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Exercise & Sports Science Australia  

Exercise & Sports Science Australia (ESSA) is the nation’s peak body and professional association representing 
over 6,000 members, including university trained Accredited Exercise Physiologists (AEPs), Exercise Scientists and 
Sports Scientists. This exercise and sports science workforce successfully plays a pivotal role in addressing the 
health risks and challenges faced by many Australians.

ESSA advocates focus on the following Strategic Imperatives 
and 10 Policy Statements to help guide the implementation and 
support of evidence-based initiatives that will achieve improved 
health outcomes for Australians in the most cost effective and 
sustainable manner. 

Urgent attention on the expansion and improvement of 
preventative health care and chronic disease management 
service models is warranted. This will ensure Australia is able 

to rise to the challenges of an ageing population, increasing 
prevalence of chronic disease, multiple comorbidities, health 
workforce challenges and current fiscal constraints. ESSA 
is confident that with bipartisan government support and an 
effective cross-sectoral approach to healthcare, our nation can 
successfully address these modern day health challenges faced 
by Australians.



Exercise & Sports Science Australia (ESSA) is a professional organisation committed to establishing, promoting and defending the career 
paths of tertiary trained exercise and sports science practitioners. As the peak professional body representing exercise and sports 
science in Australia, ESSA provides national and international leadership and advocacy on key issues and supports its members and the 
community by fostering excellence in professional practice, education and training and research.

ABOUT EXERCISE & SPORTS SCIENCE 
AUSTRALIA (ESSA) 

OUR VISION
To achieve member excellence in exercise and sports science that will enrich the health and performance of every Australian. 

OUR MISSION
Empowering our members by providing strategic leadership in exercise and sports science through advocacy, support of professional 
networks and the promotion of excellence in education, research and professional practice. 

OUR MEMBERS

www.essa.org.au

Accredited Exercise 
Physiologists (AEPs) 
 
AEPs are 4 year university qualified allied health professionals 
specialising in clinical exercise interventions for persons at 
high risk of developing, or with existing, chronic and complex 
medical conditions and injuries. These interventions are 
provided by individualised assessment, evidence-based exercise 
delivery and prescription, including health and physical activity 
education, advice and support, and lifestyle modification utilising 
behavioural change strategies with the aim of optimising physical  
APs function, health and wellness. As part of a multidisciplinary 
team, AEPs work with clients with a range of medical conditions 
including cancer, diabetes, cardiovascular disease, mental 
illness, pulmonary disease, osteoarthritis and obesity. AEPs 
are federally recognised providers with Medicare, Department 
of Veterans Affairs, State WorkCover Authorities and multiple 
Private health funds.  

 

 
 
 
 

Exercise scientists (ES)  
ES are university qualified specialists in the design, 
implementation and evaluation of exercise and physical 
activity. They provide intervention for improving general 
health, prevention of chronic diseases and sports performance 
enhancement. 

Accredited Sports Scientists (ASp) 
 
ASp are university qualified professionals, specialising in 
improving sporting performance. They evaluate research, 
assess and advise on the technical and practical aspects of 
training, injury prevention, technique analysis, and nutrition, 
optimisation of performance and recovery practices in all 
areas and levels of sport. 



ESSA aims to ensure that its members are the first choice providers for the delivery of exercise and sports science services in Australia. 
These overarching Strategic Imperatives align with the ESSA 2013-2015 Strategic Plan through: 

1. aiming to advance the exercise and sports science industry through promotion of the industry and its practitioners, influencing 
policy and building strong professional networks, and,  

2. promoting professional standards and education of members.          

STRATEGIC IMPERATIVES
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INCREASE ENGAGEMENT OF 
AEPS IN THE HOSPITAL SETTING

POLICY STATEMENT 1: 

Evidence ubiquitously supports the value of Accredited Exercise 
Physiologist (AEP) interventions in accelerating patient recovery 
and return to independence for a myriad of health conditions. 
To facilitate best-practice patient care and minimise costly 
inefficiencies within the Australian health system, greater 
utilisation of the skills and specialties of the AEP workforce within 
the hospital sector is imperative.  
 
Considerable opportunities exist to increase efficiency within 
the hospital system, partly achieved through reducing patient 
hospital length of stay (LOS), provided that patients are delivered 
best practice care. Appropriate clinical exercise interventions 
can accelerate patient recovery and minimise risk of associated 
complications arising, reducing hospital length of stay (LOS) 
and associated healthcare costs. Through accelerating patient 
return to health and independence, an AEP can also positively 
contribute to reducing demands on limited resources and the 
overstretched medical and nursing workforce whilst optimising 
patient care. 
 
 
 
 
 

An AEP is highly skilled at facilitating patient self-management, 
reducing patient LOS and likelihood of avoidable hospital 
admissions, as disease specific education can improve clinical 
indicators in a variety of health conditions7. For example, 
congestive heart failure (CHF) admissions result in ~9.9 days of 
hospital bed occupancy per patient and account for 105,526 bed 
days nationally6. However, patients with CHF who receive an 
AEP prescribed home-based exercise intervention incur 1.2 less 
hospitalisations and 7.8 less occupied bed days per person than 
those patients receiving usual care, accomplishing significant 
cost savings and optimising patient outcomes10. 

Evidence ubiquitously demonstrates that good quality hospital 
health care standards9 optimises both patient outcomes and 
cost-effectiveness. Despite this, only 4.5% of the AEP workforce 
are employed in Australian hospital settings, mostly with 
musculoskeletal, mental health and endocrinology departments8. 
Evidence strongly supports the significant value of AEP 
interventions for a myriad of other health conditions including 
cardiovascular, rheumatologic, pulmonary, neurological, and 
immune diseases and disorders7, yet there was a clear lack 
of workforce identified and supported within these respective 
departments8.  

ESSA’s call to action  

Exercise prescription must become an essential component of patient care within the hospital setting 
to reduce time constraints imposed on physicians, increase patient access to early intervention, reduce 
patient length of stay, and achieve cost savings for the Australian health system and community.  

ESSA advocates that hospital health services abide by national clinical standards 
and guidelines for best-practice models of patient care9 and workforce 
planning, through facilitating the provision of Exercise Physiology 
services within acute, subacute and rehabilitative departments. 



REDUCE AVOIDABLE  
HOSPITALISATIONS 
AND READMISSIONS

POLICY STATEMENT 2: 

To combat rapidly rising population healthcare demands, 
associated with increasing chronic disease prevalence and health 
workforce challenges, the Australian health system must direct 
focus into addressing key modifiable determinants of avoidable 
hospitalisations and readmissions. Strategies that increase 
engagement of the allied health workforce, will ensure individuals 
with chronic health conditions remain stable and self-managed 
without reliance on hospital based care or frequent medical 
intervention. 
 
Potentially preventable hospitalisations (PPHs) are 
hospitalisations that may have been avoidable if timely and 
adequate non-hospital care had been provided13. In 2011-2012, 
PPHs accounted for 7% of all hospitalisations and 9% of all 
hospital bed days, representing a significant and potentially 
avoidable cost to Australia’s health care system13. Specifically, 
chronic health conditions account for ~56% of PPH admissions 
in metropolitan areas13, with comorbid conditions increasing the 
likelihood of admission up to one hundred times14. 

Effective coordination and integration of health care services 
is a key predictor to hospitalisation of patients with chronic 
disease13. A significant proportion of PPHs and avoidable 

hospital readmissions are amenable through patient education, 
behaviour change, lifestyle intervention, pharmaceuticals and/or 
access to appropriate primary healthcare13. For example, during 
hospitalisation older people experience significant functional 
decline, loss of independence, decreased quality of life, and if not 
provided adequate support post-discharge, an increased rate of 
re-admission12,32,33. 

Increased engagement of allied health in the community and 
primary health care setting will facilitate superior continuity of 
care for discharged hospital patients and individuals at risk of 
hospital admission. Allied health can effectively improve patient 
symptom management, detection of risk factors, appropriate 
intervention, and patient self-management43. Specifically, an 
AEP intervention in the community setting positively influences 
primary outcomes such as emergency health service use and 
functional ability and secondary outcomes such as health related 
quality of life, patient satisfaction and cost effectiveness34-36.  This 
is attributed to an AEP’s ability to not only prescribe exercise, but 
equip patients with the self-management skills to maintain health 
and independence following hospital discharge. 

ESSA’s call to action  

Current transitional care and primary health care strategies for patients discharged from 
hospital need to be refined to reduce the frequency of acute exacerbation of chronic health 
conditions that result in patient deterioration and avoidable hospitalisation. Increased 
engagement of allied health, including AEPs, in these settings is an effective strategy to 
help address this challenge faced by the Australian health sector. 



REDIRECT FOCUS TO HEALTH  
PROMOTION AND PREVENTION 

POLICY STATEMENT 3: 

Despite the success of some preventative health campaigns 
achieving reduced tobacco smoking, road trauma and alcohol-
related illness and injury, the growing burden of chronic non-
communicable disease (NCD) has become a critical issue for 
the Australian health system, government and community. ESSA 
advocates a stronger and more coordinated cross-sectoral focus 
on preventative health initiatives targeting population risk factors 
for chronic disease, such as overweight/obesity, physical inactivity 
and sedentary lifestyles. Importantly, these initiatives need to be 
sustained, with reduced focus on short-term outcomes. 

Australia remains one of the most overweight nations, with 
overweight and obesity affecting almost two in three adults and 
one in four children19. Population physical inactivity is also at 
crisis point, with ~70% of Australian adults sedentary or having 
low levels of physical activity and only one-third of children 
undertaking recommended levels of physical activity15.

Approximately 32% of Australia’s total burden of disease can be 
attributed to modifiable risk factors15, such as physical inactivity 
and overweight/obesity. Specifically, low cardiorespiratory fitness 

due to inadequate physical activity has the greatest contribution 
to all-cause mortality over and above obesity, hypertension, 
smoking, high cholesterol and diabetes16.

The Exercise Scientist and Accredited Exercise Physiologist 
(AEP) workforce specialise in exercise prescription and inspiring 
behaviour change to combat lifestyle risk factors. Increased 
engagement of this workforce will strengthen national efforts 
to address the burden of NCDs, aligning with the World Health 
Organisation Global Action Plan for the Prevention and Control of 
NCDs 2013-202011. These evidence-based exercise interventions 
are highly cost effective, reducing the economic impact of 
sedentary behaviour and obesity, which respectively cost 
Australia at least $14 billion and $56.6 billion annually17.

Unfortunately, these health professionals are yet to be fully 
integrated into robust health policies and preventative strategies 
of the Australian government and other organisations. This 
is further compounded by the multi-layered and fragmented 
Australian health system that creates a significant obstacle to the 
implementation and support of prevention initiatives18.

ESSA’s call to action  

All sectors, including workplaces, schools, government and other institutions are responsible for the 
implementation and support of effective preventative health initiatives. ESSA advocates the support of 
evidence-based health initiatives and programs targeted at increasing physical activity and reducing 
rates of overweight and obesity, such as those delivered by the Exercise Scientist and AEP  
workforce. This will ensure Australia continues to be a world leader in prevention,  
achieving significant cost savings for Government and the Australian community.



OPTIMISE CHRONIC DISEASE 
MANAGEMENT SERVICES

POLICY STATEMENT 4: 

The World Health Organisation predicts chronic disease will 
account for almost three quarters of all deaths by 202011. People 
with chronic health conditions often develop multiple co-
morbidities, using health services and medicines frequently and 
over extended periods of time. There is a global shift towards 
lifestyle modification to be used for chronic disease management 
(CDM) and prevention3,7, resulting in increased workforce 
demands for the services of AEPs5. However, the current state of 
the Australian primary health care system is designed to deliver 
acute, symptom-driven care, with reduced focus on effective 
CDM strategies5.
 
In Australia, chronic disease is the leading cause of morbidity,  
with ~48% of Australians having at least one chronic health 
condition4 and attributing to more than half of all potentially 
preventable hospitalisations20. Evidence unequivocally 
demonstrates that individualised and appropriate exercise 
interventions aid in the management and impede the 
progression of many chronic health conditions and associated 
comorbidities, in some instances surpassing the benefits of 
costly pharmaceutical interventions. Importantly, optimal benefits 
are achieved when exercise is supervised, individualised, 
incorporates follow up, utilises a behavioural approach, and can 

be modified to accommodate patient comorbidities – as provided 
by an AEP24.

AEPs are recognised as highly qualified health professionals in 
the design and delivery of exercise interventions, and an essential 
professional within a multidisciplinary team5,21. AEPs specialise in 
prescribing exercise interventions targeting the National Health 
Priority Areas (NHPA) (cardiovascular health, mental health, 
cancer control, injury prevention and control, diabetes mellitus, 
obesity, asthma, arthritis and musculoskeletal conditions)22,23. This 
reduces premature death from chronic disease and improves 
the functional capacity and quality of life of individuals, reducing 
their dependence on health and community services. By targeting 
these specific areas, AEPs positively contribute toward the 
achievement of social and economic benefit for Australia.

Despite the overwhelming strength of evidence underpinning 
the efficacy and cost effectiveness of AEP interventions, clinical 
exercise interventions are still not routine components of 
patient care3,25,26. Evidently, an effective framework for lifestyle 
modification and collaborative interdisciplinary care in primary 
health settings for CDM is lacking27,28.

ESSA’s call to action  

An urgent review of non-communicable disease (NCD) models of care is needed. Clinical programs should 
have a greater emphasis on lifestyle modification incorporating “Exercise is Medicine” principles3,29, 
with AEP interventions considered as an essential component within a multidisciplinary team for the 
management of chronic disease. 



Well-coordinated health services provide a comprehensive and 
continuous patient-centred experience, with evidence promoting 
an interprofessional approach in the prevention and management 
of non-communicable disease (NCD)30. Despite this knowledge, 
the specialties and skills of allied health are not being leveraged 
to its full potential. Initiatives need to be sustained, with reduced 
focus on short-term outcomes.  
 
Primary health service delivery based on a model of integrated 
care, improves patient self-management and reduces 
exacerbation of episodes requiring hospitalisation for people with 
chronic disease1. This is highlighted by findings that physicians 
who derive more than 50% of their practice income from 
managed care patients may achieve lower rates of hospitalisation 
amongst their patients2. 

AEPs are important members of an interdisciplinary team, 
particularly for patient chronic disease management5, through 
effectively increasing a patient’s physical activity levels, healthy 

lifestyle practices and self-management. This can prevent or 
slow the progression and severity of chronic disease, delaying or 
avoiding the need for hospitalisation1,2. 

Despite overwhelming evidence validating the benefits of 
physical activity interventions for NCD, a significant practice gap 
exists in the delivery, maintenance, and follow-up of patients 
who would benefit from lifestyle modification24,37. The increasing 
time constraints faced by physicians may also limit their ability 
to effectively counsel patients on the benefits of exercise and 
comprehensive lifestyle risk-factor modification5,38,39. 

Approximately 15% of Australians aged 40-59 years having two 
or more comorbidities, increasing to 39.2% for those over the age 
of 60 years20. This warrants the need for greater interprofessional 
practice and specialised input by allied health, such as an AEP, as 
a core component of all clinical interventions for prevention and 
management of NCD24,37. 

ESSA’s call to action  

ESSA advocates for increased engagement of the specialised AEP workforce for 
the delivery of evidence-based exercise interventions. This is as an 
effective strategy to ensure delivery of patient-centred and seamless  
interprofessional care, optimising patient outcomes 
and enhancing access and delivery of services  
within a strained Australian health system. 

ENHANCE  
INTERPROFESSIONAL COLLABORATION 
AND INTEGRATION WITHIN THE  
PRIMARY HEALTHCARE SECTOR

POLICY STATEMENT 5: 



CREATE A ROBUST SPORT 
SCIENCE WORKFORCE

POLICY STATEMENT 6: 

Australia is viewed as a leader in the field of sports science40, 
however, Australian sporting organisations have minimal human 
resource management policies and practices41 increasing risk 
of inappropriate practice, unethical behaviour and creating 
workforce issues. This is further complicated by the lack of 
mandatory accreditation or registration requirements for Sports 
Scientists within high-performance sporting teams. There is 
urgent need for adoption of a national and independent sport 
science accreditation body, providing a robust regulatory 
framework to ensure professional excellence.
 
The vast majority of Sports Scientists working within professional 
sporting codes have no independent body overseeing their 
qualifications and professional standards, with a recent report42 
also revealing that only 50% of Sports Scientists receive 
workplace ethics training. 
 
 
 

The need for a peak national regulatory body is paramount, as 
multiple accreditation systems will incur significant expense 
for each of the codes to establish and regulate, and will also 
compromise the safety of the players they were developed to 
protect.

As Australia’s premier self-regulating accreditation body for 
sports scientists (ASPs), ESSA is optimally positioned to fill 
this gap as a single independent regulator.  ESSA’s robust 
accreditation system ensures workforce quality control through 
providing recognition of qualifications, minimum entry standards, 
scope of practice, a code of professional conduct and ethics and 
an avenue for complaints and disciplinary procedures. 

The High Performance and Sports Science industry and those 
who manage these professionals overwhelmingly support 
the need for such a scheme, with accreditation based on 
qualifications and employment dependent upon accreditation42.

ESSA’s call to action  

Commonwealth government must enforce a mandatory accreditation framework (that 
is national, independent and ensures consistent professional and ethical practice 
standards) of all Sports Science professionals working within sporting organisations. 
This will deliver significant benefits to both sports and government bodies such 
as enhanced protection to sporting organisations from misconduct allegations, 
optimising transparent and consistent standards of professional practice and 
ensuring protection of athletes and the integrity of Australian sport.



SUPPORT IMPLEMENTATION
OF NATIONAL DIABETES STRATEGY

POLICY STATEMENT 7: 

Australia is facing a health crisis with projections that Type 
2 Diabetes Mellitus (T2DM) will become the leading disease 
burden for men and the second leading cause for women by 2023. 
The prevalence of T2DM continues to rise, despite state and 
federal governments supporting a variety of programs to improve 
diabetes prevention, detection and management44,45. ESSA 
advocates that preventative strategies to reduce the progression 
of pre-diabetes to T2DM are critical to mitigate negative 
implications to the community and government.  
 
The total annual cost of T2DM to the Australian community is 
estimated at $14.6 billion including healthcare costs, the cost of 
carers and Commonwealth government subsidies, this figure 
forecasted to increase to $30 billion by 202546. 

At least 2 million Australians have pre-diabetes (higher than 
normal blood glucose levels but not meeting T2DM criteria)47,48. 
The annual incidence of developing T2DM is 5–10% in people 
with pre-diabetes when compared to approximately 1% in the 
general adult population48. 

Patients with pre-diabetes are not yet dependent on 
pharmaceutical interventions. Rather, evidence supports the 
efficacy of lifestyle intervention delivered by appropriately 
qualified health professionals, effectively preventing progression 
to T2DM with benefits persisting long term49,50. Specifically, 
exercise prescription is effective in preventing the progression of 
pre-diabetes to T2DM and simultaneously reducing associated 
comorbidities and risk factors49,50. Importantly, optimal benefits 
are achieved with supervised exercise prescription, incorporating 
follow up, and a behavioural and individualised approach, as 
provided by an AEP.

Despite this evidence, current eligibility for MBS Chronic Disease 
Management and Allied Health Group Service items require 
patient diagnosis of T2DM. ESSA advocates extension of MBS 
item eligibility to include people with pre-diabetes. This will 
increase access to early intervention, slow the rising prevalence 
of T2DM and associated co-morbidities, and reduce associated 
healthcare spending. 

ESSA’s call to action  

Extension of MBS items to include people with pre-diabetes is an effective preventative 
health strategy to slow the rising incidence of T2DM and aid in the management of the 
numerous disease co-morbidities. Reducing T2DM prevalence will achieve financial 
savings for the healthcare system, stimulate the economy through increased workforce 
participation and productivity, and most importantly, enhance the health outcomes 
and quality of life of Australians.



Australian government health care expenditure is rapidly rising, 
partly attributed to an aging population, increased prevalence of 
chronic disease and greater scope and availability of treatment 
interventions. This warrants the need for reviewing current 
models of health service delivery to ensure that patients have 
early access to best practice treatment in the most cost-effective 
and sustainable manner. ESSA is supportive of review and 
modernisation of Medicare item numbers to ensure they reflect 
best practice and are better optimised to improve patient health 
outcomes and minimise waste of limited government resources. 
 
Whilst ESSA supports the provision of at least 5 services within 
the MBS Chronic Disease Management program, we advocate 
the review of MBS item processes that do not meet best practice 
service delivery, create costly inefficiencies and significant 
administrative burden. 

The MBS require GPs to facilitate referral between specialists 
and some allied health professionals (AHPs) creating costly 
inefficiencies, treatment delays and is not practiced in the 
private health sector. For example, AEPs are widely recognised 
for specialist exercise prescription and behavioural change 
interventions for individual with chronic disease. Despite this, 

an Endocrinologist cannot directly refer their patient with Type 2 
diabetes to an AEP for an exercise program, rather, referral of the 
patient back to their GP is required first, upon which subsequent 
referral to an AEP can be made. 

Furthermore, if an AEP refers a patient to a specialist medical 
practitioner the patient is not eligible to receive a Medicare rebate, 
consequently most AEPs refer patients to a GP (to write a specialist 
referral) so that the patient receives a Medicare rebate. AEPs are 
highly trained and respected AHPs, qualified to provide appropriate 
assessment, management and referral of patients with certain 
conditions and pathologies. AEPs are equipped with the clinical 
reasoning skills to determine when a specialist or GP referral is 
required to achieve best health outcomes for their patient. 

ESSA supports the direct referral of patients between specialists 
and all AHPs, within professional scope of practice. This will 
save treatment costs for the patient and the Australian health 
system and avoid the administrative burden and delay to patient 
treatment from engaging a GP to simply write a referral. ESSA 
also supports ongoing communication with the GP on their 
patient’s treatment interventions and progress. 

ESSA’s call to action  

ESSA advocates for MBS support of evidence based chronic disease management services 
as well as the streamlining of direct referral between medical specialists and all AHPs. 
This will achieve significant cost savings for Medicare and consumers, 
reduce GP administrative burden and improve patient outcomes through 
early access to appropriate care.

BETTER INTEGRATION
AND COORDINATION OF  
MEDICARE SERVICES

POLICY STATEMENT 8: 



OPTIMISE AGED CARE SERVICES
POLICY STATEMENT 9: 

The number of Australians aged over 65 years is projected 
to increase by 91%, with the number of people aged over 85 
years doubling in the next twenty years52. Within this ageing 
population, more than half have a chronic health condition and/or 
physical limitations51, with 39% of those over the age of 60 years 
experiencing multiple comorbidities20. 

An urgent, multi-strategy response targeted at increasing physical 
activity of older Australians, and focussing on reablement through 
consumer directed care is required. This will effectively reduce 
a crippling impact on health, disability and aged care costs, and 
pressures on the health system, workforce and community. 
 
Increasing the physical activity levels of older adults can 
effectively prevent and aid in the management of a myriad of 
chronic health problems53,54, improve and maintain physical 
function, independence, quality of life55,56, and reduce cognitive 
decline57. However, only 38% of 65–74 year olds and 25% of >75 
year olds in Australia are meeting recommended physical activity 
levels for older people58. 

Furthermore, during hospitalisation older people experience 
significant functional decline59, with up to 46% of people 
experiencing at least one fall during hospitalisation60. This 
negatively impacts patient independence and quality of 
life and increases hospital length of say, readmission and 
associated costs59.  

Engaging allied health professionals in hospital and community 
health settings facilitates superior integration and continuity 
of care for older people with chronic disease, reducing 
hospitalisation rates. Specifically, a community based 
exercise intervention provided by an Accredited Exercise 
Physiologist (AEP) positively influences primary outcomes such 
as emergency health service use and functional ability, and 
secondary outcomes such as health related quality of life, patient 
satisfaction and cost effectiveness. An AEP can also effectively 
empower their patients through fostering self-management 
and delivering interventions that are consumer-oriented and 
focussed. However, despite this evidence, only 20% of ESSA 
members conduct work incorporating aged care service delivery, 
largely restricted by current workforce funding constraints.

ESSA’s call to action  

ESSA supports initiatives and policies that encourage delivery of physical activity programs in 
aged-care services and settings, particularly those that facilitate consumer directed care and 
reablement. AEPs require greater support for service delivery to ensure that their specialised 
skill set is best leveraged to optimise patient outcomes, maintain health and independence of 
older Australians, and provide value to the health system and community.



Evidence demonstrates the importance of access to Accredited 
Exercise Physiologist (AEP) services for people with a disability, as 
this will help address their individual needs and limitations, reduce 
risk of chronic disease and aid in management of commonly 
associated comorbidities. Despite this, AEPs are an underutilised 
workforce within the disability sector, due to a lack of support 
within various government initiatives provided for people living with 
a disability. 
 
ESSA commends the government on recent initiatives in the 
disability sector, in particular the implementation of the National 
Disability Insurance Scheme (NDIS) and the Better Start 
Early Intervention Service for children with a disability, which 
increases affordability and access to diagnostic, treatment 
and management services. However, to date, AEPs are listed 
as a service that is outside the scope of the Better Start Early 
Intervention Service, and lack parity with other allied health 
professionals within the NDIS. 

AEPs provide specialised interventions for people living with 
physical and intellectual disabilities, including, stroke, spinal 
cord and acquired brain injuries, Parkinson’s disease, cerebral 
palsy and multiple sclerosis.  AEPs also have the skills to manage 
complex and chronic medical conditions, making them ideally 
suited to effectively address the high incidence of co-morbidities 
present in people with neurological and neuromuscular disorders.  

Early access to an AEP intervention may also negate or postpone 
the need to utilise other forms of therapy or intervention services. 
For example, improvements in a child’s strength may negate the 
need for a hoist as the child can maintain a standing transfer 
for longer. Additionally, increased mobility can ameliorate 
other health complications, such as obesity, that are frequently 
associated with having a disability. 

AEPs provide services which significantly improve physical 
function, strength, movement quality, proprioception and balance, 
also enhancing independence, capacity to undertake activities of 
daily living, self-efficacy, wellbeing and quality of life.

ESSA’s call to action  

ESSA advocates greater government and health service support of the AEP workforce in the delivery 
of services to people with a disability. This will promote increased physical independence of patients, 
decreased reliance on carers and other support structures, and improved quality of life for Australians 
living with a disability.

CONTRIBUTE TO THE  
DELIVERY OF DISABILITY SERVICES

POLICY STATEMENT 10: 



CONTRIBUTE TO THE DELIVERY 
OF MENTAL HEALTH CARE SERVICES

POLICY STATEMENT 11: 

In Australia, mental disorders are the third largest source of 
disease burden after cancers and cardiovascular diseases, but 
the largest source of disability burden62. Mental disorders are 
associated with a high prevalence of comorbid cardiovascular 
and metabolic diseases65. People experiencing mental illness 
often have complex needs yet many remain undiagnosed and 
not effectively connected to health services67. The provision 
of consumer focused, multi-disciplinary integrated services is 
essential to address the discrepancy in life-expectancy and 
improve both physical and mental health outcomes. 
 
Almost half of all Australians will experience mental illness at 
some time in their life, with 20% of the Australian population 
experiencing mental illness in any given year. The National 
Mental Health Commission (NMHC) and Mental Health Australia 
(MHA) have identified improving the physical health of people 
with mental illness as a priority, including equal access to 
services as the general population.  The NMHC reported63 that 
people with severe mental illness live between 10-32 years less 
than the general population with an overall death rate two and a 
half times greater and higher rates of physical illnesses. 

Best practice guidelines identify healthy lifestyle interventions 
as a frontline intervention for both prevention and treatment of 
chronic disease. Physical activity and exercise interventions has 
been established as an efficacious component of treatment for 
varying mental disorders including major depression, generalised 
anxiety disorder, bipolar disorders, schizophrenia, posttraumatic 
stress disorder and substance use disorders64,66. 

People experiencing mental illness face considerable barriers to 
increasing physical activity over and above those experienced 
by the general population, including amotivation64,66. Evidently, 
access to an appropriately qualified exercise clinician with 
mental health training, such as an Accredited Exercise 
Physiologist (AEP), is an important strategy to address and 
facilitate sustainable outcomes.  AEPs provide evidence based 
interventions such as exercise prescription and behaviour 
modification, to address these chronic physical and mental 
health conditions. Despite this strong evidence base, the skills of 
the AEP workforce are yet to be optimally leveraged to improve 
patient self-management and health outcomes.

ESSA’s call to action  

Greater investment in initiatives aiming to increase physical activity among people experiencing mental 
illness is required67. There is an unequivocal need for sound practice models that include physical  
activity and lifestyle interventions, supporting self-management with an integrated, 
collaborative approach to health care for mental health consumers. Access to  
evidence-based services must be improved to ensure that people with a 
mental illness receive high quality and targeted services, with AEPs  
included within the multi-disciplinary mental health careeam
as standard component of care.



SUPPORT A PRODUCTIVE 
AUSTRALIAN WORKFORCE

POLICY STATEMENT 12: 

It is widely recognised that work is beneficial for health and 
wellbeing, with long-term work absence, work disability and 
unemployment typically having a negative impact on health 
and economic outcomes61.  AEPs effectively deliver services 
within various state and national rehabilitation schemes that are 
designed to support these injured workers.  
 
People attempting to return to work after injury or illness 
face a complex situation, requiring appropriate support at 
both a systems level and also from medical and allied health 
professionals, ensuring they are empowered to take responsibility 
for their own health outcomes.

The likelihood of an injured worker making a full recovery, both 
physically and emotionally, is improved the earlier that they are 
able to return to work in some capacity61. Conversely, failing 
to return to work results in a higher risk of poor health, mental 
illness and mortality61.
 
 
 
 

Alongside other allied health professionals, AEPs effectively 
advocate to their patients the health benefits of work. AEPs 
prescribe evidence based exercise interventions that progress 
patients from passive to active recovery, incorporating principles 
of the Clinical Framework for the delivery of health services 
into professional practice62. This includes successfully adopting 
a biopsychosocial approach, implementing goals focused on 
optimising function, participation and return to work, empowering 
the injured person to manage their injury, measuring and 
demonstrating treatment effectiveness, and basing treatment on 
best available research evidence62. 

Evidently, a goal oriented and evidence based AEP intervention 
can promote an injured worker’s early return to work, reduced 
risk of long-term incapacity, enhanced participation at home, 
work and in the community, and overall better health and financial 
outcomes. However, inconsistency between state-based work 
rehabilitation schemes have become a source of confusion and 
frustration between injured workers and health professionals 
alike, occasionally inhibiting early access to intervention. 

ESSA’s call to action  

Evidence based health interventions, such as those delivered by an AEP, must remain 
a central element of an injured worker’s rehabilitation journey. ESSA advocates 
for continuous improvement in public policy around work and health. In particular, 
improving national consistency in the administration of rehabilitation schemes and 
reducing administrative burden and constraints that limit an injured workers access to 
early treatment intervention is imperative. Reform will achieve significant benefits in 
the form of economic and workforce outcomes, reducing inefficiencies and costs to the 
schemes established to assist an injured workers return to work.
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