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28 July, 2015 
 
Thank you for the opportunity to submit feedback to help inform the Inquiry into 
Chronic Disease Prevention and Management in Primary Health Care. ESSA 
represents over 4,700 members, including the university qualified professions of 
Accredited Exercise Physiologists (AEPs), Exercise Scientists and Sports Scientists. 
AEPs are allied health professionals (AHPs) specialising in exercise prescription, 
lifestyle education and behavioural change for the prevention and management of 
chronic disease and injury. 
 
Whilst some considerable improvements to the Australian health system have 
been achieved with recent reforms, effective chronic disease management (CDM) 
remains one of Australia’s greatest health challenges1. Health reforms must 
facilitate best-practice CDM to ensure future population health demands are 
managed in an appropriate and cost effective way. 
 
Exercise & Sports Science Australia (ESSA) would like to table several issues of 
concern and proposed recommendations, regarding the terms of reference: 
 
 The primary care system is insufficiently orientated towards the primary and 

secondary prevention of chronic disease. 
• Increased government support of evidence-based health initiatives, targeted at 

increasing physical activity and reducing rates of overweight and obesity is 
required.  

 MBS reform should facilitate improved patient access to the specialised input 
of AHPs, including the direct referral between medical specialists and all AHPs, 
within their scope of practice.  

 Expansion of MBS patient eligibility criteria for ‘Allied Health Group Services 
for patients with Type 2 Diabetes’ to include people with pre-diabetes.  

•     Removal of the inappropriate classification of AEPs services as naturopathic or  
       alternative therapies within private health funds. 
•     Removal of non-evidence based products, such as naturopathic and alternative       
       therapies from Private Health Insurance policies.  
 Whilst supporting AHP expanded scope of practice initiatives, we do not 

support AHPs developing a below average ability on a large number of clinical 
skills, as this will negatively affect health care service quality. 

 Expansion of Telehealth item numbers to include all AHPs, optimising timely 
access and continuity of  health care in rural and remote regions.  

 Increased engagement of AHPs, such as AEPs, within the hospital system will 
optimise patient care and achieve significant cost savings. 

 
 
 
 



 

 

Examples of best practice in chronic disease prevention and management, both 
in Australia and internationally. 

 
The current focus on episodic, acute health care models2 do not promote the 
ongoing care that is required to achieve patient self-management and reduced 
reliance on the health system. This is further compounded by the multi-layered 
and fragmented Australian health system that creates a significant obstacle to the  
implementation and support of prevention initiatives. 
 
ESSA advocates a stronger and more coordinated cross-sectoral focus on 
preventative health initiatives targeting population risk factors for chronic 
disease, such as overweight and obesity, physical inactivity and sedentary 
behaviour. Importantly, these initiatives need to be sustained, with reduced focus 
on short-term outcomes.  
 
KEY POINT: ESSA contends that the primary care system is insufficiently 
orientated towards the primary and secondary prevention of chronic 
disease, despite being a key government policy objective. 
 
Approximately 32% of Australia’s total burden of disease can be attributed to 
modifiable risk factors3, such as physical inactivity and obesity. Specifically, low 
cardiorespiratory fitness due to inadequate physical activity has the greatest 
contribution to all-cause mortality over and above obesity, hypertension, 
smoking, high cholesterol and diabetes4. 
 
The Exercise Scientist and AEP workforce specialise in exercise prescription and 
inspiring behaviour change to combat lifestyle risk factors5,6. These professionals 
are “well placed to champion the cause of chronic disease prevention, 
management and treatment by promoting physical activity”, yet are “an essential 
but as yet underutilised player” in the health system7-9. Increased engagement of 
this workforce will strengthen national efforts to address the burden of disease, 
aligning with the World Health Organisation Global Action Plan for the Prevention 
and Control of Non-Communicable Diseases 2013-202010. These evidence-based 
exercise interventions are highly cost effective, reducing the economic impact of 
sedentary behaviour and obesity, which respectively cost Australia at least $14 
billion and $56.6 billion annually11.  
 
KEY POINT: ESSA advocates the support of evidence-based health initiatives 
and programs targeted at increasing physical activity and reducing rates of 
overweight and obesity, such as those delivered by the Exercise  
Scientist and AEP workforce.  
 
In Australia there is a range of underutilised chronic disease self-management 
education programs which require greater financial incentives for AHPs to 
implement effectively.  



 

 

The Healthy Eating Activity and Lifestyle (HEAL™) program is a lifestyle 
modification program consisting of 8 weekly group education and exercise 
sessions, individual consultations pre- and post-program, and 5 and 12 month 
follow-up health consultations. HEAL™ is conducted by South Western Sydney 
Medicare Local Ltd (SWSML) in partnership with ESSA.  
 
A recent study assessing the efficacy of the HEAL™ program indicates that 
participation achieved improvements in major pre-diabetes and type 2 diabetes 
mellitus (T2DM) risk factors. Specific outcomes included, increased frequency and 
volume of physical activity, reduced  daily sitting time, increased fruit and 
vegetable consumption, reduced total body mass, body mass index, waist 
circumference and blood pressure, and improved functional capacity12,13. 
 
KEY POINT: Greater government financial and policy support of evidence-
based preventative health initiatives, such as HEAL™, will significantly 
address population risk factors, reducing the burden of chronic disease. 
 

Opportunities for MBS to reward and encourage best practice and quality 
improvement in chronic disease prevention and management. 

 
ESSA welcomes the recent announcement of a review of Medicare’s Medical 
Benefits Schedule (MBS). However, we urge the government to also explore 
reforms that supports increased engagement of the specialist AHP workforce, and 
which address population health inequalities (such as those experienced by rural 
and remote and indigenous populations). 
 
KEY POINT: ESSA advocates MBS reform that facilitates improved patient 
access to the specialised input of AHPs. 
 
There is a significant administrative burden associated with the CDM Program 
that could be better directed toward increased access to care. The MBS requires 
general practitioners (GPs) to facilitate referral between specialists and some 
AHPs. This process is inefficient, costly, delays patient treatment and is not 
currently practiced in the private sector. The introduction of Medicare rebates 
payable for direct referral between medical specialists and physiotherapists, is 
likely to save Medicare ~$13.6 million annually14, and when extrapolated to 
include other allied health, is likely to achieve significant cost savings to the 
community and government.  
 
KEY POINT: ESSA advocates for direct referral between medical  
specialists and all AHPs, within their scope of practice. This would achieve 
significant cost savings for Medicare and consumers, reduce GP 
administrative burden and ensure early access to appropriate  
health care.  
 



 

 

The prevalence of T2DM continues to rise, despite state and federal governments 
supporting a variety of programs to improve diabetes prevention, detection and 
management15,16. ESSA advocates that preventative strategies to reduce the 
progression of pre-diabetes to T2DM are critical to mitigate negative implications 
to the community and government.  
 
At least 2 million Australians have pre-diabetes (higher than normal blood 
glucose levels but not meeting T2DM criteria)17,18. The annual incidence of 
developing T2DM is 5–10% in people with pre-diabetes when compared to 
approximately 1% in the general adult population18.  
 
Patients with pre-diabetes are not yet dependent on pharmaceutical 
interventions. Rather, evidence supports the efficacy of lifestyle intervention 
delivered by appropriately qualified health professionals, effectively preventing 
progression to T2DM and simultaneously reducing associated comorbidities and 
risk factors, with benefits persisting long term19,20. Optimal benefits are achieved 
with supervised exercise prescription, incorporating follow up, and a behavioural 
and individualised approach, as provided by an AEP. However, current eligibility 
for MBS Chronic Disease Management and Allied Health Group Service items 
require patient diagnosis of T2DM (excluding patients with pre-diabetes). 
 
The 2015 Royal Australian College of General Practitioner’s  (RACGP) Smoking, 
Nutrition, Alcohol, Physical Activity (SNAP) guidelines21 and the 2014 guidelines 
for the management of T2DM22, recognise the specialist skill and expertise of 
AEPs, Accredited Practising Dietitians (APDs) and Credentialed Diabetes 
Educators (CDEs) for the prevention and management of T2DM.  
 
KEY POINT: Collectively representing over 12,000 members, ESSA, Dietitians 
Association of Australia (DAA) and Australian Diabetes Educators 
Association (ADEA) advocate the expansion of eligibility under MBS ‘Allied 
Health Group Services for patients with Type 2 Diabetes Mellitus’ (81100 to 
81125) to include patients with pre-diabetes. 
 

Opportunities for the Primary Health Networks to coordinate and support 
chronic disease prevention and management in primary health care. 

 
The consolidation and new alignment of Primary Health Networks (PHNs) with 
Local Hospital Networks (LHNs), means that there is a real risk of PHNs becoming 
disengaged with local health needs. ESSA encourages a commonwealth push for 
consistency in PHN agendas across Australia, without negating the ability to 
address local health needs. 
 
KEY POINT: ESSA endorses ongoing consultation with peak bodies to 
provide leadership and innovation, this will reduce inefficiencies in the 
system and enhance support of AHPs.  
 



 

 

 
 

The role of private health insurers in chronic disease prevention and 
management. 

 
The development of the Private Health Insurance Act 2007, and specifically the 
implementation of “Broader Health Cover” (BHC), was proposed to empower PHI 
to have a significant positive impact in addressing population health needs and 
improve the range of benefits available to members.  These programs would have 
a focus on prevention and better management of chronic disease in a hope to 
reduce hospitalisations, readmission and improve health outcomes.   
 
A significant criticism of BHC reforms, was the risk of “managed care”, a term used 
to describe efforts to manipulate service cost, delivery and quality. Managed care 
is still a real risk, the scope of benefits available to PHI members representing 
consumer demand and not best practice. For example, despite research 
supporting the therapeutic benefit of exercise and AEP interventions, AEPs are 
frequently not represented in PHI polices, lack parity with other AHPs and are 
inappropriately classified under “naturopathic” and “alternative” therapies.   
 
KEY POINT: ESSA supports reforms in 2007 allowing for broader health 
cover, but still has concerns regarding managed care. We advocate removal 
of the inappropriate classification of AEP services as naturopathic or 
alternative therapies 
 
ESSA supports the National Commission of Audit’s recommendations for PHI “to 
be transformed from being passive payers into genuine health care partners that 
support their members to navigate the health system.”23, and understands that 
this sort of transformation “will require changes to the rules that govern the 
private health insurance industry”23. However, we would have major concerns 
regarding any reforms that promote health inequality. It is well established that 
people with a lower socioeconomic status are associated with poorer health. 
Currently, PHI cannot charge discriminately based on demographical profile. A 
change to legislation that governs risk equalisation may improve market 
competition or could see “high risk” populations paying more for health 
insurance, making PHI unachievable for those most at need. ESSA would rather 
see improvements to product regulations that encourage innovation, prevention 
and removal of products that do not align with evidence based best practice. 
 
KEY POINT: ESSA supports removal of non-evidence based products within 
from PHI policies. 
 

The role of State and Territory Governments in chronic disease prevention and 
management. 

 
Community based initiatives need to be empathetic to the unique, local social 



 

 

determinants of health. For this reason, state and territory governments are 
proposed as being better equipped to reduce health inequities, and facilitate CDM 
and prevention. This structure also means that state and territory governments 
should be well positioned to leverage improvements in the coordination and 
communication of care across providers  and sectors and the development and 
funding of targeted community based health programs. 
 
KEY POINT: ESSA acknowledges that comprehensive, coordinated and 
integrated implementation of evidence-based strategies, with national 
leadership and commonwealth financial support, will provide greater sense 
of direction and improved health outcomes. 
 

Innovative models which incentivise access, quality and efficiency in chronic 
disease prevention and management. 

 
Health Workforce Australia24 effectively identified and implemented some 
reforms and intitiatves to improve allocations of the health workforce to rural and 
remote regions, improving equitable patient access to health services.  
 
KEY POINT: Whilst ESSA supports AHPs working with an expanded scope of 
practice, we do not support AHPs developing a below average ability on a 
large number of clinical skills (as generalists), as this will negatively affect 
health care service quality. 
 
The geographical distribution of Indigenous people residing in rural and remote 
areas (69%) is another barrier contributing to poorer health outcomes in this 
population through reducing timely access to healthcare1. Enabling AEPs to 
provide MBS Items 10953 and 81315 to eligible remote and regional patients 
through Telehealth video consultations will improve timely access to health care. 
This will improve clinical health outcomes in these populations through 
addressing high rates of physical inactivity and the associated burden of lifestyle 
related chronic disease1,3. 
 
KEY POINT: ESSA requests that existing provisions under  
Telehealth are expanded to include all AHPs, optimising timely access and 
continuity of health care in rural and remote regions.  
 

Best practice of Multidisciplinary teams CDM in primary health care and 
hospitals. 

 
The Australian hospital health system is under substantial pressure and must 
undergo significant transformation to meet rapidly rising population healthcare 
demands. Increasing access to acute hospital services, particularly for individuals 
with chronic and complex conditions, is not sufficient to address this problem25. 
Rather, purchasing framework priorities need to facilitate increased support of 
CDM within the hospital setting. 



 

 

 
Evidence supports the role of AEPs in tertiary health settings as experts in 
exercise prescription for the prevention and management of many chronic 
diseases and injuries. AEP interventions achieve significant cost savings through 
accelerating patient flow, reducing avoidable hospitalisations and readmissions, 
increasing self-management and improving continuity of care. However, currently 
the specialties of the AEP workforce are not being engaged to its full potential. 
 
KEY POINT: Increased engagement of AHPs, such as AEPs, within the 
hospital system will optimise patient care and achieve significant cost 
savings. 
 
Effective coordination and integration of health care services is a key predictor to 
hospitalisation of patients with chronic disease26. For example, during 
hospitalisation older people experience significant functional decline, loss of 
independence, decreased quality of life, and an increased rate of readmission 
24,27,28. Further, up to 46% of people experience one or more falls during their 
hospitalisation, increasing length of stay and associated costs29. An AEP 
community exercise intervention positively influences primary outcomes such as 
emergency health service use and functional ability and secondary outcomes such 
as health related quality of life, patient satisfaction and cost effectiveness30,31. 
 
KEY POINT: Hospitals need to adopt innovative transitional care strategies 
for patients into the community setting to reduce adverse health outcomes. 
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