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29th January, 2016. 
 
Thank you for providing Exercise & Sports Science Australia (ESSA) with the opportunity to 
submit feedback as part of Department of Veterans’ Affairs (DVA) review of dental and allied 
health arrangements. ESSA is a professional association representing over 6,000 members, 
including university qualified exercise scientists, sports scientists and accredited exercise 
physiologists (AEPs). AEPs are recognised allied health professionals (AHPs), who provide 
clinical exercise interventions aimed at preventing acute or managing sub-acute or chronic 
disease or injury, and assist in restoring optimal physical function, health or wellness. 
 
As an industry stakeholder, ESSA has several comments that we would like to register as part 
of the review:  
 Exercise physiology is an evidence-based treatment modality provided by AEPs where 

exercise is prescribed to achieve specified clinical outcomes for individuals with chronic 
and complex conditions. 

 AEPs are the most qualified AHPs to provide exercise interventions to prevent and 
manage individuals with single or multiple chronic health conditions. 

 Evidence strongly demonstrates that appropriate exercise prescription assists in the 
management of multiple chronic health conditions, including but not limited to, diabetes 
and other metabolic conditions, cardiovascular disease, musculoskeletal conditions, some 
cancers, depression, osteoporosis and falls prevention, arthritic conditions and 
dementia[1-4].   

 Greater financial support is needed for evidence-based preventative health initiatives, 
such as the Healthy Eating Activity and Lifestyle (HEAL™) program, that will significantly 
address risk factors and reduce the burden of chronic disease. 

 ESSA requests that DVA improve access to health services through enabling all AHPs 
access to rebateable telehealth video consultations. 

 As mainstream AHPs, AEPs should be provided with a similar level of recognition and 
within the Rehabilitation Appliances Program (RAP) as  other AHPs (please refer to our 
previous submission on this topic – Appendix B). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

1.The efficacy and cost effectiveness of accredited exercise physiology services 

 
Regular exercise, prescribed by an AEP, is an evidence-based therapy for the management 
and/or treatment of many chronic diseases[1]. Due to the complexity of chronic disease, 
successful interventions require consideration of the gamut of social, psychological and 
environmental influences that lead to the pathogenesis of disease[2]. Evidence also suggests 
that services provided by AEPs are likely more effective than non-university qualified 
professionals or unsupervised exercise alone, partly attributed to an AEP’s ability to account 
for the potential risks and likelihood of the presence of comorbidities in populations with 
chronic disease[3]. 
 
Research supporting AEP interventions, as appraised by the National Health and Medical 
Research Council (NHMRC) evidence hierarchy rating, is the highest available for the following 
conditions:  

 cardiovascular disease (ischemic heart disease[4,5], post-acute myocardial infarction[4,5], 
chronic heart failure[6], peripheral arterial disease[7], hypertension[8])  

 pulmonary disease (asthma[9], chronic obstructive pulmonary disease[5], cystic fibrosis[10]) 

 metabolic disease (diabetes mellitus[11], dyslipidaemia[5], impaired glucose tolerance[5], 
obesity[12]) 

 musculoskeletal disease (arthritides[13,14], osteoporosis/osteopenia[15,16], acute and/or 
chronic musculoskeletal injury) 

 neurological disease (acquired brain injury, multiple sclerosis[17], Parkinson’s disease[18], 
spinal cord injury[19], stroke[20], cerebral palsy[21]) 

 mental health[1] 

 cancer[22] 

 aged care[23] 

 kidney disease[24] 
 

In 2015, ESSA commissioned Deloitte Access Economics to identify the benefits of employing 
AEPs in chronic disease management, and in particular, identify the economic benefits 
relating to avoided health system costs, avoided lost productivity costs and years of life saved 
attributed to AEP-led exercise interventions[25].  
 
Deloitte identified that exercise interventions delivered by AEPs are efficacious and highly 
cost effective in the Australian health care setting[25]. See Appendix A for the full report, 
some key findings include:  

 For people with type 2 diabetes receiving an exercise intervention, as delivered by an 
AEP, the expected annual saving in health system expenditure is $5,107 per person. 

 For people with pre-diabetes receiving an exercise intervention, as delivered by an AEP, 
the expected annual saving in health system expenditure is $1,977 per person. 

 AEP interventions reduce incidence of type 2 diabetes in high risk populations by ~31%. 

 Each case of depression averted through AEP-led interventions saves $10,062 annually. 

The AEP workforce is well placed to champion the cause of chronic disease prevention, 
management and treatment through cost-effective and evidence based exercise 
interventions. DVA’s support of AEP-led exercise interventions will strongly align with the 
Australian Government’s priority for fiscal sustainability, whilst optimising patient 
outcomes. 



 

 

 The total annual savings due to AEP exercise interventions are estimated to be $2,239 per 
person living with a mental health condition. 

 The total lifetime burden of disease savings resulting from AEP exercise interventions in 
people with congestive heart failure is $11,847 per person annually[25]. 

 Deloitte also identified that clinical exercise interventions were also cost effective for 
chronic back pain, osteoarthritis and rheumatic diseases. 

 
A summary of the benefits and costs of AEP interventions per person, for the conditions 
analysed by Deloitte, are outlined in the table below.  

Estimated benefits and costs of AEP interventions per person 

 

Condition Benefits ($) Costs 

($) (E) 

BCR 

Health 

system 

(A) 

Productivity 

& other 

financial (B) 

BoD 

(C) 

Total 

wellbeing 

(D=A+B+C) 

Pre-diabetes 1,977 1,520 2,617 6,115 580 6.0ˆ 

Type 2 diabetes 5,107 NE 2,860 7,967 580 ≥8.8 ˆ 

Mental health 

(depression) 

330 1,909 NE 2,239 824 2.7 ˆ 

Chronic disease 

(cardiovascular) 

NE NE 11,847 11,847 1,903 6.2 

Note: BoD is ‘burden of disease’, NE is ‘not estimated due to lack of available data’, ˆ BCRs (Benefit to Cost Ratio) 

for pre-diabetes, type 2 diabetes and mental health (depression) are reported as the ratio of financial benefits (health 

system and lost productivity savings) to costs. The BCR for chronic disease is relative to the burden of disease. 

BCRs which contain NE elements are reported on a ‘greater than or equal to’ basis, as it is assumed that the NE 

components would add to the benefits.  

Source: Deloitte Access Economics (2015) 

Despite AEPs being a cornerstone of chronic disease prevention and management, AEP 
interventions are a largely under-utilised resource in the Australian health setting. Almost 
50% of Australians have some form of chronic disease[26], and as many as 13 million 
Australians are at risk of chronic disease[27], largely attributed to 63.4% of the population 
being overweight or obese[29]. However, it has been estimated that less than 1% of people at 
risk of chronic disease due to overweight and obesity are referred to an accredited exercise 
physiologist[27].  
 

2. Quality assurance of AEP services  
ESSA has a strong and comprehensive regulation system, to ensure members uphold best 
practice professional standards and behaviour, ensuring a high standard of service delivery 
and optimising compliance within the DVA scheme.  

 
ESSA members are required to abide by professional standards including: 
- ESSA Code of Professional Conduct and Ethical Practice 
- ESSA Ethical Guidelines  
- Social Media policy 
- Scope of practice 
 
ESSA has stipulated requirements that must be met by these professionals to acquire 
accreditation as per the National University Course Accreditation Program (NUCAP). This 

https://www.essa.org.au/wp-content/uploads/2011/08/Code-of-Ethics-and-Professional-Conduct.pdf
https://www.essa.org.au/wp/wp-content/uploads/Ethics-guidelines-external.pdf
https://www.essa.org.au/wp-content/uploads/2011/08/ESSA-Social-Media-policy-Final.pdf
https://www.essa.org.au/wp-content/uploads/2015/09/Scope-of-Practice-for-AEP.pdf
https://www.essa.org.au/for-universities/page1369-2/


 

 

ensures all graduates possess the knowledge, skills and competencies required of a health 
professional to provide evidence-based exercise interventions. It also ensures that all courses 
adhere to a quality framework on which to build courses of excellence in exercise and sports 
science, and to align graduate outcomes with industry requirements. Additionally, AEP 
professional standards meet the Australian Qualification Framework (AQF) requirements at 
Level 7 (four year bachelor degree qualifications). AEPs can also graduate from postgraduate 
programs at higher AQF levels. 
 

 
The National Registration and Accreditation Scheme (NRAS) for health professions 
commenced in July 2010, providing a national registration framework for health professions. 
The Australian Health Practitioner Regulation Agency (AHPRA) is the administering agency for 
the NRAS. NRAS was largely set-up to address safety concerns, for the protection of the 
public. The Federal Government has seen no need to regulate many AHPs, which are viewed 
as low risk to the Australian public. However, public expectation is that all health 
professionals are registered. Consequently, there is a disparity between public expectation 
and the legislated approach to regulation of health professions.  
 
To address this disparity, seven allied health professions (including AEPs, Accredited Practising 
Dietitians, Speech Pathologists, Audiologists, Orthotics and Prosthetics, Sonographers and 
Perfusionists) have aligned through the National Alliance of Self-Regulating Health Professions 
(NASRHP) to develop a comprehensive set of standards to standardise governance across self-
regulating health professions. These include formally recognising qualifications, accrediting 
programs at universities, administering minimum entry practice standards, ensuring best 
practice standards and continuing professional development, providing a code of conduct, 
and investigating complaints. Many people, including health professionals, mistakenly believe 
that registration is an indication of a higher-quality or legitimate health service. This has led to 
discrimination on many fronts from individual registered practitioners ‘looking down’ on their 
self-regulated colleagues to systematic exclusion from opportunities at organisation and even 
government initiatives. 
 
These matters do not just impact on the self-regulated professions, they can impact on trust 
within the health care team which can undermine the confidence of the people they are 
caring for, exacerbate existing public confusion about who is a safe, evidence-based health 
professional and can lead to skewed, unbalanced decision making on health policy.  

 
3. Continued professional development 

 
ESSA recognises the importance of quality improvement through continued education. In 
2013, ESSA introduced a compulsory professional development module that aims to provide 
members with a comprehensive understanding of DVA service requirements—AEPs  are 
required to achieve a score of 90% or higher in order to maintain their accreditation status. 

ESSA recommends that DVA ensures consistency and parity for all allied health professions 
within the scheme. We advocate that DVA does not inadvertently exclude self-regulating 
AHPs through using the National Registration and Accreditation Scheme (NRAS) as a 
benchmark when setting provider conditions and requirements.  

ESSA remains dedicated to promoting clinical best practice when delivering services to 
veterans who are eligible to access exercise physiology services. 



 

 

 
Ongoing education opportunities are an effective way to achieve behavior change and 
compliance with DVA policies and procedures.  ESSA would like to recommend that DVA 
invest in developing education opportunities for healthcare professionals.  The educational 
mediums should be diverse (e.g. webinars, online learning tools, self-directed activities) and 
cover a range of topics (e.g. clinical topics—appropriate referrals, clinically necessary 
treatment, appropriate case noting; or procedural topics—billing and invoicing, step-by-step 
guide to a DVA audit). 
 
DVA could work with peak associations to ensure healthcare professionals accessed the 
resources and education developed.  Further benefits to DVA in adopting a greater 
educational element to healthcare professionals include: 

 comprehensive delivery of information across all specialties 

 promote awareness of interdisplinary roles and requirements 

 foster evidence-based best practice and improved compliance with DVA policies and 
procedures 

 provide a platform for DVA to gain real-time communication with providers 
 
ESSA would particularly like to see a greater transparency for healthcare providers through 
the auditing process.  It would be beneficial for peak associations to be able to refer members 
to a step-by-step guide of what to expect in an audit.  Currently, there appears to be limited 
publically accessible information on the processes (excluding the information in the General 
Notes for Allied Health) in an easy to access, educational format.    

 
4. Contempory and evidence based trends in the delivery of allied health services  
 
4.1. Heart Health Program 

ESSA requests greater utalisation of existing evidence-based initiatives that both improve 
health outcomes and promote self-management, such as the Healthy Eating Activity and 
Lifestyle (HEAL™) program. 

 
In 2015, applications for the Heart Health Program (HHP) tender opened. The HHP is a 12 
month program that aims to improve health and wellbeing through exercise, nutrition and 
lifestyle management.  
 
After careful deliberation, ESSA declined the offer to tender for delivery of the HHP. Our 
primary concern with the HHP in its current format is that the duration of the program and 
the frequency of attendance does not encourage self-management but rather habituates the 
veteran to ongoing supervised care. Further, the current program format appears to be an 
expensive proposition for DVA to fund for a small number of eligible veterans—it has been 
estimated that only 200–400 veterans are still eligible for the HHP. It is our understanding 
that the tender has now been granted for 2 years from the 1st January 2016 to 31st 
December 2017, at a contract value (AUD) of $5,500,000.00. 
 
Alternatively, ESSA proposes better uterlisation of existing evidence-based and cost-effective 
programs, such as the Healthy Eating Activity and Lifestyle (HEAL™) program. The HEAL™ 
program is a lifestyle modification program consisting of 8 weekly group education and 
exercise sessions, individual consultations pre- and post-program, and 5 and 12 month follow-



 

 

up health consultations[30]. The program is facilitated by AHPs—predominantly AEPs and 
dietitians. A recent study assessing the efficacy of the HEAL™ program indicated that 
participation achieved improvements in major pre-diabetes and type 2 diabetes mellitus risk 
factors. Specific outcomes included; increased frequency and volume of physical activity, 
reduced daily sitting time, increased fruit and vegetable consumption, reduced total body 
mass, body mass index, waist circumference and blood pressure, and improved functional 
capacity[31]. The approximate cost of delivering this program would be ~$800 per person.  
 
4.2. Telehealth  

ESSA requests that DVA improve access to health services through enabling all AHPs access 
to rebateable telehealth video consultations. 

 
It is widely acknowledged that Australians who live in rural and remote areas experience 
poorer health than those who live in capital cities or major towns, largely attributed to the 
disparity in geographical distribution of health services[31]. The main contributors to 
hospitalisation in these populations include coronary heart disease, circulatory diseases and 
chronic obstructive pulmonary disease—all of which physical inactivity is a major risk 
factor[30].  
 
Telehealth provides patients in eligible remote, regional and outer metropolitan areas access 
to timelier health care via remote consultations with health care providers, rather than the 
need for costly travel to metropolitan areas to receive required health care. More timely 
access to health services (such as exercise physiology) via telehealth video consultations will 
improve clinical health outcomes through addressing physical inactivity and the associated 
chronic disease burden[31,31]. 

 
5. Opportunities to streamline interaction with DVA and identify options to reduce 
red-tape for health care providers 
 
5.1. Rehabilitation Appliances Program (RAP) schedule  

ESSA requests that AEPs are afforded parity with other healthcare professionals when 
prescribing items that are listed on the RAP schedule.  

 
In 2015, ESSA tabled several recommendations to the existing RAP schedule. A copy of our 
submission is included in Appendix B. ESSA has not received a formal response to our 
submission and we would like to request DVA consider the following recommendations (as 
tabled in original submission): 

 Include AEPs as a provider that can undertake the functional assessment required prior to 
provision of recliner chairs (RAP items reference number AC06 and AC09). 

 Include AEPs as providers who can provide diabetes education and support services (RAP 
item reference number AF11). 

 Include AEPs as providers who can conduct assessments for provision of personal 
response system (RAP item number reference AA03, AA05). 

 Include additional equipment for prescription by an AEP—the current equipment that can 
be requested by an AEP through the RAP scheme is limited (AV01, AV02, AV10, AV16), 
and is not always the most ideal piece for the Veteran’s clinical need.   
 
 



 

 

Recommended items for inclusion 

Item Description Environment Supplier Cost* 

1 Round hand buoyancy Aquatic Hart  $7.00 

2 Anti burst Swiss ball 

 

Land Hart  55cm $30.00 (155cm – 

170cm) 

65cm $35.00 (170cm – 

185cm)  

75cm $40.00 (185cm+) 

3 Power blaster double 

action pump 

Land 66fit / 

Physiosupplies 

$15.00 

4 Exercise band – 1.5m Land 66fit / 

Physiosupplies 

Yellow level 1 $15.00 

Red level 2 $15.00 

Green level 3 $15.00 

Blue level 4 $116.00 

Black level 5 $16.00 

5 Exercise door stop / 

anchor attachment 

Land 66fit / 

Physiosupplies 

$19.00 

6 Exercise band handle Land 66fit / 

Physiosupplies 

$15.00 

7 Elite foam roller Land 66fit / 

Physiosupplies 

 

15cm x 45cm $31.00 

9 Vinyl dumbbells Land 66fit / 

Physiosupplies 

1kg $31.00 

2kg $39.00 

3kg $48.00 

4kg $57.00 

5kg $66.00 

10 Ankle / wrist and 

dumbbells weights set 

Land 66fit / 

Physiosupplies 

$46.00 

11 Mega balance disc Land Hart $59.00 

12 Physio mat Land 66fit / 

Physiosupplies 

200x60x1.5 $95.00 

13 Accelerometer 

Yamax Power Walker 

EX210 

Monitoring Yamax.com.au  $49.95 

14 Heart rate monitor  

FT1 with water 

resistance 

Monitoring Polar $89 

 

    * As at 29 July 2015 
 
5.2. Increasing consultation duration 

Increasing the consultation duration will improve health outcomes and ensure the 
sustainability and retention of the AHP workforce. 

 
Both the initial consultation (EP10, EP12, EP14, EP15, EP18, EP19, EP22, EP23, EP26, EP27) 
and subsequent consultation (EP11, EP13, EP15, EP17, EP20, EP21, EP24, EP25, EP28, EP29) 
items are allocated and paid for by DVA according to a minimum of 20 minute timeslot. 
Within this time an AEP will: 

 complete a comprehensive pre-exercise screening 

 discuss any injuries or conditions 

https://www.hartsport.com.au/products/18-435
https://www.hartsport.com.au/ProductDisplay.aspx?ProductSearch=anti%20burst%20swiss%20ball&PageProduct=1
http://www.66fit.com.au/catalogsearch/result/?q=power+blaster+double+action+pump
http://www.66fit.com.au/catalogsearch/result/?q=power+blaster+double+action+pump
http://www.66fit.com.au/exercise-bands-tubing.html
http://www.66fit.com.au/catalogsearch/result/?q=door+stop
http://www.66fit.com.au/catalogsearch/result/?q=door+stop
http://www.66fit.com.au/66fit-exercise-band-handle.html
http://www.66fit.com.au/66fit-elite-foam-roller-blue-15cm-x-45cm.html
http://www.66fit.com.au/exercise-weights.html
http://www.66fit.com.au/66fit-ankle-wrist-and-dumbbells-weight-set-4kg.html
http://www.66fit.com.au/66fit-ankle-wrist-and-dumbbells-weight-set-4kg.html
https://www.hartsport.com.au/products/2-098
http://www.66fit.com.au/airex-coronella-mat-200cm-x-60cm-x-15mm.html
http://www.yamax.com.au/Yamax_Power_Walker_EX210_Accelerometer_Pedometer_p/ex210.htm
http://www.yamax.com.au/Yamax_Power_Walker_EX210_Accelerometer_Pedometer_p/ex210.htm
http://www.polar.com/au-en/products/get_active/fitness_crosstraining/FT1


 

 

 complete initial assessment to monitor change 

 provide and instruct an individualised exercise program and deliver strategies to achieve 
behavioural change. 
 

Consequently, AEPs (like other AHPs) frequently fulfil their non-clinical obligations (reporting 
and other essential functions) outside of this allocated timeslot in order to maximise service 
delivery whilst the patient is present (this is not remunerated).  
 
Thus, to ensure the delivery of best practice care, the allocated treatment time should 
increase to a minimum of 30 minutes (with a corresponding increase in the fee allocated to 
treatment time). Additionally, initial treatment sessions (which are more onerous due to 
screening, testing and rapport building requirements) should be increased to a minimum of 
45minute consultation time. 
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Exercise & Sports Science Australia    
Exercise & Sports Science Australia (ESSA) is a professional organisation that is committed to 
establishing, promoting and defending the career paths of university trained exercise and 
sports science practitioners. ESSA’s vision is to achieve member excellence in exercise and 
sports science that will enrich the health and performance of every Australian. As the peak 
professional body for exercise and sports science in Australia, ESSA’s mission is to empower 
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. 
 
Accredited Exercise Physiologists (AEPs) 
AEPs are federally recognised allied health professionals that specialise in clinical exercise 
interventions for patients with existing chronic and complex medical conditions or injuries, or 
those at high risk of developing these. These interventions are provided by exercise delivery 
including health and physical activity education, advice and support, and lifestyle modification 
with a strong focus on achieving behaviour change with the aim of optimising physical 
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. 
 
Exercise scientists  
Exercise Scientists hold an undergraduate degree in the field of exercise and sports science. 
They specialise in the design, implementation and evaluation of exercise and physical activity 
for healthy people. They provide programs for improving general health, the prevention of 
chronic diseases, health promotion and enhanced sports performance. Exercise scientists 
work in hospitals, community health units, workplaces, gymnasiums and in education. 
 
Sports Scientists  
Sports scientists hold, at minimum, an undergraduate honours degree in the field of exercise 
and sports science. Many sports scientists have a doctorate and specialise in an area of 
performance management. They help individual athletes and teams to improve their sporting  
performance through the use of scientific knowledge, methods and applications in the areas 
of physiology; biomechanics;psychology; and motor control and motor development. They 
evaluate research, and they advise on the technical and  practical aspects of training, injury 
prevention, technique, nutritional supplements, performance and recovery practices. Sports 
scientists work at all levels of sport. 
 


