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Since the last time we spoke, ESSA 

has worked through an extremely 

busy and productive period and 

expects the workload to continue 

until the end of 2013.

We have been working closely with 

the Federal Government and other 

organisations to help tackle key 

health and sports issues which the 

country now faces. Doping, mental 

health and obesity are just some of 

the areas we are holding the new 

Federal Government accountable 

for whilst promoting the ability of 

ESSA members who can assist in 

these areas.

Advocacy plays a key role at ESSA, 

we are the voice for our members 

and it is a job we take seriously. 

Our industry development team 

have worked tirelessly through the 

year to make our words heard loud 

and clear, and as you read ‘ESSA 

by numbers’ you can appreciate 

the work that happens behind the 

scenes.

The national office has also been 

preparing for the accreditation 

changes which come into 

effect from the 1st of January 

2014 and subsequent influx of 

applications before this deadline. 

These changes will create an 

extra workload and we ask for 

your patience during this time 

as we move towards automatic 

recognition for university 

graduates similar to other allied 

health graduates.

The New Year is shaping up 

to be an exciting one for our 

organisation. Plans are in place to 

continue to promote our members 

to the general public, increase our 

influence in government, develop 

stronger ties with other allied 

health groups and host our 6th 

Exercise & Sports Science Australia 

Conference and Sports Dietitians 

Australia Update “Research to 

Practice”.

As the Executive Officer of 

ESSA, I would like to take this 

opportunity to say how proud I am 

of the strides we have taken and 

I am confident ESSA and all its 

members will go from strength to 

strength in 2014.

I wish you all a very happy and safe 

festive period and of course a very 

healthy New Year.

Anita

  A WORD FROM EO

The New Year 
is shaping up to 
be an exciting 
one for our 
organisation. 

“

”
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ESSA FAST FACTS 2013

3864 TOTAL 
MEMBERS
2034  FEMALE  | 1830 MALE
37 GOVERNMENT SUBMISSIONS CREATED

74 VOLUNTEERS 
ON VARIOUS 
COMMITTEES AND 
REVIEW PANELS

5200
HOURS SPENT BY 

THE INDUSTRY 
DEVELOPMENT 

TEAM 
ADVANCING THE 

PROFESSION

200+ INDIVIDUAL CONSULTATIONS 
WITH MEMBERS ON BUSINESS, 
DVA, MEDICARE AND ETHICS

3900 Facebook 
likes

244,572 VISITS TO WWW.ESSA.ORG.AU
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Have you seen our new look Professional 
Development Centre? Full information regarding all 
of ESSA’s professional development including easy 
registration right at your fingertips! Check it out 
on the member only website under “Professional 
Development”.

          More information

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

PROFESSIONAL DEVELOPMENT WITH ESSA

STANDARDS & 
COMPLIANCE 
PROFESSIONAL 
DEVELOPMENT
The Standards & Compliance 
professional development is 
now available.  We have broken 
this professional development 
into two modules, 1) Medicare 
and 2) Department of Veterans’ 
Affairs. The two schemes 
(Medicare & DVA) are broken down 
into learning activities detailing 
information for health providers, 
services, referrals and payment.

ESSA requires all Accredited 
Exercise Physiologists to complete 
this as a part of the requirements 
of their accreditation.

This professional development 
is 100% online therefore you can 
work on it at your own time and 

pace.  Access to this professional 
development is via your 
membership profile, under “My 
Account”.  

The completion timeframes are 
as below:

• If accredited on or before 
30th September 2013, 
you must successfully 
complete this professional 
development by 31st 
December 2013. 

• If accredited on or after 1st 
October 2013, you must 
successfully complete this 
professional development 
within four months of your 
accreditation date.

• The only exception to 
the above completion 
timeframes is if you receive 
written advice from an ESSA 
national office staff member.

5 ESSA CPD points will only 
be awarded once you have 

successfully completed all 
required assessments within 
both modules. A certificate of 
completion can be downloaded 
once successfully completed 
for your evidence.

20 CPD POINTS 
ANNUALLY FOR 
ACCREDITED 
MEMBERS 
Are you accredited with ESSA? 
Don’t forget to earn and log 
your required annual 20 CPD 
points by 31st December 2013. 
Download the 2013 logbook 
at the ESSA Professional 
Development Centre.
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World Diabetes Congress 
2 – 6 December 2013, Melbourne  
www.worlddiabetescongress.org

Disability Sport and Recreation Festival 
“Scoring the Equaliser” 
3 December 2013, Melbourne 
www.dsrf.org.au

The psychology of complex Diabetes:  
Foot ulcers 
7 December 2013, Melbourne 
www.rdns.com.au 

6th Exercise & Sports Science Australia 
Conference and Sports Dietitians Australia 
Update: Research to Practice 
10 – 12 April 2014, Adelaide 
www.essa.org.au/2014conference 

2014 Exercise as Treatment for Chronic 
Disease Conference 
1 May 2014, Gold Coast 
www.exerciseastreatment.net.au

Dietitians Association of Australia 31st 
National Conference 
15 – 17 May 2014, Brisbane 
www.arinex.com.au/dietitians2014

ADEA Qld Branch Conference 
30 – 31 May 2014, Brisbane 
www.adea.com.au/events

19th Annual Congress of the European 
College of Sports Science 
2 – 5 July 2014, Amsterdam, Netherlands 
www.ecss-congress.eu/2014/14

Australian Cardiovascular Health and 
Rehabilitation Association’s (ACRA) Annual 
Scientific Meeting: “Sex, Drugs and Rock ‘n’ 
Roll” 
21 – 23 August 2014, Sydney 
www.acra2014.com.au

For a full and up to date listing, please visit 
our website – Professional Development 
Calendar. 

6TH EXERCISE & 
SPORTS SCIENCE 
AUSTRALIA 
CONFERENCE AND  
SPORTS DIETITIANS 
AUSTRALIA UPDATE

ACCREDIT YOUR 
COURSE WITH ESSA 
Do you run professional development that your 
fellow allied health professionals may find benefit 
in attending? Accredit your course with ESSA 
and take advantage of direct marketing to our 
members! For full information on how to accredit 
your course, please contact Sarah Hall on 07 
3862 4122 or visit our website under Professional 
Development.

PROFESSIONAL 
DEVELOPMENT 
CALENDAR

REGISTRATION NOW OPEN 
Abstract submission now open and close on 14th 
January 2014

10 – 12 April 2014 
Adelaide Convention Centre 
www.essa.org.au/2014conference
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DRUG 
INTERVENTIONS 
VS 
EXERCISE
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In a recent study published online 
by the British Medical Journal 
(1 October 2013) data from a 
comparative study has shown that 
regular exercise is as effective 
as medically prescribed drug 
interventions in reducing the 
death rate for most of the major 
cardiovascular diseases, including 
coronary heart disease, stroke and 
the prevention of diabetes.

The authors of the study, Huseyin 
Naci and John Ioannidis from the 
London School of Economics and 
Political Science and the Harvard 
Medical School, and the School of 
Medicine at Stanford University, 
used data from 16 meta-analyses, 
(12 drug and four exercise 
interventional studies) to compare 
the death rates associated with drug 
and exercise interventions.  The 
data consisted of 305 controlled 
randomised control trials with a total 
of over 330,000 subjects. Maybe 
surprisingly, the study showed that 
exercise prevented death from 
stroke by 91%,  which was far more 
effective than any of the recognised 
drug interventions, including anti-
coagulant therapy and anti-platelet 
medications. 

The data in the study was 
statistically analysed which 
calculated an mortality odds ratio 
(OR)  and a 95% Confidence Interval 
(CI) for both exercise and commonly 
used drug interventions, for each of 
the chronic diseases below.  An OR 
of less than 1.00 indicates that the 
mortality risk was reduced and an 
OR of greater than 1.00 indicates 
that the mortality risk was increased. 
The data is shown below as (OR; 
95% CI). 

 
For preventing death from coronary 
heart disease it was concluded 
that exercise (0.89; 0.76-1.04) 
was at least as effective as statin 

medication (0.82; 0.75-0.90), beta-
blockers (0.85; 0.78-0.92), ACE 
inhibitors (0.83; 0.72-0.96) and 
anti-platelet medication (0.83; 
0.74-0.93).  For heart disease for 
which the major group was heart 
failure patients, only diuretics (0.19; 
0.03-0.66) were significantly more 
effective, beta-blockers marginally 
more effective (0.71; 0.61-0.80) 
than exercise (0.79; 0.59-1.00).  
Angiotensin receptor blockers and 
ACE inhibitors were less effective 
than exercise.

For reducing mortality from stroke, 
exercise was significantly more 
effective than any drug intervention 
with the OR for exercise (0.09; 
0.01-0.72) compared to the OR for 
anti-coagulants (1.03; 0.93-1.12) and 
anti-platelet medication (0.93; 0.85-
1.01).

To reduce the mortality for 
patients with pre-diabetes only 
the biguanides (which include 
metformin and its derivatives) were 
more effective (0.25; 0.02-1.46) than 
exercise (0.67; 0.22-1.27), although, 
as can be seen with the wide 95% 
confidence interval, there was 
significant variability in the mortality 
risk data.  Other medications used 
to assist with glucose control in pre-
diabetic clients were less effective 
than exercise.

While the data available for use in 
this study were quite limited, due 
to the lack of studies examining 
the effect of exercise and drug 
interventions on mortality, the 
results are important but should be 
considered with some caution.  The 
definition of what is an appropriate 
exercise intervention to examine 
the effect of each of these chronic 
diseases, must also be viewed with 
some caution, especially as in some 
studies the exercise intervention was 
part of other lifestyle interventions 
such as dietary modification.   
However, it was suggested by the 
authors that a stricter control of 
the exercise specificity and “dose” 
of the intervention, may have 
actually improved the OR and the 
treatment effect of the exercise 
intervention. Clearly future studies 
need to be conducted where the 
exercise intervention is more strictly 
controlled and is specific to the 
treatment outcome desired, and 
this is potentially a very important 
area for future research.  In addition, 
future studies should attempt to 
examine the effect of an appropriate 
exercise on other conditions, such 
as osteoporosis, osteoarthritis, 
cancer, degenerative neuromuscular 
and neurological conditions and 
depressive illness, and compare this 
to the effect current drug therapies 
on mortality, morbidity and quality of 
life.  The research on exercise as an 

“              
      
              ”

Exercise shown 
to be at least 
as effective 
as many 
common drug 
interventions 
in lowering the 
mortality rates 
in the major 
cardiovascular 
and metabolic 
diseases
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alternative or as an adjunct to drug 
therapy has just begun.

Importantly, the results of this 
study show that exercise is at 
least as effective as many of the 
major drug interventions for the 
treatment of chronic disease.  
Indeed the authors concluded, 
that “exercise interventions should 
therefore be considered as a 
viable alternative to, or alongside 
drug therapy”.   In addition, the 
authors stated that “the ‘exercise 
pill’ should be prescribed as a 
preventative strategy to reduce 
morbidity and mortality”. This is a 
message that needs to be clearly 
communicated by accredited 
exercise physiologists to GPs and 
other medical professionals.

The take-home messages for AEPs 
from this study and some relevant 
comments.

1.  The results of this landmark 
study in the prestigious British 
Medical Journal, clearly show that 
exercise has multi-modal effects 
across the major chronic diseases 
investigated within this study and 
with similar efficacy.  This is unlike 
most drugs, which are specifically 
designed to target specific disease 
states. 

2.  The effectiveness of exercise 
interventions are often criticised 
by medical professionals due to 
“the lack of long term compliance” 
with this intervention.  However, 
despite any such criticism or 
any limitations related to the 
compliance of the exercise 
intervention prescribed, this 
study clearly shows that exercise 
interventions are indeed as 
effective as drug interventions.  
Indeed, patient compliance to 
prescribed medications is also a 
well recognised concern, and in a 
recent study it was shown that 50% 

of individuals with hypertension 
stopped taking their medications 
after one year (Vrijens et al, BMJ 
2008; 336: 1114); a fact that is 
sometimes ignored by medical 
professionals.

3. In this study, the exercise 
intervention was considered as 
“one group” and the “dose” of the 
exercise intervention (exercise 
type, intensity, duration of 
frequency) was not considered 
when evaluating its effect on the 
clinical outcomes when compared 
to specific drug interventions, 
which had been “dose optimized”.  
The large variability in the effect 
of the exercise interventions on 
mortality (as shown by the large 
95% CIs above), could be potentially 
accounted for as a result of the 
lack of dose standardization in 
the studies used in this research.  
Additional studies, which address 
the recommended type and dose 
of exercise relevant to specific 
clinical outcomes may improve the 
efficacy and reduce the variability 
of the outcomes of the exercise 
intervention in relation to mortality. 

Naci H and Ioannidis PA.  
Comparative effectiveness of 
exercise and drug interventions 
on mortality outcomes: 
metaepidemiological study. BMJ 
2013; 347: 15577-91.

(the full article is available on-line 
for download as a pdf file).

Ian Gillam PhD, AEP, ASp, ESSAF 
Industry Development Officer 

Since 2007, I have been heavily 
involved with ESSA, and on 
reflection the realisation has 
come to me that I have gained 
an enormous amount for this 
experience over and above what 
I ever expected.   I wanted to 
share these experiences with the 
members of ESSA to encourage 
you to ‘get on board’. We want 
your involvement with the state 
chapters, special interest groups, 
working groups and transitioning 
to the National Board.  

My journey started as a member 
of the WA chapter of ESSA, and 
the following year I was elected 
as chair. During this time I learnt a 
lot about the association and local 
issues, however never thought 
I was National Board material. 
Shortly after at the 2008 ESSA 
Business Forum, I got a tap on 
the shoulder from one of the 
National Board at the time, with 
the question, “Have you thought of 
nominating for the board?” 

When you get asked this question, 
or you consider ever nominating, 
you may ask yourself many 

 
A reflection on my ESSA 
experience to encourage 
you to ‘get on board’.

GET ON 
BOARD 
WITH 
ESSA
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questions – why does someone 
want me to nominate? How can 
I contribute? I don’t think I know 
enough about being a director 
of an organisation? However I 
quickly learnt that you are being 
tapped on the shoulder for your 
passion for the industry, your 
achievements and your external 
knowledge that can be used to 
help progress the association 
forward. 

Only one month later, I took the 
plunge and nominated for a board 
position and have since been 
glad that I did. What I thought I 
would get out of this kind of role 
was completely different from 
the experience I’ve had and in the 
best way possible. I was suddenly 
surrounded by highly motivated 
and talented board directors and 
passionate ESSA national office 
staff. They began the process 
of supporting and educating me 
on the finer details of being a 
company director. I have learnt 
a myriad of skills and developed 
knowledge on a range of areas 
including corporate governance, 
strategic thinking/planning and 

risk management.  Many of us 
are sole traders or involved in 
small business, so the skills I’ve 
gained from being involved with 
the association have been directly 
translated to running my business 
with positive results. 

The move to a National Board 
director gave me the opportunity 
to have direct input into decisions 
that will shape the future of ESSA 
and its members.  My fellow 
directors and I have constantly 
strived to drive the professions 
of exercise and sports science 
to great things. We have 
recognised the talents that exist 
within the membership, and we 
see how these can benefit the 
Australian community. Supporting 
the membership and their 
professions has given me and 
my fellow directors a great sense 
of satisfaction. Our personal 
efforts have contributed to the 
positive growth and outcomes in 
the field of exercise and sports 
science for the benefit of all ESSA 
members and subsequently, the 
broader Australian community. 
The altruistic nature of all those 

involved in ESSA is truly inspiring. 

Being surrounded by the calibre of 
fellow board members, colleagues 
and the ESSA national office staff 
is not only educational but also 
inspirational. You, the member 
are the future of the industry and 
ESSA, and we are always looking 
for young talented and passionate 
members to lead this organisation 
into a future of excellence. The 
strength of ESSA’s committees 
and boards depends upon having 
individuals with diverse and 
unique backgrounds, experiences 
and expertise.  So I encourage you 
to think about donating a little of 
your time and expertise, and you 
will be rewarded more than you 
imagined. Next time a position 
becomes available on your state 
chapter, a working group or the 
board, put your hand up and 
nominate. It could lead you to 
great things. 

By Brendan Joss, PhD, ESSAM, AEP 
Vice President, ESSA 
 
Note: Registration forms found online.
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Winner of the 2013 ESSA Applied Sports Science 
Research Grant for 2013

To encourage and support the development of applied sports 
science research, ESSA invited applications from members for 
the Applied Sports Science Research Grant which is valued at 
up to $10,000.  2013 saw a growing interest from its members 
for this Award with the number of applications received 
increasing to 21, a significant increase in the 13 applications 
received in 2012.  In addition, the quality of the applications 
has also improved making the task of the review team 
increasingly difficult.

The winner for the 2013 Award: 

 “Improving repeated-sprint ability in team sport athletes:  
role of muscle buffer capacity”.  Cian McGinley et al.  - ISEAL, 
Victoria University.

 Due the high quality of the applications, two additional “highly 
commended” and “commended” Awards were announced.  
These were as follows:

Highly Commended Award

 “Bone strength, load tolerance and injury risk in field-based 

team-sports”.  Nicholas Hart et al.  - Edith Cowan University.

Commended Awards

 “Physiological, physical and perceptual responses to 
resistance exercise in systemic hypoxia”.  Ben Dascome et al. - 
The University of Newcastle.

 “Effects of carbohydrate and protein co-ingestion during AFL 
competition on fatigue, recovery and game performance”.  
Nathan Pitchford et al.  - University of Tasmania.

“The effect of high-intensity endurance exercise on indices 
of myocardial strain”.  Surendran Sabapahty et al.  - Griffith 
University.

ESSA is committed to supporting sports science research and 
looks forward to again inviting applications from its members 
in 2014.

Dr Ian Gillam 
Judging Co-ordinator, ASSRG 
Industry Development Officer, 
ESSA

FREE DEMO 
AVAILABLE

Redemption code:

ESSA112013

Our web based software has been  

developed from the ground up for  

DVA and Medicare claiming  

for Exercise Physiologists and allied 

health professionals.

It can be run from any device with  

an internet connection, requires  

no installation and no maintainance.

Get paid rapidly and directly into  

your bank account, Cutting Edge will 

reduce your payment time from weeks  

to days or even hours.

ENQUIRE TODAY

— 

1300 CESOFT (1300 237 638) 

enquiries@cesoft.com.au 

www.cesoft.com.au

EASY AND 
RAPID ONLINE 
CLAIMING 
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twitter.com/ACUMHPS  www.acu.edu.au/high_performance_sport

• cutting-edge interactive technologies  
for online delivery 

• cross-disciplinary study bringing together current 
and new knowledge from a range of professions 

• specific topics developed and delivered by 
internationally-renowned experts, with a focus  
on world’s best practice

• leading-edge sports technology combined  
with advanced data analysis techniques will 
provide the working practitioner with the skills  
to collect and accurately interpret competition 
and training information

• commencing 2014.

POSTGRADUATE COURSES IN  
HIGH PERFORMANCE SPORT 
ACU’s postgraduate courses in High Performance Sport focus on contemporary knowledge,  
technology and application for athlete monitoring, advanced principles of strength and 
conditioning, and the relationships between fatigue, adaptation, performance and injury. 
Importantly, the courses address leadership, ethical and socially responsible practices within  
the culture of high performance sport, critical to developing professionals in the industry. 
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15ACTIVATEESSA Position Statement: 

EXERCISE 
& MENTAL 
HEALTH

Mental health lies on a continuum 
from having no symptoms and 
being fully functioning to having 
a severe mental disorder. Mental 
disorders are not categorically 
distinct, but rather label the part of 
the continuum where symptoms are 
longer lasting and cause disability. 
They are characterized by problems 
in thinking, emotional state, and 
behaviour. Mental disorders are 
common in Australia. Recent 
studies show that the 12-month 
prevalence in adults was 14.4% for 
anxiety disorders, 6.2% for affective 
disorders (such as depression) and 
5.1% for substance use disorders 

(37). In addition, the 12-month 
treated prevalence rate of psychotic 
disorders such as schizophrenia is 
0.45% (26). 

The population impact of mental 
disorders is principally on 
disability rather than on mortality. 
In Australia, mental disorders 
are the third largest source of 
disease burden after cancers and 
cardiovascular diseases, but the 
largest source of disability burden 
(4). This disability burden arises 
in part because mental disorders 
often begin early in life and have a 
relapsing course. For anxiety and 
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affective disorders, the major treatment 
options are psychological therapy and 
antidepressant medication, with the latter 
being appropriate for more severe cases 
(9). For psychotic disorders, antipsychotic 
medication is a key component of 
treatment, but needs to be accompanied 
by psychosocial intervention and 
practical support (33). The present 
review looks at the evidence for exercise 
as a treatment option, in particular 
for depression, anxiety, and psychotic 
disorders. 

There is a strong relationship between 
physical activity and mental health. 
Cross-sectional studies show that 
regular physical activity is associated 
with better mental health and emotional 
well-being (11) and lower rates of mental 
disorders (12). Longitudinal studies also 
show an association between physical 
activity and reduced risk of developing 
a mental disorder (41). For example, a 
population-based study of 7076 Dutch 
adults found that engaging in physical 
exercise reduced the risk of developing 
a mood or anxiety disorder over the 3-yr 
follow-up period, even when controlling 
for sociodemographic characteristics and 
physical illnesses (41). 

However, the relationship between 
physical activity and mental health is 
likely to be complex and bidirectional. 
Physical inactivity may be the cause 
and/or the consequence of poor mental 
health, and there may be common 
factors (such as overlapping genetic 
vulnerabilities) that predict both (6). 
Consistent with the relationship between 
physical activity and mental health is that 
individuals with a mental disorder are at 
higher risk of chronic physical conditions 
such as heart disease, diabetes, arthritis 
and asthma (40,45).

ROLE OF EXERCISE IN TREATMENT 

Exercise has been investigated for its 

potential to improve mental health 
outcomes in a variety of mental disorders, 
but there is a paucity of high-quality 
research. Apart perhaps from depression, 
exercise is not considered an established 
treatment for mental disorders, and it 
is typically evaluated as an adjunctive 
treatment to pharmacotherapy or 
psychological therapy. Nevertheless, 
the Royal Australian and New Zealand 
College of Psychiatrists recommends 
that exercise may complement other 
treatments and be used as a stress 
management strategy to improve 
recovery, help prevent recurrences, 
to manage the side effects of some 
medications, and to improve lifestyle 
practices and overall health (42,43). 

Most research to date has been 
conducted on the benefits of exercise 
as a treatment for depression. Several 
recent meta-analyses of randomized 
controlled trials indicate that compared to 
controls, exercise has a moderate (21,24) 
to large (24,31) effect size for individuals 
with a depressive disorder. The benefits 
from exercise may not be long-lasting 
however, as research suggests no 
difference at follow-up between exercise 
and control groups (21), or a reduced 
effect size compared to effects at the 
end of the exercise intervention (24). 
Participants in these studies typically 
have mild to moderate depression rather 
than severe depression. Exercise is also 
mildly effective at improving depressive 
symptoms in individuals with a chronic 
physical illness (e.g. cardiovascular 
disease and chronic pain) (18). 

Though exercise has been evaluated in 
over 25 randomized controlled trials, there 
are few well-conducted studies on which 
to make conclusions about how effective 
it is and how to optimize its effectiveness 
for depression. Despite these concerns, 
it does appear reasonable to recommend 
exercise as a treatment for depression. 

Indeed, the National Institute for Health 
and Clinical Excellence in the United 
Kingdom recommends that a structured 
group program of exercise should 
be considered as a first step in the 
treatment and management of people 
with persistent ‘sub-threshold’ depressive 
symptoms or mild to moderate 
depression (27). Exercise is also highly 
rated by people who have experienced 
depression (29). 

Exercise is also moderately effective 
for anxiety, though most studies have 
evaluated its effect on anxiety symptoms 
in non-clinical populations (47). One RCT 
showed that exercise may be helpful for 
panic disorder. It found that 10 weeks 
of aerobic exercise was more effective 
than a placebo pill but less effective 
than medication (5). However, a more 
recent study failed to show a benefit 
for exercise when completed as an 
adjunct to medication (46). Although 
panic symptoms improved in the group 
undergoing exercise training, exercise 
was no more beneficial than a relaxation 
training control. 

Research in adults with schizophrenia 
shows that exercise programs can 
improve certain kinds of mental health 
symptoms (e.g. blunted emotions, loss 
of drive, and thinking difficulties), but 
are less effective for other symptoms 
(e.g. delusions and hallucinations) (13). 
Exercise programs may also improve 
other psychological outcomes, such as 
social competence, self-esteem, and 
well-being (19). Exercise is also important 
in improving the physical health of 
individuals with serious mental disorders 
(e.g. schizophrenia), as these individuals 
die 16 to 20 years earlier than the 
general population, with this differential 
mortality gap growing in recent decades 
(34). Two-thirds of these premature 
deaths are related to physical health 
risk factors resulting from poor access 
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to medical care, poor diet, little exercise, 
and medication-induced weight gain (34). 
Indeed, up to 86% of patients treated with 
antipsychotic medication experience 
significant gain in weight (2). 

Likewise, metabolic syndrome, a 
combination of medical disorders 
associated with an increased risk for 
developing cardiovascular disease, 
diabetes and early death occurs in 
approximately 40% of patients receiving 
antipsychotic treatment (23). As a result, 
the prevalence of type 2 diabetes mellitus 
among people with schizophrenia 
more than doubles that of the general 
population (16). Given the benefits of 
exercise on weight control, preventing 
the onset of type 2 diabetes mellitus, 
and improving glycemic control in 
those with pre-diabetes (20), there is 
a growing interest in the interventions 
focused on increasing physical activity 
as an adjunctive therapy for this 
population (8,13). Most studies have 
evaluated structured, supervised exercise 
interventions lasting between 4 and 
16 weeks that includes predominantly 
aerobic exercise (i.e. walking, cycling, and 
swimming) (8,13). These studies indicate 
that exercise therapy is well received, 
and is associated with improved physical 
health (3,8,13). 

EXERCISE PRESCRIPTION – 
BOUNDARIES OF EVIDENCE 

There is a lack of rigorous research on 
which to guide decisions about optimal 
exercise parameters (e.g. dose, type of 
exercise) for individuals with mental 
disorders. Meta-analyses of exercise 
interventions for mental health have 
examined this issue by evaluating 
which factors explain heterogeneity in 
effect sizes from different studies (e.g. 
17,18,21,24,31,47). But these analyses 
can be limited by the small number of 
studies to compare and the variety of 
confounding parameters and study 
characteristics. Another strategy is to 
compare different kinds of exercise and 
doses head-to-head within a clinical 
trial (7,22,36,44). A third approach has 
been to summarize the most common 
parameters in exercise interventions 
shown to be helpful in clinical trials (30). 

For treating depression and anxiety, most 
studies have evaluated aerobic exercise 
rather than resistance or mixed exercise 
interventions. One meta-analysis (24) 
suggested that aerobic exercise may be 
less effective than resistance or mixed 
exercise, but effect size confidence 
intervals overlapped, and other meta-
analyses have not shown a moderating 
effect from type of exercise (21,31,47). 

Only a handful of studies have directly 
compared the effectiveness of aerobic 
and resistance exercise for mental 
disorders. These studies have indicated 
no difference in effectiveness for 
depression (39). The effect of exercise 
supervision is also unclear (24), though 
the majority of studies have involved 
some degree of supervision (30) and it 
may be helpful to improve adherence. 
There are too few studies to determine 
whether individual- or group-based 
exercise is better (24). Both have been 
shown to be effective (30), but for 
individuals with serious mental disorders, 
encouraging other people to be involved 
in the physical activity will lead to a 
higher chance of success (1). 

Duration of the exercise intervention 
may have an effect on mental health 
outcomes. One meta-analysis of 
exercise to treat depression showed that 
interventions lasting 10 weeks or longer 
had weaker effects than durations less 
than 10 weeks (21). However, the reverse 
was found in a different meta-analysis 
of exercise for clinical depression with 
interventions lasting 10 to 16 weeks more 
effective than shorter durations (31). It is 
possible that other study characteristics 
may be responsible for these discrepant 
findings. Studies of exercise for anxiety 
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symptoms suggest that durations up to 
12 weeks are more effective than longer 
interventions (17). Most studies have 
evaluated exercise interventions over a 
period of at least 8 wks (30). 

Exercise dose may vary in the frequency 
of exercise sessions per week, the 
session length, and exercise intensity. 
Unfortunately, only a few studies have 
adequately reported data on exercise 
intensity (24,31), so it is difficult to draw 
conclusions on the optimal intensity 
and dose of exercise for mental health 
benefits. For individuals with serious 
mental disorders, current guidelines 
on physical activity and exercise (30 
min of daily moderate physical activity) 
appear to be feasible (13). Of studies 
that have shown exercise to be helpful 
for depression, the most common 
parameters were sessions lasting at 
least 30-min at an intensity of 60-80% of 
maximum heart rate three times a week 
(30). For depressive symptoms in chronic 
illness patients, exercise interventions 
that met American public health 
guidelines for moderate or vigorous 
physical activity were more effective than 
those that did not (18). 

Where meta-analyses have examined 
the effect of exercise dose, no linear 
relationship was found for clinical 
depression (31), but for anxiety 
symptoms there was a trend for a non-
linear relationship, with exercise most 
effective when the dose approached 12.5 
kcal·kg-1·wk-1, and then becoming less 

effective with higher doses. However, 
studies that have directly compared 
different doses of exercise suggest that 
higher doses may be more effective 
(7,22,36,44). For example, a higher 
dose of aerobic exercise (17.5 kcal·kg-
1·wk-1) achieved across either 3 or 5 
weekly sessions was more effective for 
depression than a lower dose (7.0 kcal·kg-
1·wk-1), which was no more effective than 
a flexibility-exercise placebo (7). Another 
study found that although a higher dose 
of exercise (16 kcal·kg-1·wk-1) led to 
overall similar depression remission rates 
as a lower dose (4 kcal·kg-1·wk-1), there 
were significant moderating effects of 
gender and family history of depression 
(44). Remission rates were significantly 
higher for men in the higher dose group 
than the lower dose (85.4% vs. 0.1%). 
For women, the higher dose was more 
effective in women without a history 
of depression (39.0% vs. 5.6%), but the 
lower dose was more effective for women 
with a history of depression (43.7% vs. 
15.5%). Of note is that adherence rates 
were significantly lower in the higher-dose 
group, and it is important to consider 
that although higher doses may be more 
effective for mental health, they may be 
less likely to achieve in practice. 

EXERCISE PRESCRIPTION – 
RECOMMENDATIONS 

Based on the limited scientific 
evidence reviewed above, minimum 
recommendations for mental health 
benefits are that individuals should 

exercise for at least 30 min, 3 times·wk-1 
at a moderate-to-vigorous intensity for a 
period of at least 8 weeks. Larger doses 
(e.g. longer or more frequent sessions) 
may be more effective if this is feasible. 
This dose is similar to the minimum 
public health recommendations to 
promote and maintain health (15). The 
type of exercise (e.g. aerobic exercise 
or resistance exercise) or whether the 
exercise is carried out in a group or 
individually may be less important than 
tailoring the exercise to the person’s 
preferences. Particularly for individuals 
with serious mental disorders, it may 
be necessary to slowly build up to this 
amount of exercise, taking into account 
current activity level, and focus on 
increasing daily physical activity rather 
than ‘exercise’ per se (1). 

SPECIAL CONSIDERATIONS 

Although individuals with mental 
disorders often face substantial illness-
related barriers to physical activity that 
others do not face, the barriers are not 
dissimilar to the barriers to engaging in 
and adhering to psychological therapy or 
medication. The key features of common 
disorders such as depression and anxiety 
often include a tendency to passivity/
withdrawal and avoidance, and those 
with more serious mental disorders such 
as schizophrenia may at times have little 
insight into their illness and have low 
motivation. Exercise interventions may be 
incorporated as part of the treatment for 
depression and anxiety disorder, whereas 
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for disorders such as schizophrenia, the 
focus may be on increasing physical 
activity in order to provide structure and 
stability to assist day-to-day functioning. 
Professionals need to stay mindful of the 
barriers faced by depressed or anxious 
individuals, namely the potential to 
minimize success and the tendency to 
avoid and/or adapt exercise programs to 
suit the individual. Some examples are 
encouraging a depressed person who 
is having difficulty sleeping to exercise 
later in the day; initially avoiding group 
activities for someone with social phobia; 
and building from small blocks of activity 
to develop a sense of achievement. 

Knowledge of any concomitant 
psychological or pharmacological 
treatments may impact on the 
development of an individual physical 
activity plan, such as integrating 
physical activity into the behavioural 
components of psychological treatment 
(48) or working effectively with the 
duration of action or side effects of 
medications for mental health (28). In 
developing an individual physical activity 
plan, it is important to start where the 
individual feels comfortable, but build 
towards meeting public health exercise 
recommendations (48). It is important 
to discuss that lower doses may not be 
as effective in decreasing the symptoms 
of depression versus higher doses of 
physical activity (7). Given the increased 
likelihood of comorbid mental health and 
physical health problems, clients may 
find it motivating to acknowledge the 
efficiencies in treatment that exercise 
offers (38). 

Where possible, encourage the individual 
to take advantage of nonspecific effects 
such as social supports and establishing 
routines. Both increase the likelihood 
that changes in physical activity will 
be maintained beyond the intervention 
period (48). This is important since 

adherence to exercise programs can drop 
dramatically within six months (39) and 
mental disorders tend to recur. Working 
through the costs and benefits associated 
with engaging in physical activity and 
addressing barriers and resistance, as 
well as building problem solving skills, 
may encourage perseverance with a new 
exercise routine (35). The physical activity 
plan should be tailored to the individual’s 
preferences and circumstances. The 
plan should also consider the individual’s 
current level of physical activity, what 
activities they would like to do, what they 
used to enjoy, the costs and benefits for 
each activity, the potential barriers, and 
the resources needed (49). These steps 
will help create a realistic and achievable 
plan for engaging in physical activity. 
Regular review of progress is essential 
and should explore the immediate 
benefits of exercise. These benefits can 
be identified by using recording sheets to 
monitor the relationship between how an 
individual feels and their activity levels, 
before, during, and after exercising (10). 

CONTRAINDICATIONS TO EXERCISE 

Exercise is generally a safe physical 
intervention. The contraindications 
are not specific to people with 
mental disorders (32). They include 
cardiovascular disease or acute 
infectious diseases (25). However, it is 
noteworthy to remember that individuals 
with serious mental disorders are often at 
a greater risk of cardiovascular disease 
and/or poor balance (14). 

SUMMARY 

There is a strong relationship between 
physical activity and mental health. 
Exercise may help improve symptoms 
of mental disorders such as depression 
and anxiety, and improve functioning 
and physical health in individuals with 
psychotic disorders. There is limited 
research on which to guide exercise 

prescriptions, but both aerobic and 
resistance exercise may be effective, 
as well as programs that consist of 
3 sessions·wk-1 of at least 30 min 
moderate-to-vigorous intensity exercise 
for a minimum of 8 weeks. Higher doses 
may be more effective, but may have 
lower adherence, particularly given 
the additional barriers to exercise that 
individuals with mental disorders may 
face. Exercise programs should be 
adapted to accommodate circumstances 
and preferences and to minimize barriers 
to exercise. As mental disorders increase 
the risk of chronic physical conditions, 
and tend to recur across the lifespan, 
exercise can be useful for both mental 
and physical health, and may maintain 
well-being and prevent recurrences of 
poor mental health. 
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2013 has been a year of growth 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.

Primary Care Engagement

EIM education has been a huge success, with 
over 300 primary care clinicians signing up 
to take part.  Evaluations to date have been 
overwhelmingly positive, with nurses and GPs 
alike finding significant value in the workshops.  
Participants leave the workshops feeling 
motivated and armed with the knowledge 
and resources they need to address physical 
inactivity in their patients, and to refer 
appropriately.  The online modules have been 
extremely popular in locations not reached by 
face to face roll out and registrations continue to 
pour in.

Our ever popular 31 Days 31 Patients activity 
went live in August and October 2013, reaching 
over 300 primary care clinicians, and in turn 
10,000 Australians.  

Workplace

Our partnership with the Healthier Australia 
Commitment continues.  This year, we have 
developed new resources to accompany our 
workplace activity guide; including stretching 
posters for both sitting and standing roles, short 
videos and infographics.

Our Be Active at Work survey is now available in 
hard copy for employees that are not desk based.  
Data captured in hard copy responses can be 

fully integrated with online responses, allowing 
streamlined comparison across the organisation.

EIM worked with Technogym to attend the 
Australian Health and Productivity Congress 
in Sydney and Melbourne in August, allowing 
us to promote our workplace resources and 
Technogym partnership directly to industry 
leaders.

Research

Exercise is Medicine Australia is undertaking 
research into the effectiveness of our GP 
engagement activities. The study will investigate 
the effectiveness of the Exercise is Medicine 
Australia - 31 Days 31 Patients Program when 
implemented in general practice. The study 
will evaluate changes in clinician behaviour, 
knowledge and skill in physical activity 
promotion amongst patients.  The final report will 
be available in the first quarter of 2014.

2014 

Under the guidance of the EIM National 
Taskforce, the 2014-2016 EIM Strategic Plan has 
been finalised and is available on the website.  
2014 will see further work across our five key 
focus areas: policy and advocacy, education and 
training, partners, media and research.  Keep 
your eye out for more resources for your practice 
on the Exercise is Medicine website.

Stay in the loop – sign up to the monthly 
enewsletter, like us on facebook and follow us on 
Twitter.

EXERCISE IS 
MEDICINE – A YEAR 
IN REVIEW
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“Exercise and sports sciences have a long, proud tradition of basing practice on 
scientific evidence. In an era where information is everywhere, but knowledge is 
harder to come by, this conference is a MUST.”  
 
Quote by Co-Chairs, Winthrop Professor Daniel Green and Professor Jeff Coombes

THIS CONFERENCE IS THE FULL PACKAGE...

Research to Practice brings together over 1,000 delegates, international and domestic keynote speakers, more than 30 high-level 
speakers, over 40 national exhibitors, and representatives from a number of health associations.

Hosted once every two years, the event will focus on a strong scientific program combined with expert panels, interactive 
sessions, real life case studies, workshops, and presentations on the latest trends and discoveries in the field of exercise, sports 
science, and nutrition. 

The program incorporates streams on: Sports Science, Exercise Science, Exercise is Medicine, and Nutrition. Other activities 
including special interest groups, award presentations, exercise sessions and social events, provide an exceptional opportunity 
for both professional development and networking.

LOOK WHO’S 
TALKING....
 KEYNOTE PRESENTERS 

Dr Michael J. Joyner, Mayo Clinic 
The inactivity epidemic: What can we do? 
Can your genes predict performance/health?

Michael J. Joyner, M.D., is the Caywood Professor of 
Anesthesiology at Mayo Clinic where he was named 
Distinguished Investigator in 2010.  His interests include: 
exercise physiology, cardiovascular regulation, the physiology 
of world records, autonomic regulation of metabolism, and 
clinical transfusion practices.  His undergraduate (1981) and 
medical (1987) degrees are from the University of Arizona 
with residency and research training at Mayo.  He has held 
leadership positions at Mayo, in the extramural research 
community, and with leading journals.  His lab has been funded 
by the NIH since 1993, and former fellows have established 
independent research programs at leading institutions 
throughout the world.

Dr Daniel Eichner, Sports Medicine Research and Testing 
Laboratory 
What is the athlete blood passport and how is it used? 
Ethics supplementation & ESSA accreditation panel

Daniel Eichner, Ph.D. is the Executive Director of the Sports 
Medicine Research and Testing Laboratory (SMRTL) in Salt 
Lake City, Utah, one of 2 World Anti-Doping Agency-accredited 

laboratories in the USA. Dr. Eichner has extensive anti-doping 
experience and has set SMRTL up as an Athlete Biological 
Passport Management Unit whereby they conduct blood and 
steroid passport testing and evaluations for various sports and 
federations.  Eichner’s research interests include: blood doping, 
growth hormone, IGF-1, testosterone and peptide detection.  
Prior to joining SMRTL he was the Science Director at the 
United States Anti-Doping Agency (USADA). At USADA, he 
provided scientific support for USADA’s programs in research, 
intelligence, sample collection planning, results management, 
arbitration and education. Prior to joining USADA, Dr. Eichner 
was the Chief Scientific Officer for the Australian Sports Anti-
Doping Authority (ASADA). During his time at ASADA, he was 
a member of the Anti-Doping Research Program, Anti-Doping 
Ethical Review Board and an expert witness for numerous 
Australian Customs Investigations relating to steroid and 
performance-enhancing seizures. He received his B.S. from the 
Australian National University (ANU) with first class honors 
and later completed his Ph.D. in medical science from the ANU. 

Professor Simon Gandevia, Deputy Director at Neuroscience 
Research Australia 
Why is my patient fatigued? Where may the changes occur? 
Hot topics in musculoskeletal rehabilitation panel

Simon Gandevia is an NHMRC Senior Principal Research 
Fellow and Deputy Director of Neuroscience Research 
Australia.  He studied medicine at the University of New South 
Wales and has a number of bachelor and doctoral degrees.  He 
established the Prince of Wales Medical Research Institute 
(now Neuroscience Research Australia). His research focuses 
on the way the human brain controls movement, with emphasis 
on: neural mechanisms underlying proprioception, the control 
of human movement and posture, and the neural control of 
breathing.  He currently heads an NHMRC program in ‘Motor 

6TH EXERCISE & SPORTS SCIENCE AUSTRALIA 
CONFERENCE THE SPORTS DIETITIANS AUSTRALIA 
UPDATE - Research to Practice



23ACTIVATE

Impairment’ and was elected a Fellow of the Australian 
Academy of Science in 1998.

Professor Nicola Lautenschlager, University of Melbourne 
The key role of exercise for healthy ageing, cognitive impairment 
and dementia

Professor Lautenschlager is an academic old age psychiatrist 
who received her undergraduate and postgraduate training at 
the Technical University in Munich, Germany. From 2000 to 
2008 she worked at the University of Western Australia in Perth 
where her last position was Professor in Old Age Psychiatry 
and Deputy Head of School. In 2008 she took up the position of 
University of Melbourne Professor of Old Age Psychiatry. She 
is the Director for the St. Vincent’s Health Aged Mental Health 
Service in Melbourne. Her current research focus is diagnosis 
of cognitive impairment and intervention trials for older adults 
to improve mental health outcomes.

Professor Lorimer Moseley, University of South 
Australia, Neuroscience Research Australia 
Exercise for the patient in chronic pain 
Hot topics in musculoskeletal rehabilitation panel      

Professor Moseley is a clinical scientist investigating pain 
in humans. Lorimer joined NeuRA from The University of 
Oxford, UK, where he was Nuffield Medical Research Fellow 
in the Pain group, Department of Clinical Neurology, and 
Department of Physiology, Anatomy & Genetics. In 2011, 
Lorimer was appointed Professor of Neuroscience and Chair 

in Physiotherapy, The Sansom Institute for Health Research at 
the University of South Australia.

He was awarded the inaugural Ulf Lindblom Award for the 
outstanding mid-career clinical scientist working in a pain-
related field by the International Association for the Study of 
Pain, was shortlisted for the 2011 and 2012 Australian Science 
Minister’s Prize for Life Sciences, and won the 2013 Marshall & 
Warren Award from the NHMRC.

Professor Luc van Loon, Maastricht University 
Maximizing muscle hypertrophy via protein supplementation in 
athletes            
Dietary protein and muscle maintenance in clinical populations          
Ethics supplementation & ESSA accreditation panel

Luc van Loon is a Professor of Physiology of Exercise and 
Head of the M3-research unit at the Department of Human 
Movement Sciences at Maastricht University Medical Centre. 
Luc has an international research standing in the area of 
skeletal muscle metabolism. Current research focuses on the 
skeletal muscle adaptive response to exercise, and the impact 
of nutritional and pharmacological interventions to modulate 
muscle metabolism in health and disease. The main research 
interests include exercise metabolism, sports nutrition, 
adaptation to endurance and resistance type exercise, and 
the use of physical activity and/or dietary interventions to 
improve health in chronic metabolic disease (aging and type 2 
diabetes). 

Research to Practice brings together over 1,000 

delegates, international and domestic keynote 

speakers, more than 30 high-level speakers, over 

40 national exhibitors, and representatives from a 

number of health associations.
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 SPECIAL GUESTS
Martin Barras, Orica-AIS Sport Director 
Anna Meares OAM 
Gold perspectives on injury recovery and performance

Martin Barras joined the cycling coaching community as 
a club, then a provincial coach in Canada. Upon arrival in 
Australia in 1995 he commenced working with the successful 
Western Australian Institute of Sport (WAIS). In 1999 he moved 
to the UK to work with Great Britain’s Sprint Cycling Program 
and his athletes won gold and silver medals at the 2000 
Olympic Games. In 2001, Martin returned to work as senior CA 
track coach, coaching athletes including Ryan Bayley and Anna 
Meares to Olympic gold in 2004. After the 2008 Beijing Olympic 
Games Martin started the role of Women’s Road Coach. 

Anna Meares started cycling aged 11 and is now a three time 
Olympian, with 5 Olympic medals won from 6 Olympic starts. 
Amongst the 5 Olympic medals her silver from Beijing won just 
7 months after a horrific crash that saw her break her neck 
and her most recent gold in London against arch rival Victoria 

Pendleton from Great Britain. She is a ten time world champion 
and four time Commonwealth Games Champion. Her spirit of 
sportsmanship, her never say quit attitude, her passion and 
focus on the goal and her dedication and hard work – are the 
hallmarks that define her as a champion and a person.

 
 
Professor Mark Hargreaves, University of Melbourne 
Exercise and sports physiology in a molecular age

Mark Hargreaves is Professor of Physiology and Pro Vice-
Chancellor (Research Partnerships) at The University of 
Melbourne.  He has BSc (Physiology) and PhD (Physiology) 
degrees from The University of Melbourne and an MA (Exercise 
Physiology) from Ball State University (USA).  His research and 
teaching interests focus on the physiological and metabolic 
responses to acute and chronic exercise, with emphasis on 
carbohydrate metabolism.  He is a Fellow of the American 
College of Sports Medicine and Exercise and Sports Science 
Australia.  He is currently an international representative on the 
Board of Trustees of the American College of Sports Medicine.

“Adelaide is effortlessly chic and like a perfectly cellared red, it’s 
ready to be uncorked and sampled”, Lonely Planet 2013.

Adelaide ranked in the world’s top 10 cities, according to Lonely 
Planet

Adelaide has become “effortlessly chic” and a global must-
see, according to travel guide publisher Lonely Planet. South 
Australia’s capital is the only Australian listing in Lonely 
Planet’s top 10 cities to visit in 2014, taking ninth spot.

Adelaide is known as the “20 minute city”. The city rises from 
the middle of a tree-covered plain, between rolling hills to 
the east and beaches to the west. The airport is only seven 
kilometres from the city and the Adelaide Hills and major 
beaches are less than half an hour away by car. Adelaide has a 
diverse cultural mix that guarantees the food is sensational and 
accommodation is competitively priced. 

Kangaroo Island is the jewel in the tourism crown. It has 
pristine beaches, unique wildlife, awesome sunsets and a 
“drop” of wine. Don’t miss this iconic destination, just two hours  
drive and a short ferry ride south of Adelaide.

If you can extend your time in Adelaide, it will be worth it – a 
beautiful place to explore. 
Source: The Australian 30 October 2013

THE FULL CONFERENCE PROGRAM NOW 
AVAILABLE ONLINE.

EARN UP TO 20 CPD POINTS

 
CONFERENCE REGISTRATION  

NOW OPEN
EARLY BIRD CLOSES 5 FEBRUARY 2014

 SIR FRANK COTTON MEMORIAL LECTURE

 LOCATION – WHY ADELAIDE?
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CONFERENCE 
AWARDS
The organising committee of the 6th Exercise & Sports Science 
Australia Conference and Sports Dietitians Australia Update: 
Research to Practice are dedicated to establishing new Young 
Investigator (YIA), Early Career Researcher (ECR) and  
Practitioner awards. 

Award Categories
• Young Investigator Award for Applied Sports Science

• Young Investigator Award for Exercise and Health

• Early Career Researcher for Applied Sports Science

• Early Career Researcher for Exercise and Health 
Practitioner

Visit the conference website for application and award details.

Abstracts now open, closing 14th January 2014.

Key dates

Visit the conference website for details on submitting your 
abstract. 

Abstract submission opens:  Now Open!

Abstract submission closes:  14 January 2014

Outcome advice provided to authors: 14 February 2014

Advice of acceptance provided by authors:    28 February 2014

Presenter discounted registration closes:   28 February 2014

The 6th Exercise & Sports Science Australia Conference and Sports Dietitians Australia Update: Research to Practice 
is offering the highest value conference prizes worldwide for young researchers in the exercise & sports industry. *For full details:

WWW.ESSA.ORG.AU/2014CONFERENCE
Adelaide Convention Centre, 10-12 April 2014

Aspire Academy
YOUNG 

INVESTIGATOR
AWARDS*

Aspire Academy
EARLY CAREER 
RESEARCHER

AWARDS*

TOTAL 
PRIZE POOL
$25,000 

+ INTERNSHIP
University of 

South Australia

 PRACTITIONER 
AWARD*

CONFERENCE 
AWARDS

Abstracts close:
14 January 2014

Aspire Academy
Proud sponsor of the 2014 Young Investigator  
Awards, Early Career Researcher Awards, and the 
Internship.

Aspire Academy, Qatar, is a globally recognised sports 
academy for the development of athletic talent.  Our vision 
for 2020 is to be recognized as the world’s leading sports 
academy in the development of youth athletes. 

By providing leadership and excellence in sport coaching, 
sports science and community-based exercise programs, 
Aspire Academy is significantly impacting and improving 
the quality of lives of people in Qatar and around the wider 
Asian region.

The University of South  
Australia, School of  
Health Sciences
Proud sponsor of the 2014 Practitioner Award.

UniSA is a globally-focused, locally-engaged institution 
established on the dual principles of equity and excellence.

Our commitment to excellence is also reflected in the 
calibre of our academics and researchers. The proportion 
of our staff holding doctorate qualifications (69%) remains 
significantly above the national average.

The Division of Health Sciences offers a dynamic 
research environment across biomedical, pharmaceutical, 
clinical, population health, and health policy and practice 
investigations.



GETTING STARTED IN EHEALTH 
– A GUIDE FOR AEPS

In the spring edition of Activate we introduced the simple 
steps that members could take to start their eHealth 
journey.     This included information about:

• Secure messaging services

• Clinical software

• Registering for your own personally controlled 
electronic health record (PCEHR)

Members are encouraged to review part one of the article 
before proceeding with the steps outlined below.

 In this edition we will provide a step-by-step guide to 
registering for the PCEHR system. There are two ways in 
which health providers can access the PCEHR system, 
either via conformant clinical software or via the PCEHR 
Provider Portal.  In both cases, digital credentials will need 
to be obtained. The main difference is the provider portal 
is a “read-only” option that allows you to view a client’s 
PCEHR, but not upload information.  Only via conformant 
clinical software can you upload clinical documents to a 
client’s PCEHR. Examples of PCEHR clinical documents 
include an ‘Event Summary’, (a summary of a healthcare 

event prepared by a healthcare provider) and a ‘Shared 
Health Summary’ (a summary of your client’s overall 
health status at a particular point in time, developed by 
their ‘nominated provider’ (usually their GP) and includes 
information about your client’s medical conditions, 
medications and allergies they may have). As an AEP, 
once you can access the PCEHR system, you may be able 
to view the Shared Health Summaries of your clients (if 
they have granted you access) which will provide you a 
clinically relevant overview of their health. You may also 
be able to create and upload an Event Summary (if using 
conformant clinical software) or view Event Summaries 
uploaded by other healthcare providers. NeHTA has a 
register of conformant clinical software which you can 
view at their website: https://epipregister.nehta.gov.au/
registers/personally-controlled-electronic-health-records .

Healthcare professionals do not need to register 
individually for the eHealth record system - only 
healthcare organisations need to register. Once an 
organisation is registered with the PCEHR system, it will 
need to authorise the individual healthcare providers who 
can access the system on their behalf (via conformant 
clinical software or provider portal).
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Register to view and contribute 
to a patient’s eHealth record  
(using conformant clinical software)

BEFORE starting this process you should familiarise yourself 
with the Healthcare Identifiers Service (HI Service). In order 
to participate in the HI Service you will need to understand 
the legal responsibilities of your healthcare organisation 

(Healthcare Identifiers Act 2012 and PCEHR Act 2012); the 
structure of your business; and the roles and responsibilities 

of the Responsible Officer and Organisation Maintenance 
Officer.  

1. Register your organisation in the HI 
Service (will provide you with a HPI-O 
(Healthcare Provider – Organisation)
and register your organisation with the 
PCEHR system.

Note:  There are 
different forms to 
complete depending 
on whether your 
organisation is a 
seed organisation 
or network 
organisation.  

2. Apply for a HPI-I (Healthcare 
Provider Identifier – Individual)

Your HPI-I can be obtained by 
completing an Application to Register 
a Healthcare Provider.  

(this form is only required if your field 
of practice isn't covered by Australian 
Health Practitioner Regulation Agency 
(AHPRA). AEP is currently not covered 
by AHPRA.

Contacting AHPRA or the Healthcare 
Identifiers Service on 1300361457 
(if you have already registered with 
AHPRA).

The first 6 digits of your HPI-I will be 
800361

Note:  In section 7 of 
the HPI-I application 
form, providers 
are asked to refer 
to the “Provider 
type classification” 
document to 
complete this section.  
Unfortunately, exercise 
physiologists are not 
listed in the provider 
type classification 
document.  Please 
use the classification 
of ‘Other Allied Health’ 
and then enter free text 
so that the Healthcare 
Provider Directory 
displays the actual 
profession of Exercise 
Physiologist.  Use the 
same approach when 
completing the HPI-O 
form.

3. Complete the Participation 
Agreement Note: The Participation 

Agreement for your 
organisation is a legal 
contract and needs to 
be read in its entirety 
before signing by the 
Responsible Officer.  
Part of the Terms 
and Conditions listed 
in the Participation 
Agreement is the 
requirement for 
organisations to 
implement a policy in 
regards to how they 
access and use the 
PCEHR system.  AEPs 
should liaise with their 
insurer for further 
advice if you have any 
ongoing concerns.

4. Complete form for a NASH PKI 
certificate

Your organisation needs a NASH PKI 
certificate to securely access the 
PCEHR system to add information to 
your client’s eHealth record. NASH 
PKI certificates were previously 
called Department of Human 
Services eHealth Record Individual or 
Organisation PKI certificates.

Note:  The NASH 
PKI provides digital 
certificates for 
healthcare providers 
to authenticate to, and 
access, the PCEHR 
system.

5.  Install the NASH PKI Certificate 
on your organisation’s IT system

If accessing via the provider portal, steps 1-5 
need to be completed to register the healthcare 
provider organisation. Once your organisation is 
registered in the PCEHR, access to the PCEHR 
system via the provider portal is obtained by 
completing the following steps:

6. Health provider organisation to 
advise the System Operator of the 
individuals in the organisation who 
are authorised to access the provider 
portal on the organisation’s behalf by 
submitting  the form “Application to 
establish list of authorised healthcare 
provider individuals” or calling 1800 
723 471.

Note: For exercise 
physiologists who 
work at multiple sites 
or organisations this 
form links your HPI-I 
to the organisation 
at which you work.  
You will be unable to 
access the on-line 
portal unless you are 
linked to organisation.

7. Authorised individuals must 
apply for a NASH PKI certificate 
for Individual Healthcare Providers 
(previously called the Department 
of Human Services eHealth Record 
Individual PKI Certificate). The 
NASH PKI certificate for Individual 
Healthcare Providers is required to 
access the PCEHR provider portal 
through using your internet browser.

As evidenced by the information above, it is not a 
simple process to register to view and contribute to 
clients PCEHR.  There are multiple forms that health 
providers must complete and rules and regulations 
which must be complied with.  ESSA recommends that 
you familiarise yourself with all the documentation 
prior to undertaking this process and seek independent 
advice if you are unsure.  The NeHTA and government 
eHealth websites have resources and information 
available to help healthcare providers start their 
eHealth journey (www.nehta.gov.au and www.e-health.
gov.au , respectively).  Furthermore, your Medicare 
Local is able to assist with registration processes 
or answering any of your eHealth questions.  Please 
visit the Australian Medicare Local Alliance website 
to search for the Medicare Local in your area (http://
amlalliance.com.au ).   Alternatively, you can contact 
Louise Czosnek from the ESSA national office for more 
information: louise.czosnek@essa.org.au.   

Acknowledgement: ESSA would like to thank South Eastern 
Melbourne Medicare Local for their assistance in developing this 
article.

Correction: In the Spring edition of Activate, it was stated the 
PCEHR “is a new electronic system that can store all your medical 
information”. Unfortunately this is not the case; the PCEHR holds a 
summary of your medical information.



DEPARTMENT OF VETERANS’ 
AFFAIRS (DVA): CHANGES 
TO EXERCISE PHYSIOLOGY 
ARRANGEMENTS
DVA recently undertook a review of policy for exercise physiology. 
This review has resulted in a number of identified alterations 
and additions to the fee schedule, the notes for providers and 
the appointment of a panel of one or more exercise physiology 
advisors. 

The changes to arrangements for Exercise Physiologists (EPs) 
will be effective 1 November 2013 and are outlined below:

Fee Schedule

A comprehensive range of new item numbers has been 
established, including:

• two categories for all consultations: ‘initial’ and ‘subsequent’, 
in line with comparable allied health fee schedules; and

• introduction of aquatic exercise physiology (hydrotherapy) 
items.

• item numbers EP01 through to EP07 have now been 
discontinued; and 

• clarification has been provided around  ‘initial’, ‘subsequent’ 
and ‘group’ consultations. 

Notes for Allied Health Providers – Section 2(f) Exercise 
Physiologists 

The main changes to the procedures for providing healthcare 
services are:

• clarification around restriction on services; and

• clarification around aquatic exercise physiology rules.

Exercise Physiology Advisor Role

DVA will appoint a panel of one or more EP advisors to perform a 
number of functions, such as:

providing advice in relation to new treatment programs, protocols 
or policy development;

providing advice to EP providers on health care for entitled 
persons and what is considered clinically necessary treatment; 
and

assessment of servicing patterns of EP providers.

Review 

As part of DVA’s ongoing compliance activities, DVA will continue 
to review EP arrangements and examine service levels following 
12 months of the new schedule being in place.     

More information

The new Schedule of Fees and revised Notes for Allied Health 
Providers Section 2(f) are available on the DVA website.

For more information, please contact DVA on:

1300 550 457 (metropolitan callers)

1800 550 457 (non-metropolitan callers)



WorkSmart Health (WSH) are offering a limited number 
of opportunities in each State/ Territory for Health 
Professionals across Australia to become Licensed 
Facilitators.
After undertaking the Licenced Facilitator Course in either:
•  SpineSmart – Musculoskeletal (back care /  

manual handling)  
•  StartSmart – Workplace warm-up and  

stretching program
•  FatigueSmart – Introduction to fatigue management
…you may receive referred work with WSH Clients or  
work independently delivering our nationally recognised 
and accredited programs.
For further information on Licenced Facilitator  
Courses (prerequisites apply) please contact Danielle on 
(08) 9444 3287 or danielle@worksmarthealth.com.au

WANT TO DELIVER  
NATIONALLY RECOGNISED 
HEALTH PROGRAMS?

Become an  
Exercise Physiologist 
and change lives

08 9433 0533 • future@nd.edu.au

nd.edu.au/applynow

·  One-year Graduate Diploma of Exercise Science in 
Fremantle, Western Australia.

·  Learn clinical exercise, physiology, biomechanics,  
exercise rehabilitation, counselling and research skills.

·  Complete 20 weeks of practicum.

·  Eligible to qualify as an Accredited Exercise Physiologist.

“ During my practicum placement in 
Cambodia I worked with landmine 
amputees, Polio victims, children 
with Cerebral Palsy and diabetes.  
I learnt to be innovative and to 
adapt quickly to new surroundings.”

 Jesse Chandler
 Graduate Diploma of Exercise Science

For more information go online or Freecall us.

 guildinsurance.com.au     1800 810 213

Insurance issued by Guild Insurance Ltd, ABN 55 004 538 863, AFSL 233791 and subject to terms conditions and exclusions.  Guild Insurance 
supports your association through the payment of referral fees. This information is of a general nature only, please refer to the policy for details.  For 
more information call 1800 810 213. *Terms and Conditions apply. NSW permit No: LTPS/13/07446, ACT Permit No. ACT TP 13/03447. Apple 
is not a participant in or a sponsor of this promotion. iPad Mini is a trademark of Apple Inc., registered in the U.S. and other countries.

Many people mistakenly believe they are adequately covered 
against claims by their employer’s insurance.

In reality, there can often be gaps in this cover, and claims can 
be made against you as an induividual, putting your reputation,  
livelihood and assets at risk.

Guild Insurance - we’ve got you covered. 

With cover tailored for your profession you can be sure you’re  
in good hands. 

Claims do happen.  
Are you really protected?

Take out a new policy and WIN!

Take out a new policy and you’ll go in the 
draw to win one of 3 apple iPad Mini’s and 
registration to next year’s conference with a 
$1000 travel voucher to help you get there!*

Are you Protected Ad.indd   1 29/10/2013   3:57:06 PM
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THE ESSA 
MENTORSHIP 
PROGRAM
Notification of an Invitation 
for Expression of Interest 
from Mentors

As outlined in the September issue of Activate, ESSA 
will launch a mentorship program to assist with, and 
support the development of its less experienced 
members, and the profession.  A service contract has 
been signed with the Australian Mentoring Centre 
to assist with running the program and providing an 
extensive catalogue of resources to assist mentors 
and mentees in developing the objectives and expected 
outcomes for their mentorship relationship.  The AMC 
was recently engaged by Sports Medicine Australia 
to run its very successful mentorship program during 
2013.

The first and potentially the most important first 
step of the development of the mentorship program 
is to engage a cohort of experienced mentors who 
are prepared to pass on their knowledge, experience 
and time to develop their mentee (s).  Mentors must 
be highly credentialed and valued members of their 
profession and as such they will be accorded significant 
status within ESSA.  Mentors in any profession are seen 
to make an extremely important contribution to the 
development of their profession and its members.

An invitation for Expression of Interest (EOI) for 
potential mentors will be announced in December 2013, 
and it is hoped that a significant number of experienced 
ESSA members will respond to this EOI.  Mentors will be 
required to have at least five years industry experience 
preferably across the spectrum of the exercise 
physiology and exercise and sports science industry.  
In responding to the EOI, mentors will be required to 
complete a brief professional profile, (which will initially 
be de-identified prior to posting their profile on a secure 
section of the ESSA website), indicating the areas in 
which they would be able to assist a potential mentee 
increase their skills, or assist with their professional 
development.  Initially, ESSA will be looking for 25 
mentors to run a pilot program in 2014.  Mentors will be 

permitted to take on a maximum of three mentees in any 
one year.  Mentors will also be eligible for 2 CPD points for 
each completed and documented mentorship relationship 
in the subsequent year.  Mentors will be required to 
complete a brief on-line professional development course 
(2-3 hours) on mentorship.  Completion of the PD will allow 
the mentors to be officially registered by ESSA.

Invitations for EOIs from potential mentees who wish to 
be involved in the ESSA mentorship program are expected 
to be announced in February 2014.  An annual fee of $95 
will be required to join the program. The mentee will then 
“select” a (de-identified) mentor who they believe will meet 
their professional needs and will be able to assist with their 
development.  The mentee’s choice of a prospective mentor 
will then be registered with ESSA and contact details will 
be provided, so the mentee and mentor can discuss the 
goals of their relationship and agree on the terms of the 
mentorship relationship.  The terms of this agreement 
will then be required to be documented and submitted for 
approval by ESSA.  This process will occur during February 
and must be concluded by the end of March 2014.

A formal launch of the ESSA mentorship program will occur 
on the 9th of April 2014, the afternoon prior to the start of 
the 6th Exercise & Sports Science Australia Conference and 
Sports Dietitians Australia Update “Research to Practice” in 
Adelaide.  Ms Gilly Johnson from the AMC will launch the 
program and it is hoped that as many of the mentors and 
mentees will make it a priority to attend the launch and, of 
course, the subsequent conference.

This is an exciting and landmark professional development 
program for ESSA and we hope that many ESSA members 
will become involved and to assist each other develop our 
exciting profession.
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DELIVERING 
HEAL™ TO ETHNIC 
COMMUNITIES IN 
SOUTH-EAST  
QUEENSLAND 
The Ethnic Communities Council of Queensland (ECCQ) 
believes everyone should have access to culturally 
appropriate health information and services. Based 
on this philosophy, the council’s Living Well – HEAL™ 
program promotes healthy lifestyle choices and chronic 
disease self-management in culturally and linguistically 
diverse communities.  HEAL™ facilitator and Project 
Officer with ECCQ Anupama Balasuriya Indrawansa said, 
“Delivering the combined Living Well - HEAL™ program 
allows our team to use the attractive, straightforward and 
practical HEAL™ resources. We are using the abridged 
version of the HEAL™ manual in our programs for ethnic 
community groups, including Arabic, Spanish, Sudanese, 
Sri-Lankan, Indian, Samoan, Bhutanese and Vietnamese 
groups. HEAL™ training has also allowed us to introduce 
an exercise component which was not previously 
offered.” 

The ECCQ team has found the following strategies helpful 
in working with ethnic communities:

• Assessing and responding to community needs

• Offering practical information that is easy to 
understand

• Holding sessions in community locations such as 
community hubs, temples, mosques and halls

• Offering services that are accessible to everyone

• Organising classes at participant preferred times of day

• Recognising that some communities prefer to 
participate in gender-specific classes, in particular for 
the exercise classes

• Providing culturally tailored nutrition education (e.g. 
including traditional foods when discussing the 
Australian Guide to Healthy Eating recommendations)

• Offering additional health education sessions on 
specific health topics such as cardiac and respiratory 
diseases; diabetes; chronic kidney disease and cancer. 

Mrs Balasuriya Indrawansa said, “The ECCQ team has 
received fantastic feedback from participants attending 
the Living Well - HEAL™ program, for example a Sikh group 
who said they were really enjoying the exercise classes that 
were being held in a relaxed and comfortable environment 
at their local temple.”



Registration is now open. Abstracts close 14 January 2014.

WWW.ESSA.ORG.AU/2014CONFERENCE

6th Exercise & Sports Science  
Australia Conference and the

Sports Dietitians Australia Update

RESEARCH TO PRACTICE 

Adelaide Convention Centre
10-12 April 2014

“Exercise and sports sciences have a long 
and proud tradition of basing practice on 
scientific evidence. 

In an era where information is everywhere, 
but knowledge is harder to come by, this 
conference is a MUST!”
Winthrop Professor Daniel Green & Professor Jeff Coombes

Conference Co-Chairs
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