines have been written by Sport Health Editor, 
Amanda Boshier in consultation with Dr Rob Reid.



Refshauge Lecturer 
Professor Ken Fitch (OAM)

“Asthma, exercise and the athlete 

– an overview of four decades of 

researching these topics and their 

inter-relationships”

Australian Sports Medicine Federation 
Fellows Sponsored Speaker

Ken Fitch was a Medical Consultant from 1965–93 at the University 
of Western Australia before becoming an Adjunct Professor at the 
University’s School of Sports Science, Exercise and Health in 1993. 
He has worked as a Sports Physician in private practice from 1986 
until 2004, and was also a Physician and Head of the Sports and 
Soft Tissue Injury Clinic, Department of Orthopaedic Surgery at 
the Royal Perth Hospital from 1969 until 2001. Since then, he has 
gone on to fulfill the role of Emeritus Consultant in Sports Medicine. 
He is the Chairman of the Medical Advisory Committee for the 
Australian Sports Anti-Doping Agency; Member of the Medical 
Commission for the Australian Olympic Committee; Member of the 
Australian Doping Research Panel and is a Fellow of the American 
College of Sports Medicine and Sports Medicine Australia. 

Professor Martin Hagger

“Promoting kids’ sport and physical 

activity in physical education 

contexts: Can it really make a 

difference outside of school?”

“Effects of an intervention based 

on self-determination theory on 

self-reported leisure-time physical 

activity participation”

Martin Hagger obtained his undergraduate degree and PhD in 
exercise psychology from Loughborough University in the UK 
and has worked in Psychology Schools at the Universities of 
Sheffield, Essex, and Nottingham. He is currently Professor of 
Psychology in the School of Psychology and Speech Pathology 
at Curtin University, Perth, Australia. Professor Hagger’s research 
interests are the motivation and self-regulation of health behaviour. 
He is interested in how people’s beliefs, attitudes, intentions, and 
motives affect their behaviour and what health professionals can do 
to change health-related behaviour. His research applies motivational 
theories to understand, intervene and change health behaviours 
particularly young people’s sport and physical activity. He is 
editor-in-chief of Health Psychology Review and Psychology of Sport 

and Exercise, associate editor of Stress and Health and editorial 
board member of five other international peer-reviewed journals.
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ACSMS 2011 speaker profiles

Keynote Speakers

Dr Richard Bouché

“Medial tibial stress syndrome”

“1st MTPJ Fusion: Can the athlete 

still function?”

Asics Sponsored Speaker

Dr Richard Bouché graduated 
from Illinois Benedictine College in 
Lisle, IL with a bachelor’s degree in 

Biology in 1975. After a year sabbatical, he attended the Illinois 
College of Podiatric Medicine in Chicago, IL and graduated in 
1980. He completed a two year residency in foot and ankle 
surgery at the Northwest Podiatric Surgical Residency Program 
in Seattle, WA. After one year in private practice, he joined 
the Virginia Mason Medical Center in Seattle and practiced 
for 20 years in the Orthopedic Surgery and Sports Medicine 
Departments. He presently works at The Sports Medicine Clinic 
in North Seattle. Dr Bouché is Special Editor (Sports Medicine) 
for the Journal of Foot & Ankle Surgery, board certified by the 
American Board of Podiatric Surgery, a Fellow in the American 
College of Foot and Ankle Surgeons, and Past President of the 
American Academy of Podiatric Sports Medicine.

Mr Mark Fenton

“Overcoming the cholera of 

the 21st century: Inoculating 

communities against inactivity”

Physical Activity Taskforce 
Sponsored Speaker

Mark Fenton is a vocal pedestrian 
and bicycle advocate and 

recognised authority on public health issues and the need 
for community, environmental, and public-policy initiatives to 
encourage more walking and bicycling. His expertise includes 
planning policies and engineering approaches to create active 
living environments, and he serves on his local planning board. 
Mark is a contributing editor for Health magazine, was host 
of the America’s Walking series on PBS television, and is 
author of numerous books including Pedometer Walking 
and The Complete Guide to Walking for Health, Weight Loss, 

and Fitness. He’s a facilitator with the Walkable Community 
Workshop series of the National Center for Bicycling and 
Walking and a Safe Routes to School National Program 
Developer and Instructor for the University of North Carolina’s 
Pedestrian and Bicycle Information Center. 
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Professor Romain Meeusen

“Exercise performance in the heat – 
can the brain be manipulated?”

“Nutrition and the brain”

Qualisys Sponsored Speaker

Romain Meeusen is Head of the 
Department of Human Physiology 
at the Vrije Universiteit Brussel. 

His research is focused on ‘exercise and the brain’ exploring 
the influence of neurotransmitters on human performance 
and training. His recent work focuses on thermoregulation, 
overtraining syndrome, and neurogenesis. He teaches exercise 
physiology, training and coaching, and sports physiotherapy 
and has published over 350 articles and book chapters in 
peer-reviewed journals, 18 books on sport physiotherapy, and 
has given lectures at more than 650 national and international 
conferences. He is President of the Belgian Federation of Sports 
Physiotherapy, Secretary General of the European College of 
Sport Science, and Board member of the American College of 
Sports Medicine. In 2009 he received the Belgian ‘Francqui Chair’ 
at the Université Libre de Bruxelles on exercise and the brain. 

Professor Erik Witvrouw 

“Patellofemoral problems 
concerning etiogenesis and 
prevention”

“The rationale for stretching”

Erik Witvrouw graduated from the 
University of Leuven, Belgium as 
Master in Physical Therapy (1987) 
and Master in Sports Physical Therapy 

(1988) and from 1990 until 1999 he worked at this university as 
a physical therapist at the Sports Medical Center. He finished his 
PhD Physical Therapy in 1998 on a thesis entitled: “Identification 
and treatment of intrinsic risk factors of patellofemoral pain 
syndrome patients”. From 1999–2008 he worked as Associate 
Professor at the Ghent University and has been appointed as full 
Professor at the Ghent University since 2008. He is Head of the 
Musculoskeletal Research Unit of the Department of Physical 
Therapy & Rehabilitation Sciences, and Head of the Department 
Rehabilitation Sciences & Physical Therapy, Faculty of Medicine. 
His research focuses on musculoskeletal injuries in general, 
particularly the prevention of injuries in sports medicine. He is also 
head of the Department Sports Physical Therapy at the Sports 
Medical Center of the University Hospital, Ghent. Erik is author 
of more than 80 international SSC publications and more than 
100 national publications. 

Invited Speakers

Winthrop Professor Daniel Green

“Exercise as cardiovascular 

medicine: An update of the direct 

impacts of exercise on the heart 

and arteries in humans”

Danny Green is currently Winthrop 

Professor at the School of Sports 

Science, Exercise and Health at 

The University of Western Australia 

and Professor of Cardiovascular Physiology at the Research 

Institute for Sport and Exercise Sciences, Liverpool John 

Moores University. He completed a BSc (Hons) and PhD 

(University of Western Australia) and has worked in Australia, 

the US and UK. His research revolves around exercise, 

exercise training and physical activity in the prevention of 

cardiovascular disease. This includes the best combinations 

of exercise, pharmacological and other preventive measures 

to minimise future development of atherosclerosis in young 

people at risk and re-occurrence of cardiovascular disease 

in older individuals. His research encompasses the lifespan; 

from exercise training in the prevention of the development of 

atherosclerosis in obese children and adolescents, to research 

on the best combination of exercise and medications in the 

management of patients with hypercholesterolemia, diabetes, 

coronary disease and end-stage heart failure patients awaiting 

cardiac transplantation.

Dr Mary Magarey

“Clinical reasoning and management 

of a throwing athlete presenting with 

a shoulder injury”

Mary Magarey is a Specialist 

Musculoskeletal Physiotherapist 

and Specialist Sports 

Physiotherapist, and Senior Lecturer 

in the School of Health Sciences, 

University of South Australia, where her primary responsibility 

is classroom, laboratory and clinical education on the Master 

of Musculoskeletal and Sports Physiotherapy program. Mary 

completed her PhD in shoulder diagnosis in 1999 and has been 

involved in research, education and clinical practice related to the 

shoulder region for more than 20 years. She was awarded her 

Fellowship in Musculoskeletal Physiotherapy by the Australian 

College of Physiotherapists in 2009 and her Fellowship in 

Sports Physiotherapy in 2010.



Wednesday 19th October
Time

0900 – 1630 AAPSM Board meeting  
(Terrace Room)

1300 – 1630 SMA Board meeting 
(Rottnest Room)

1700 – 1800

Official opening ceremony 
(Orion & Pleiades Room)
Keynote: Mark Fenton

“Overcoming the Cholera of the 21st Century: 
Inoculating communities against inactivity”

1800 – 1930 Welcome reception 
(Resort Poolside) (ticketed event)

Thursday 20th October
Time Orion Room Pleiades Room Carnac Room Garden Room Rottnest Room

0800 – 0900

Workshop: Mary Magarey
“Multi-directional instability 
of the shoulder: A practical 
approach to conservative 

management”

Workshop: Jo Salmon, 
Nicky Ridgers and Anna Timperio

“Objective assessment 
of physical activity and 
sedentary behaviour”

Workshop

Workshop: 
Natalie Bennet-Bremner

“Lower limb Paediatric 
assessment and treatment 

protocol”

Workshop: Mark Brown 
“CPR certification”

0900 – 0930 Change over

0930 – 1030 Keynote: Romain Meeusen
“Exercise performance in the Heat – can the Brain be manipulated?”

1030 – 1100 Morning tea (Promenade bar)

1100 – 1230
Invited: Mary Magarey

“Clinical reasoning and management of a throwing 
athlete presenting with a shoulder injury”

Symposium: Developing 
evidence-informed exercise 

guidelines to prevent 
lower limb injuries among 

community Australian 
Football players— the 

NoGAPS project

Symposium: Influence of 
development, exercise and 

disease on tendon and 
muscle mechanics

Free papers: Physical activity 
– older adults

1230 – 1330 Lunch (Restaurant & Promenade bar)

1330 – 1500

Invited: Rob Newton
“Exercise is medicine 

for chronic disease 
management”

Free papers: 
Groin / football

Symposium:  The anti-doping 
landscape now and beyond 
– A practical guide to assist 
athlete support personnel in 

the prevention of doping

Free papers: Training effects
Free papers: Physical activity 
– interventions, policy and 

advocacy

1500 – 1530 Afternoon tea (Promenade bar)

1530 – 1630
Refshauge Lecture: Ken Fitch

“Asthma, Exercise and the Athlete – an overview of four decades 
of researching these topics and their inter-relationships”

Symposium: Successful 
advocacy for physical activity: 

Moving from evidence 
to influence

1630 – 1730 Trade exhibition opening (Indian Ocean Suite)
1630 – 1700
AAPSM AGM

1630 – 1700
SDrA AGM

1830 – 2300 ASMF Fellows dinner (The View Restaurant Fremantle) (ticketed event – not included in registration; only open to ASMF Fellows and their invited guests)

Conference Program
SCIENCE & MEDICINE

IN SPORT

austral
ian conference 

Fremantle, 19 – 22 October 2011

of

Platinum Sponsor Conference Sponsors



austral
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Fremantle, 19 – 22 October 2011

Friday 21st October
Time Orion Room Pleiades Room Carnac Room Garden Room Rottnest Room

0800 – 0900

Workshop: Mary Magarey
“Multi-directional instability 
of the shoulder: A practical 
approach to conservative 

management”

Workshop: Anthony Blazevich, 
Neil Cronin and Glen Lichtwark

“Measuring muscle-tendon 
behaviour with ultrasound: 
Theory and practice, pitfalls 

and promises”

Workshop

Workshop: Richard Bouché
“Exercise induced leg pain: 
Physical examination and 

diagnostic pearls”

Workshop: Mark Brown 
“CPR certification”

0900 – 0930 Change over

0930 – 1030
Keynote: Martin Hagger

“Promoting kids’ sport and physical activity in physical education 
contexts: Can it really make a difference outside of school?”

1030 – 1100 Morning tea (Trade exhibition)

1100 – 1230 Free papers: Shoulder
Symposium: AFL Research 

Board: A ten year retrospective
Free papers: Biomechanics

Free papers: Physical activity 
– children and adolescents 1

1230 – 1330 Lunch (Trade exhibition)

1330 – 1500 Multidisciplinary 
Grand Round

Free papers: 
Orthotics and lower limb

Invited: Romain Meuseen
“Nutrition and the Brain”

and Free papers: 
Supplements

Free papers: Physical activity 
– children and adolescents 2

Invited: Martin Hagger
“Effects of an intervention based 

on self-determination theory 
on self-reported leisure-time 

physical activity participation”

1500 – 1545 Afternoon tea (Trade exhibition)

1545 – 1645
Keynote: Richard Bouché

“Medial tibial stress 
syndrome”

Invited: Daniel Green
“Exercise as Cardiovascular 
Medicine: An Update of the 

Direct Impacts of Exercise on the 
Heart and Arteries in Humans”

1645 – 1700 Change over

1700 – 1830 Poster session (Island Suite)

1900 – Late Group dinners (ticketed events – not included in registration)

Saturday 22nd October
Time Orion Room Pleiades Room Carnac Room Garden Room Rottnest Room

0800 – 0900
Workshop: Jeni Saunders

“Ultrasound guided injections for 
tendonopathies: A user’s guide” 

Workshop: Eamon Koh 
“How read a wrist MRI”  

Workshop
Workshop: Rob Naish

“Taping foot and lower limb – 
the different and difficult” 

Workshop

0900 – 0930 Change over

0930 – 1030

0900 – 1000
Invited: Richard Bouche
“1st MTPJ Fusion: Can the 

Athlete Still Function?”
1000 – 1030

Invited: Erik Witvrouw
“The rationale for stretching”

Free papers: Rehabilitation 
and return to sport after 

injury

Symposium: Debating 
SMAs Position on Drugs 

in Sport: Policy and 
Paradigm Alternatives in 

the Management of Drugs 
in Sport

Free papers: Response to 
strenuous exercise

Free papers: Physical activity 
– adults epidemiology

1030 – 1100 Morning tea (Trade exhibition)

1100 – 1230 Multidisciplinary Grand 
Round

Free papers: 
Knee injury and pain

Training effects themed 
poster session

Free papers: 
Exercise and recovery

Symposium: Breast and 
prostate cancer survivors’ 

experience from treatment 
through rehabilitation

1230 – 1330 Lunch (Trade exhibition)

1330 – 1430 Keynote: Erik Witvrouw
“Patellofemoral problems concerning etiogenesis and prevention”

Workshop: Mark Fenton
“Walk audit”  

1430 – 1500 Afternoon tea (Promenade bar)

1500 – 1630
“Best of the Best” 

Best paper winners re-present to determine Asics Medal 
winner for Best Conference Paper

1630 – 1700 SMA AGM

1900 – Late Conference dinner (Southern Cross Ballroom) 
Theme: TBA (ticketed event)



Registration Form
Contact Details

Registration Fees

 

Title........................... First Name................................................................... Last Name..................................................................................... DOB.................................... Gender M / F 

Profession / Position........................................................................................................................................................................... Membership No.............................................................

Organisation / Discipline Group...................................................................................................................................................................................................................................................

Postal Address.....................................................................................................................................................................................................................................................................................

Suburb.............................................................................. State................................. Post Code............................. Country......................................................................................................

Phone..................................................................................... Fax..................................................................................... Mobile..................................................................................................... 

Email....................................................................................................................................................................................................................................................................................................... 

Special Requirements - Dietary, Physical etc...........................................................................................................................................................................................................................

Sports Medicine Australia Membership
Join SMA now to be eligible for one of the ASMF Fellows awards. Conference awards are only available to SMA members. Joining fee of $40 waived for Conference 
delegates. SMA membership is open to anyone with an interest in or direct involvement with sports medicine, sports science, physical activity promotion or sports 
injury prevention and a minimum three year full time tertiary degree (or studying full time for a degree for student membership).
             Sub Total AUD$
      Full Member - $215   Student Member - $55  ........................................

Conference Registration
 

        Early Bird Registration Late Registration
        On or before 31 July 2011 On or after 1 August 2011

SMA Member Registration - Full     $685   $785  ........................................
SMA Member Registration - Student^     $520   $620  ........................................
Non Member Registration - Full     $945   $1045  ........................................
Non Member Registration - Student^     $620   $720  ........................................
One Day Registration.* (Please Tick  which day you would like to attend) 
 Thurs 20 October (includes Wed 19 October)     Fri 21 October     Sat 22 October
Registration - Full or Student      $300   $350  ........................................
^Student Registration: Student delegates must be full time and must supply a letter from their Head of School verifying full time status.
*One Day Registration includes one complimentary ticket to the social program for the day that you are registered. 

Registered delegates receive access to all sessions being offered by the conference on their registered days only. Delegates also receive lunch, morning and afternoon teas, entrance to 
the trade exhibition, a Book of Abstracts, which includes a detailed Conference Program, and a Conference bag. 
 

Social Program 

Costs are included in the registration fee unless otherwise noted above.  For catering purposes please Tick  if attending.

        Delegate Ticket Additional Ticket   # Required
Welcome Reception (Wed 19 October)    $nil      $65        ..................... ........................................
ASMF Fellows Dinner (Thurs 20 October)~   $80      $80        ..................... ........................................ 
Conference Dinner (Sat 22 October)~    $nil      $120       ..................... ........................................
~Ticket includes food and entertainment only - includes some drinks

           Total Payment ...........................

  Enclosed is my cheque, payable to ASMF LTD

  Electronic transfer, please quote your initial & surname as written above.  

 Account Name: ASMF LTD, BSB: 082 967, Account Number: 02939 7275

  I wish to pay by         MasterCard               Visa           

 Card # ................ /................ / ................ / ................ Expiry Date    .......... / ..........

 Cardholder’s Name................................................................................................................... 

 Cardholder’s Signature...........................................................................................................

Registration Fees

Please forward this completed form to:
ACSMS Conference Secretariat

C/- Sports Medicine Australia
PO BOX 78

Mitchell ACT 2911
P: +61 2 6230 6671
F: +61 2 6230 6676

E: acsms@sma.org.au
 Please tick if you do NOT wish your contact details to be made available to Conference Trade Exhibitors. 
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Notice of Annual General Meeting and call for nominations

Notice is hereby given that the Annual General Meeting of Sports Medicine Australia will be held at 
the Orion and Pleiades Room at the Esplanade Hotel Fremantle, on Saturday October 22 at 4.30pm.

I         of  

hereby nominate  

for the position of  

on the National Board of Directors of Sports Medicine Australia

Proposer’s signature           Date  

Seconder (full name)  

Seconder’s signature           Date  

Nominations should reach: Sports Medicine Australia PO Box 78 Mitchell ACT 2911 or fax to 02 6241 1611

BY NO LATER THAN 5PM (EST) ON OCTOBER 1, 2011

Note to the validity of nominations to the Board of Directors of SMA

Appointment and election of National Directors 
a) Each State Branch shall elect a National Director from and by the Federation membership in their state.

Agenda

1. President’s welcome

2. Roll call, apologies and proxies

3. Minutes of the previous AGM

4. Reports

5. Financial statements and audit report

6. Board election (if required)

7. Appointment of auditors

8. Special business

9. Close

Call for nominations – Board of Directors

Members are asked to provide nominations for positions on 
the Board of Directors of Sports Medicine Australia.

National Directors for:

 � President

 � Vice President

 � Financial Director

 � Disciplines Director

 � NSW

 � SA

 � QLD



BUSINESS TIPS

The keys to business success
To help make the most of your business, Sport Health brings you the following business insights. 

Do you need a social media 
presence?
Brought to you by Great 2 Tweet U

belief that without a combination of traditional and digital 
techniques marketing campaigns will not work (61%).

The beauty of using social media for marketing is it moves 
away from traditional advertising and becomes more like a 
source of information. By setting up a fan page on Facebook 
and a Twitter account you can make your clients feel like 
part of the family. They are able to interact on your page, and 
this helps build a relationship with them that goes beyond 
client – provider. It’s also an excellent way to retain customers, 
the more they hear from you, the more they will use your 
service when they need it.
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It’s a question that is becoming more and more relevant to 
business. It’s hard to ignore a medium that can reach more 
than 500 million people around the world everyday.

If Facebook was a country it would be ranked third in 
population behind China and India. And if current trends are 
anything to go by then not having a social media presence 
means you’re fast becoming the minority.

A global survey from workplace relations firm Regus has found 
that 40% of Australian businesses are successfully winning 
new customers through business social networking activity. 
The research also reveals that globally more firms are using 
social media to connect and engage with existing customers.

The Regus Social Recovery Report reveals:

 � Globally there has been a rise of 7% in the proportion 
of businesses successfully recruiting new customers 
through social networks such as Facebook. 

 � 52% of businesses globally and 48% in Australia use 
websites such as Twitter and Weibo to engage, connect 
with and inform existing customers. 

 � In Australia 52% of firms encourage their employees to 
join social networks such as LinkedIn, Xing and Vimeo, 
compared to 53% globally. 

 � Two fifths (39%) of companies globally and over a third 
in Australia (35%) devote up to 20% of their marketing 
budget to business social networking activity. 

 � Over a third (36%) of Sydney businesses devote up 
to 20% of their marketing budget to social networking 
activity, followed by Brisbane (35%), Melbourne and 
Perth (34%), and Adelaide (33%).

Social networking has fully evolved from a nice-to-have to 
a necessity as the majority of businesses in Australia (68%), 
and internationally (74%) agree that without social media 
activity marketing strategies cannot hope to be successful.  
Nevertheless, Australian and global firms are also emphasising 
the need for a balance of marketing media, confirming their 

Great 2 Tweet U are the social media specialists who manage 
your Facebook and Twitter presence. Headed by Daniel Hoy, 
Herald Sun journalist, they can help you to produce a consistent, 
well planned message that helps grow and promote your brand. 
Drive sales, build brand awareness, increase customers or simply 
connect more regularly with the customers you have. For more 
information email daniel@great2tweetu.com.au 
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Brand basics
Brought to you by ZOO Advertising

All designers are different, and one tailor may be better than 
another, but when you look at what people are wearing, what 
matters most is the name on the label.

But it’s a little more complicated than that. Because it’s not 
actually the name itself, nor the look of the label – though 
those things help – but the whole cluster of thoughts and 
feelings that that label brings to mind.

Some, like Armani, represent the height of trés chic. Others, 
like Cotton On, have a more casual feel. And some stand for 
a way of life – the most obvious being Nike, with its famous 
tagline, ‘Just do it’.

A big difference

Think of the difference between Apple and IBM. In fact, if 
you remember those ‘I’m a Mac’/’I’m a PC’ TV ads from a 
few years back, they perfectly demonstrate the difference 
between the two brands – even though they’re obviously 
written from Apple’s point of view.

Of course, there are real and important differences between IBM 
and Apple. But the most important differences – when it comes 
to who buys what sort of computer – are all about brand.

If you close your eyes and picture a typical Apple user, 
you might imagine a graphic designer in jeans, or a cool, 
sophisticated interior designer. What you probably won’t 
picture is an accountant in a suit and tie.

Look around

Forty years ago, brands just kind of evolved. Nowadays, though, 
organisations – including retailers like Aesop and T2 – put a 
lot more thought into their brands, and what they stand for.

So the next time you find yourself attracted to a particular brand, 
take a closer look for the ways in which it’s been designed to 
appeal to you.  

There’s a lot of talk in business about ‘brand’ right now. 
In many ways, it’s replaced advertising and marketing as the 
buzz word of the moment. But how many businesses really 
understand what a brand is?

More than a logo

Much more, in fact – though it’s easy to see where the confusion 
comes from. Logos, or brandmarks, have been around for a very 
long time – perhaps thousands of years – and were an obvious 
way to identify individual traders in an era when not many people 
could read or write.

But over the last hundred years or so, things have changed, 
and a logo is only a small part of what a brand is.

In fashion

Perhaps the easiest way to understand what a brand is and 
what it does is to think about fashion.

ZOO is a full service agency specialising in advertising, 
design and digital solutions for everyone from small businesses 
all the way up through to large government departments. 
Whether it’s great strategic thinking, amazing creativity, business 
smarts, or just a genuinely friendly way of answering the 
phone, ZOO has built a reputation on being one of Canberra’s 
most interesting and premier communication professionals. 
For more information visit www.zooadvertising.com.au 
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Superannuation
Brought to you by Dominic Morello – Davidsons

Super Co-Contribution
The Super Co-Contribution scheme assists people that 
contribute after tax dollars into super. The scheme works 
by having the Government match the personal contribution 
with a super co-contribution payment to the super fund 
provided the individual’s income is below the current year 
threshold of $61,920. Noting this co-contribution amount 
can be as high as dollar for dollar up to $1,000 for those 
people earning less than $31,920 per year but does reduce 
over this income level.

Do-It-Yourself Super Funds
The vast majority of the superannuation accounts of 
Australians are currently held in large Industry or Retail 
Superannuation Funds. However the past few years has 
seen a large growth in Self-Managed or Do-It-Yourself 
(DIY) Super Funds. It is estimated that DIY Funds now 
make up more than 30% or approximately $400 billion 
of superannuation savings.

The growth in DIY funds over the years has been driven 
mainly by people wanting to control their own superannuation. 
This added control has many benefits which can include 
the flexibility to control costs, invest in specific assets and 
often direct property as well as estate planning benefits and 
flexibility around retirement.

However there are a number of issues that need to be 
considered before setting up a DIY fund as they are definitely 
not for everyone. In order to have a DIY fund the members of 
the fund must also be trustees of the fund. The responsibilities 
and obligations of Trustees of super funds are extensive and 
enforceable by the ATO who have had an increased focus 
recently on Trustees of DIY funds.

The Australian superannuation system is regularly quoted as 
being the envy of the world. We are one of the few countries that 
has a mandated system and since its introduction (early 90’s) the 
industry has grown rapidly. It is now estimated that over a trillion 
dollars is held in Australian superannuation accounts.

It is a much regulated system and has extremely complex 
rules regarding contributions, withdrawals, pensions; 
especially around the tax treatment of each of these. 
This article by no means will be able to explore all these 
intricate issues however should provide a basic snapshot 
on some of the main points. We recommend that you seek 
professional advice regarding your personal circumstances.

Superannuation Guarantee Scheme
The Superannuation Guarantee Scheme requires employers 
to pay 9% of remuneration into a superannuation fund on 
behalf of employees. These employer superannuation 
contributions must be paid quarterly. 

Since 2005, many Australian employees have been able to 
choose the fund their employer’s superannuation guarantee 
contributions can be paid to. The choice of superannuation 
funds allows workers to better manage their superannuation 
and have one single account should they wish.

The current 2011/12 individual concessional contribution 
limits including contributions made under salary sacrifice 
arrangements are $25,000 and $50,000 for individuals 
50 years or older. Although, the government has announced 
changes to reduce these limits over the next few years for 
people over 50.

Along with concessional (tax deductible) contributions, 
individuals can make non-concessional or after tax contributions 
to superannuation. The current cap on these non-concessional 
contributions is $150,000 per person in a financial year. There are 
also transitional arrangements that allow this yearly cap 
to be brought forward to enable three years non-concessional 
contributions to be made in one year as long as no further 
contributions are made in the following years.

Davidsons Accountants and Business Consultants 
specialised service offerings of Tax, Audit, Financial Services, 
Personal Insurances and Self Managed Superannuation 
can provide you with all the information, assistance and 
advice regarding your superannuation requirements. 
For more information visit www.davidsons.com.au.

http://www.davidsons.com.au
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Writing a job description
Brought to you by Bill Haggerty – BGH International

So what should a good job description look 
like? It should include the following:

1 A brief description of your business
 � Provide an outline of your company, does it have offices 

interstate, what business are you in, who are your clients?

2 A description of the role
 � Provide information regarding the role, who does it 

report to, are there any direct reports?

 � What are the must have competencies and the nice 
to have competencies? 

 � This will require you to really think through the 
absolute musts. Does the position require a tertiary 
qualification or is this just nice to have?

 � Describe the business’s culture and working 
environment; do you have an open office plan, 
flexible working hours?

 � Where is the role located, is there travel required? 

3 Selection criteria
 � Outline the experience required in terms of time, 

industry. Is experience in your sector essential?

 � Is there a requirement for specific qualifications?

 � Personal attributes. These can be team player, 
good verbal and written communication skills, 
emotional intelligence and good time management.

4 Remuneration and benefits
 � What are the benefits you are offering in terms of 

remuneration, holidays, sick leave and study time?

5 Special requirements in your business
These can be items such as regular health checks and 
mandatory drug testing.

An employee has left your company; did you undertake an 
exit interview to determine why? How many people have 
been in that role over the past few years, has there been 
high turnover? Why is that so? Not everybody could have 
been that poor a performer.

The consequences of an employee leaving your business 
are twofold. Firstly it has an impact on the morale of the 
remaining employees, which is often negative; i.e. the 
additional stress that is placed on existing employees who 
have to cover that position until another person is appointed. 
It can also affect your credibility with your clients, particularly 
if there has been a high turnover in that position.

Secondly there is the financial cost of having to go through 
the recruitment process; it has been estimated that it can 
cost up to 1.5 times that person’s annual remuneration, 
which is represented in recruitment costs, loss of sales and 
the impact on your and other employees’ time.

A critical success factor in ensuring your search for the 
right candidate is successful is a concise and accurate 
job description. The successful candidate doesn’t want 
to encounter any surprises once they are employed. 
Does the role report to you? If not discuss it with the person 
who is responsible; ensure you are in agreement with the 
competencies required.

BGH International operates successfully both in domestic and 
international markets and across diverse cultures, specialising 
in sourcing and placing high calibre senior executives for clients 
in Australia, Asia, Middle East and Africa. For more information 
visit www.bghinternational.com.au

http://www.bghinternational.com.au


REPAIR, 
RECOVER
& REFUEL.
The Melbourne Vixens netball team represent their
home city in the elite Australia and NZ Championship
competition. The Melbourne Vixens includes Australia’s
best female athletes and a new generation of netball
stars, with seven Australian squad members in the team,
including recent World Champions Julie Prendergast,
Bianca Chatfield and two-time Commonwealth Games
gold medallist Sharelle McMahon.

Sports Dietitian Kerry Leech speaks with
Sharelle McMahon, captain of the Melbourne
Vixens Netball team.

Q. What is your favourite food? 
I’m a little partial to chocolate but my favourite meal is
chicken and vegetable risotto. 

Q. Cereal or toast for breakfast? 
Definitely a cereal girl, eating muesli, yogurt and milk
helps me to keep going through the morning. 

Q. Sharelle, you are working with Netball Victoria
as well as playing and training with the Vixens -
how do you fit it all in? 
I’m very busy. I manage it with a very up to date diary! 

Q. So how do you manage healthy meals on the run?
I need to be organised and pack food each morning.
It makes drinks like Sustagen important as I can have
them in the car on the way to or after training.

Q. What flavour Sustagen is your favourite?
That’s easy, Chocolate - I told you I am a chocolate girl! 

Q. How do you feel Sustagen helps your recovery?
Netball is a hard game, I tend to come out of each game with
a few bumps and bruises. Sustagen after each game helps to
get the recovery process started and provides a great source
of protein and carbohydrate.

Q. So what now for
Sharelle McMahon? 
The Vixens are finished for the
season but the Australian team
has international matches over
the next few months against
New Zealand and England.
So plenty of training camps,
travel and tough matches.
No slowing down for me!

of protein and carbohydrate.
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has international matches over
the next few months against
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FEATURE: PERFORMANCE MEDICINE

Interview with Juanita Claire Wilkinson

Sports Medicine Australia member, Juanita Claire Wilkinson 
takes us into her world of overseeing the health of 
performance medicine artists.

What is performance medicine?

It’s an area of medicine that encompasses dance, circus arts, 
exotic dancers, theater, singers, stunt performers and musicians.

Is this a relatively new area?

Dance medicine has been around for awhile, especially for 
ballet, but performance medicine has only become evident as 
a field on its own in the last few years.

Can you describe your role as a performance 
medicine physiotherapist? i.e. what does a typical 
day consist of?

A typical day would be treating in the clinic, attending 
performances/rehearsals and monitoring individual rehabilitation 
programs. Also collaborating with others involved; artistic 
directors, doctors, senior management etc when required.

Cirque du soleil (performance medicine) physiotherapist

Who are your clientele?

I treat a range of performing artists, both when I am on tour 
and in a private clinic when home in Sydney. They are singers, 
dancers, musicians and performing artists. Mostly I specialise 
in aerial artists, exotic dancers, stunt and physical performers.

“Contortionists tend to have more stability issues than others.”

Does treating this clientele differ in any way?

This group of people definitely requires different rehabilitation. 
Most of my Sydney based artists are teachers and performers, 
so injury can cause disruption to both aspects. It is therefore 
essential to have a good knowledge of apparatuses and know 
how to modify tricks/acts to minimise further injury.

What are some common medical issues 
performance medicine clientele have? 

It is closely related to the type of apparatus or performance 
they do. For example trapeze artists have a high incident of 
shoulder problems as compared to trampolinists. 
Contortionists tend to have more stability issues than others.

Photography by Kristian Coltman.
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Does the rehabilitation process for these injuries 
differ in comparison to injuries that might be seen 
in a community physiotherapist practice?

Most commonly it’s the stunt and aerial performers. Due to gravity 
acting in different and unpredictable ways this can impact on 
rehabilitation. For example, concussion on the football field is 
different to concussion with falling or spinning from height.

“...concussion on the football field is different to 
concussion with falling or spinning from height.”

What inspired you to become a physiotherapist? 

I enjoy helping people and the fact that I can have a positive 
effect on someone’s wellbeing. Also spending so much time 
with physiotherapists during my sporting career (I competed in 
snow sports, particularly freestyle skiing) probably helped and 
the fact that I cannot do scalpel to skin so I was never going 
to be a surgeon!

FEATURE: PERFORMANCE MEDICINE

How do these injuries usually occur? 

Like sport it’s related to the balance between the frequency of 
training and performances and the rate of recovery. It is also 
the level of expertise with beginners more prone to injuries.

Are there some professions that sustain more 
injuries than others? Which professions? 
What are the reasons for this?

Singers are less likely to incur injuries compared to 
physical performers. Physical performers tend to have a moderate 
incident rate but not as high as stunt performers. Again skill level, 
number of performances, recovery and the ‘risk factor’ associated, 
i.e. risk factor relating to aerial verse ground verse the unknown 
which is mostly related to falling stunts; impacts on injury rates. 

Photography by Kristian Coltman.

Photography by Kristian Coltman.
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How did you become involved in performance 
medicine?

By accident actually! Since I was 15 I had wanted to work in 
sports and be the Wallabies physio. I did become involved with 
rugby for many years but it wasn’t until a chance meeting with 
an athletic therapist working with an international performance 
group did I discover a passion for this type of rehabilitation. 
Then a few years ago the dream continued when I went on 
tour with Cirque Du Soleil. Since then I have worked with some 
pretty amazing athletes, artists and companies involved in 
performance in some way.

You work as a travelling physio. What are the 
particularly enjoyable and/or tedious aspects 
of the work? 

Like any sporting or travelling physiotherapist’s job there 
are the good and bad, usually it has to do with continuous 
packing and unpacking, multiple visa applications and 
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associated paperwork and long hours. On the up side you’re 
travelling and seeing new places. And the fact that I can fit my 
life into less than 60kg!

What are the challenges of working as a travelling 
physio?

Travelling constantly. I’m not whinging but it takes a lot out of 
you, and then your job is to be there for everybody; that can 
be a be challenge after 30 hours of flying. And, learning how to 
pack your life into a small number of bags.

Tell us your most interesting encounter while 
working as a performance medicine physiotherapist?

Traveling through South America and seeing everything they 
have to offer. Also being in the middle of the largest Brazilian 
brawl during a soccer match!
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FEATURE: RURAL SPORTS INJURY

Rural sports doctor Gareth Thomas and researcher 
Professor Caroline Finch, through their study, look at how 
to meet the needs of both workplaces and local sport in 
the rural setting.

Whilst there have been several studies describing the 
demographic profiles and referral basis of patients attending 
metropolitan sports medicine clinics in Australia, there is very 
little data describing sports medicine services in rural and 
remote Australia.1,2 Nonetheless, both the Australasian College 
of Sports Physicians3 and Sports Doctors Australia4 have 
emphasised the lack of specialised sports medicine practices 
in rural and regional Australia. 

Population level data describing musculoskeletal injuries in 
residents of both rural and metropolitan Australia has traditionally 
come from routine hospital data collections or small-scale general 
practice clinic studies.5–7 Anecdotally, sports medicine specialists 
treat a range of musculoskeletal conditions, including sports injuries 
and other musculoskeletal injury, especially those work-related. 

Clinical sports medicine practice in rural Australia

The study

We wanted to describe the types of patients who attended a 
dedicated sports medicine practice in the Central West NSW 
rural city of Dubbo. The practice operates full-time as part of 
a larger clinic with 14 general practitioners, radiology, and 
physiotherapy services. It teaches medical students through 
the University of Sydney’s Dubbo Rural Medical and the 
John Flynn Program for rural medical students. Approximately 
80 patients per week are referred by other health professionals, 
employers, or are self-referred. The single sports doctor 
(author Gareth Thomas) is also the Club Doctor for local rugby 
league/union teams, and has affiliations with gymnastics clubs, 
dance studios, and some of the region’s larger employers. 

“Although the 2006 ABS census for the Dubbo region 
estimated that 10% of the population was Aboriginal/
Torres Strait Islander,9 they only account for 5% of 
the patients.”
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Relationship between context of the injury or musculoskeletal condition and age group (n=421 patients)

Age-group (years)
Context of injury or musculoskeletal problem Total

n (%)Workplace n (%) Sport n (%) Other n (%)

<16 1(1%) 33(22%) 13(14%) 47(11%)

16–25 26(15%) 50(34%) 6(6%) 82(20%)

26–35 31(17%) 21(14%) 8(8%) 60(14%)

36–45 49(28%) 22(15%) 13(14%) 84(20%)

46–55 42(24%) 11(8%) 16(17%) 69(16%)

56–65 23(13%) 6(4%) 19(20%) 48(11%)

>65 5(2%) 5(3%) 21(21%) 31(8%)

Total 177(100%) 148(100%) 96(100%) 421(100%)

Comparsion of the distribution of affected/injured body regions in workplace (n=177) and sport (n=148) related cases

Broad body region
Context of injury or musculoskeletal problem Total (workplace and sport 

combined)

n(%)Workplace n(%) Sport n(%)

Head and neck 7(4%) 2(1%) 9(3%)

Upper limb 86(49%) 32(22%) 118(36%)

Torso 29(16%) 14(10%) 43(13%)

Lower limb 48(27%) 97(65%) 145(45%)

Multiple/other 7(4%) 3(2%) 10(3%)

Total n(%) 177(100%) 148(100%) 325(100%)

A full audit of the practice’s electronic patient records was 
undertaken over three months (1/07/2009–30/09/2009). 
Data extracted included: patient age, sex, self-reported 
Aboriginal/Torres Strait Islander (ATSI) status, injury context 
(sport/work/other), sport played at the time of injury, injured 
body region and specific diagnosis (coded to OSICS-108). 
The audit extracted information on 421 patients.

“Overall, 42% of patients had conditions/injuries that 
originated in workplaces (42%), compared to sport (35%).”

Although the 2006 ABS census for the Dubbo region estimated 
that 10% of the population was ATSI,9 they only account for 
5% of the patients. Reasons for this could include a low level 
of self-identification as ATSI, having a lower injury rate or less 

tendency to seek medical attention at this sort of practice. 
There was a prevalence of male patients (59%), compared 
to official Dubbo population figures of 48% male.9 There was 
a significant association between age-group and context of 
sport/work injury; 36–65 year olds predominantly had workplace 
injuries and the less than 25 year olds mainly had sports injuries. 
Overall, 42% of patients had conditions/injuries that originated 
in workplaces (42%), compared to sport (35%). 

There was also a significant association between the injured 
body region and injury context. Injuries involving the torso 
were more common in workplace patients than sport patients. 
Workplace conditions most commonly involved the upper limb 
(especially the shoulder) compared to sports injuries which 
were more common to the lower limb (especially the knee).
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Summary

This is the first study to describe sports medicine clinic 
patients with musculoskeletal conditions in rural Australia 
and shows that the injury diagnoses and body regions are 
generally consistent with those reported for other sports injury 
treatment settings. 

To our knowledge, this is also the first study to provide specific 
details about workplace musculoskeletal conditions that are 
treated in a sports medicine practice. This highlights the need 
for clinical sports medicine services in rural communities to 
provide appropriate treatment and management of patients 
with these conditions.

The city of Dubbo has had no resident Orthopaedic Surgeon 
for some time, no Occupational or Sports Physicians and no 
Sports Physiotherapist. The arrival of Gareth Thomas in Dubbo 
in December 2007 has allowed assessment and treatment 
of workplace musculoskeletal injuries using sports medicine 
principles, with major employers in the district referring 
preferentially to the practice. This has addressed a previously 
unmet need, thus leading to the large proportion of 
employer-driven referrals to the practice. Conversely, sporting 
organisations have long been using emergency and orthopaedic 
services at Dubbo Base Hospital, which provides fly-in fly-out 
orthopaedic surgeons and registrar. These services have the 
advantage of being free, and well established. With the local 
sporting population being non-professional, cost of services 
may be as much a factor in attendance as waiting times and 
perceived expertise. These factors may explain the referral sources 
and contexts of the injuries in the patients treated at the clinic. 

Gareth Thomas

Western Plains Medical Centre, Wheelers Lane, Dubbo, NSW

Caroline Finch

Australian Centre for Research into Injury in Sport and Its 
Prevention (ACRISP), Monash Injury Research Institute, 
Monash University, VIC

References, as indicated within the article, are available at  
sma.org.au/publications/sport-health/

Are you a sports medicine professional who works in a rural setting? 
If so, Sport Health would love to hear about your experience to feature 
within an upcoming issue. Email the Editor, Amanda Boshier on  
amanda.boshier@sma.org.au 

“Rugby union, rugby league, athletics, netball, dance and 
soccer were the most common causes of sports injury.”

The most common workplace injuries were:

 � Supraspinatus tendon injury (n=13)

 � Lumbar muscle/tendon strain/injury (n=9)

 � Elbow common extensor tendon injury (n=9)

 � Carpal Tunnel Syndrome (n=8)

 � Wrist sprain/jarring (n=6)

 � Lumbar disc prolapsed (n=5)

 � Superior labrum anterior-posterior SLAP lesion (n=5) 

“With the large employers in Dubbo being mining and 
agriculture, and the largest private employer being an 
abattoir, these findings are not surprising.”

These indicate repetitive use as the likely cause in most patients, 
rather than acute injuries. With the large employers in the Dubbo 
district being mining and agriculture, and the largest private 
employer in Dubbo being an abattoir, with workers engaged in 
repetitive meat processing, these findings are not surprising.

The most common sports injuries were: 

 � Knee meniscal injury (n=14)

 � Acute anterior cruciate ligament injury (n=8)

 � Lateral ankle ligament sprain (n=7)

 � Knee medial cruciate ligament injury (n=6)

 � Anteroinferior instability of the shoulder (n=5)

 � Sacroiliac joint injury (n=5)

These injuries are more likely to result from acute rather than 
repetitive trauma. 

Rugby union (21%), rugby league (18%), athletics (9%), netball 
(7%), dance (5%) and soccer (5%) were the most common 
causes of sports injury*. 

* Note: the distribution of sports leading to injury in this study is limited by the fact that 
it covered a purposively-chosen busy sports medicine practice period over the end of 
a winter’s sports season and so deliberately includes the football and netball season 
but excludes popular summer sports such as cricket and other active pursuits.

“The city of Dubbo has had no resident Orthopaedic Surgeon 
for some time, no Occupational or Sports Physicians and no 
Sports Physiotherapist.”

http://www.sma.org.au/publications/sport-health/
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Australian Paralympic Committee Physiotherapist 

Keren Faulkner FACP writes about the considerations 

and challenges faced when dealing with shoulder pain 

in wheelchair athletes.

The Australian Paralympic Committee supports high-performance 

athletes competing in wheelchair rugby, tennis, basketball, track 

racing, table tennis and shooting as well as other wheelchair users 

who compete in non-wheelchair events such as equestrian, 

hand cycling, swimming and powerlifting. Incidence rates of 

shoulder pain as high as 70% have been reported compared 

with 40% in able athletes. High loads are placed through the 

shoulder during wheelchair activities of daily living (ADLs) and 

sport and this load is intense and distributed bilaterally during 

sport wheelchair propulsion and control. Female wheelchair 

users are more at risk of shoulder pain than males, as are 

individuals with a high BMI.

“Incidence rates of shoulder pain as high as 70% have 
been reported compared with 40% in able athletes.”

There is an increased risk in the first six months post-spinal cord 

injury (SCI), as new techniques for transfer and mobility place 

increased load through the upper limb. A higher level of SCI 

Shoulder pain in wheelchair athletes

increases the occurrence of shoulder pain considerably and 
there are many reasons for this, which will be discussed further.

With greater duration of wheelchair use and sport chair 
usage, there is greater risk of compromise to the shoulder. 
Athletes report a higher frequency of shoulder pain than 
non-athletic wheelchair users.

“Treating the cervical spine is not sufficient – the posture 
and environmental load needs to change to unload 
structures which are constantly under pressure.”

Wheelchair athletes perform closed-chain upper limb transfers 
for moving in and out of the chair as well as for relief of ischial 
pressure. Thoraco-humeral muscles allow this action to occur 
with minimal weightbearing force crossing the glenohumeral joint; 
however, strength and endurance of these muscles may be 
compromised prior to sport-specific training. Pushing a manual 
wheelchair requires a vertically oriented force to be applied to the 
wheel, although this is entirely different for quadriplegics without 
triceps function who pull upwards using biceps. Fast movements, 
changes in direction and uphill propulsion require significantly 
higher forces and research has shown fatigue to be marked in 
supraspinatus and pectoralis major.

AUSTRALIAN PHYSIOTHERAPY ASSOCIATION
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In addition to these requirements for transfers and propulsion, 
athletes competing in sports such as tennis and basketball have 
significant sporting demand in an overhead position. The rotator 
cuff has a major role during all of these activities for either 
stabilising the glenohumeral joint or creating rotational movement. 
Fatigue has a huge impact on its ability to function. It is important 
to remember that a wheelchair athlete may have fatigued 
muscles before they even start their match.

“The primary challenge to the physiotherapist is not to 
find the diagnosis but to address the contributing factors 
while respecting the constraints of the sporting and 
everyday environment.”

Pathogenesis of shoulder pain is multifactorial in wheelchair 
athletes and include rotator cuff and isolated supraspinatus 
tendinopathy, subacromial impingement and bursitis, biceps 
tendinopathy, glenohumberal instability, AC joint pathology, distal 
clavicle osteolysis, cervical spine referral and glenohumeral OA. 

Pathologies occur simultaneously as a result of repetitive forces 

associated with long-term wheelchair use. A recent study of 

elite wheelchair tennis highlighted an increased incidence of 

degenerative, symptomatic acromioclavicular degeneration. 

The primary challenge to the physiotherapist is not to find the 

diagnosis but to address the contributing factors while respecting 

the constraints of the sporting and everyday environment. 

Surgical options will be considered much later in injury progression 

for wheelchair-dependent athletes, given the significant impact 

that surgical recovery would have upon ADLs. The need for 

precise, thorough rehabilitation could not be more important.

“With greater duration of wheelchair use and sport chair 
usage, there is greater risk of compromise to the shoulder.”

Environmental factors are considerable for the wheelchair athlete. 

Sitting position in the chair is highly relevant and there are often 

different goals for a day wheelchair compared with a sporting one. 

Thoracic flexion will compromise neurogenic structures of the 

cervicothoracic and thoracic outlet region. The thoracic posture 

is utilised by wheelchair athletes to increase sitting stability and 

therefore aid function. Amputees or athletes with a lower SCI 

can optimise stability through active trunk control; this allows a 

higher sitting position with more neutral thoracic posture. 

While ultilising more trunk and pelvic control in wheelchair sport, 

amputee athletes are at an increased risk from a relative lack 

of wheelchair use and skills at daily level as they are usually 

ambulant during the day, using a chair only for sport. 

High-level SCI athletes need to sit lower and in moderate 

kyphosis to achieve stability that in turn can compromise 

scapulothoracic and glenohumeral function.

“...amputee athletes are at an increased risk from a 
relative lack of wheelchair use and skills at daily level...”

For closed-chain wheelchair propulsion, the rotator cuff requires 

excellent thoraco-scapaular stability to enable it to work 

effectively from a stable base. Initially, rehabilitation should be 

directed towards rhomboids, trapezius and serratus anterior 

before progressing to rotator cuff. Posterior deltoid should not 

be ignored. There is often a strength bias towards anterior 

deltoid secondary to posture. Strengthening posterior deltoid 

and stretching pecs can be beneficial in assisting centralisation 

of the humeral head within the glenoid.

Subacromial impingement and rotator cuff tendinopathy make 

up the most frequent diagnoses for wheelchair athletes with 
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shoulder pain. Muscle imbalance can contribute, in particular 
a loss of the ability of lower rotator cuff to stabilise the head 
of humerus as the anterior deltoid elevates during transfers 
and arm elevation. In some cases, muscle balance is not 
possible due to innervation; however, it is always possible 
to aim for improvements in posture, movement awareness, 
proprioception and joint alignment. The flexed seated position 
poses a challenge to the physiotherapist and it is worth paying 
careful consideration to the abilities of the individual. 
Specifically, can the athlete retract the scapula via trapezius 
and rhomboids (C5)? Is there range available through pecs? 
Are there thoraco-humeral muscles available for weightbearing 
transfers such as lat dorsi (C6,7,8) pec major (C7, 8, T1) and 
serratus anterior (C5,6,7)?

“The flexed seated position poses a challenge to the 
physiotherapist and it is worth paying careful 
consideration to the abilities of the individual.”

Wheelchair propulsion is a dynamic closed-chain exercise and 
requires stability throughout the kinetic chain. Sitting balance is 
a key along with thoraco-lumbar strength and mobility. 
Consider the wheelchair user’s shoulder injury with a similar 
approach to the throwing shoulder. Address the stability of the 
base, in this case the pelvis/sitting position, and pay careful 
attention to any deficits in the chain – spinal, scapular, shoulder, 
elbow or wrist and hand.

In consideration of neurodynamics, posture is important. 
Many wheelchair users sit in a posture that compromises the 
space available through the thoracic outlet. When this is 
combined with cervical protraction and extension required to 
look upwards in a world designed for the 180cm person, it is 
not surprising that altered neural sensitivity is often (or always) 
a factor in shoulder pain. Treating the cervical spine is not 
sufficient – the posture and environmental load needs to change 
to unload structures which are constantly under pressure.

In managing the wheelchair athlete with shoulder pain, the 
considerations are many and the challenges are significant. 
Successful physiotherapy treatment will be thorough and 
precise and will consider all aspects of everyday life as well as 
the sporting demands.

Keren Faulkner FACP

Keren is a Specialist Sports Physiotherapist 
and an Australian Paralympic Committee Physiotherapist.

References are available at sma.org.au/publications/sport-health/

AUSTRALIAN PHYSIOTHERAPY ASSOCIATION

http://www.sma.org.au/publications/sport-health/


62 SPORT HEALTH

AUSTRALASIAN COLLEGE OF SPORTS PHYSICIANS

The professional challenge of medicine on the move

Australasian College of Sports Physicians (ACSP) 

President, Dr David Hughes highlights the essential 

physician competencies for team travel.

There have been times in my career when I have thought to 

myself that I am ‘over’ travelling with sporting teams. 

Unappealing facets of team travel include time spent in transit 

(particularly in overcrowded and inefficient airports), disruption 

to home and work life, financial penalty (depending on the 

professional status of the team you are working with), at times 

a claustrophobic ‘team cocoon’ environment and the inevitable 

‘Groundhog Day’ syndrome of repetitive bus rides to training, 

team meetings, hotel buffet meals, treatment sessions etc. 

Yet as I write, I find myself in central China with a team of athletes 

(the Australian Opals), some of whom are not much older than 

my eldest daughter. Surprisingly, I am energised and enthused 

by the experience. 

If team travel is to be a positive experience, having a harmonious 

management team is essential. I consider myself very fortunate 

that the Opals have a manager, physiotherapist and coaching 

staff who are highly professional, respect each other’s roles, 

pitch in to help each other as required and have the ability to 

switch off and relax when the opportunity presents itself. 

“...the medical expert needs to be a competent 
communicator, collaborator, manager, health advocate, 
scholar and professional...” 

On a professional level, travelling with a team to locations 
where access to familiar medical services is limited uniquely 
challenges the medical expertise of the Sport and Exercise 
Medicine (SEM) Physician. When travelling with a team, the 
physician is required to call upon all of those essential abilities 
that are part of the CanMEDS Framework, begun in the 1990’s 
by the Royal College of Physicians and Surgeons of Canada 
(http://rcpsc.medical.org/canmeds/). For those unfamiliar with 
CanMEDS, it is a comprehensive definition of the essential 
physician competencies for medical education and practice. 
CanMEDS states that the medical expert needs to be a competent 
communicator, collaborator, manager, health advocate, scholar 
and professional (Diagram 1).

“If team travel is to be a positive experience, having a 
harmonious management team is essential.”

The ACSP advanced training program, assessment process 
and Maintenance of Professional Standards (MOPS) program 
are very much grounded on CanMEDS competencies. I consider 
myself privileged to have had the opportunity to complete the 
ACSP Fellowship training program to qualify as an SEM Physician. 
The training program is recognised around the world as the gold 
standard in specialist training of sport and exercise medicine. 
It equipped me with a foundation skill set which is ideally suited 
to the various demands of team travel, notwithstanding the 
subsequent requirement for team travel experience, to appropriately 
develop what one could describe as team physician expertise.

Prematch Opals vs China.
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Diagram 1 – CanMeds Framework

Copyright © 2005 The Royal College of Physicians and Surgeons of Canada. 
http://rcpsc.medical.org/canmeds/. Reproduced with permission.

Communicator

“...it is critical that there are healthy and respectful 
communication channels...”

As in all areas of medical practice, communication is critical in 
the team travel environment. In all elite sport, there are certain 
pressures that come to bear and those pressures affect different 
members of the travelling team in different ways. Players are 
under pressure to perform. Coaches are under pressure to 
deliver results. Medical staff are under pressure to allow the 
players to perform on the court unimpeded by illness or injury. 

The manager is under pressure to ensure that complex logistical 
challenges involving travel, accommodation, access to training 
facilities, eating arrangements, laundering of clothing and a myriad 
of other factors are navigated in a smooth and seamless fashion. 
From the medical viewpoint, it is critical that there are healthy 
and respectful communication channels between the medical 
staff and players, between the medical staff and coaching 
staff, and between the medical staff and the manager.

Collaborator
Collaboration between the medical staff during a sporting 
tour is essential to deliver optimal healthcare to the players. 
There is no room for runaway egos on tour. The team physician 
who believes they are the repository of all medical wisdom is a 
curse to the touring sports team. One would hope to be a 
competent and confident team physician. I am yet to travel with 
a team however and not learn at least one or two clinical gems 
from my physiotherapist colleagues. Over the past couple of 
years with the Opals I have had the benefit of working with 
Rachel McAlister and Graeme Backen, two highly professional 
and hard-working physiotherapists. All three of us have improved 
our medical knowledge from free interchange of ideas and 
approaches to assessment and management of the athlete. 
The collaborative medical environment benefits the athlete, the 
physiotherapist and the physician. 

“There is no room for runaway egos on tour. The team 
physician who believes they are the repository of all 
medical wisdom is a curse to the touring sports team.”

AUSTRALASIAN COLLEGE OF SPORTS PHYSICIANS

David Hughes (R) in China.

Lost in translation.
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Health Advocate
Team care is as much about preventive health advocacy 
as it is about treating illness and injury. Preventive strategies 
minimise potential for illness and injury. As a health advocate, 
the team physician needs to educate athletes, coaching staff 
and management regarding the rationale for prevention and 
recovery strategies. This health advocacy role should begin 
well before commencement of the tour. When travelling 
abroad, sporting teams must be informed about potential 
health risks associated with long haul travel, injuries specific to 
the sport and infectious disease risks relevant to the destination. 
As with all doctor-patient interactions, athletes are more likely 
to follow advice if they have a clear understanding of the 
reasons and evidence underpinning that advice.

Scholar

“A physician who does not preserve habits to improve 
skills and knowledge is almost certainly de-skilling.”

Use of online journals and other medical information resources 
does not stop at the airport. The team physician should maintain 
scholarly pursuits, despite being on the move. A physician 
who does not preserve habits to improve skills and knowledge 
is almost certainly de-skilling. In my current tour of China with 
the Opals, I have taken the opportunity while travelling to listen 
to the dulcet tones of Dr Karim Khan on podcasts downloaded 
(to my iPhone) from the British Journal of Sports Medicine. 
I have been online most days in relation to medical aspects 
of team or individual athlete care. Travel medicine 
recommendations regarding specific destinations are constantly 
in a state of flux and a pre-travel update is essential. I try to utilise 
the tour ‘downtime’ (during player-coach meetings, athlete rest 
time etc) as an opportunity to catch up on educational reading. 
Access to online journals provides an excellent opportunity to 
have a mini ‘Journal Club’ with the team physiotherapist, 
discussing interesting recent papers.

Professional

“The danger for the team physician is that one can fall 
into the trap of trying to be a ‘friend’ to the athlete rather 
than being their health professional.”

The issue of medical ethics and professional behaviour is 
particularly pertinent for the team physician. In the ‘normal’ 
situation of day to day physicianly practice, the physician does 
not see his or her patients at breakfast, lunch and dinner. 

Manager

“Time spent on a medical contingency plan will deliver 
the best ‘bang for your buck’...”

The team physician needs to be a medical manager. 

Anticipation and preparation are the keys. Time spent on a 

medical contingency plan will deliver the best ‘bang for your 

buck’ in terms of minimising stress and uncertainty on tour. 

There is nothing worse than finding yourself in an unusual 

environment, without access to familiar Western medical 

services, facing a medical challenge with one of your athletes 

and realising that you have failed to anticipate this eventuality 

when preparing your medical kit. Trying to access a simple 

medication (such as a laxative) in a foreign culture, while being 

confident that there are no dangerous or illegal substances 

within it, can be surprisingly difficult. Medical management for 

me includes provision to each athlete of a ‘Player Medical Kit’ 

which includes items such as paracetamol, soluble aspirin, 

zinc tablets, lubricant eye drops and decongestant nasal spray. 

Verbal and written instructions on appropriate use of the 

medical kit are supplied. This allows the athlete to self-medicate 

for minor complaints associated with travel and group living.

AUSTRALASIAN COLLEGE OF SPORTS PHYSICIANS

The Australian Opals prior to playing New Zealand.
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They do not travel on buses with them or share team jokes. 
The danger for the team physician is that one can fall into 
the trap of trying to be a ‘friend’ to the athlete rather than 
being their health professional. While it is desirable to have a 
convivial relationship with the athlete, the team physician must 
never lose sight of the fact that the foundation of the relationship 
at all times remains a professional doctor-patient relationship 
with all the inherent assumptions regarding confidentiality 
and privacy. If an athlete approaches me on tour to discuss a 
medical issue, I attempt to the best of my ability, to reproduce 
the normal consulting room environment. I do not conduct 
consultations in front of other athletes and I try to ensure 
complete privacy while the medical conversation takes place. 
It is a frequent occurrence in my experience for an athlete 
to approach the team physician about a ‘garden variety’ 
musculoskeletal issue as a segue into discussing issues of a 
more personal or private nature which the athlete may not want 
to discuss in front of other people. The team physician should 
not fall into the habit of conducting consultations in the treatment 
room, in the presence of other athletes. 

Sporting tours will often provide some opportunity for social 
activities such as sight-seeing or a team meal at a restaurant. 
The team physician must remain aware on these social 
occasions of the primacy of their role as a health professional. 
On tour, the physician is effectively on duty at all times. 
Medical issues can arise at any time of day or night and the 
physician can not risk being affected by alcohol. The respectful 
boundary between doctor and patient must not become 
blurred or less defined on such social occasions. 

It is essential that a team physician has a good understanding 
of the rules and physiological demands of the relevant sport. 
A team physician who is a ‘fan’ however, is a danger to the 
athlete and has no place in the team environment. The ‘fan’ 
should remain in the grandstand and not be professionally 

involved with the athlete. Regarding the athlete with a sense of 

‘awe and wonder’ in response to their athletic prowess is likely 

to effect the physician’s professional judgement.

“I find that the real cultural difference is found not so 
much in the humanistic qualities of the people but rather 
the logistical factors such as language, environment, 
food, transport and weather.”

One significant benefit of travelling is of course cultural interchange. 

Mark Twain said “Travel is fatal to prejudice, bigotry and 

narrow-mindedness”. The impression one has of China via 

Western media is different to the reality one witnesses when 

dealing with individuals on the street, in shopping centres and 

at sporting venues. The Chinese people have been almost 

universally courteous, friendly and helpful. As with all other 

cultures that I have had the privilege of experiencing, the people 

are normal folk who want the opportunity to improve their lot 

in a pleasant and peaceful environment. I find that the real 

cultural difference is found not so much in the humanistic 

qualities of the people but rather the logistical factors such as 

language, environment, food, transport and weather.

Team travel provides the opportunity for the SEM Physician to 

practice medicine in a challenging and stimulating environment. 

The relationship with the patient is unique due to the closeness 

and frequency of physician-athlete interaction. The principles 

which underpin the professional practice of medicine and the 

competencies which define the medical expert however, apply 

equally within the team and office environments.

Dr David Hughes

Sport & Exercise Medicine Physician 

President, Australasian College of Sports Physicians
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 DISCIPLINE GROUP NEWS AND EVENTS

The Australasian Academy of Podiatric Sports 
Medicine (AAPSM)

News:

 � The AAPSM Board continues to be busy in preparation 
for the Australian Conference of Science and Medicine 
in Sport (October 19–22) in Fremantle. Our keynote 
speaker, Dr Richard Bouche DPM will deliver the latest 
knowledge and management of lower limb pathologies 
relating to sports medicine. 

 � A lot of effort (and finances) are going into the new 
website for AAPSM. It will be launched within the next 
couple of months. 

 � The AAPSM Board is also moving, albeit slowly, 
towards setting up the new Fellowship program. 
Discussions are still underway with the other Special 
Interest Groups and the Podiatry Board of Australia. 
More information will hopefully be available at the AGM 
in Fremantle.

Upcoming events:

 � Please refer to the individual State Association 
Continuing Professional Education Programs. 

For more information visit www.aapsm.org.au

Australasian College of Sports Physicians 
(ACSP)

Upcoming events: 

 � 26th ACSP Annual Scientific Conference 
November 13–16, 2011 
Hyatt Coolum, QLD

 � ACSP Clinical Sports Medicine 2012: Upper Limb 
March 4, 2012 
Sydney, NSW

For more information visit www.acsp.org.au 

Australian Psychological Society College of 
Sport and Exercise Psychologists (CoSEP)

News:

 � The CoSEP is preparing for their annual AGM and 
primary CPD event for 2011 – both of which will 
be held at the APS Annual Conference in Canberra 
from October 4–8, 2011. Ongoing events, including 
peer consultation and professional development 
presentations are being organised by the State 
Sections across a range of states. 

For further information visit 
www.groups.psychology.org.au/csep/

Upcoming events:

Australia

 � CoSEP National and State Section CPD events 
www.groups.psychology.org.au/csep/events/

 � CoSEP Themed Day – APS Annual Conference 2011 
October 4–8, 2011, Canberra (October 7 TBC) 
www.apsconference.com.au/ 

 � CoSEP AGM – APS Annual Conference 2011 
October 4–8, 2011 (October 7 TBC)

 � Career Counselling, Coaching and Assessment 
Workshop by Dr Jim Bright FAPS 
September 14–16, 2011, Sydney (CoSEP Endorsed 
Activity) www.brightandassociates.com.au/3-day-
flyer-2011.pdf 

Overseas 

 � AASP Annual Confrence 2011 
September 20–24, 2011, Honolulu, Hawaii, USA 
http://appliedsportpsych.org/conference

 � BASES Annual Conference 2011 
September 2011, Essex, UK  
www.bases.org.uk/BASES-Annual-Conference

 � 6th ASPASP International Congress 2011 
November 11–14, 2011, Taipei, Taiwan 
www.aspasp2011.com/latest_en.php

For more information visit www.psychology.org.au 

Discipline group news and events
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 DISCIPLINE GROUP NEWS AND EVENTS

Sports Dietitians Australia (SDA)

News:

 � The 2011 SDA Conference will be held in Melbourne 
on October 15, 2011. Themed Fuel for results – the 
science of successful sports nutrition, the Conference 
offers delegates a variety of topics covering the themes 
of supplementation; the science of sports nutrition; 
and nutrition for specific sports. Keynote speakers 
are Professor Louise Burke and Professor David Pyne 
of the AIS and Professor Mark Hargreaves of the 
Department of Physiology, University of Melbourne. 
Abstract and poster submissions are also welcome. 

 � In conjunction with the Conference, SDA is hosting a 
free public lecture on October 14, 2011 at Federation 
Square, Sports nutrition – guesswork to expertise, 
covering the journey of sports nutrition, how Australia 
has led the way and its significance to active 
Australians, presented by Glenn Cardwell. 

For further details visit 
www.sportsdietitians.com.au/2011conference 

Upcoming events:

 � Nutrition for Exercise & Sport Courses:

 – Tasmania – August 13, 2011

 – Victoria – August 20, 2011

 – New South Wales – August 27, 2011

 – Western Australia – September 10, 2011

 – Queensland – October 22, 2011

 � Nutrition for Exercise & Sport for the Junior Athlete 
Course:

 – Queensland (Brisbane) – August 20, 2011

For more information visit www.sportsdietitians.com.au 

Sports Doctors Australia (SDrA)

 News:

 � The SDrA AGM will be held at ACSMS where several 
committee positions will become available. We encourage 
motivated doctors with a passion for sports medicine 
to nominate for these positions (those interested email 
tamara.christmas@sma.org.au).

 � One of the many benefits of SDrA membership is free 
membership of FIMS, so for those interested in joining 
contact tamara.christmas@sma.org.au. Please note 
for those who are members or Fellows of SDrA we 
have negotiated your ongoing membership of FIMS so 
please disregard any renewal notices you may receive.

For more information visit www.sportsdoctors.com.au 

Sports Physiotherapy Australia (SPA)

News:

 � SPA and the Board of APA continue to advocate 
for direct referral to Sports and Exercise Physicians. 
We are aware that many members have arrangements 
to get around the new situation, but recognition of the 
important relationship between Sports Physiotherapists 
and Sports Physicians will be an ongoing issue.

 � The training program for Sports Physiotherapists 
to become Specialist members and Fellows of the 
Australian College of Physiotherapy has commenced 
with six SPA members now undertaking the program. 
These members are working towards examinations in 
April 2013. This is an exciting step in the development 
of a career pathway for Sports Physiotherapists.

Upcoming events: 

 � APA Physiotherapy Conference 2011 
Brisbane Convention & Exhibition Centre 
October 27–30, 2011

For more information visit www.physiotherapy.asn.au

http://www.physiotherapy.asn.au
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What does Impact Factor mean?

The Impact Factor is an important, albeit retrospective, indicator of 
a journal’s quality. It is a measure of the number of current citations 
to articles published in a specific journal in a two year period divided 
by the total number of articles published in the same journal in the 
corresponding two year period. Impact Factors are usually published 
in mid-June (i.e. it takes about six months for the calculations and 
checks to be made). Citation behaviours and Impact Factors vary 
markedly between disciplines but it is valid to compare those for 
journals in the same field and to note trends over time. To assist this 
process Journal Citation Reports categorise journals in a number 
of fields within which they can then be ranked by Impact Factor.

THE JOURNAL OF SCIENCE AND MEDICINE IN SPORT

 Top 20 Sport and Exercise Science and Medicine journals

Rank
Abbreviated journal title

(linked to journal information)
ISSN

JCR Data   i Eigenfactor™ metrics   i

Total 
cities

Impact 
Factor

5-year 
Impact 
Factor

Immediacy 
index Articles Cited 

half-life
Eigenfactor™ 

score

Article 
Influence™ 

score

1 SPORTS MED 0112-1642 6489 5.072 5.724 0.579 57 8.6 0.01046 1.513

2 J APPL PHYSIOL 8750-7587 41478 4.232 4.214 0.719 445 >10.0 0.06282 1.292

3 MED SCI SPORT EXER 0195-9131 23405 4.106 4.748 0.703 276 9.2 0.03646 1.320

4 EXERC SPORT SCI REV 0091-6331 1936 3.825 4.221 0.760 25 8.6 0.00379 1.343

5 AM J SPORT MED 0363-5465 15492 3.821 4.801 0.569 281 8.0 0.03764 1.605

6 BRIT J SPORT MED 0306-3674 6797 3.545 3.909 0.708 192 5.5 0.02088 1.137

7 J SPORT EXERCISE PSY 0895-2779 2249 2.823 3.580 0.143 42 >10.0 0.00330 0.962

8 SCAND J MED SCI SPOR 0905-7188 2803 2.794 3.218 0.678 146 6.1 0.00767 0.987

9 J INT SOC SPORT NUTR 1550-2783 230 2.675 0.410 39 2.9 0.00064

10 J SCI MED SPORT 1440-2440 1775 2.542 2.694 0.655 119 4.5 0.00491 0.670

11 J ORTHOP SPORT PHYS 0190-6011 2942 2.538 2.695 0.494 77 8.2 0.00585 0.762

12 EXERC IMMUNOL REV 1077-5552 338 2.417 4.556 0.000 13 6.1 0.00080 1.147

13 INT J SPORTS MED 0172-4622 5450 2.381 2.417 0.379 145 9.5 0.00811 0.541

14 J ELECTROMYOGR KINES 1050-6411 2669 2.372 2.601 0.340 159 6.3 0.00620 0.693

15 CLIN SPORT MED 0278-5919 1655 2.356 2.264 0.071 42 9.1 0.00335 0.731

16 GAIT POSTURE 0966-6362 4435 2.313 2.936 0.239 234 5.3 0.01232 0.763

17 J SHOULDER ELB SURG 1058-2746 4677 2.311 2.642 0.305 187 6.8 0.01308 0.869

18 ARCH PHYS MED REHAB 0003-9993 14684 2.254 2.731 0.300 283 8.9 0.02525 0.810

19 HIGH ALT MED BIOL 1527-0297 595 2.236 2.013 0.294 34 5.3 0.00186 0.598

20 INT J SPORT NUTR EXE 1526-484X 1352 2.230 2.424 0.170 53 6.8 0.00243 0.540

News

JSAMS has recently received an Impact Factor of 2.542 which 
has increased from 1.57, and a five year Impact Factor of 2.694 
which has also increased from 2.283. JSAMS is now ranked 
10th of a total 79 journals in the category of Sport and Exercise 
Science and Medicine. This is a great achievement and thanks 
goes to Journal Editor, Professor Greg Kolt, and the Elsevier 
team which compiles the Journal.

The Journal of Science and Medicine in Sport

Podcasts

Listen to interviews with authors discussing their work and 
the latest from JSAMS, via podcast at jsams.org or through 
iTunes by searching Journal of Science and Medicine in Sport.

The Journal of Science and Medicine in Sport (JSAMS), published by Sports Medicine Australia (SMA), is the major refereed 
research publication on sport science and medicine in Australia. The Journal provides high quality, original research papers 
to keep members and subscribers informed of developments in sports science and medicine. Produced for SMA six times 
a year by Elsevier Australia, it reflects SMA’s commitment to encouraging world-class research within the industry, and its 
commitment to the continuing education of its members. Journal articles can be found at jsams.org.

http://www.jsams.org
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