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  A WORD FROM THE PRESIDENT

I am delighted to again have the opportunity to share 
with our members an overview of the body of work 
that the ESSA board, staff and volunteers have achieved 
during the course of 2014.

As a new board, myself and fellow directors, have 
been working on a range of governance reforms 
and restructures that are fundamental for a growing 
association with stewardship of an expanding profession. 
These changes will enable us to better meet our fiduciary 
duty to members and stakeholders, and more effectively 
align our activities with ESSA’s strategic direction. In the 
past few months the board reform agenda has seen 
the formation of the Governance and Nominations 
Committee and the Audit and Finance Risk Committee. 
Both of these board committees have met on a number 
of occasions and provided guidance to the board in its 
decision making. We have considered and passed the 
new 2015 ESSA budget, the new AEP Scope of Practice 
and Decision Making Tree, as well as the terms of 
reference for the Accreditation Advisory Council, the 
Professional Standards Advisory Council and the Ethics 
Committee.  As a board we are delighted to share news 
that we have increased grant funding to the Applied 
Sports Science Research Grant and Tom Penrose 
Research and Community Services Grant to $15,000 
and introduced a new Clinical Exercise Physiology 
Grant worth $15,000. The board continues to consider 
closely the merits of structural change that would see a 
broadening of our member base and expansion of our 
accreditation system. Consultation with the members on 
this important reform will continue in the lead up to the 
2015 annual general meeting.

I would like to take this opportunity to remind all 
members that ESSA’s board, committees, groups and 
staff are highly committed and passionate and are here 
to work for you and for the success of our profession. I 
want to stress the importance of the individual member 
voice in key decisions on the future of ESSA. I urge all 
members to take the time to provide their thoughts when 
ESSA seeks feedback – remember – your ideas will drive 
us forward. I also encourage all members to keep up to 
date with the activities and projects ESSA undertakes 
on a daily basis – we aim to keep you informed through 
all possible channels be it newsletters, website news, 
social media or even here, in Activate. As a President ‘my 
door is always open’, I am only a phone call or an email 
(president@essa.org.au) away and love hearing from our 
members, so please get in touch.

In terms of 2014 association highlights there are always 
too many to mention but a few stand out. Firstly the 
6th Exercise & Sports Science Australia Conference and 
Sports Dietitians Australia Update: Research to Practice 
was a phenomenal success. With over 1000 delegates 
and a fantastic range of international speakers the next 
conference in Melbourne will have very big shoes to fill. 

This year saw a breakthrough with WorkCover SA - our 
Industry Development team have worked tirelessly to see 
an exercise physiology fee schedule implemented and 
from 1 July that hard work came to fruition. 

Another of my highlights has been ESSA’s ability to 

contribute effectively and with authority in the national 
Sports Science conversation. High level stakeholders in 
various areas of Sports Science have moved to provide 
support and partner with ESSA as we work to strengthen 
the sector moving forward.

My final highlight was our first national Exercise Right 
week – a great initiative that not only encourages more 
Australians to be active and aware of what exercise is 
right for their condition, but also raises the public profile 
of our accredited exercise physiologists and exercise 
scientists. The campaign saw over 8,000 hits to the new 
Exercise Right website as well as great feedback from our 
national advertising campaign.

If I was to wrap up 2014 in three words I would say – 
innovative, successful and encouraging. As a group we 
are constantly striving for recognition and achieving 
high standards, and I am sure 2015 will see broader 
community recognition of our members as being experts 
in their field.

I wish you, your family and loved ones a safe and healthy 
festive period and I look forward to sharing many more 
successes with you in the coming year.

Nathan Reeves  
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PROFESSIONAL DEVELOPMENT

Are you an accredited member? Have you completed your 20 CPD 
point requirements?

As an accredited member, you are required to earn a 
minimum of 20 CPD points per membership year (1 January – 
31 December). 

If you were accredited in: 

• 2012 or earlier, a minimum of 20 CPD points are  
  required, earned from 1 January to 31 December 2014

• 2013, a minimum of 20 CPD points are required, earned 
from the date of your accreditation to 31 December 2014

• 2014, no CPD points are required in 2014. A minimum of 20 
CPD points will be required in 2015, earned from the date of 
your accreditation to 31 December 2015.

If you suspended or returned to practice in 2014, please 
refer to your correspondence from the ESSA national office 
for your 2014 CPD point requirements.

If you are accredited as both an AEP and an ASp a total of 20 
CPD points are required per membership year.

Our tips to you are:

• Be aware of ESSA’s requirements and point system

• Don’t leave it too late and put your accreditation at risk!

• Use the handy electronic logbook to keep all your details in 
one place – this can be found in the members section of the 
ESSA website, under Professional Development

• Make the most of all the resources that are available to you!

CPD Points Important Information

• Please note that a minimum of 15 CPD points are required 
from Category 2, Further Education.

• For each activity you claim points for, you will be required to 
supply appropriate evidence that you have participated in this 
activity as indicated. The evidence required is listed within the 
CPD Point System.

• All clinical professional development claimed must be within 
the scope of practice of an AEP or ASp. Activities that fall 
outside of the scope of practice are not able to be claimed. 
These are broadly in the area of passive therapies and include 
massage, manipulations, McKenzie therapy, dry-needling, 
ultrasound therapy, and others.

• To earn CPD points, you must successfully complete or 
attend the professional development. You will not be awarded 
points based on purchase alone.

• Points are unable to be claimed for your main job role, i.e. 
a lecturer is not able to earn points for lecturing at their own 
university, an exercise physiologist or sports scientist is not 
able to earn points for practising.

• Any professional development completed prior to your 
accreditation date cannot be claimed.

• Your CPD logbook is only required to be submitted to ESSA if 
you are chosen in our 15% CPD compliance audit.

• You are required to keep evidence of your CPD compliance 
for a period of 5 years.

• The audit can cover any of the 5 year periods following the 
commencement of these guidelines.

For full details on CPD point guidelines and the point system, 
please visit the ESSA Professional Development Centre 
> Continuing Professional Development (CPD) Points 
Guidelines.
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PODCAST 
LIBRARY 
ESSA is growing a library of podcasts, 
ranging in topics – make sure you check 
out the latest podcasts to help achieve 
your 20 CPD points! 

ESSA has released a number of 
podcasts of presentations held at the 
6th Exercise & Sports Science Australia 

Conference and Sports Dietitians Australia 

Update: Research to Practice, held in 
Adelaide on 10 – 12 April 2014. If you 
attended the conference you will receive 
complimentary registration* for these 
podcasts for the first 3 months of their 
release. 

All podcasts will earn 1 CPD point upon 
successful completion of an assessment. 

To register for any of our podcasts, 
please visit the ESSA Professional 
Development Centre > Podcasts.

*To receive complimentary registration for the 
conference podcasts, you must have registered 
and attended the conference, and your podcast 
registration must be received by ESSA within the set 

3 month period.

  OTHER EVENTS
5th World Congress of Science and 
Medicine in Cricket 2015 
 
23 – 27 March 2015, Sydney 
www.cricketcongress2015.org 
 
1 CPD point per delivery hour; 

Maximum of 7.5 CPD points per day; 

Maximum of 15 CPD points claimable

2015 ESSA Business Forum

2 – 3 May 2015, Cairns 
www.essa.org.au/2015businessforum 
 
1 day = 8 points 

2 days = 15 points

ADEA Qld Branch Conference

29 – 30 May 2015, Brisbane 
www.adea.com.au

1 CPD point per delivery hour; 

Maximum of 7.5 CPD points per day; 

Maximum of 15 CPD points claimable

ICDAM9

1 – 3 October 2015, Brisbane 
www.icdam9australia.com

1 CPD point per delivery hour; 

Maximum of 7.5 CPD points per day; 

Maximum of 15 CPD points claimable

For a full and up to date listing, 
please visit the ESSA Professional 
Development Centre > Other Events 
& Conferences.

            
            More information

If you have any direct queries on 
your professional development, 
please contact ESSA’s Professional 
Development team on       
education@essa.org.au. 

The 2015 ESSA Business Forum committee are delighted to announce 
that Alisa Camplin OAM will be attending as a keynote speaker in May 
2015. 

Alisa is a national hero whose exploits on and off the sports scene have been inspirational. 
Alisa has won two Olympic Medals, a World Championships Title, two back to back World 
Cup Grand Prix Championships and 19 World Cup Podium finishes - including a world record. 
Away from skiing, Alisa is a well-regarded business woman and philanthropist who’s ability 
to overcome adversity, physical, mental and emotional challenges has left the audience 
inspired, motivated and ready to lead!

With less than six months to go, registrations are now open – don’t miss out, visit www.essa.
org.au/2015businessforum for all the details!

2015 ESSA Business Forum  
Keynote Speaker Announced!
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Exercise & Sports Science Australia (ESSA) position 
statement on exercise prescription for patients with 
peripheral arterial disease and intermittent claudication

Christopher D. Askew, Belinda Parmenter, Anthony 
S. Leicht, Philip J. Walker, Jonathan Golledge

Abstract

Objectives

Peripheral arterial disease (PAD) 
is characterised by atherosclerotic 
stenosis or occlusion of the arteries 
of the lower limbs, resulting in an 
impairment of blood flow to the legs. 
Patients with PAD have a significant 
reduction in their physical capacity and 
are limited during activities such as 
walking by intermittent claudication.

Methods

Synthesis of published work within the 
field of exercise training and peripheral 
arterial disease.

Results

Supervised exercise training is 
considered the most effective 
treatment for increasing exercise 
tolerance in patients with PAD, and is 
also associated with improvements 
in daily physical activity and quality of 
life, and a reduction is cardiovascular 
disease risk. Exercise should be 
prescribed and progressed for patients 
individually, taking into consideration 
their disease severity, exercise 
tolerance and relevant comorbidities.

Conclusions

While walking programs are beneficial 
and frequently prescribed, other forms 
of aerobic exercise such as cycling or 
arm-cranking may also be incorporated 

as tolerated by patients. Forty minutes 
of accumulated aerobic activity, three 
times per week, is recommended for 
most patients. Patients should be 
encouraged to commence exercise at 
a moderate intensity, and should stop 
and rest if claudication pain becomes 
severe. Resistance training should 
also be included on at least two days 
per week with the goal of improving 
muscular strength and endurance. 
Comorbidities such as musculoskeletal 
complaints, hypertension, diabetes and 
peripheral neuropathy are common in 
patients with PAD and may exacerbate 
their functional limitations. Given the 
high cardiovascular risk associated 
with PAD, it is important that patients 
are appropriately monitored during 
exercise.

Background

Peripheral arterial disease is an 
atherosclerotic disease characterised 
by occlusion (blockage) or stenosis 
(narrowing) of the lumen of peripheral 
arteries, which leads to a reduction 
in blood flow to the limbs. While the 
disease may affect the arteries of 
the upper limbs, most commonly 
PAD affects the arterial supply of the 
lower limbs. The prevalence of PAD is 
estimated to be 3–10% of the general 
population, increasing to 15–24% in 
people aged 70 years or older.1 Being 
an atherosclerotic disease, PAD shares 
similar risk factors as cerebrovascular 
disease (CVD) and coronary heart 
disease (CHD). Risk factors include 
advancing age, cigarette smoking, 
hypertension, dyslipidaemia and 

diabetes.1 Patients with PAD are at 
increased risk of cardiovascular events, 
and the rate of myocardial infarction, 
stroke and vascular-related death was 
reported to be 14.8% over a three-year 
period in a large international cohort of 
patients.2 Despite the poor prognosis 
of patients with PAD the management 
of cardiovascular risk in these patients 
has been shown to be suboptimal in 
many cases.3

Intermittent claudication is the most 
commonly reported symptom of PAD, 
although there is a wide range of 
atypical leg symptoms also reported.4 
In most cases these leg symptoms 
are the first sign of the disease. 
Intermittent claudication is typically 
described as a cramp-like pain, ache 
or tiredness affecting the muscles of 
the calf, and sometimes the thigh and 
buttock, during walking and other 
forms of physical activity. It usually 
worsens with increased exertion and 
is only relieved by rest. More severe 
presenting symptoms of PAD include 
rest pain, non-healing skin ulcers, and 
gangrene (tissue necrosis) and are 
collectively referred to as critical limb 
ischaemia.

Diagnosis of PAD requires a 
thorough medical history, physical 
examination including pulse palpation, 
haemodynamic assessment and 
vascular imaging investigations. 
Specifically developed claudication 
questionnaires such as the Edinburgh 
questionnaire may also be used to 
aid diagnosis.5 The ankle-to-brachial 
index (ABI) is a commonly used clinical 
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measurement for the screening, 
diagnosis and haemodynamic 
monitoring of PAD. Systolic pressures 
are measured using a Doppler 
ultrasound probe and the ABI of each 
leg is calculated by dividing the higher 
of the dorsalis pedis or anterior tibial 
artery pressure by the higher of the 
left or right brachial artery pressure.6 

Under resting conditions in the supine 
position, an ABI <0.9 is indicative of 
PAD. Some individuals, such as those 
with diabetes or renal failure, have 
an ABI of greater than 1.4 because of 
incompressible tibial arteries, and in 
these instances the toe-brachial index, 
pulse volume recordings or Doppler 
waveforms may be useful to confirm 
the presence of PAD.1, 6 Typically, an 
ABI of less than 0.4 indicates more 
severe disease and is commonly found 
in patients who have rest pain and/
or tissue necrosis. Treadmill walking 
tests may also be used to help confirm 
the presence of PAD and intermittent 
claudication, with a fall in ABI of 15% 
immediately after exercise being 
indicative of PAD.1 Walking tests also 
provide the opportunity to quantify the 
patient’s exercise tolerance through 
the measurement of pain-free and 
maximal walking distances and are a 
useful tool for measuring the effect of 
an exercise intervention. Constant load 
treadmill protocols where the patient 
is required to walk as far as possible at 
a set speed (e.g. 3.2 km/h) and grade 
(e.g. 10%) are most commonly used 
in the clinical setting and enable the 
response to an absolute workload to 
be established and then reassessed 
after intervention. Alternatively, 
incremental protocols with progressive 
increases in walking speed or gradient 
allow for the measurement of 
cardiorespiratory fitness, and exercise 
tolerance may be more reliably 
assessed with these protocols.7 Such 
progressive load protocols also allow 
for the physiological and symptomatic 
responses at various submaximal loads 
to be monitored. Where treadmill 
assessments are not available, the 
six-min walk test is an effective 
alternative objective assessment 
and is currently recommended for 
older adults and those who may have 
difficulty undergoing treadmill testing.8 

Furthermore, six-min walk distance 
has been shown to correlate strongly 
with physical activity levels in patients 
with PAD, and may therefore better 
reflect walking capacity in day-to-day 
life.9 As patients with PAD are often 
hypertensive and have an exaggerated 
pressor response to dynamic exercise,10 
it is recommended that blood pressure 
is monitored during exercise testing 
so as to establish a safe intensity of 

exercise for therapy.

Patients with PAD have poor muscular 
strength and endurance11 and 
reduced cardiorespiratory fitness 
(  peak).12Maximal walking capacity 
of patients with PAD is less than 50% 
of that observed in age-matched 
control subjects and the functional 
limitations associated with PAD are 
similar to that seen in severe heart 
failure. Such physical constraints 
have a significant negative impact on 
the patient’s quality of life and are 
associated with heightened levels of 
depression.13, 14Moreover, patients with 
PAD avoid physical activity because of 
the pain associated with activity and 
their poor exercise tolerance,15 and 
this physical inactivity is associated 
with elevated mortality, independent 
of disease severity and age.16Thus, 
the management of PAD should focus 
on reducing cardiovascular risk and 
improving exercise tolerance.1, 8

Cardiovascular disease risk reduction 
in PAD includes a broad range of 
strategies including blood lipid 
management (including statins), 
control of hypertension, control of 
diabetes, smoking cessation, weight 
reduction, and antiplatelet and 
antithrombotic therapy.1, 8 Medical 
management of patients with 
intermittent claudication may also 
include the prescription of vasoactive 
drugs, including the phosphodiesterase 
inhibitors Cilostazol or Pentoxifylline. 
These agents have been shown to 
improve walking capacity, although 
their effect on cardiovascular risk 
is not well established.17 Ramipril, 
an angiotensin converting enzyme 
inhibitor that is commonly prescribed 
as an antihypertensive agent, 
has also recently been shown 
to increase walking capacity in a 
randomised controlled trial.18 Lower 
limb revascularisation, which may 
include surgical bypass operations 
or endovascular angioplasty 
procedures, provides a means of 
improving leg blood supply and is 
commonly undertaken for patients 
with limiting PAD. The primary goal of 
revascularisation is limb salvage with 
elimination or reduction of symptoms. 
In some centres, revascularisation 
is reserved for patients with more 
severe symptomology including critical 
limb ischaemia. Revascularisation 
procedures may also be indicated 
for patients with claudication that 
is vocational or lifestyle limiting, 
particularly patients who are non-
responsive to exercise training or 
pharmacotherapy.1, 8

Systematic reviews of clinical trial 

data suggest that one of the most 
effective treatments for improving 
exercise capacity and functional ability 
in patients with PAD is supervised 
exercise therapy.19, 20, 21, 22 Exercise 
therapy is currently recommended 
as part of the initial treatment for all 
patients with intermittent claudication 
due to PAD.1, 8, 23 This position 
statement outlines the benefits of 
supervised exercise therapy and the 
current exercise prescription guidelines 
recommended for practitioners 
working with patients diagnosed with 
PAD.

Benefits of exercise training for PAD

The positive effects of regular exercise 
for patients with PAD were first 
described by Erb in 1898.24 Almost 
a century later, a meta-analysis of 21 

studies reported that exercise training, 
usually incorporating supervised 
treadmill walking, improves the pain-
free walking distance of PAD patients 
by 179%, and their maximum walking 
distance by 122%.20 More recently, 
a meta-analysis of randomised 
controlled trials demonstrated that 
exercise training programmes of 3–12 
months duration improve maximal 
treadmill walking time by an average 
of approximately five minutes (range: 
4.5 to 5.7 min), corresponding to a 
relative improvement of 50–200%.21 

Changes in walking capacity are often, 
but not always,25accompanied by 
changes in the strength and endurance 
of the plantar flexion muscle group,26 
which is the site of symptoms for most 
patients and is often considered to be 
the limiting muscle group for patients 
during walking and other activities.27 
Indeed, plantar flexion training has 
been shown to be an effective mode of 
exercise for improving walking capacity 
in patients with PAD.28 Patients who 
have undergone exercise therapy also 
frequently report improvements in 
their self-reported functional capacity, 
and there is also improvement in their 
quality of life scores.29 Free-living daily 
physical activity, measured using self-
report methods and accelerometers, 
has also been shown to increase in 
some studies with training,30 but not 
in others,29 hence warranting further 
study. The direct effect of exercise 
training on cardiovascular risk factors 
has been seldom investigated, although 
exercise therapy has been shown to 
improve total cholesterol, low-density-
lipoprotein cholesterol, and systolic 
blood pressure in a small group of 
patients with PAD.31Preliminary data 
also demonstrate that event-free 
survival over a five-year period is 
higher in PAD patients who participated 
in a 12-week supervised exercise 
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programme compared with those who 
did not.32

There is a positive relationship 
between the improvement in walking 
capacity and the improvement in   
with supervised exercise training,30 
suggesting that the benefits of exercise 
training arise from an enhanced 
delivery of oxygen to the working 
muscle and/or an improvement in 
the ability of the working muscles to 
utilise oxygen. While there is some 
evidence that the improvement in 
exercise capacity is associated with 
improved limb blood flow,30 most 
investigations have failed to find 
any such haemodynamic effect with 
training.21, 33 In a comparison of lower 
limb percutaneous transluminal 
angioplasty and exercise training, it 
was demonstrated that angioplasty 
lead to a significant improvement in 
ABI and only a modest gain in walking 
capacity, whereas exercise training 
lead to large increases in walking 
capacity with no change in ABI.34 This 
apparent dissociation between limb 
haemodynamics and exercise capacity 
in PAD patients has led to some debate 
about the underlying causes of exercise 
intolerance in PAD patients,35 and has 
prompted the investigation of various 
other mechanisms that might underpin 
the benefit of exercise training in this 
population. Generally, improvements 
in   with exercise training in PAD are 
specific to the mode of exercise used36; 
however, studies demonstrating 
that arm-cranking exercise leads to 
improvements in walking capacity 
suggest that there may be central 
physiological adaptations contributing 
to the benefit of exercise training.37 

While cardiac output does not change 
significantly with lower-limb training in 
PAD,28 improvements in the rheological 
properties of the blood and a reduction 
in blood viscosity may explain this 
cross-training effect.38 Additionally, an 
improvement in blood flow distribution 
and oxygen extraction during exercise 

might be facilitated through an 
improvement in endothelial function 
and the ability of vessels to vasodilate,29 
or through an increased muscle 
capillary network.39 Patients with PAD 
have an altered gastrocnemius muscle 
phenotype,40 and training induced 
changes in muscle morphology or 
metabolism may also contribute to 
the improved exercise tolerance.12, 41 
Patients with PAD have an impaired 
gait and walking programmes have 
been shown to improve walking 
economy at submaximal workloads.42 

Patients may improve their tolerance 
for pain with training, thereby 
improving their exercise capacity.43

Exercise as part of the clinical 
management of PAD

There are currently a wide range of 
clinical guidelines available for the 
management of patients with PAD.1, 8, 

23 These existing guidelines are broad 
evidence-based recommendations 
that cover all aspects of patient 
management including screening 
and diagnosis, medical management 
and surgical intervention for the full 
spectrum of vascular diseases. While 
these clinical guidelines provide a 
recommendation about the use of 
exercise training for PAD, they are 
aimed at primary- and specialist-
health care providers (e.g. vascular 
surgeons) and lack sufficient detail 
to guide individualised exercise 
prescription. Therefore, this position 
statement provides an extension of 
the available clinical guidelines, and 
is aimed at exercise physiologists and 
other allied health professionals who 
are responsible for the development 
and delivery of exercise programmes 
specifically for patients with PAD and 
intermittent claudication.

The exercise recommendations 
presented within this position 
statement draw on current clinical 
guidelines1, 8, 23, 44 and recent systematic 
reviews and meta-analyses of the 

literature,20, 21, 22, 45 as well as the 
authors’ combined experience of 
prescribing exercise to this cohort. 
Where possible, specific studies 
that have been cited within the 
recommendations below have been 
drawn from a recent systematic review 
of 44 studies22 that were assessed 
for quality using the Physiotherapy 
Evidence Database scale (PEDro).46 
Quality criteria included, but were not 
limited to, randomisation, concealed 
treatment allocation, baseline 
homogeneity, and the use of ‘intention 
to treat analysis’. Overall quality of 
the included trials was moderate, 
with an average 5 of the 10 quality 
criteria being present. Studies were not 
prioritised according their quality score, 
however all studies met the minimum 
criterion of being a randomised 
controlled trial.2

Exercise prescription 
recommendations

An overview of the exercise 
prescription recommendations for 
patients with PAD and claudication 
are presented in Table 1. The authors 
recommend that individualised 
exercise prescription for a person with 
PAD should aim to improve not only 
walking ability, but also risk factors for 
disease progression. As per ESSA and 
ACSM guidelines,47, 48 cardiovascular 
and medical/injury risk status 
should be assessed by the exercise 
physiologist or health professional 
prescribing the exercise, and further 
relevant information (e.g. ECG, cardiac 
imaging and/or stress test findings), 
and clearance if appropriate, should 
be gained from the patient’s general 
practitioner and/or medical specialist 
(i.e. cardiologist or vascular surgeon) 
prior to commencing an exercise 
programme. It is recommended in 
the AHA clinical practice guidelines 
that baseline exercise tests (treadmill) 
should be performed in PAD patients 
prior to undergoing exercise training 
so as to determine functional capacity, 
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Exercise should be prescribed and 
overloaded to meet the individual 
needs of patients. For patients who are 
severely limited there will be a need to 
commence exercise at lower intensities 
and shorter durations than those 
recommended. RPE, rate of perceived 
exertion; RM, repetition maximum.

Exercise programme duration

Patients should aim to complete at 
least 6 months of exercise training,20, 
21 although with effective exercise 
prescription some improvement in 
walking ability should be noticed 
within the first 2 months after 
commencement of exercise training. 
The only randomised controlled trial 
to assess the influence of programme 
duration showed significant gains 
in walking distance in the first 2 
months of a 6 month exercise 
training programme, when compared 
to months 2–4 and 4–6,49 which 
is consistent with the notion that 
supervised training beyond 2–3 months 
results in a reduction in continued 
gains in exercise tolerance.45 Given the 
poor habitual activity levels and high 
cardiovascular risk associated with 
PAD, patients should be supported to 
include physical activity as a regular 
part of their lifestyle on an ongoing 
basis. 

Exercise session frequency and 
duration

To our knowledge there have been 
no randomised controlled trials to 
determine the effect of exercise 
session frequency or duration on 
walking ability in PAD. A recent review 
reported that supervised exercise 
programmes incorporating 2–3 
sessions per week for 40 min per 
session, regardless of intensity, leads 
to significant improvements in pain-
free and maximum walking distances.22 
Participation in more than three 
supervised sessions per week is not 
likely to result in any further significant 

gains for the patient over the course of 
the program,45 and patient motivation 
and adherence should be considered 
when determining the frequency of 
supervised sessions. In some cases 
it may be appropriate to supplement 
supervised sessions with home-based 
exercise sessions to increase total 
exercise volume or accommodate 
barriers that might be associated 
with attendance at a supervised 
programme (e.g. transport, work 
commitments). Given the intermittent 
and limiting nature of claudication 
it is usually difficult for patients to 
sustain continuous periods of exercise, 
particularly during the early stage 
of a programme. For this reason, 
the prescription and monitoring of 
exercise session duration should 
take into account the total session 
time, time spent exercising and time 
spent resting. In the initial stages of a 
programme 10–20 min of accumulated 
exercise might be feasible during a 
single session,36 and it may take 6 
months or longer to progress to 40 
min of continuous exercise.50 A long 
term goal for most patients should be 
to increase activity levels to meet the 
minimum 150 min of recommended 
aerobic activity each week for older 
adults, and this should be done 
progressively by manipulating the 
specific exercise prescription to suit the 
individual patient.48

Aerobic exercise training

For those patients amenable to 
walking, interval walking at maximum-
tolerable walking speed is the most 
frequently recommended mode of 
exercise for this population. Three 
sessions per week where 40 min or 
more of walking is accumulated in 
each session consistently leads to 
improvements in walking capacity,22 
although there is a need for many 
patients to be gradually progressed to 
this volume of exercise. Few studies 
have systematically investigated the 

effects of exercise intensity in PAD, 
although it is generally accepted that 
when the total volume of exercise 
(i.e. work) is controlled, there is no 
difference in the improvements 
achieved with high and low intensity 
exercise.51 Walking intensity is usually 
monitored using a claudication rating 
scale, e.g. where 0 = no pain and 
5 = maximum pain, and exercise 
that induces claudication pain of 
moderate severity (e.g. 4 out of 5) is 
often prescribed. Walking at a lower 
intensity, with no pain or to the onset 
of mild claudication pain (e.g. 2–3 
out of 5), may be just as effective.22 
The patient’s individual heart rate 
and blood pressure response should 
be monitored routinely and should 
also be taken into account when 
determining the intensity of exercise. 
For those patients who find walking 
difficult to complete due to early-
onset or intolerable claudication pain, 
or other co-morbidities, other forms 
of continuous lower limb aerobic 
exercise such as lower limb aerobic 
circuit training (generally involving 
the calf, quadriceps and hamstring 
muscle groups)52 and pole-striding53 

(walking whilst using poles) have also 
been effective at improving walking 
ability. Upper body aerobic exercise 
is currently understudied, however, 
recent trials have demonstrated an 
improvement in walking ability with 
arm-cranking exercise43 and this mode 
of exercise may be an effective adjunct 
to lower limb aerobic exercise training. 
Stationary cycling is a mode of exercise 
that is safe and widely available and 
may assist to improve cariorespiratory 
fitness in deconditioned patients, 
although the benefits of cycling do not 
transfer to walking in all patients.36 
Intensity targets for these alternate 
exercise modes should be commenced 
at a moderate intensity, commencing 
at a rating of perceived exertion (RPE) 
of 3–4 on a 10-point Borg scale, and 
progressed as tolerated towards an 
RPE of 5–6 (vigorous intensity), which 

“There are currently a wide range of 
clinical guidelines available for the 
management of patients with PAD”
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is recommended for older adults in 
order to address cardiovascular risk and 
minimise the physiological effects of an 
otherwise sedentary lifestyle.48

Resistance exercise training

Only a small number of trials have 
systematically studied the effect of 
conventional resistance training on 
walking ability in PAD. Findings to date 
have been conflicting, with some studies 
showing no improvement in walking 
ability, and others reporting as much 
as a 63% improvement.22 A randomised 
controlled trial comparing treadmill-
walking exercise and resistance exercise 
found greater increases in 6-min walk 
distance in the treadmill exercise group, 
and greater improvements in leg-
extension strength and power in the 
resistance exercise group.29 In contrast, 
a recent trial demonstrated that high-
intensity progressive resistance training 
led to significant gains (*62 m) *in 
6-min walk distance.54While resistance 
training might only provide a small-
to-modest improvement in walking 
ability in PAD compared with walking 
programmes, resistance training leads 
to other functional improvements and 
may also contribute to cardiovascular 
risk reduction in older patients.55, 56 The 
authors recommend a minimum of 
two, ideally three, sessions per week, 
performed on non-consecutive days. 
Resistance training is usually prescribed 
in addition to walking or other forms 
of aerobic exercise, although it should 
be noted that the effects of this 
combined approach have not been 
systematically examined in PAD. Where 
safe and appropriate, moderate to high 
intensity resistance exercise (60–80% 1 
repetition maximum (1RM)) should be 
employed in accordance with general 
recommendations for healthy adults.57 
Training should be progressive with 
monthly reassessments, and the heart 
rate and blood pressure response to 
resistance training should be routinely 
monitored. Patients should undertake 
3 sets of 8–12 repetitions with 1–2 min 
rest intervals of whole body progressive 
resistance training (PRT) incorporating 
6–8 exercises including the primary 
muscle groups involved in walking 
(i.e. gastrocnemius, tibialis anterior, 
quadriceps, hamstrings and gluteals). If 
time is restricted, attention should be 
directed to strengthening the muscles of 
the lower limbs given that improvements 
in leg muscle function are sometimes 
accompanied by improvements in 
walking capacity in PAD.28

Supervision of exercise programmes

Direct comparisons between supervised 
and non-supervised programs,19 and a 

review of outcomes from randomised 
controlled trials,22 demonstrate that 
supervised programmes are generally 
more effective for this patient group than 
unsupervised programmes. Compared 
with the advice to “go home and walk”, a 
randomised trial across 11 centres found 
that a supervised exercise programme 
was more effective for improving 
walking capacity and quality of life in 
patients with intermittent claudication.58 
A more recent randomised controlled 
trial demonstrated that a home-based 
walking programme, which incorporated 
a group-mediated cognitive behavioural 
intervention, achieved significant 
improvements in six-min walking 
distance, maximal treadmill walking time 
and daily physical activity compared with 
a health education control intervention.59 
On the basis of this evidence, supervised 
exercise therapy for PAD and intermittent 
claudication is recommended whenever 
possible, and home-based programmes 
may be a feasible and effective 
alternative for patients who are unable 
or unwilling to participate in supervised 
exercise programmes. While adherence 
to supervised and unsupervised exercise 
programmes has been shown to be 
similar,60 it has been suggested that 
patients may not fully comply with 
exercise instructions (e.g. intensity 
targets) during home based programs.61 
This highlights the importance of 
effective motivational and behaviour 
change strategies in supporting patients 
to comply with exercise goals and 
increase their levels of daily physical 
activity. A recent trial demonstrated 
that adding motivational interviewing 
techniques and behaviour change 
counselling strategies to unsupervised 
exercise significantly increased daily 
walking behaviour, measured as steps 
per day, at four months compared with 
unsupervised exercise advice alone.62 
While further research is needed to 
establish the most effective methods of 
maintaining the benefits of supervised 
exercise training and supporting patients 
in developing positive changes in physical 
activity behaviour, established methods 
such as motivational interviewing, 
behaviour change and cognitive 
behavioural therapy should also be 
considered when addressing the specific 
needs of individual patients. 

Special considerations for patients 
with PAD and intermittent 
claudication

As patients with intermittent claudication 
are at high risk of other cardiovascular 
diseases, improvements in their walking 
ability may unmask signs and symptoms 
(e.g. angina, unusual shortness of breath, 
adverse blood pressure responses, ST-
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segment depression, other arrythmias) 
of cardiac ischaemia.8 Care should 
be taken to establish and monitor 
closely those at risk of a cardiovascular 
event, and if signs and symptoms 
appear prompt re-evaluation from 
the patient’s medical specialist should 
ensue. As previously mentioned, the 
pressor response to exercise may be 
exaggerated in PAD patients,10 and 
heart rate and blood pressure should be 
monitored during all exercise testing and 
therapy sessions. Patients with PAD will 
be commonly prescribed medications 
(e.g. anti-hypertensive agents) that 
may affect their heart rate and blood 
pressure response to exercise.1 
Exercise physiologists and other health 
professionals should monitor changes 
in medications and any alterations in the 
patient’s response to exercise.

Peripheral neuropathy affects some 
patients with PAD, particularly those 
with concomitant diabetes, and this 
may negatively affect their balance 
and increase the risk of lower limb 
wounds or lesions. Patients with PAD are 
prone to impaired healing of wounds 
to the lower limb, and some patients 
may be prescribed antiplatelet agents 
(e.g. aspirin) or antiocoagulants (e.g. 
Warfarin), which may further increase 
the risk of bleeding. Appropriate and 
proper fitting footwear should be worn 
by patients during exercise, and care 
should be taken with the use of exercise 
equipment and the transferring of 
resistance weights.1

Patients with PAD and systemic 
atherosclerosis have an elevated risk 
of Abdominal Aortic Aneurysm (AAA), 
which is characterised by dilatation of 
the aorta beyond its normal size. There is 
evidence that enhanced cardiorespiatory 

fitness improves surgical outcomes 
for patients who require AAA repair63 
and as such exercise and physical 
activity should not be avoided by these 
patients.8 However, further research is 
needed to help identify safe and effective 
exercise prescription guidelines for this 
cohort. There are published reports of 
exercise related aneurysm rupture or 
complications following maximal exercise 
in two patients who had aneurysms 
greater than 6 cm in diameter,64, 65 
and another patient with a history 
of coronary artery disease suffered 
a cardiac arrest during moderate 
intensity exercise training.66 With these 
risks in mind, it has been suggested 
that patients with AAA should initially 
undertake exercise training in a centre 
where appropriately trained staff and 
resuscitation equipment are accessible. 
Patients with a AAA larger than 5 cm in 
diameter or a symptomatic AAA should 
not take part in an exercise programme.

Many patients with PAD will have 
an array of co-morbidities including 
musculo-skeletal conditions, diabetes, 
hypertension and obesity that may affect 
their exercise tolerance67, 68 and ability 
to complete an exercise programme. 
Some patients may also have contra-
indications to exercise such as unstable 
CHD, neurological impairments or 
musculoskeletal limitations. These 
patients should be stabilised and, if 
warranted, evaluated by their general 
practitioner or medical specialist prior 
to commencing any form of exercise 
therapy.

There are currently no guidelines 
on the use of exercise therapy as an 
adjunct to surgical or endovascular 
revascularisation, although there is 
evidence that the addition of exercise 

training to reconstructive surgery 
or angioplasty is more effective 
at improving walking ability than 
surgery alone.69 In such cases care 
should be taken to ensure that the 
patient has adequately recovered 
from revascularisation prior to the 
commencement of exercise. This is 
likely to require a period of up to six 
weeks, depending on the extent and 
site of surgical wounds, and should be 
determined in conjunction with the 
patient’s general practitioner or vascular 
surgeon. 

Summary

Peripheral arterial disease (PAD) is an 
atherosclerotic disease where blood flow 
to the lower limbs is impaired. Treatment 
for PAD aims to alleviate symptoms, 
improve functional capacity and reduce 
cardiovascular risk. Supervised exercise 
training is recommended as part of the 
initial treatment for all patients. Exercise 
training achieves improvements in 
exercise capacity without significant 
changes in maximal blood flow capacity 
to the limbs, and it is likely that increases 
in muscular strength and various 
physiological adaptations, including 
alterations in muscle morphology and 
metabolism, contribute to the benefits 
of exercise training in PAD. Exercise 
prescription for PAD is complicated 
by the high cardiovascular risk and 
the various comorbidities that are 
often associated with the disease, 
and for this reason individualised 
programmes should be prescribed and 
supervised by exercise physiologists 
and other appropriately trained health 
professionals.
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CARVING UP 
THE WAVES 
OF EXERCISE 
PHYSIOLOGY

GREGG ORPHIN

Gregg Orphin – the Chair of the National Rural and Remote 
Committee (NRRC) for ESSA – is sadly stepping down from 
the role, and in this issue of Activate we take time to speak to 
the man who has worked tirelessly to support ESSA’s Rural 
and Remote members.

Gregg – thank you for taking the time to speak to us – 
can you give us an insight into your background?

I am still enjoying my role as a clinical AEP in a rural-based 
private practice working with a great variety of clients 
from severely disabled to elite athletes. Healthfit started 
in 1987 so that gives an indication of my age and career 
longevity. I’ve always been convinced of the positive impact 
of physical activity on health and this, with a special interest 
in biomechanics that stems from coaching track athletes, 
basketballers and surfers, are formative motivators of 
what I do today.  Teaching correct movement patterns for 
prevention of and recovery from injury or chronic conditions 
is a natural progression from my early work as a coach, PE/
Health teacher and in working for a Sports Medicine doctor.  

It is often the case that business owners gradually do 
less clinical work and become practice managers. I have 
chosen to remain as the practitioner and can only do so 
with my great support team who share roles as managers, 
administrators, trainers and nurse.  I still conduct manual 
handling courses and worksite wellness programs for local 
companies, train pro-surfers, give presentations on health, 
lead some circuit and stretch classes in addition to the usual 
clinical treatment sessions.   I feel that this busy schedule 
is sustainable because I stay fit and have interests outside 
of work and love living in such a great community.  Coffee 
helps!

How long have you been a member of ESSA?

It seems like from almost the beginning when ESSA was 
AAESS - so over 20 years! When I graduated the term 

‘exercise physiology’ was just a subject that we studied along 
with biomechanics and motor control learning. Exercise 
physiology as a profession was very rare and only existed 
at places like the AIS or regional institutes of sport and 
universities. 

How did you come to get involved with the National 
Rural and Remote Committee for ESSA? What were you 
hoping to achieve? What have been your highlights?

I was invited to chair and assemble the first National Rural 
& Remote Committee in 2010 with one representative from 
each state and territory.  The committee was set up to liaise 
with R&R members of ESSA, assist with their particular issues 
and assist ESSA in lobbying for government recognition, and 
provide early notification for grant funding or projects.  

Our first major achievement for members was to encourage 
CPD face-to-face courses to be provided in rural and regional 
areas and online to make it easier for R&R members to stay 
accredited and be involved and network. Secondly, with 
assistance from Louise Czosnek (our wonderful Industry 
Development Manager) we developed a marketing package 
for R&R members who wanted to network with GPs, PNs 
and specialists. Our committee members have mentored 
and provided individual assistance to many R&R members 
on request via telephone and email without charge for our 
time and experience.  All of our work is done on a volunteer 
basis so I commend all those who have served on the 
committee for such commitment despite busy work and 
family lives. Other achievements have been the successful 
lobbying submission to the Federal Department of Health on 
education expenses cap, a submission to request expansion 
of the government’s telehealth initiative and introduction of 
the NRRC Travel Award to ESSA Conferences.
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In the field of exercise and sports science, what are you 
most passionate about?

The effect of exercise on mental health is a very important 
development in terms of new evidence for its advocacy.  I 
think we all have known forever that daily physical activity is 
great for mood control but also the other many benefits that 
can overcome other problems associated with mental illness 
such as obesity.  I have two other long standing passions in 
exercise and sports science: fitness and technique for surfing 
and back pain. Sometimes I have clients who allow me to 
combine both these passions!   I live in an area known for its 
heavy surf hence there are a group of emerging ‘slab’ surfers 
that train under my supervision when they’re not travelling 
to the wilds of Tasmania or Hawaii.  Over the years, many 
pro and semi-pro surfers have given me the opportunity 
to develop specific training programs for surfing and injury 
recovery.  I enjoy the challenge because as the technical 
expertise of the sport has rapidly improved so must the 
training regime. 

I am passionate about the way we, as AEPs, treat back pain.  
The biopsychosocial effect of back pain, particularly in the 
chronic stage, means that we need to offer more than just 
exercises. At every step of a planned program the client 
needs to appreciate the rationale behind the exercises, the 
likely progression and what happens in the other 23 hours of 

the day.  There is a fair degree of problem solving involved 
and I relish this challenge.

How do you feel the role of an AEP could or should be 
further developed within the community?

Closer interdisciplinary working relationships such as 
between us and dieticians, psychologists, GPs and other 
health professionals are necessary. We also need to develop 
a public/private health sector collaboration and referral 
path.  There are many political obstacles to overcome but I 
think it will be a triple-win situation for allied health, patients 
and the whole medical system if it happens. The epidemic of 
inactivity and obesity is growing and we need to be seen as 
a very important part of the solution.  If we are successful in 
publicising the growing role of AEPs in having a very positive 
impact on inactivity and obesity our prestige and therefore 
membership should burgeon. 

Message from the ESSA Board – We wish to thank Gregg 
for all his hard work with the National Rural and Remote 
Committee – he has worked tirelessly in this space and his 
hard work and dedication remain greatly appreciated and 
respected by ESSA and all its members. 

We wish Gregg all the best for the future and perhaps to enjoy 

more moments enjoying the surf!
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AEPS ACHIEVING 
IN THE HOSPITAL 
SECTOR

an interview with a Health Innovation Grant recipient

Katie Williams interviews Accredited Exercise Physiologist 
Lauren Farrugia about achieving grant funding to support 
Exercise Physiology services at St Vincent’s Hospital, Melbourne.

The Department of Health’s Workforce Innovation and Reform 
roadmap involves the provision of funding to the health 
sector for innovative workforce projects aimed at improving 
consumer healthcare access, increasing workforce productivity 
and retention and optimising the use of highly skilled medical, 
nursing and allied health professionals.

Accredited Exercise Physiologist (AEP), Lauren Farrugia, and 
her team at St Vincent’s Hospital successfully attained a 
grant through this Workforce Innovation Grant Program for 
Community Integration and the delivery of Exercise Physiology 
services. Their achievement has helped pave the way for 
increased engagement of AEPs at St Vincent’s Hospital in 
Victoria. 

Lauren describes how her team successfully attained the 
Workforce Innovation Grant, “We discussed the aim of 
establishing Exercise Physiology services to fill the gap between 
hospital and community based services and the specific 
benefits of an exercise intervention to maintain and improve 
the health status of patients. This included highlighting how 
patients continuously re-present to our service deconditioned 
and the importance of minimising barriers to help increase 
their attendance rates. As part of our submission we illustrated 
a flow chart demonstrating the current versus proposed 
pathway, explained the role and specialties of Exercise 
Physiologists and the potential outcomes and roles of all 

stakeholders involved (hospital, community gyms, patients, 
Exercise Physiologists and Physiotherapists). This was then 
presented to executive managers at St Vincent’s Hospital.”

Achieving the grant has provided a salary for a full time Exercise 
Physiologist and 0.4 FTE Project manager, and has also funded 
client memberships, transport and interpreter services. 

Funding for the full time AEP position has been provided until 
June 2015 and this role will involve – “integrating clients from 
hospital based rehab into local community gyms, training 
gym staff, liaising with client specialists and GPs, exercise 
prescription, assessing client outcomes, running focus groups 
and assisting client transition to independent programs and 
self-management”.

Lauren also emphasised the importance of “building long term 
partnerships and referral pathways with our local gyms, and 
improving communication between the two services to become 
more collaborative. Ideally, we are trying to create a seamless 
transition that every client will be confident to continue their 
exercise program, and have opportunities for affordable 
access.” 

Lauren hopes this project demonstrates there is a gap that 
needs to be filled (Exercise Physiology services). 

“It will be nice to see more AEP positions open up and options 
to expand on this type of work and area, as well as create a 
permanent AEP position at St Vincent’s. This is St Vincent’s 
Hospital’s first AEP position so there is a lot of pressure to 
perform. I still have to prove to them we would be a valuable 
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member of allied health and multidisciplinary teams.”

Lauren explains how she aims to make this program 
sustainable at the conclusion of grant funding, “We have 
already been talking about options of how we can make this 
sustainable. We are trying to develop pathways and referral 
forms so gym staff are supported and have the knowledge to 
ensure successful client transition. Some of our gym partners 
do currently have Exercise Physiologists onsite who I will work 
collaboratively with and hope this will help to continue the 
established pathways. We have invited one of the gym partners 
to come down and give a presentation during client education 
at the hospital.” 

Like many AEPs working in the hospital setting, Lauren 
has encountered several challenges including establishing 
partnerships and support from community gyms, and 
educating other health professionals on what Exercise 
Physiology services can offer. 

“It seems like other health professionals working in the 
environment think the hospitals are trying to steal their work, 
however, hospitals are always looking for options to move 
clients into more sustainable locations like community gyms.” 

Lauren has found several strategies helpful during this process 
that may assist AEPs trying to achieve similar outcomes 
“Networking is important to see what other health services are 
doing, what problems they are encountering, sharing resources 
and establishing referral pathways.” “If you are an Exercise 
Physiologist working out of a local gym, you may have a lot of 

potential business. Hospitals are always looking for referrals 
out and suitable programs which we can refer into.” 

Editor’s note:  ESSA has been lobbying hard in 2014 to provide 
greater support to AEPs working in the hospital and community 
health setting. Several resources have also been developed to 
assist members in their local lobbying efforts and application 
for grant funding. See “Lobbying for AEPs in the hospital 
setting” article in this edition of ACTIVATE or contact Katie.
williams@essa.org.au if you would like further information. 
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LOBBYING 
FOR AEPS 
IN THE 
HOSPITAL 
SETTING 
Katie Williams BAppSci(HMS-Ex Sci) (Hons), AEP ESSAM, Adv Dip Mgmt 

The Australian hospital system is under substantial pressure 
and must undergo significant transformation to meet rapidly 
rising population healthcare demands. To combat the ever 
increasing prevalence of chronic disease, compounded by 
potentially avoidable hospitalisations and health workforce 
challenges, exercise prescription must become an essential 
component of patient care in Australian tertiary and 
community health settings. 

There is a significant body of evidence supporting the 
value of Accredited Exercise Physiologists (AEPs) in tertiary 
and community health settings. AEP interventions are 
attributed to significant cost savings and improved patient 
care through accelerating patient flow, addressing key 
modifiable determinants of avoidable hospitalisations and 
readmissions, increasing patient self-management and 
improving continuity of care. 

Despite this, the skills and specialties of the AEP workforce 
are currently not being engaged to its full potential. Due to 
these challenges, a key strategic goal of ESSA is facilitating 
workforce expansion and providing greater support to AEPs 
working in tertiary and community health settings. 

ESSA has created several resources that we envisage to be 
valuable tools for many AEPs who are required to provide 
evidence or business cases supporting the delivery of 
their services in their local hospital health service district. 
An excerpt of one of these resources, the ESSA National 
Hospital workforce mapping and analysis report, is provided 
below (see www.essa.org.au to view all documents in their 
entirety). 

National Hospital workforce mapping and analysis 
Report:

ESSA conducted a National Hospital Workforce Survey 
to quantify the AEP workforce in tertiary and community 
health settings. Data collected will help inform public and 
private tertiary institutions and community health services 

on decisions relating to service delivery, AEP workforce 
requirements and future trends. Results will also help inform 
ESSA’s strategic direction and future priorities, ensuring 
optimal alignment of projects and resources to current and 
predicted Australian AEP workforce trends. 

It is important to recognise a limitation of result validity is 
relying on member survey response rate. The survey yielded 
a response from 141 AEPs, demonstrating ~4.5% of AEPs 
work in this setting nationally. Most AEPs worked in the VIC 
(48%), NSW (30%) or QLD (10%) hospital health systems. 
Nationally, 51% of AEPs were located in a capital city, 25.5% 
other metropolitan and 16% large rural centres with the 
remaining located in small rural centres and remote areas. 
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Nationally, most respondents were employed by their 
respective state government health system (public 
hospitals) (82%) compared to private setting (18%). Of those 
respondents employed by a public hospital, the distribution 
of full time and part time employment was 65.5% and 34.5% 
respectively. 

Most commonly, AEPs provided interventions for patients 
with musculoskeletal (31%), mental health (19%), endocrine 
(15%) or neurological (11%) conditions.  

AEPs were most frequently engaged during the chronic 
phase (18.5%) for injury rehabilitation, and sub-acute (20.5%) 
and community integration (18%) phases for rehabilitation 
services.  AEPs were least frequently engaged during the 
phase of acute injury (3.6%). The distribution of outpatient, 
inpatient or both services is demonstrated below.

Final point

A disproportionate number of avoidable hospital admissions 
and readmissions occur in relation to chronic health 
conditions, usually due to an acute exacerbation of one or 
more symptoms and often as a result of the absence of 
preventative measures. 

Government and key decision makers in the hospital health 
system must redirect focus and investment into addressing 
key modifiable determinants of avoidable hospitalisations 
(such as chronic disease management services). 

As AEPs, we are very well placed to fulfil this service need. 
Increasingly, AEPs are successfully acquiring support for 
their services, demonstrated through the creation of more 
workforce opportunities. However, we must continue 
to lobby and educate others on how our industry can 
significantly contribute toward optimising patient care 
in a cost-effective manner. ESSA will continue to develop 
resources for members to ensure continued momentum for 
our profession within the hospital and community health 
settings. 

Please contact Katie.williams@essa.org.au if you have any 
questions. 
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  INDUSTRY UPDATES

COMPLIANCE WITH 
MEDICARE, DVA, 
WORKCOVER AND PRIVATE 
HEALTH FUNDS

DEPARTMENT OF VETERANS’ 
AFFAIRS CLIENT SERVICE 
MANAGERS

ESSA engages in regular consultation with key stakeholders 
that provide rebates for AEP services (i.e. Medicare, 
Department of Veterans’ Affairs (DVA), WorkCover and 
Private Health Funds (PHFs)).  A recurring theme in recent 
discussions has been the concept of “clinically necessary 
treatment”.  

AEPs providing services to DVA clients will be familiar with 
this phrase, however this ethos should be applied to all 
programs where AEP services are subsidised by regulatory 
bodies (i.e. Medicare, WorkCover, DVA and PHFs).  In 
schemes where AEP services are funded, or partly funded 
by regulatory bodies, AEPs must remember to view their 
services as a health/medical treatment and not a fitness/
general wellbeing service when delivering exercise 
physiology services.  The exercise physiology intervention 
should be viewed as a finite treatment and the client 
transitioned to private arrangements when they no longer 
meet the scheme’s policies and guidelines. This includes 
PHFs, where item descriptors dictate the boundaries of 
exercise physiology treatments – in most cases generic 
exercise is not covered through private health insurance 
rebates.   

ESSA acknowledges that many AEPs work concurrently in 
the healthcare sector and fitness/well-being industry.  For 
these members, it is important to identify the duties which 
can be attributed to your role as an AEP versus those that 
fall within the scope of your foundational studies in exercise 
science.  Remember, an exercise scientist is not an allied 
health professional and therefore does not have access to 
Medicare/DVA/WorkCover/PHF provider numbers.  If you 
are providing exercise science services you need to consider 
whether claiming through any of the above schemes 
is permissible.   Importantly, PHF rebates need to be 
considered in the same context.  There are various Acts and 
Rules governing private health fund actions.  The primary 
piece of legislation is the Private Health Insurance Act 2007 
which stipulates the requirements the insurance must meet 
in order to comply as a health insurance product.  This 
includes the products and services that attract a rebate, 
thus legislative and clinical accountability remain.  

As the AEP profession grows and gains greater recognition 
within the healthcare industry, so too does the scrutiny of 
the profession.  While ESSA continues to lobby on behalf 
of our members, AEPs can assist this process by ensuring 
you comply with the policies of the relevant schemes 
under which you are working (including individual PHF 
requirements).  You can find information on each of these 
schemes under the “AEP Important Information” tab within 
the member-only section of the ESSA website.       

For further information please contact Louise Czosnek 
louise.czosnek@essa.org.au . 

ESSA has been liaising particularly closely with DVA over 
the last 18 months to ensure AEPs provide treatment 
services in alignment with the Notes for Allied Health 
Providers - Section one: General and Section 2(f) Exercise 
Physiologists.  In recent discussions, concerns have been 
raised over the creation of “DVA Client Service Manager” 
roles within health/medical clinics.  This position appears to 
be non-clinical and is primarily responsible for maximising 
treatment services provided to DVA clients.  In many cases, 
allied health providers must meet weekly key performance 
indicators (KPIs) that include a set number of sessions 
delivered to DVA clients.   

ESSA supports innovative business models that nurture 
the expansion of the AEP profession.  However, we do 
not support business models that look to exploit the 
boundaries of tax-payer funded schemes or knowingly bind 
young/inexperienced AEPs to service contractors that do 
not comply with government policy.  Providing a set number 
of treatments per week to DVA clients does not comply 
with DVA requirements to provide “clinically necessary 
treatment”.  

Further, ESSA wishes to remind all AEPs that only you are 
responsible for the services and accompanying invoices 
that are submitted under your provider number (even 
if invoices are submitted by a third party).  If an AEP’s 
provider number is linked with supplying inappropriate 
levels or types of health care services, or has been 
submitting incorrect claims – the AEP will be responsible 
for recovery of payments by DVA.  Your employer or DVA 
Client Service Manager will not be the primary contact in 
this circumstance, irrespective of any formal employment 
contract or directives from your employer.   

The following extract is taken from the Medicare Australia 
website (accessed online 30 September 2014), which 
illustrates the same principles apply to Medicare services:

“Under the Health Insurance Act 1973 you’re legally 
responsible for services billed to Medicare under your 
Medicare provider number or in your name.

  • You’re responsible for incorrect claims made under your  
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    Medicare provider number or in your name regardless of  
    who does the billing or receives the benefit.

  • If Medicare services have been billed incorrectly under  
    your Medicare provider number or in your name you will  
    be responsible for the repayment of benefits in excess of  
    what should have been paid.

  • Medicare only pays for services which are generally  
    accepted by the relevant profession, as medically  
    necessary for the appropriate treatment of a patient.

Be sure to check the services you provided against the 
services you have billed. If you become aware of an incorrect 
payment you have received from Medicare and you let us 
know voluntarily, you may avoid an administrative penalty.”

The scenario outlined above also highlights the importance 
of completing a Pay-Group Link form.  If a third party 
invoices or receives payments from DVA using your provider 
number, completing this form creates a documented trail 
of where payments are being directed.  Please refer to the 
recent article published in e-news about the Pay-Group link 
form and GST:

 AEPs, GST and DVA

ESSA would like to ensure all members are using the correct 
procedure for claiming GST when providing services to DVA.  
The process for claiming GST for DVA services is outlined in 
the General Notes for Allied Health (section 87-91).    

For the Department of Human Services (DHS) to make 
payment of the GST component to a provider on behalf 
of DVA, the provider is required to be registered for GST 
and have completed the relevant RCTI agreement.   Many 
AEPs are the “provider”, yet they are not the payee or 
registered for GST, because they are an employee.  It is their 
employer who is the payee and registered for GST.  Thus 
when invoicing, the employer will quote the AEP- employees 
provider number for the services rendered.  In order for this 

to comply with DVA requirements, the service provider (i.e. 
the AEP delivering services) should complete a Pay-Group 
Link form, located on the Medicare Australia website, prior 
to the employer or payee submitting the RCTI form.  It 
should be noted that bank details are not associated with a 
Paygroup Link. The AEP provider must either:

  • Nominate their employer as the Payee Provider for   
    the claim; or

  • Link their employer’s bank account details with    
    their service provider location.

Statements will be issued to the Payee Provider, or the 
address listed on the Paygroup Link for the Payee Provider.

DVA payments are usually made payable to the practitioner 
at their location address.  An AEP should acquire a provider 
number for all locations (Rooms) at which they practice.  As 
provider numbers are location specific, the provider should 
advise DVA if they stop working at a specified address.   
Once notified, DVA will close the provider number for that 
address.

The GST and RCTI is directly associated with the Payee 
Provider number applicable for the claim submitted.  Where 
the service provider does not nominate a separate Payee 
Provider, they are considered to be the Payee Provider.  
Every AEP is responsible for the provider numbers issued 
against their name, thus any incorrect/overpayment would 
be the responsibility of the service provider.   

After an AEP has completed the Pay-Group Link form, the 
employer can then complete the RCTI form supplying the 
businesses details (i.e. Business name, address, contact 
number and ABN) and then the relevant employee’s provider 
number.   

 Please contact Louise Czosnek louise.czosnek@essa.org.au 
if you have any questions about providing services for DVA.
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THE NATIONAL 
CLINICAL FRAMEWORK 
FOR WORKERS’ 
COMPENSATION CLAIMS 

A refresher for AEPs

Katie Williams - ESSA Industry Development Officer  - BAppSc (HMS – ExSci) 
(Hons) (AdvDipMgmt)

If you are an AEP providing services within your state 
WorkCover or Motor Accident insurance scheme it is 
imperative that you understand and adhere to the 
National Clinical Framework for Workers’ Compensation 
Claims. This framework sets out guiding principles that 
all healthcare professionals providing treatment of 
compensable injuries are expected to adopt within the 
standards and boundaries of their professional expertise. 

The Framework’s set of guiding principles for the delivery 
of health services (relevant to Exercise Physiology) include: 

1. Measurement and demonstration of the 
effectiveness of treatment

Exercise Physiology interventions should result in a 
measurable benefit to the injured person, with the 
provider measuring and recording changes in the 
person’s health status (e.g. pain, depression, ADLs, work 
performance). 

Valid, reliable and standardised outcome measurement 
tools should be used by the AEP to monitor treatment 
effectiveness. Customised outcome measures can also be 
used to help measure health status improvements (e.g. a 
change in work status such as increased hours of work or 
transition from modified to normal duties). 

Outcome measures must be related to the functional 
goals of therapy, relevant to the person’s injury, 
and address the components of the World Health 
Organisation International Classification of Functioning, 
Disability and Health (interrelationship and influence of 
environmental and personal factors, activity, participation 
and body structure/functions on the person’s health 
condition). 

2. Adopt a biopsychosocial approach

Healthcare professionals must consider the biological, 
psychological and social factors that influence a person’s 
health as part of their assessment and treatment 
interventions. 

Early identification and management of risk factors helps 

to address issues that can impact on an optimal outcome. 
For example, an AEP may be treating a person for 
lower back pain, and also identifies that the person has 
psychosocial risk factors that may be hindering recovery 
(e.g. unhelpful beliefs or issues with their work situation, 
job dissatisfaction). 

Biopsychosocial risk factors can be identified using 
standardised risk assessment tools or through 
comprehensive history taking during patient assessment, 
and these risks can be classified according to the Flags 
model (demonstrated below).  
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AEPs should utilise their skills in patient education during 
early phases of injury management to reduce risk of 
developing long-term activity limitations, participation 
restrictions and persistent pain. 

1. Empower the injured person to manage their injury

AEPs are well skilled to empower the injured person to 
manage their injury, and this should be incorporated in all 
injury management phases.

The main ways to empower an injured person include:

• education

• setting expectations

• developing self-management strategies

• encourage active participation in home, work and  
  community activities

• promoting treatment independence (does not mean  
  symptom free, rather, living a functional and productive life  
  and self-managing if symptoms arise and avoiding illness 
  behaviour).

2. Implement goals focused on optimising function, 
participation and return to work

Goals and subsequent treatment plans should be developed 
in collaboration with the injured person as current evidence 
demonstrates this process achieves better health outcomes.

Goals should be functional and SMART (specific, measurable, 
achievable, relevant and timed). A poorly set goal may state 
“to return to work”, in contrast, a well set goal may state “to 

return to work in 2 days on modified duties with a lifting 
capacity of up to 5kg”. Return to work may not be a realistic 
goal and in these circumstances treatment is clinically 
justified when it promotes independence, improves function 
and participation, or demonstrably prevents the person from 
significantly deteriorating from current level of function. 

Progress towards goal achievement should be regularly 
re-assessed upon which goals may need to be reset, an 
alternative treatment plan implemented, referral to another 
health professional or discharge plan required.

3. Base treatment on best available research evidence

Healthcare professionals need to use the best available 
research evidence to inform their decision-making, whereby 
treatment methods with good evidence for efficacy are 
preferred over other treatments. 

Final Note:

It is expected that health professionals will actively support 
an integrated and collaborative approach that promotes 
common goals and communication about these goals 
between all parties. 

AEPs must adhere to documentation and record keeping 
standards of ESSA when working within these schemes (see 
“Best practice clinical note taking” in ESSA’s previous issue of 
ACTIVATE).

This article aims to provide an overview (and directly quotes) 
from the National Clinical Framework. AEPs must read 
the original National Clinical Framework in its entirety if 
providing compensable services, see http://www.vwa.vic.gov.
au/__data/assets/pdf_file/0006/3885/clinical-framework.pdf
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ESSA 
STUDENT 
FOCUS
Kristin Thornton

This edition we spend some time with one of our student 
members and also a student ambassador, Kristin Thornton.

Tell us your story.  How did you come to study Exercise 
Physiology, and what inspired you to become an AEP?

I suppose you could say it started back in 2005. I was 17 
and having just graduated from high school I was drafted to 
the Sydney Swans, where I was lucky enough to realise my 
boyhood dream of becoming an AFL footballer.  In my five 
years with the Swans I experienced a lot of exciting highs, but 
also it came with its fair share of injuries and I encountered 
many rehab programs. 

When my time with the Swans came to an end, a key point 
in my decision was trying to decide what was next for me. I 
enjoyed the one on one work with a health care professional 
and realised I would love to do this as a career. 

The human body enthralled me and I realised I wanted to 
have a better understanding of what it can do. I chose to study 
Exercise Physiology at Murdoch University because it entailed 
everything I wanted to do, in one profession. I originally 
enrolled in the Exercise Science course but after the first year 
transferred to the Exercise Physiology course as I felt it had a 
lot more to offer at the completion of the degree.

What was your motivation behind signing up as an ESSA 
student member?

I wanted to see the benefits of becoming a member first hand. 
To me it made sense to sign up because once I was to leave 
university I would have become a member regardless. I realised 
why not become one now and appreciate the benefits and 
support you receive whilst still studying.

The sense of belonging to a professional organisation was 
also appealing to me. I gained a greater understanding of the 
profession by getting involved and meeting Ex Phys personnel 
already working in the field.

What do you think is the hardest challenge of being a 
student and studying in this field?

Trying to explain to people what Ex Phys is and what AEPs do!

No seriously I think the most challenging part is probably the 
same for any student, having the work/life/study balance. Too 
much of either one can have substantial effects on the others. 
It is about finding the correct balance and what works for you. 
Majority of my classmates all participate in sport whether it 
be teams or individually (rowers, soccer players, and myself a 
WAFL player.) 

How do you think your ESSA membership benefits you as a 
student?

I believe the ESSA student membership provides me with some 
great resources. Not only does the member’s hub on the ESSA 
website provide some great discounts, which is pretty handy 
for students, it is a great way to introduce yourself to what ESSA 

and the exercise physiology industry can provide you with and 
what you could put back in the future.

Not only did you become a member, you also decided to 
become a Student Ambassador – why?

I attended the ESSA roadshow talk at Murdoch at the start 
of the year and at the time we didn’t have an ESSA student 
ambassador. As soon as I heard the position was not filled at 
Murdoch, I immediately put my hand up. Hanna Taddei and I 
have both been lucky to have shared the role since. 

I realised that I will be graduating at the end of the year and I 
wanted to get a bit more hands on at university. I wanted to 
help promote ESSA and in turn have a better understanding of 
what ESSA can do for students. I also wanted to develop some 
relationships with people from within the industry so it could 
help me when I am out in the “real world”.

What do you hope to do after graduating?

To be honest I am really open about it. Having the professional 
sport background I could see myself heading in that direction, 
but in saying that I have really enjoyed my clinical experience 
with my fourth year practicum placement. What ever was to 
present itself I could see myself enjoying. I think I am a really 
passionate person and would want to succeed in any role I was 
to take.

For me this highlights another positive about exercise 
physiology, you don’t get pigeonholed coming out of university, 
you can choose your direction you want to take.

What benefits do you see sport having on the community?

Nothing but positive. Not only can you feel the physical benefits 
of participating and playing on the field, but volunteering your 
time and services to help out offer it as well. The benefits of 
committing yourself to something is uplifting and can enhance 
one’s feeling of a sense of belonging. 

I try to lead as active a lifestyle as I can and I love playing sport 
with my mates. It provides great social occasions.

How do you feel the role of an AEP could or should be 
further developed within the community?

I think the role that we can play with helping people with 
mental health issues and also cancer patients can be areas 
of huge potential for AEPs. Unfortunately they both, as with 
almost all health related areas, are on the rise and reducing 
symptoms and improving a person’s quality of life can be areas 
for AEPs to progress in. As they say, exercise is medicine and 
we know a lot about exercise.

Furthermore, I think we need to keep pushing our brand and 
ourselves to the public. I hope that in the next 5-10 years we 
become as well known and as popular as the physio. It will take 
some hard work and there has been some very passionate 
people already doing some tremendous work, but if we all 
jump on and put all our energy in the one direction, I can’t see 
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GRADED EXERCISE 
THERAPY FOR CHRONIC 
FATIGUE SYNDROME: 
The complexities of individualising a program and enhancing long term adherence

Many thanks to Florence Kelly, AEP at Active 

Health Clinic, for this contribution.

Implementing exercise regimes for 
Chronic Fatigue Syndrome (CFS) 
may be challenging for practitioners 
and some would argue the goal is to 
increase physical activity whilst others 
would promote decreased sedentary 
behaviours.  There needs to be clarity in 
what may be considered as appropriate 
exercise and how this can be developed 
in a safe and effective way. Whether the 
strategy is to increase physical activity or 
decrease inactivity, significant positive 
outcomes can be achieved.

As its title suggests, CFS involves 
significant fatigue, however the 
symptoms and consequences extend 
beyond “being tired all the time”. CFS 
is defined as persistent fatigue lasting 
more than 6 months along with at least 
four additional symptoms including 
post exertional malaise, concentration 
difficulties, unrefreshing sleep, myalgia, 
arthralygia, sore throat and/or tender 
glands (Fukuda et.al,1994). It is known 
to affect 0.2%-2.6% of population 
worldwide (White et. al., 2011). A 
common pattern observed in CFS 
patients is best described as a vicious 
cycle of symptoms and deconditioning. 
The onset of symptoms may lead to 
decreased physical, cognitive and/or 
social activity consequently causing 

decreased tolerance to these stimuli. 
The sensitive nervous and immune 
systems can then react to exposure to 
various physical, cognitive and emotional 
stimuli perpetuating the condition 
further.  Bouts of prolonged rest and/
or avoidance are often the result. This 
can affect one’s physical health (muscle 
atrophy, cardiovascular system, body 
composition) as well as mental health 
(reactionary depression, anxiety, social 
isolation). Typical patient profiles include 
high achievers in the physical domain 
(competitive athletes) and cognitive 
achievers (academically, artistically, or 
those in highly demanding/high pressure 
employment). It is not uncommon for 
patients to have an emotionally giving 
and supportive nature. Needing to 
modify loads which are contradictory 
to personality type tendencies can be 
extremely challenging to adapt to.

Exercise is often discussed as a 
treatment plan to address the 
deconditioning component of this 
complex condition and is known to 
receive a mixed reaction. Some patients 
report making significant gains whilst 
others experience an exacerbation of 
symptoms and inability to maintain 
their program. Unfortunately, patients 
are often only given general advice 
around exercise guidelines and this 
may lead to inappropriate prescription. 
Exercise programs should be delivered 

as Graded Exercise Therapy (GET) by 
qualified exercise practitioners and 
must be combined with various other 
strategies such as pacing, goal setting, 
sleep hygiene, setback planning and 
stress management to avoid the risk of 
exacerbation of symptoms.

First of all, we must be clear on what 
is exercise. I would describe it as any 
physical activity, which elevates you 
into your training zone that is above 
and beyond your normal activity. What 
would be considered exercise for one 
person may not be the same for the 
next. For example, a bed bound patient 
would qualify sitting on the edge of the 
bed as exercise whilst a full time retail 
worker may consider a jog or swim as 
their exercise. As for any individual, 
barriers to physical activity will arise. An 
individualised program which considers 
the person’s current capacity, likes and 
dislikes and resources is crucial in order 
to develop a physical activity plan which 
can be sustained and adhered to in the 
long term.

Common barriers encountered with CFS 
patients who have sporting backgrounds 
is their perception of exercise and the 
need to elevate the heart rate to a certain 
level, to become short of breath, hot and 
sweaty in order for it to be “worthwhile”. 
Often this leads to overstimulation and 
post exertional malaise. Educating the 
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patient about the different dimensions of 
exercise such as duration, type, intensity, 
frequency and appropriate responses to 
exercise will help the patient understand 
their daily required exercise level without 
experiencing significant post exertional 
malaise. The goal of the exercise is 
to improve physical capacity without 
hindering a person’s quality of life 
further during the process. Emphasising 
that exercise should not exacerbate 
symptoms and take away your ability 
to complete activities of daily living to 
ensure that a balanced lifestyle can be 
maintained. For example, if a person has 
been inactive for quite some time due 
to their condition, a gentle walk or light 
house work may be sufficient stimulation 
to create physiological changes. Once 
this is understood and undertaken, 
a progressive overload plan can be 
developed with gradual increments on 
time and eventually intensity to enable 
the patient to reach their goal of return 
to sport.

A common challenge for those who have 
not been very active in the past or who 
are significantly limited by symptoms is 

that they may find it difficult to start an 
exercise program whilst they are unwell 
(it does seem quite counterintuitive 
after all). Often, decreasing sedentary 
behaviours can be a less confronting and 
a more tolerable way of beginning an 
exercise program. For example, I often 
recommend simply getting up every hour 
and doing something requiring gentle 
movement (e.g. put some dishes away, 
get the mail from the mailbox or gentle 
stretching). In some lower level cases, it’s 
simply to sit up for a few minutes rather 
than spending extended periods of time 
horizontal (this is especially important for 
patients with orthostatic intolerance or 
POTS). These changes then set up a base 
for progressive overload which can take 
the form of increasing housework, going 
out with friends, walking etc. without 
exacerbating symptoms and affecting 
quality of life.  In my experience, I have 
found that creating functional goals 
through physical activity can have double 
the benefits by promoting physical 
conditioning as well as enhancing mental 
health. Being physically active whilst 
engaging in social interaction (meeting a 
friend out of home, attending school) or 

performing household tasks can lead to 
improved self-efficacy as one becomes 
more functional and independent. 
Patients often report “feeling more in 
control of their condition” following 
GET. Decreased anxiety and depression 
without any psychological treatment is 
also frequently noted. It is undecided 
whether these improvements are due 
to the physiological impacts of physical 
activity, more insight and control of 
illness or the increased ability to engage 
in life.

Further research in this area will allow 
us to develop our knowledge of this 
complex condition and enhance its 
treatment over time.  For the moment, 
what we do know is that tailored Graded 
Exercise Therapy delivered by a qualified 
practitioner is safe and effective (White 
et. al., 2011).Whether this should take the 
form of decreasing sedentary behaviours 
or increasing physical activity is patient 
dependent. The ultimate goal stays the 
same, simply, to get moving and keep it 
going.
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HOWZAT?  
MEET ANGELA REAKES
Cricketer and Accredited Exercise Physiologist

This edition we took some time out to have a chat to ESSA 
member Angela Reakes who just happens to be an Accredited 
Exercise Physiologist and a talented cricketer. Thanks for giving 
us some of your time Angela, and all the best for the future!

How did you discover cricket, and when did you first start 
playing? 

I started playing when I was 5 years old in the backyard with 
Dad. At first it was just a great way to spend time with him, but 
soon enough I was demanding that he take me to play against 
all the boys at the local ‘Kanga cricket competition’! 

What inspires or motivates you? 

Results and learning - I love seeing other people achieve their 
goals while I am achieving my own goals. I have grown up in 
team environments and I really enjoy contributing to team 
goals while learning new skills myself. 

Where do you hope to take your cricket career in the next 
five years? 

The women’s game has really grown in the last couple of years. 
There is a lot of hard work going on behind the scenes which 
means there are more opportunities to be part of different 
competitions which is exciting. My dream is to represent 
Australia and be part of winning Ashes, One Day World Cup 
and T20 World Cup teams. I am also very passionate about 
being part of the NSW Breakers side. I hope that we dominate 
the National League this summer and win both of the T20 and 
50 over trophies. 

Are you involved in the promotion of cricket in the 
community? 

I love going back home to the North Coast to help promote the 
game! Growing up playing for North Coast provided many great 
opportunities so I really enjoy giving something back to the 
community like the senior players did when I was younger.

Are you passionate about encouraging participation in the 
sport? 

Definitely! I am a very strong believer in participation and 
pursuing an active, healthy lifestyle. Specifically, I believe cricket 
has the ability to develop discipline, communication skills, 
responsibility, respect, teamwork, time management amongst 
many other life skills. 

I’ve been lucky enough to have been exposed to different 
people, cultures and environments that have helped me grow 
as a cricketer and person. Sport has shaped the person I am 
today and it has definitely helped me become a better exercise 
physiologist. In addition to teaching me about my responsibility 
to others from a young age, I’ve also been fortunate to have 
been surrounded by a number of outstanding senior exercise 
physiologists who I have been able to learn from. 

What benefits do you see the sport having on the 
community? 

Cricket brings people together, whether you love playing, 
watching or just being in a good environment, there is a place 
for everyone. It is a great way to lead a healthy lifestyle and 
spend time with your friends. 

What do you think is required to push the game forward 
for women? 

The Southern Stars (Australian Women’s Team) has been very 
successful for the last few years and the extra exposure that 
has resulted from this has really helped grow women’s cricket. 
The more coverage we can get will increase awareness of 
women’s cricket in the community, which we hope will lead to 
more young girls playing the game. 

Why did you want to become an AEP? 

I love helping others and watching them strive to be better. 
Whether it is injury rehabilitation, disability, strength and 
conditioning, workplace rehabilitation or general health, I want 
to help people move forward and get the most from life. The 
human body is fascinating and being in this industry to educate 
and motivate others to get the best out of themselves is really 
rewarding.   

I’ve been lucky enough to be a part of some really inspirational 
situations. Recently, I was able to teach a young girl with 
cerebral palsy to walk independently and subsequently walk 
into her year 10 formal after being known as “the girl in the 
wheelchair”. That’s the rewarding stuff I love about being an 
AEP!  

How do you prepare yourself for 7 hours (+) on a cricket 
pitch? Does being an AEP put you at an advantage for pre-
game prep? 

The key for me is a good night’s sleep. Between working, 
studying, early morning gym/conditioning sessions and skills 
training at night, I need to ensure that I have had enough sleep 
and the rest takes care of itself.  Being an AEP has definitely 
helped as I understand the principles behind our training 
regimes, recovery protocols and monitoring systems. This 
definitely helps my motivation and ensures I am confident in 
my preparation. 

Also, given sport comes with its injuries, I have been able to 
apply my background to numerous injuries which has definitely 
put me at an advantage during the rehabilitation process. 

How important is it to receive treatment from an AEP if 
you require it for injury? 

Very important! We have been fortunate enough to have had 
some fantastic AEPs working with the NSW and Australian 
cricket squads and they have been crucial in tailoring 
rehabilitation programs to get players back on the field as 
soon as possible. This doesn’t just benefit the athlete, but also 
the team. AEPs are not only useful in a sporting context but 
also extremely useful in assisting anyone back to pre-injury 
status through correct exercise rehabilitation techniques and 
education. 
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Social marketing—at one point, this 
term represented an entirely new facet 
of marketing not fully understood 
by allied health businesses.  To use 
social media, e-campaigns, and online 
advertisements as a means of reaching 
an audience was an unexplored area.  
As social marketing has become a more 
common approach, businesses were 
still left with the question: “Is social 
marketing right for my business?”

If you’re still wondering, here’s your 
answer.  Today, social marketing is 
no longer a question—it’s an absolute 
necessity.  The use of social media 
and other online amenities has grown 
past being a temporary fad.  The 
entire process is an ongoing, evolving 
conversation, and allied health needs 
to be part of it to continue reaching 
their audiences.

More Questions—More Answers

So, you know you need to have a 
social marketing strategy—but why?  
Ultimately, social marketing will help 
grow your business by using online 
advertising, search engine optimization, 
and social media tools.  Like traditional 
marketing, the business reaches out 
to their target audience, but unlike 
traditional marketing, your audience 
can talk back, interact, and be a part 
of the medium itself.  This interaction 
is very different from what most 
marketers are used to, but embracing 

this marketing style can lead to a new 
understanding of consumers and 
deeper relationships.

Practices who understand the 
importance of social marketing and 
how to market effectively will find 
themselves reaping the benefits of 
this addition to their marketing mix.  
So, what exactly are these benefits 
that successful social marketing can 
provide?

Increase in communication:  An 
advertisement in a traditional 
campaign, such as a television 
commercial, is sent from the business 
to the audience in a one-way message.  
Using social media or email campaigns 
means that you can talk directly to 
your audience about your services 
and then prompt conversations.  The 
two-way dialogue with social marketing 
increases communication efforts in 
businesses.

Improved customer service:  Because 
of this two-way dialogue, businesses 
can use social marketing to be more 
alert to their audience’s problems and 
needs.  Today’s patients tend to prefer 
the internet over personal interaction 
(such as calling or going to the physical 
place).  Businesses need to meet 
their audiences on their “turf”, so to 
speak.  Using Facebook comments, 
direct messages, or emails, businesses 
can evolve their patient service into 

something that consumers prefer.  
By adapting to respond to problems 
and concerns online, consumers 
will appreciate the extra effort, and 
customer service will improve.

Relationship building:  With the 
increased communication and 
improved customer service, 
relationships should quickly develop 
between the business and their 
audience.  Consumers should feel that 
they are important to the business, not 
just nameless faces in an anonymous 
consumer crowd.  The formation of 
strong relationships as a result from 
social marketing shows how integral it 
is to your marketing mix.

The final answer to the social 
marketing question?  YES, you do need 
a social marketing strategy.  Get online, 
get active and get seen!

If you need help putting together a 
social media strategy or need a hand 
managing your social media presence 
as you are too busy running your own 
practice – send us an email or give us 
a call!

Allied Health Marketing – Providing 
tailored marketing solutions for allied 
health practices.

Chris McCarroll | Director  
0434 261 468 
chris@alliedhealthmarketing.com.au 
www.alliedhealthmarketing.com.au

 
SOCIAL MEDIA
Does my practice really need to be online?
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EXERCISE 
PHYSIOLOGY: 
HELPING PEOPLE 
WITH A DISABILITY 
TO BETTER HEALTH 
AND WELLBEING
Dr Sharon Hetherington interviews Accredited Exercise 
Physiologist and Sensory Therapy Specialist Robyn 
Papworth about her work with young people and adults 
living with a disability.

Robyn Papworth started her business ‘Move 4 Health’ in 
2005 to help people living with a disability have improved 
access to better health through play and movement therapy. 
“At school I had a friend who had muscular dystrophy and 
this started me thinking along the lines of working in the 
disability field. Then in my final year of the Post-graduate 
Diploma of Exercise Science my cousin’s boyfriend had a 
stroke (he was just 33 years old) and I thought, ‘I am in a 
position now where I can make a real contribution and help 
people in a profound way.” This revelation led Robyn to 
complete a Masters of Disability Studies through Flinders 
University, specialising in autism and communication.

“Initially I faced the challenge of differentiating between 
what an Exercise Physiologist, Occupational Therapist and 
Physiotherapist each brought to the table”, said Robyn. 
“Over time I’ve developed really good working relationships 
with these other allied health professionals. Our work is very 
client-focused and our aim is to work together to bring about 
the best outcomes for the client and their family or carers.”

Move 4 Health specialises in helping young children and 
adults on the autism spectrum to regulate their emotions, 
reduce their anxiety, and channel their sensory reactions 
into healthy activities rather than destructive or disruptive 
behaviours. “When children finish school their access to 
regular therapy often finishes also,” said Robyn, “however 
adults on the spectrum still need assistance to manage 
their condition and prevent the incidence of chronic health 
conditions.” Robyn also commented that, “it can be very hard 
to educate the public, families, and carers to view autistic 
traits, such as stimming (repetitive movement or speech 
patterns) and aggression, as sensory problems rather than 
behavioural problems. Autism is a cognitive disorder that 
can’t be cured but can be managed. If you work from the 
premise that traits exhibited by someone on the autism 
spectrum are due to them trying to reduce anxiety by either 
seeking or hiding from sensory input then you can work with 
them to channel these actions into more constructive and 
socially acceptable activities.” This can include: 
 
Trampolining to reduce stimming and anxiety levels by: 
elevating proprioceptive and vestibular input; promoting 
digestion; and releasing endorphins

Blowing bubbles as an alternative to biting and other oral 
seeking behaviours

Playing tug of war and push-pull type games to channel 
physical aggression commonly sought after by seeking 
proprioceptive stimulation

Silicon food-grade chewable jewellery as an alternative to 
oral seeking behaviours such as thumb sucking and clothes 
chewing

Energetic throwing and catching games instead of self harm 
by hitting or head butting

Weighted blankets to provide a sense of calm and security 
through proprioception

Charm bracelets for students to fidget with when anxious to 
provide tactile and auditory sensory input.

In October this year Move 4 Health took a progressive step 
and opened a sensory therapy room at their clinic designed 
especially for people on the autism spectrum. The room 
offers props and activities to engage the four key senses of 
sight, sound, touch,  and smell, as well as the two specialised 
sensations proprioception and vestibular.

Next door to the therapy room Move 4 Health are currently 
building a disability specific gymnasium. “It is great to 
see people coming in and using the new facilities. We are 
getting a lot of word of mouth referrals, recommendations 
from disability support groups and team care arrangement 
referrals -particularly for people with cerebral palsy who 
suffer a lot from persisting pain”, said Robyn. When I asked 
Robyn what advice she would give an AEP looking to enter 
this field of practice she highlighted the benefit of teaming 
up with other allied health professionals, learning from 
each other, keeping the focus on what the client needs, and 
finding strategies that work best to meet those individual 
needs.

For more information please visit www.move4health.com.au 
or follow Move 4 Health on Facebook www.facebook.com/
Move4Health

Editor’s note: Contact Dr Sharon Hetherington if you would 
like more information about working in this sector -  Sharon.
Hetherington@essa.org.au
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ROLLER DERBY 
MADNESS
An Accredited Exercise Physiologist on Skates!
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Lauren - How did you come to discover Roller Derby? 

I was skateboarding to university in 2009 and looking to 
join a new sport. I watched the Film “Whip It” and wished 
that such a sport existed. At first I thought it was completely 
made up until I volunteered as a first aider for the Roller 
Derby Victorian Grand Final of 2009. I signed up that very 
night. In 2013 I joined the Victorian Roller Derby League who 
are currently ranked #4 in the world.  

What inspired you to become an AEP?

I think all allied health professionals share an underlying 
passion towards helping others. I remember completing 
a rehabilitation subject in my Exercise Science degree at 
ACU with Vanessa Rice who pointed me in the direction of 
Exercise Physiology.  

The exciting thing about Exercise Physiology is that it is a 
widely growing profession where new graduates like myself 
have the ability to help pave the way for our role in the 
community. My current role at Royal Melbourne Hospital 
involves a lot of discharge planning to community groups. 
I’d love to see Exercise Physiologists involved in assisting the 
growth and availability for these programs.

How could the expertise of an AEP benefit a Roller Derby 
player?

Roller Derby is broken down into two minute “jams” where 
jammers race one another through a pack of teammates 
and opponents. The process of fighting through the pack, 
or being in the pack utilises power, agility, balance and 
strength. We’re lucky enough to have access to an Exercise 
Physiologist who helps train these elements through 
movement screening, resistance training and core strength. 
Often building up the strength of players new to the sport is 
also a great injury prevention strategy.

How do you prepare mentally and physically for a Roller 
Derby “bout”? 

I used to try and stick my iPod in and get into game face 
mode but it would only psych me out! Personally before 
a game I like to laugh with my teammates and often 
make a fool of myself falling over and skating in circles. 

Physically we have a very specific routine before a game 
including off skates and on skates dynamic warm up. I have 
recommended the FIFA 11+ warm up to help prevent ankle 
injuries to our club and foam standing for ankle strength. 
I also encourage core strength to help combat prolonged 
squatting positions used while blocking. 

Roller Derby is obviously not for the faint hearted. Have 
you sustained many injuries on the rink?

Thankfully I haven’t had any major injuries playing derby 
beside a grade 2 ankle sprain. Luckily I was on placement at 
the time and with daily hydrotherapy it healed fairly quickly!

How important is it to receive treatment from an AEP if 
you require it for injury?

I think a lot of sports have a culture of ‘go hard or go 
home’ so educating players on the importance of seeking 
professional advice is something I really value. We’ve 
had a few injuries close to tournament so seeking help 
sooner rather than later is crucial for recovery time around 
competition. I’m currently assisting develop a ‘return to 
derby’ plan for injured athletes to ensure they have the tools 
to progress safely during rehabilitation. 

What benefits do you see Roller Derby, or sport in 
general, having on the community?

The Victorian All Stars are excited to be the first Australian 
Team to be invited to the World Flat Track Derby 
Championships - where we will be competing alongside the 
top teams in the world in Nashville, USA from October 31st. 

On the track we are strong, athletic and empowered which 
is the exact way we want all women to feel whether they are 
wearing a pair of roller skates or not. These Championships 
will be our third trip to USA this year and is a large challenge 
financially.  We’re hoping the community can help us keep 
competing at the international level through ongoing 
support such as our gofundme page (http://www.gofundme.
com/vrdlallstars2014).

With the new edition of junior roller derby we hope this 
message of empowerment is growing in a new bunch of all 
stars in the making. 

MEET LAUREN FOOTE, AN AEP 
AND ROLLER DERBY ENTHUSIAST. 
NEVER KNEW WHAT ROLLER 
DERBY WAS? READ ON – IT’S NOT 
FOR THE FAINT HEARTED!
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EXERCISE IS 
MEDICINE 
A year in review

2014 has been a big year for Exercise is Medicine Australia.  
With primary care engagement activities and workplace 
health taking the lead, our vision to make physical activity 
and exercise a standard part of chronic disease prevention 
and management is on its way to becoming a reality.

EIM 3rd Birthday 

EIM’s 3rd birthday in May was a wonderful opportunity to 
celebrate all our achievements, and renew our vision for the 
future. Our resources became the main feature, with all our 
existing factsheets updated with all the latest research, and a 
fresh exciting look. We were also proud to expand the range 
of factsheets on offer to include multiple sclerosis, COPD, 
spinal cord injury and pregnancy. 

EIM also launched the GP Visit Kit for AEPs to use when 
visiting health care professionals.

The work continues in the background to bring you even 
better resources in 2015, so please send us your feedback 
and suggestions.  

Primary Care Engagement

Our EIM education continues to provide health care 
providers with the tools and strategies to begin the 
physical activity conversation with their patients.  Over 
800 practitioners have completed the 2 hour face to face 
workshop across the country, with participant evaluations 
clearly showing participants leave feeling empowered 
to counsel their patients and utilise appropriate referral 

pathways.  With EIM achieving RACGP accreditation for the 
workshop, we are confident our reach can only grow. 

EIM also commissioned a formal evaluation of its primary 
care engagement activity, 31 Days 31 Patients in 2013. 
The results were positive, suggesting that EIM is making a 
difference in the awareness and action of clinicians about 
the importance of physical activity assessment.  

EIM is also working closely with ESSA to ensure the 
importance of physical activity and exercise and the role 
of AEPs in health care is recognised, particularly in the 
transition to Primary Health Networks in 2015. 

2015 

2015 promises to be another big year for Exercise is 
Medicine Australia. With our foundations now well 
established, we will increase our lobbying efforts and 
partnerships to spread the message that Exercise is indeed 
Medicine!

New resources will also be high priority- so watch this space! 

Our ultimate vision is that physical activity be included as 
a vital sign in all assessments by health care providers- 
and you can help us achieve this by becoming involved 
with EIM Australia.  Contact us at any time at info@
exerciseismedicine.org.au, and stay informed by signing up 
to the monthly enewsletter, and following us on Facebook 
and Twitter.
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FACILITATOR 
EXPERIENCES:  

DELIVERING HEAL™ IN THE 
SNOWY MOUNTAINS

HEAL™ facilitator, exercise physiologist and health 
promotion officer Kate Greenwood is enjoying the challenge 
of delivering HEAL™ and improving the health and wellbeing 
of community residents in New South Wales’ Snowy 
Mountains region.  With the support of her employer, 
Southern NSW Medicare Local, Kate has promoted and 
delivered two HEAL™ programs in the town of Jindabyne and 
is currently delivering one HEAL™ program in the town of 
Cooma.

One aspect of delivering the program that Kate finds 
most rewarding is the progress of her participants in 
implementing positive lifestyle changes. She has found that 
these changes are not always reflected in the program’s 
measured pre and post program assessment outcomes. It 
is by listening to her participants’ stories, noticing changes 
in their demeanour and attitude, as well as tremendous 
improvements to their everyday physical function and 
mobility levels.

When asked ‘How do you feel about your participation in the 
HEAL™ program?’ graduates have responded with comments 
such as: ‘the exercise activities were adapted to my level’, ‘I 
am making physical activity a priority in my life again’ and 
‘although I live with a lot of pain (back, knees, shoulders) I  
 

feel that HEAL™ has helped me. I now do my exercises every 
day and I have become a diligent label reader.’

A strategy that Kate has found to be extremely useful in 
capturing the interest of her participants is to loan them 
pedometers at the beginning of her HEAL™ group classes. 
She then asks her participants to complete a diary of steps 
taken each day and discusses participant progress each 
week in her classes. Kate says that the use of pedometers 
has been a real eye-opener and an incredibly useful tool. 
Many participants have realised that it takes a great deal 
of walking time to reach the recommended goal of 10,000 
steps a day. For some participants Kate highlights that 
even increasing daily steps from 2,000 to 3,000 can make 
a big difference to their health. Kate explains that actively 
handing out pedometers and encouraging their use (rather 
than just talking about them), encouraging the use of 
the http://www.10000steps.org.au/ website and relating 
personal experiences makes a big difference to use of the 
pedometers among her participants.

Kate and Southern NSW Medicare Local’s Partners in 
Recovery team are now implementing HEAL™ as part of a 
health and wellbeing project in the Monaro region. Their aim 
is to improve the physical health and wellbeing of people 
living with severe mental illness. 



Activate   DECEMBER 201432

Registrations are now open for the  
2015 ESSA Business Forum 

Hear from industry experts • Engage with fellow allied health 
practice owners • Learn from real case studies • Discover the 

latest trends at the trade exhibition • Network with fellow members  

Earlybird registration closes 21st March 2015!

TIME MANAGEMENT

MARKETING

LEADERSHIP

NETWORKING

BUSINESS MANAGEMENT

www.essa.org.au/2015businessforum


