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As I finally find time to sit back at my 
desk I have had the chance to go over 
the busy last three months at ESSA.

The first event that comes to mind 
was our 6th Exercise & Sports Science 
Australia Conference and Sports 
Dietitians Australia Update: Research 
to Practice, this hugely significant 
conference was a resounding success. 
With over 1000 delegates making 
the trip to Adelaide to catch up with 
some of the world’s leading speakers 
in sports and exercise science, I was 
delighted to hear the feedback that this 
was one of our biggest and best events 
to date.

The three days had 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 2014 AGM was held during the 
conference and it is at this point 
that I must take the time to thank 
our outgoing President, Associate 
Professor Chris Askew, for his time and 
effort dedicated to the association. 
Chris exemplified our membership 
- passionate about the profession, 
dedicated to hard work and resilience 
and a true gentleman to everyone. 
Chris, it was a pleasure working with 
you and I wish you all the best for 
the future. This AGM also saw five 
other board members retire from their 
director positions – Professor David 
Bishop, Dr Brendan Joss, Dr Andrew 
Williams, Mr Jason Pilgrim and Ms 
Merendi Leverett. These directors 
have played a key role in progressing 
the association and profession. We 
are grateful that even though they are 
standing down from the board, we are 
not losing them from the association 
as they continue to provide support to 
a number of committees.
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As we see Chris depart, we must also 
take the time to welcome our new 
President – Mr Nathan Reeves. Nathan 
has been involved on the board for a 
number of years and will bring with him 
a new enthusiasm and outlook on the 
future of the association. Welcome and 
congratulations Nathan and to new 
Vice-President Dr Kade Davison.

The culmination of conference was 
the final gala dinner which saw the 
winners of a number of ESSA awards 
announced, congratulations to Rural 
Fit (EP Practice of the Year), Dr Angela 
Spence (2013 ESSA Medal), Jessica 
Hansson (2013 Practicum Supervisor 
of the Year) and Professor Jeff 
Coombes (ESSA President’s Award). 

A huge thank you for this event must 
go to the conference committee, 
ESSA staff and our sponsors, without 
these people this event would never 
have gotten off the ground, so please 
accept my sincere appreciation. In this 
issue please enjoy our review of the 
conference and articles on the worthy 
winners of the ESSA awards.

Also keeping us busy at ESSA has been 
our ongoing work with the government 
and associated bodies on the issue 
of doping in sports, in our recently 
launched ‘Profiling the Australian 
High Performance & Sports Science 
Workforce’ Report we can categorically 
state that the industry needs a change. 
The results outlined in this report 
show an underlying discontent in the 
current state of affairs. At ESSA we 
are committed to working with the 
government to bring about a change 
that will not only help clear the current 
issues but also lay the foundations that 
will see sports science flourish and 
enhance its reputation.

As always our Industry Development 
team has been working tirelessly 
in its efforts to raise the profile of 
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Accredited Exercise Physiologists and 
promote the importance of the work 
our members carry out. Over the last 
few months the team has responded 
to a number of issues including the 
proposed Fitness Australia Scope of 
Practice, fitness industry qualification 
framework , worked with South 
Australia WorkCover and Pre-Budget 
submissions, Scope of Practice work 
with DVA clients, and feedback to the 
new draft National Code of Conduct for 
Health Professionals.

Moving into mid-2014 the work at 
ESSA continues and I look forward to 
sharing more of our successes with 
you in the next issue of Activate. I also 
want to re-iterate that the National 
Office is always available for members 
who need advice, information or 
resources, please do not hesitate 
contacting our staff should they be of 
assistance.

Yours in health,

Anita

Postal Address: 
Locked Bag 102, Albion DC, Qld 4010
Phone: 07 3862 4122   Fax: 07 3862 3588
Email: info@essa.org.au  
Web: essa.org.au 

Disclaimer: Activate magazine has been compiled in good 
faith by ESSA. However, no representation is made as to the 
completeness or accuracy of the information it contains. In 
particular, you should be aware that this information may 
be incomplete, may contain errors or may have become out 
of date. This publication and any references to products or 
services are provided ‘as is’ without any warranty or implied 
term of any kind. Subject to any terms implied by law and which 
cannot be excluded, ESSA accepts no responsibility for any 
loss, damage, cost or expense incurred by you as a result of any 
error, omission or misrepresentation in this publication. ESSA 
recommends that you contact its staff before acting on any 
information contained in this newsletter.
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Are you an Accredited Exercise Physiologist or Accredited 
Sports Scientist who was accredited in 2013 or earlier? 
You are required to earn 20 CPD points annually              
(1 January to 31 December). The full 2014 CPD logbook 
and guidelines can be found at ESSA’s Professional 
Development Centre.

          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

ROADSHOWS

Current Concepts in Balance and 
Postural Stability (BAPS) for athletic 
and clinical populations Roadshow

This interactive workshop addresses 
current concepts in the application of 
Balance and Postural Stability (BAPS) 
for the physical conditioning and/
or therapy of medical patients and 
athletes alike. Emphasis is placed on 
the activation of sensory and motor 
components related to preparatory 
(feed-forward) and reactive (feed-
back) systems through functionally 
integrated movement patterns.  This 
involves stimulating proprioception, 
kinesthesia and neuromuscular 
control mechanisms that enhance 
muscular activation.  Integration 
of BAPS activities are simple 
methods to obtain neural facilitation 
and muscular activation as BAPS 
activities are not only dependent on 
muscular strength, but also proper 
sensory input that alerts the nervous 
system about interactions between 
body positioning and the environment 
by providing constant neural 
feedback.  This interactive workshop 
shall present BAPS activities that are 
easily implemented into the functional 
warm up and provide variations that 
enhance preparatory and reactive 
muscular activation.  Participants 
are taught in a highly interactive 
and practical day-long workshop 
and receive electronic resources to 
investigate, refine and use with their 
own patients or athletes immediately. 

Presented by Professor Steve Selig.
Travelling to Perth and Canberra. Please 
visit ESSA’s Professional Development 
Centre for full the calendar.

Cardiovascular Clinical Exercise 
for AEPs: a case-based approach 
Roadshow

Each topic of this professional 
development will be supplemented 
by case studies or case material, 
based on de-identified real clients 
of the presenter, Steve Selig. Case 
studies will cover some or all of these: 
referrals [medical input], screening, 
initial assessments [both low-tech 
and high-tech approaches], guidelines 
for exercise testing and exercise 
prescription. 

1) Laws of the Heart in apparently  
healthy individuals: Cardiac Cycle, 
Starling, La Place, Fick, Rate-Pressure 
Product, Coronary Perfusion 

2) Acute and chronic exercise for 
individuals with CVDs encountered by 
AEPs 

      a) Major pathophysiological and  
          diagnostic features of common  
          CVDs 

 i) Conditions to be covered  
     include CAD / IHD, CHF,  
                  HT, aortic valve disease,  
                  selected congenital heart  
                  disease, atrial fibrillation  
                  and other common  
                  arrhythmias

      b) Using the Laws of the Heart  
           to understand pressures,  
           flows, volumes, cardiac  
           dimensions, coronary perfusion  
           and cardiac rate and rhythm (as  
           appropriate to the client  
           presentation) for common  
           CVDs at rest

        c) Using the Laws of the Heart  
             to understand pressures,  
             flows, volumes, cardiac  
             dimensions, coronary  
             perfusion and cardiac rate  
             and rhythm (as appropriate  
             to the client presentation)  
             for common CVDs before,  
             during and after acute  
             exercise: guide to screening,  
             monitoring and pre-program  
             exercise assessments 

        d) Using the Laws of the Heart  
             to predict chronic  
             responses to exercise  
             training for common CVDs:  
             informing exercise  
             prescription and training

3) Workshop de-identified case 
studies and case problems (in 
addition to case material in parts 1 
& 2 above).

Presented by Mr Peter Woodgate & Dr 
Stephen Bird

Travelling to Adelaide, Perth, Hobart, 
Melbourne, Brisbane and Sydney. 
Please visit ESSA’s Professional 
Development Centre for full the 
calendar.

 

For full information on the above 
roadshows, please visit the ESSA 
Professional Development Centre.

Arthritis and Osteoporosis Victoria 2014 
Musculoskeletal Health Webinar series: 
Pain types: why they matter in managing 
musculoskeletal pain, how to recognise them 
and what to do 
16 June 2014, Webinar 
www.arthritisvic.org.au  
(1 CPD point claimable)

 
19th Annual Congress of the European College of 
Sports Science 
5 July 2014, Amsterdam, Netherlands 
www.ecss-congress.eu/2014/14  
(1 CPD point per delivery hour; Maximum of 7.5 
CPD points per day; Maximum of 15 CPD points 
claimable)  

 
Arthritis and Osteoporosis Victoria 2014 
Musculoskeletal Health Webinar series: Optimal 
use of opiods in musculoskeletal pain  
16 July 2014, Webinar 
www.arthritisvic.org.au  
(1 CPD point claimable)

 
Arthritis and Osteoporosis Victoria 2014 
Musculoskeletal Health Webinar series: Update 
on osteoporosis management - 2014  
12 August 2014, Webinar 
www.arthritisvic.org.au  
(1 CPD point claimable)

 
Australian Cardiovascular Health and 
Rehabilitation Association’s (ACRA) Annual 
Scientific Meeting: “Sex, Drugs and Rock ‘n’ Roll” 
23 August 2014, Sydney 
www.acra2014.com.au  
(1 CPD point per delivery hour; Maximum of 7.5 CPD 
points per day; Maximum of 15 CPD points claimable) 
 
 
Golf Science: A World Scientific Congress of Golf  
5 – 7 September 2014, Gold Coast 
www.wscg2014.com.au  
(1 CPD point per delivery hour; Maximum of 7.5 
CPD points per day; Maximum of 15 CPD points 
claimable)  

PROFESSIONAL 
DEVELOPMENT 
CALENDAR

MONTHLY WEBINAR
ESSA holds a webinar monthly, with the exception of 
April 2014. For the most up to date calendar, please 
visit the ESSA Professional Development Centre.

PODCAST LIBRARY 
ESSA is growing a library of Podcasts, ranging in topics 
– High Intensity Interval Training, Cancer, Aged Care, 
Mental Health, Cardiovascular or Discrimination in the 
workplace. For the most up to date listing, please visit 
the ESSA Professional Development Centre.

2015 ESSA BUSINESS 
FORUM 
1 – 2 May 2015 

www.essa.org.au/2015BusinessForum

Arthritis and Osteoporosis Victoria 2014 
Musculoskeletal Health Webinar series: 
Ankylosing spondylitis: if you don’t know what to 
look for, how are you going to treat it?  
8 September 2014, Webinar 
www.arthritisvic.org.au  
(1 CPD point claimable)

Arthritis and Osteoporosis Victoria 2014 
Musculoskeletal Health Webinar series: Weight 
control and conservative management for 
osteoarthritis 
24 November 2014, Webinar 
www.arthritisvic.org.au  
(1 CPD point claimable)

For a full and up to date listing, please visit the 
ESSA Professional Development Centre.
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EXERCISE PHYSIOLOGISTS  
EMERGE AS ALLIED  
HEALTHCARE PROFESSIONALS  
IN THE ERA OF NON-COMMUNICABLE 
DISEASE PANDEMICS:  
A REPORT FROM AUSTRALIA, 2006–2012

Abstract 

Exercise can be prescribed to prevent, manage, and treat 
many leading non-communicable diseases (NCDs) and 
underlying risk factors. However, surprisingly, Australia 
is one of only a few countries where allied healthcare 
professionals with specialized university education and 
training in exercise prescription and delivery provide 
services within a government-run healthcare system 
(Medicare). This article presents data on Medicare funded 
services provided by accredited exercise physiologists 
(AEPs) from the inclusion of the profession in the allied 
healthcare model (January, 2006) to the end of 2012.

We conceptualize these data in relation to current NCD 
trends, and outline recommendations that can potentially 
help curtail the current chronic disease burden through 
the further integration of exercise professionals into 
the healthcare system in Australia, and internationally. 
From 2006 to 2012, the number of AEPs in Australia has 
increased 563 %. This rise in AEPs has been paralleled 
by increased delivery of services for eligible patients 
with a chronic medical condition (+614 %), type 2 
diabetes mellitus (+211 to 230 %), and of Aboriginal and 
Torres Strait Islander descent (+343 %). These trends, 
which were developed through the ‘‘early years’’ of the 
profession, are encouraging and suggest that AEPs have 
taken up a vital position within the healthcare system. 
However, the total number of services provided by AEPs 
currently remains very low in relation to the prevalence 
of overweight- obesity and type 2 diabetes in Australia. 
Furthermore, services for Aboriginal Australians are very 
low considering the extreme burden of chronic diseases 
in these vulnerable populations. We provide some 
recommendations that may help the exercise physiology 
profession play a greater role in tackling the NCD burden 
and shift the healthcare model in a direction that is more 
proactive and focused on disease prevention and health, 

including the early identification and treatment of major 
upstream risk factors.

‘‘If exercise could be packed into a pill, it would be the 
most widely prescribed and beneficial medicine …’’, Robert 
H. Butler, MD.

Introduction

Non-communicable diseases (NCDs) currently account 
for over 63 % of the annual death toll, and over 80 % of 
these deaths occur in low- to middle-income countries 
[1]. The leading NCDs globally include cardiovascular 
diseases, cancers, diabetes mellitus, and chronic 
kidney diseases, while the major pathophysiologic risk 
factors for these diseases include overweight/obesity, 
hypertension, and hyperglycemia [1]. The economic 
impact is severe. Between 2010 and 2030, the direct and 
indirect costs of NCDs are expected to exceed US$30 
trillion and push millions of people below the poverty line, 
while unprecedented strain is expected to be placed on 
healthcare systems and national economies [2].

Few genuine solutions to the global NCD burden have 
been proposed. However, it has been acknowledged 
that incredible suffering could be averted and billions to 
trillions of dollars could be saved if a large proportion of 
the public were to adopt health-supporting behaviors [3]. 
This could occur rapidly if governments were to invest in 
strategies that promoted and rewarded health [2, 4], with 
‘‘health’’ defined according to the Constitution of the World 
Health Organization as ‘a state of complete physical, 
mental and social well-being and not merely the absence 
of disease’ [5]. By using this definition of health as a 
reference, the current global burden of disease reveals 
that healthcare systems have overwhelmingly failed to 
promote health. Therefore, a paradigm shift in healthcare 
is desperately required.

Birinder S. Cheema, Robert A. Robergs , Christopher D. Askew

Exercise can be defined as physical activity that is 
planned, structured, repetitive, and undertaken to improve 
or maintain aspects of physical fitness [6]. A wealth of 
empirical evidence accumulated over the past several 
decades has shown that exercise can be used to prevent, 
manage, and treat many leading NCDs and risk factors 
[7– 10]. However, surprisingly, Australia is one of only a 
few countries where allied healthcare professionals with 
specialized university education and training in exercise 
prescription and delivery provide services within a 
taxpayer funded, government-run, healthcare system (i.e., 
Medicare).

Since January 2006, accredited exercise physiologists 
(AEPs) have been providing exercise-related services 
funded by Medicare Australia. This novel integration of 
AEPs into allied healthcare is perhaps a fundamental step 
in progressing towards a healthcare model that is more 
proactive and focused on disease prevention and health, 
including the early identification and treatment of the 
major upstream risk factors (e.g., inactivity, overweight-
obesity, metabolic risk). AEPs are well positioned to play a 
potentially significant role in improving population health 
and reducing the NCD burden within Australia.

The purpose of this article is threefold: (1) to present data 
on Medicare-funded services provided by AEPs from the 
inclusion of the profession in the allied healthcare model 
to the end of 2012 (i.e., January 1, 2006–December 
31, 2012), (2) to contextualize these data in relation to 
current NCD trends, and (3) to outline recommendations 
that may provide insight to governments and policy 

leaders in Australia and other nations seeking to curtail 
the chronic disease burden through the integration of 
exercise professionals into healthcare. Our article will 
first be contextualized by providing a brief rationale for 
the integration of exercise professionals into an allied 
healthcare model, and an overview of how this occurred in 
Australia.

Why are Exercise Physiologists Needed in the 
Healthcare Model?

Empirical investigations conducted over the past several 
decades have consistently shown that exercise regimens 
involving potent methods of aerobic and resistance 
training can prevent and reverse overweight-obesity [11], 
cardiovascular diseases [12], type 2 diabetes [13–15], 
and the risk factors that contribute to these illnesses, 
including hypertension [16, 17], dyslipidemia [17, 18], 
insulin resistance [17, 19], systemic inflammation [20, 
21], and endothelial dysfunction [22]. Effective exercise 
regimens can also improve immune system function 
[23, 24] and cancer-specific biomarkers [25], and hence 
exercise is known to reduce the risk of many cancers [26]. 
There is indeed irrefutable evidence of the effectiveness 
of exercise in the primary and secondary prevention of 
many leading NCDs and reducing related mortality [7, 27]. 
Accordingly, regular exercise is universally recommended 
for health, fitness, and NCD prevention by international 
health agencies [12, 28–30]. Notably, exercise 
prescriptions that result in higher levels of physical 
fitness are associated with the lowest rates of chronic 
disease, the highest levels of quality of life, and the 
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longest life expectancy [7, 27, 31–34]. The manipulation 
of key exercise training variables (i.e., frequency, intensity, 
duration, specificity, progressive overload) is required 
to optimize improvements in physical fitness, and the 
application of appropriate behavior change strategies 
is needed to foster long-term adherence. Further, to 
maximize outcomes for a given individual, exercise 
needs to be prescribed and delivered with regard for 
the functional and disease-related limitations, as well 
as any domestic, social, and occupational constraints. 
It is therefore important to integrate professionals that 
have specialist training and expertise in the many factors 
involved in exercise prescription and delivery within the 
healthcare system [35].

Exercise Physiology Emerges as a Healthcare 
Profession in Australia

Exercise physiology became a field of scientific research 
in the late 19th century, and was integrated as a subject 
of study within the physical education curriculum 
throughout most of the 20th century [36, 37]. In the 
1960s and 1970s, growth in the scientific study of 
exercise in health, fitness, and sporting contexts led to 
the emergence of a new academic discipline, exercise 
science, which combined exercise physiology with 
other related study areas (e.g., biomechanics, motor 
control and learning, and psychology). In Australia, the 
discipline of exercise science (also known as human 
movement science) gradually evolved into an academic 
discipline during the early 1970s with the establishment 
of undergraduate programs at the University of Western 
Australia (1973) and the University of Queensland (1974) 
[36].

In 1992, the founding of the Australian Association for 
Exercise and Sports Science (AAESS), which changed 
its name to Exercise & Sports Science Australia (ESSA) 
in 2009, provided a framework for exercise physiology 
as a clinical profession, underpinned  by the broad 
discipline of exercise science. The accreditation system 
for exercise physiology was first implemented in 1996, 
and the National University Course Accreditation Program 
(NUCAP) commenced in 2003. In September 2005, 
the Australian Government announced the inclusion of 
AEPs as allied healthcare professionals under Medicare, 
taking effect from January 2006. This enabled patients 
to claim rebates for healthcare services provided by 
exercise professionals. AEPs have a defined Scope of 
Practice (Table 1) and currently work alongside, and 
in collaboration with, general and specialist medical 
practitioners, diabetes educators, psychologists, 
dietitians, physiotherapists, chiropractors, and other 
allied healthcare professionals. AEPs make significant 
contributions to patient care in the community, including 
the private-, workplace-, and veteran-health sectors.

Unlike registered professions such as medicine, nursing, 
and physiotherapy, exercise physiology in Australia is a 
self-regulated profession. While ESSA is the statutory 
regulator, it delegates responsibility for university 
accreditation to the NUCAP executive, which ensures 
that accreditation matters are dealt with independently, 
akin to a professional registration board. Curriculum 

standards are reviewed regularly in close collaboration 
with practising professionals and with academic leaders 
across each of the sub-disciplines of exercise science, 
and with this the accreditation requirements have 
continued to evolve.

Currently, there are two main models of university 
preparation to become an AEP: (1) a 3-year exercise 
science undergraduate degree, followed by a 1- to 
2-year postgraduate degree (e.g., Masters degree) in 
clinical exercise physiology; or (2) a 4-year degree with 
exercise science and clinical exercise physiology content 
embedded throughout the course. Clinical placement 
experiences are a key feature of student training, with 
NUCAP requiring specific workplace learning experiences. 
Of the 39 universities in Australia, 30 currently offer 
programs in exercise science, while 23 also offer courses 
in clinical exercise physiology. Twelve universities 
currently hold NUCAP accreditation of exercise science 
or exercise science plus clinical exercise physiology 
programs, while an additional nine universities have 
NUCAP applications in progress or pending at the time of 
writing. 

Since 2006, the year that Medicare first recognized 
exercise physiology services, the number of AEPs has 
increased by 563 %, approximately *38 % each year (Fig. 
1). At the end of 2012, there were 2327 AEPs qualified to 
provide Medicare-funded services.

Medicare-funded Exercise Physiology Services, 2006–
2012

According to Medicare, only patients with a ‘‘chronic 
medical condition,’’ defined as ‘‘a condition that has 
been, or is likely to be, present for at least six months 
or is terminal,’’ are eligible to receive services under the 
Medicare Australia Chronic Disease Management Plan 
[38]. Patients can claim a Medicare benefit (rebate) for a 
maximum of five visits to an allied healthcare professional 
per calendar year [38]. Eligible allied healthcare services 
include those provided by Aboriginal healthcare workers, 
audiologists, chiropractors, chiropodists, diabetes 
educators, dietitians, mental health workers, occupational 
therapists, osteopaths, physiotherapists, podiatrists, 
psychologists, speech pathologists, and exercise 
physiologists [39]. Individuals of self-identified Aboriginal 
or Torres Strait Islander descent are entitled to the same 
number of visits as the non-indigenous population; 
however, these services are provided under separate 
item codes. Patients with a diagnosis of type 2 diabetes 
are entitled to additional Medicare services provided by 
diabetes educators, dietitians, and exercise physiologists 
[40]. Exercise physiology services for patients with 
diabetes include one assessment and up to eight group 
services (e.g., group exercise sessions) per calendar year 
[40]. All programs are general practitioner (GP) centered in 
that the management plan of the patient is developed and 
reviewed by the GP, and all referrals for allied healthcare 
services must come from the GP.
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Medicare reports on the use of services are publically 
available via the Medicare Item Reports website: https://
www.medicareaustralia.gov.au/statistics/mbs_item.
shtml. In July 2013, we collated reports using the items 
code for all exercise physiology services, including 
exercise physiology services for chronic disease 
management (Item Code: 10953), exercise physiology 
services for type 2 diabetes (Item Codes: 81315 and 
81110), and exercise physiology services for Aboriginal 
and Torres Strait Islanders (Item Code: 81115). We also 
retrieved data on services provided by physiotherapists, 
dietitians, diabetes educators, and psychologists (Item 
codes: 10960, 10954, 10951, and 10968, respectively) to 
contrast services provided by exercise physiologists with 
these other allied healthcare professions.

4.1 Chronic Disease Management Service (Item Code: 
10953)

The number of exercise physiology services provided 
nationwide under the Chronic Disease Management 
Plan has increased from 2006 to 2012 (+614 %; Table 
2). The largest rise occurred between 2006 and 2007 
(+118 %), and since 2007, the number of services has 
increased by 19–37 % annually. Data on the number of 
services provided per capita and the Medicare benefits 
paid show similar trends (data not shown). Notably, over 
62 % of exercise physiology services from 2006 to 2012 
were provided to women, and the use of services by both 
women and men was highest in those aged 55–64 years 
(data not shown).

To contextualize the use of exercise physiology ‘chronic 
disease management’ services in 2012, we reviewed data 
from the most recent National Health Survey (2007–
2008), which showed that at least 13 million resident 
Australians were categorically overweight or obese [41].  
Overweight/obesity could fit the criteria of a ‘‘chronic 
medical condition’’ defined by Medicare, and exercise is 
a first-line treatment for these conditions. By assuming 
that each of the 121,926 services in 2012 represented one 
overweight or obese individual, we estimate that less than 
1 % of this at-risk population was referred for exercise 
physiology services in 2012 (i.e., (121,926/13,000,000) 9 
100 = 0.94 %).

4.2 Type 2 Diabetes Services (Item Codes: 81110 and 
81115)

Exercise physiology services for patients with type 2 
diabetes, including assessment services (Item Code: 
81110) and group exercise sessions (Item Code: 81115) 
have been available since May 1, 2007. In 2007, a total 

of 972 assessment services (Item Code: 81110) were 
provided nationwide (Table 2). The number of assessment 
services increased to 1,777 in 2008, the first full year of 
this service, and increased by 211 % between 2008 and 
2012 (n = 5,536). In 2007, 2,681 group session services 
were provided for patients with type 2 diabetes. The 
number of group session services increased to 8,495 
in 2008 (the first full year of this service) and increased 
by 230 % between 2008 and 2012 (n = 28,106). Women 
received 55 % of both assessment and group session 
services, and the use of services was highest in men and 
women aged 55–74 years (data not shown).

To contextualize the usage of diabetes-related services 
in 2012 we reviewed data from the most recent National 
Health Survey (2007–2008), which showed that over 
721,000 resident Australians had known type 2 diabetes 
in 2008 [42]. Patients with diabetes are entitled to 
one assessment service (Item Code: 81110) per year; 
therefore, less than 0.8 % of patients with diagnosed type 
2 diabetes were referred for an assessment service in 
2012 (i.e., (5,536/721,000) 9 100 = 0.77 %). Patients are 
entitled to a maximum of eight group sessions per year. 
If we assume that each service represents one patient, 
approximately 3.9 % of patients with diagnosed type 2 
diabetes had been referred for exercise physiology group 
sessions in 2012 [i.e., (28,106/721,000) 9 100 = 3.9 %]. 
This is a very low number of services given that exercise 
is effective in the treatment of type 2 diabetes and its 
underlying risk factors [15].

4.3 Aboriginal or Torres Strait Islander services (Item 
Code: 81315)

Exercise physiology services provided to persons of self 
identified Aboriginal or Torres Strait Islander descent 
commenced on November 1, 2008. Only two services 
were provided nationwide under this scheme in 2008 
(Table 2). The number of services increased to 101 in 
2009 (the first full year of this service) and increased by 
343 % between 2009 and 2012 (n = 447), with the largest 
rise occurring between 2011 and 2012 (+226 %). The 
majority of services  were provided to women (62 %), 
while the use of services by women was highest amongst 
those aged 45–54 years and use of services by men 
was highest amongst those aged 55–64 years (data not 
shown). 

According to the most recent Australian census (2011), 
there were 548,370 individuals of self-identified Aboriginal 
and/or Torres Strait Islander descent living in Australia 
[43]. To contextualize the use of services by Aboriginal 
or Torres Strait Islander individuals in 2012, we assumed 
that each of the 447 services represented one individual, 
to take the best-case scenario, and computed that no 

more than one-tenth of a percent of this population 
(i.e., 0.08 %) was referred for exercise-related services 
in 2012 [i.e., (447/ 548,370) 9 100]. This is an extremely 
low number of services given that approximately 60 % 
of indigenous Australians aged 15 years and over suffer 
from one or multiple chronic diseases [44]. Mortality 
attributed to chronic disease is seven times higher in 
indigenous versus non-indigenous Australians [44]. In 
2006–2010, 68 % of indigenous deaths were due to 
chronic disease (e.g., cardiovascular disease, cancer, 
diabetes, respiratory disease, kidney disease). Notably, 
Indigenous Australians suffer amongst the highest 
rates of type 2 diabetes and  xardiovascular diseases 
in the world [45]. Interestingly, the region with the 
largest proportion of indigenous peoples (i.e., Northern 
Territory, 26.8 %) [43] also has the lowest concentration 
of practicing AEPs. Only 20 AEPs were working in the 
Northern Territory in 2012.

4.4 Exercise Physiology Services Compared with Other 
Allied Health Professions

In Fig. 2, we contrast the number of exercise physiology 
services (Item Code: 10953) with the number of services 
provided by other allied health professions that commonly 
treat individuals afflicted with NCDs under the Chronic 
Disease Management Plan, including physiotherapists, 
dietitians, diabetes educators, and psychologists (Item 
codes: 10960, 10954, 10951, and 10968, respectively). 
Of these allied healthcare professions, physiotherapy 
and dietitian services were the top services funded via 
Medicare between 2006 and 2012, followed by exercise 
physiology, diabetes educator, and psychology services. 
In 2006, physiotherapists provided approximately 1,500 
% (15-fold) more services than AEPs. From 2007 to 2012, 
the disparity was from 980 to 1,100 % (*10 to 11-fold). 
Physiotherapy services have increased at an average rate 
of 28 % annually since 2006 (range 14–50 %). 

Summary and Recommendations

The NCD burden within Australia and worldwide is 
unprecedented and continues to escalate.  Current 
healthcare systems have failed to target NCDs given 
that the focus remains largely on treating symptoms 
and advanced diseases rather than promoting health 
and targeting underlying risk factors, including physical 
inactivity.

Exercise can be applied as a healthcare intervention to 
help prevent, manage, and treat many of the major NCDs 
[7, 27]. Therefore, healthcare professionals with university 

training in exercise physiology could play a significant 
role in improving population health. Since January 
2006, AEPs have provided services as allied healthcare 
professionals within the national healthcare system in 
Australia. From 2006 to 2012, the number of AEPs in 
Australia has increased by 563 % (*38 % per year) (Fig. 1). 
This rise in the number of AEPs has been paralleled by the 
increased delivery of services for patients with a chronic 
medical condition, type 2 diabetes, and of Aboriginal and 
Torres Strait Islander descent (Table 2). The trends are 
encouraging and suggest that AEPs have taken up a vital 
and important position within allied healthcare. However, 
the number of services provided by AEPs remains very 
low in relation to the prevalence of overweight-obesity and 
type 2 diabetes. Services are even lower for indigenous 
Australians and Torres Strait Islanders.

Further, the number of services provided by AEPs under 
the Chronic Disease Management Plan remains much 
lower than those provided by physiotherapists (Fig. 
2). Our analysis of these ‘‘early years’’ (2006–2012) of 
the exercise physiology, allied healthcare profession 
in Australia can be used to outline some general 
recommendations that can be applied to help curtail the 
NCD burden within this country, and abroad:

1. Physical activity and physical fitness should be 
assessed as risk factors Physical inactivity and low 
physical fitness are major NCD risk factors and should 
therefore be assessed and recorded routinely by GPs and/
or allied healthcare professionals [33, 46]. Accordingly, 
individuals of low fitness and activity should be referred 
for AEP services. The concept of monitoring physical 
activity levels is in alignment with the ‘‘Exercise is 
Medicine’’ strategy [47], and the view that physical 
activity is a vital health measure [46]. All other modifiable 
risk factors are already routinely assessed in general 
practice, and physical activity should also be assessed 
routinely by qualified professionals including AEPs and 
exercise scientists [46]. Further, evidence suggests that 
higher levels of physical fitness (i.e., cardiorespiratory 
and muscular fitness) are associated with lower risk 
of chronic diseases and all-cause mortality[33, 48, 49], 
and hence the measurement of physical fitness as a 
risk factor should be considered, particularly given that 
exercise intervention can effectively improve fitness 
parameters. Early identification of sedentary and unfit 
individuals and appropriate goal setting and referral to an 
AEP service can likely mitigate the NCD burden.

2. Overweight/obesity should be treated as a chronic 
disease Excess adiposity is well recognized as a 
major risk factor for many advanced diseases (e.g., 
hypertension, heart disease, diabetes, stroke, depression, 
dyslipidemia, various cancers, and back pain). The early 
referral of such patients under the Chronic Disease 
Management Plan can likely reduce the burden of 
overweight-obesity and more significant diseases.

3. Greater referral of patients with type 2 diabetes Type2 
diabetes can be effectively treated with exercise regimens 
involving aerobic and resistance training [15]. Referral of 
more patients with type 2 diabetes for assessment and 
group-based exercise services can potentially contribute 
to curtailing this disease. The data presented suggest that 
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these services are currently vastly underused.

4. Greater referral of indigenous peoples To date, there 
has been minimal referral of indigenous peoples for 
exercise physiology services in Australia, and very few 
AEPs operate in the Northern Territory (n = 20), the region 
with the highest concentration of indigenous peoples. 
The lack of referral of indigenous peoples represents a 
significant gap in healthcare delivery given the extremely 
high prevalence of NCDs in these populations.

5. National audits of the cost benefit of AEP services 
The cost benefit of AEP services in relation to both 
health and financial outcomes should be analyzed and 
reported within publically available research reports 
and publications. AEP services can potentially reduce 
the NCD burden contributing to lower direct healthcare 
expenditures, and indirect expenditures (e.g., lost 
wages, lost productivity). Recent estimates suggest 
that overweight and obesity result in direct and indirect 
costs of over $56 billion annually within Australia [50]. 
While there are strong efficacy data supporting the use of 
exercise in curtailing the burden of NCDs, the profession 
must make efforts to demonstrate broader effectiveness 
and cost benefits if governments are to increase 
accessibility to these services.

6. More than five allied healthcare visits per year funded 
by Medicare Adaptations to exercise training and the 
resultant benefits often take several weeks to months 
to develop. Furthermore, there is often a need for more 
intensive supervision, particularly early in a program, 
to ensure proper technique, adherence, and behavior 
change in relation to the exercise prescription. As such, 
for many previously sedentary individuals, five visits 
may only constitute a period of pre-conditioning and 
minimal adaptation. Consideration needs to be given to 
increasing the number of funded visits to allied healthcare 
professionals (currently five per year) within the Medicare 
system to apply and monitor long-term behavior 
change strategies, including exercise. This could include 
expanding AEP  group-based service items beyond 
diabetes care only. Perhaps a visitation scheme could be 
developed where patients could report back to an AEP on 
a bi-monthly basis for follow-up and documentation of 
intended change.

7. Education of physicians, allied healthcare 
professionals, and the public. There needs to be greater 
acknowledgement of the potential health benefits of 
prescribed exercise training. Clearly, there is a vast 
evidence base supporting the many physiological, 
metabolic, functional, and psychological benefits of 
exercise. Healthcare professionals and the public in 
general may be unaware of many of these benefits, 
particularly in relation to the prevention and treatment of 
risk factors and chronic diseases. Further, we suggest a 
different public health message, where the repeated and 
softened recommendation for ‘more physical activity’ 
is replaced with recommendations for more vigorous 
exercise and higher levels of physical fitness. Public 
education of the need for more aggressive exercise 
intervention in individuals more at risk for specific 
diseases is long overdue.

8. Shift the healthcare model towards disease prevention 
and health promotion. There is now a need for a system 
where allied healthcare professionals, including AEPs, 
can function and be reimbursed within a disease 
prevention framework. Currently, the AEP is constrained 
to provide a limited service to individuals with known 
disease. Economic logic mandates that to meaningfully 
constrain the growing financial burden of disease within 
the healthcare sector, the incidence of disease must 
decrease, and hence risk factors must be targeted early 
with more proactive approaches.

9. Translation to less developed countries .The impact of 
NCDs is greatest in low- and moderate-income countries. 
With this in mind, aid to less developed countries could 
include training, accreditation frameworks, infrastructure, 
and financial support for the implementation of 
professional exercise physiology services.

Conclusion

Exercise is a potent weapon against many chronic 
diseases. Integration of exercise professionals within 
healthcare systems could provide a fundamental step in 
tackling the seemingly insurmountable challenge of global 
NCD pandemics. We have presented evidence that AEPs 
have taken up a vital and important position within the 
healthcare system in Australia within just 7 years (2006–
2012), and have provided some recommendations that 
may help this profession strengthen and become more 
influential in tackling the NCD burden, while shifting to a 
more proactive model of healthcare.   
This article was orginally printed in Sports Medicine. March 2014. 
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OUT NOW!
As launched at the 6th Exercise & Sports Science Conference and Sports 
Dietitians Update: Research to Practice

Exercise & Sports Science Australia’s Outcome 
Measures for Exercise Physiologists: Ensuring 
Evidence-Based Practice

By Nicole Marlow, Kristy Hastings & Jessica 
Hansson

The Outcome Measures for Exercise Physiologists: 
Ensuring Evidence-Based Practice manual is the creation 
of the hard work of three dedicated hospital network 
members who had a vision of providing solid evidence 
to justify the work of Exercise Physiologists. This world 
class body of work has been established to ensure that 
the more common and widely used measurement tools 
are readily available.

The manual aims to provide clear evidence to assist in 
the selection of the correct instrument when  assessing 
a client. A protocol and normative data (where available) 
have been provided for each outcome measure 
evaluated. In addition, reliability, validity, strengths and 
limitations have been documented. For readers who do 
not have a background in research, the second chapter 
of the manual provides a handy description of research 
terms used throughout the book, which will assist in 
selecting the correct measure for any given client or 
population.

The Outcome Measures for Exercise Physiologists: Ensuring Evidence-Based 
Practice manual is available for $88.00 as hard copy or $44.00 as PDF. 
Please contact ESSA on info@essa.org.au or check out the ESSA Shop for buying details.

“This manual is a ground breaking piece 
of work that will assist all exercise physi-
ologists in providing best practice clini-
cal assessment of their patients.“ – Anita 
Hobson-Powell, Executive Officer of 
Exercise & Sports Science Australia. 



15June 201414 Activate

WORKING AS A SPORTS 
SCIENCE PRACTITIONER 
IN AN ELITE SPORT 
ENVIRONMENT
Ian Gillam PhD, ASp, AEP, ESSAF, FASMF, gives us an 
insight into the role of a sports scientist. Ian has been a 
consultant sports scientist to a number of elite sports 
teams, including the AFL Melbourne Demons, Tennis 
Australia and Scotch College and Xavier College Rowing 
teams. He is a consultant to the Drapac Professional 
cycling team. He is a Fellow of Sports Medicine Australia 
and Exercise & Sports Science Australia.

Introduction

Working as a sports scientist in a Sports Institute, with 
an elite professional team, such as the AFL, NRL, soccer, 
or cycling, or with a professional athlete is the dream 
of many exercise and sports science practitioners. 
Improving the performance of elite athletes by applying 
cutting edge sports science research and putting this 
into practice using innovative methods is a challenging 
and exciting career.As a sports science practitioner, 
who is fortunate to contribute to the ultimate team or 
athlete success, this is extremely satisfying and will no 
doubt result in some memorable, lifetime experiences. 
While this may be exciting, the reality is that many 
sports science positions are highly competitive, often 
demanding, requiring long, irregular work hours, which 
may involve weekends away with the team. While 
exciting, may also be seen as disruptive to a normal 
family and social life.

As a result, sports science positions probably suit 
individuals who have good family and friend support 
networks in place or those without family commitments.

The role of the sports science practitioner within the 
sports medicine and science team

In most professional sports teams, such as the AFL, 
the sports science and medical team will generally 
consist of a sports medicine director and medical 
support staff, a sports science co-ordinator or high 
performance manager, strength and conditioning 
coaches, physiotherapy staff, a sports nutritionist, a 
sports psychologist and increasingly GPS and training 
load technician and IT support staff – who are now 
generally referred to as sports analysts. It is important 
to recognise that the over-arching director of the 
sports medicine and science support team is the team 
medical coordinator, whose primary responsibility is 
to ensure the health and well-being of the athletes in 

the team. Under the direction of the coaching and sports 
medicine staff, the role of the sports science coordinator 
or high performance manager, is primarily to work with 
the coaching team to determine how best to achieve the 
required physical performance, skill and tactical goals. 
The role of the high performance manager is to set 
individualised physical fitness targets, based on their team 
role and playing position, and a player’s previous fitness 
levels.

Based on these priorities the high performance manager 
would then develop a periodised training program 
in consultation with the medical and strength and 
conditioning staff, for each member of the team over the 
pre-season and in-season competition schedule. Injury 
rehabilitation programs for players recovering from off-
season surgery including modified training programs 
and injury prevention programs will also need to be 
developed, in consultation with the sports medicine and 
physiotherapy staff, as required. Team and individualised 
nutrition and hydration programs need to be established 
with sports nutrition staff, including on-going monitoring 
of body weight and composition targets. Working with 
the coaching staff, key game skill development objectives 
also need to be prioritised for individual athletes within the 
team. Daily and weekly monitoring of athletes procedures 
need to be established to determine how athletes 
are responding and adapting to the training load, and 
recovering from sessions.

Regular consultation avenues with medical and 
supporting allied health staff need to be established to 
discuss the needs of individual athletes. Most AFL teams 
have daily monitoring systems in place to record resting 
heart rates, levels of general and training fatigue, health 
and well-being, sleep quality and quantity and muscle or 
joint soreness for each player in the team, which is then 
used to modify the training plan on a daily or weekly basis.

Physical performance tests, and power testing will also be 
used to monitor players on a seasonal and even weekly 
basis to assess their match recovery. Additional GPS 
monitoring including heart rates during training, speeds 
and distances covered by key players will also provide 
data on the player’s training responses and adaptation. 
Blood measures including haematology, blood glucose 
and other biochemical measures, nutritional and hormonal 
status may also be used at critical phases of the training 

cycle. Factors including chronic injury, body composition 
using DEXA, nutritional status, biomechanical or 
psychological factors are used to determine if these 
factors may be limiting an athlete’s performance or 
increasing their risk of injury. Sports scientists will also 
be required to evaluate and make recommendations on 
the potential value of altitude training to enhance sea 
level sports performance, develop hydration and cooling 
strategies when exercising and competing in the heat 
and advise on how best to incorporate practices to 
minimize the effect of long-haul air-travel and travelling 
across time-zones to prepare for competition or to assist 
with recovery. Sports scientists may also be required to 
communicate with specialist consultant staff including 
sports podiatrists, motor control and learning scientists 
and sports biomechanists to provide an assessment 
of an athlete’s key skills and how these may best be 
improved or developed. Increasingly coaches in team 
sports, such as the AFL, are focusing on a player’s 
decision making and visual processing skills to improve 
team performance and indeed even provide information 
on what position a player might be best suited to. Liaising 
with video technicians and information technology 
specialists, massage therapists and sports trainers 
may also be part of the over-arching role of the sports 
scientist.

Accreditation of Sports Science Practitioners and their 
Scope of Practice

In response to the recent Senate Inquiry into the practice 
of sports science and drugs in sport, ESSA has developed 
a draft scope of practice for sports science practitioners 
and reviewed its code of professional conduct and 
ethics to ensure that sports scientists understand the 
boundaries of their role, and the primacy of the duty 
of care of the athlete. Further, the primacy of the team 
sports medicine director has also been emphasised, 
following the concerns raised about the possible use of 
injectable pro-hormone products in players in the AFL 
and NRL. Unfortunately, the brand of sports science as a 
profession has been publically damaged by this episode. 
ESSA has been strongly arguing through the Senate 
Inquiry and the media that only accredited sports science 
practitioners should be employed by professional sports 
teams and national sports organisations. This will provide 
uniformed regulation of the profession and the required 
duty of care to athletes.

Developing a career as a Sports Science Practitioner

Full-time salaried positions in sports science at National 
or State Sports Institutes are now highly competitive 
and require at least a Masters Degree, and most likely a 
PhD, in one or more of the disciplines of sports science 
or strength and conditioning. In addition significant 
hands-on experience working with high performance 
athletes will be required. To establish a career working 
as a sports science practitioner requires commitment, 
selecting relevant quality practicum placements, 
volunteering your time to work with experienced sports 
science practitioners and developing your networks in 
the industry.  To gain some experience in the industry, 
working with local teams or in junior assistant roles in 
a professional sports team for little pay and long hours 
can be frustrating, but may provide the experience and 
contacts you will need to step into better paid, senior 
roles.

Your commitment, demonstrating your skills and 
developing your networks with those who are likely to 
be your future employers are essential for success in 
the sports science industry. Build up your resume while 
undertaking post-graduate studies in sports science 
and seek advice from an experienced mentor with 
wide industry knowledge. Carefully examine sports or 
teams that offer the best opportunities based on your 
experience and expertise and get advice on which area of 
research may provide you with the most marketable skills 
for the future. Developing a unique set of cutting edge 
knowledge and practical skills will open doors. Sports 
science practitioners with around 10 years of experience 
in the industry, with a track record of success can begin 
to earn above average salaries or consulting fees. High 
performance managers in professional sports, such as 
the AFL can command up to $150–300K/year, however it 
must be emphasised that the expectations are that these 
are 24 hour/7-day roles, mostly limited-term contracts 
which are highly dependent on performance. As many 
sports scientists will be well aware, a change of coach 
often means a change in support staff, so these positions 
while commanding good salaries are often very insecure, 
which may result in periods of unemployment, until the 
next round of contracts.

This article was orginally printed in Sport Health.
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ESSA MEDAL 
AWARDS A 
DESERVING 
WINNER

Completing a PhD is no easy task, there are enormous 
sacrifices involved over long periods of time but if you’re 
willing to give up sleep ins, late nights out with friends and 
a six digit pay package all for your passion and curiosity, 
then a PhD could be in your sights. That was on the cards 
for 2013 ESSA Medal winner Dr Angela Spence.

“If you have an enquiring mind and want to constantly 
challenge yourself mentally, physically and emotionally, 
then completing a thesis might be for you. The self-
development and growth you experience during your 
study can be both incredibly rewarding and life-changing,” 
says Dr Spence.

The ESSA Medal is awarded to the most outstanding 
PhD thesis submitted by an ESSA member in their 
field of exercise and sports science. Dr Spence’s work 
investigates the comparative impacts of endurance and 
resistance exercise on the cardiovascular system in 
humans and received applause by the panel of assessors. 
They commented Dr Spence submitted a fantastic piece 
of work. Claiming it is rare to have two examiners ask for 
no changes, and the quality publications emanating from 
the thesis supported this view. Further, a PhD student 
producing potentially paradigm-shifting work is rare, and 
Angela is a deserving winner of the ESSA Medal.

“I am humbled to receive an award recognising the 
contribution my work has made to the area. When you 
decide to take on a commitment such as a PhD, the aim 
is to make a ‘substantial contribution to knowledge’ and 
this award is testament that hard work has indeed been 
acknowledged and appreciated by experts in the area of 
exercise and sports science,” says Dr Spence.

Completing the PhD last year at the University of Western 
Australia (UWA) under the supervision of Winthrop 
Professor Danny Green and co-supervisor Dr Louise 
Naylor, Dr Spence still works with the university as a 
Research Associate in the School of Sport Science, 
Exercise and Health. She manages clinical exercise trials 
funded by the National Health and Medical Research 
Centre. 

Exercise is a powerful tool, from managing and preventing 
diseases to optimising health, being able to understand 
this tool is essential for all exercise physiologists. It 
was Dr Spence’s passion for exercise and exercise 
training that led her to further investigate resistance- and 
endurance- type exercise trainings.

“It was a natural progression for e to study how the 
human body, most importantly the cardiovascular 
system, is able to adapt to specific types of exercise and 
so this was my motivation to continue my PhD studies in 
the area,” says Dr Spence.

Completing a PhD is most definitely not an individual 
pursuit though, there are a number of people that 
contribute to the success of the work in various 
capacities. Dr Spence explained her thesis would not have 
been possible without the guidance and support of her 
supervisor and mentor Winthrop Professor Green, as well 
as her co-supervisor Dr Naylor. 

“The support of family and friends is paramount for 
completing a successful dissertation too, and there is 
no exception on my journey, so I sincerely thank those 
around me for sticking it out during that time,“ says Dr 
Spence.

So where to from here? 

“Along with working at UWA, overseeing a clinical exercise 
intervention trial on the effects of exercise, cognitive and 
cerebrovascular function, I also work part-time at Curtin 
University of Technology as a lecturer and enjoy the 
engagement with students. I hope to continue producing 
quality work, in whichever direction I am most drawn to 
and passionate about,” says Dr Spence.

Dr Spence was also awarded a Dean List Honourable 
Mention from the University of Western Australia for her 
thesis, a rare award made to only a handful of thesis 
papers classified as passed by the University. If you’re 
interested in reading Dr Spence’s thesis, it’s available now 
on the members only site. The thesis summarises the 
results of the first prospective randomised longitudinal 
study which has utilised optimal contemporary imaging 
methods such as MRI and Doppler ultrasound to 
specifically address the hypothesis that distinct training 
modalities have different effects on cardiac and vascular 
structure and function. This integrative human physiology 
experiment provides a comprehensive morphological 
and functional assessment of cardiovascular changes, 
challenging accepted textbook dogma by providing novel 
information regarding changes in both the heart and 
arteries of humans in response to exercise.

MY STORY... 
BY ALEX LAWRENCE

In 2014 the ESSA National Rural and Remote Committee 
(NRRC) are committed to supporting and promoting rural 
practice.  It started with a $2400 prize to attend the ESSA 
Scientific Conference and now the committee has now asked 
a rural member to share their story on life as an AEP in a rural 
location.  Here it is:

“I graduated in the UK in 2011 with an Honours degree in 
Sports Science. Upon graduation I relocated to Australia, 
where I received my accreditation from Exercise & Sports 
Science Australia (ESSA).  

In the short period of time I have lived in Australia I have 
been fortunate enough to have worked as an Accredited 
Exercise Physiologist in a variety of locations and roles; 
from health promotion in Esperance, WA to a Clinical 
Exercise Physiologist in a gym in the suburbs of Perth. 
I now work as a sole trader in several medical centres 
across regional and rural NSW, whilst undertaking my 
Masters of Applied Sport and Exercise Science through 
the University of Staffordshire (UK: Distance learning). 
One town that I work in has a population of ~75,000 and 
the other ~10,000. For me, my current role is by far the 
most rewarding yet. 

It is difficult to compare the opportunities available to 
Exercise Physiologists (EPs) in rural /regional towns 
vs cities, as it is so different. There isn’t as many 
employment opportunities to rely on, so you find yourself 
creating your own. There is a much larger concentration 
of EPs and EP businesses in cities, as compared to a 
regional town, where Exercise Physiology is still a rather 
obscure concept to most people. However, in a small 
town you have more freedom to trial ideas and see what 
does or doesn’t work; you’re only limited by your own 
ambitions. For example, with the support of one of the 
medical centres I work in, I will be trialling a walking 
group; the health intervention has been developed based 
on the theory of planned behaviour and its application to 
waking, based on the work of Darker et al. (2010). 

The aim of this intervention is twofold (i) increase time 
spent walking by changing the community’s intention 
to walk, mediated by a change in perceived behavioural 
control and (ii) enable community control for continued 
sustainability. Following the Darker et al. (2010) protocol, 
all participants will be invited to a community workshop 
where they will receive the motivational and volitional 
components of the intervention at the same session. 
During this session they will also be required to complete 
a baseline time spent walking questionnaire using the 
Neighbourhood Physical Activity Questionnaire (NPAQ; 
Neighborhood Physical Activity Questionnaire, 2006). 

The success of this intervention will be subject to an 
increase in time spent walking. Following a 12 week period 
participants will once again fill out the NPAQ to establish 
whether or not participants have improved. The current 
intervention has two distinct components, the motivational 
phase which is based on the successful application of 
the theory of planned behaviour intervention to promote 
walking amongst the general population by Darker et al. 
(2010, p. 169) and the volitional phase which is based 
on the when, where and how principles suggested by 
Gollwitzer, (as cited in Biddle & Mutrie, 2008, p.71).

The services I provide are my own and represent my skill 
level, I don’t have to meet targets or shape my treatments 
around a preset business template, I can research new 
techniques and apply them at the next opportunity. My 
business evolves as I do, I started working for myself 
about a year ago and within that time I have changed 
the processes that I had in place and the way I approach 
patients, dramatically.

I have always identified as a vocal advocate for 
collaboration between allied health professionals (AHPs), I 
find the lack of communication between AHPs in regional 
areas frustrating. In the short period I have lived/worked 
here I have made a point to meet with other AHPs in the 
area.  From attending meetings, personal correspondence 
and speaking to my peers, I have tried to remedy this 
by opening lines of communication. Not only does this 
build professional networks but we use these regular 
meet-ups as multi-disciplinary meetings to discuss the 
treatment of patients, and develop beneficial strategies for 
the promotion of a healthy lifestyle and education of the 
public. The interesting thing is, most health professionals 
that I have communicated with are enthusiastic about 
building and establishing a collaborative team but just 
don’t really know how to. How do you provide a service 

“ ..the future looks 
bright for EPs 

working in either the 
city or country.. ” 
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from a variety of health professionals, in a way that each 
professional is allocated sufficient time with the patient to 
get results but isn’t a financial burden to the patient? How 
do you respond efficiently and effectively with a large load 
of administration based clinical reporting to complete? 
Multi-disciplinary clinics are becoming more prominent 
not only in the cities but also in regional Australia and this 
holistic approach is what I aspire to. 

Whilst dealing with lower socioeconomic and 
disadvantaged communities isn’t restricted to towns 
with a population less than 10,000, negotiating optimal 
health prescription and long term sustainability is a daily 
battle. I would say that 80% of my patients are elderly and 
originate from EPC referrals and the primary concern I 
hear is “how much is this going to cost me?”. Community 
based programs can be a lifeline if you’re trying to build a 
business in a lower socioeconomic area. Currently, I work 
alongside a dietitian; we have developed a pilot program 
in line with the Medicare Diabetes program, to offer a 
greater, more comprehensive service to diabetes patients 
within our community. Not only does this benefit our 
small town, it adds to the services that both the medical 
centre, and gym that I work from, offer to their patients/
patrons and it also opens the platform for greater multi-
disciplinary conversation and education. I think we would 
all agree that it would be virtually impossible to treat a 
type 2 diabetic patient with exercise alone, without also 
addressing the bio-psycho-social aspects of their lifestyle. 
Through this collaboration, I can track a patient’s progress 
much more holistically and the patient feels supported 
and encouraged by surrounding them with a team.

As previously mentioned, EPCs are my predominant 
patient case load. As you would expect a lot of retirees 
move to smaller towns, as such, I work with a lot of 
age related health issues, chronic pain and metabolic 
conditions. The goal of most of my services with 
older populations involve improving quality of life, 
managing health issues and preventing/slowing further 
degeneration. With an aging population I can’t see this 
changing anytime soon. A major benefit that comes 
with working in a rural or regional environment is the 
relationships you establish with patients translates into 
everyday life, it gives you the opportunity to connect with 
your patients on a much more personal level; you will 
bump into your patients on the street, you will meet their 
family and probably provide EP services to them too.

One difficulty facing regional EPs, is the small town 
mentality; it’s not what you know, it’s who you know.  Most 
of the business-building strategies within a small town 
include a certain amount of networking and creating 
meaningful relationships with general practitioners as 
well as other AHPs. I try to schedule regular meetings 
with the GPs I work with closely in order to provide 
information about the changes and developments from 
ESSA, as well as reminding them of how an AEP can help 
their patients. Another benefit of conversing face-to-face 
with local medical practitioners is establishing procedures 
in order to stream line the referral process; for example, 
after speaking to GPs about the specificity needed in DVA 

referrals, it has made it easier for me to treat Veterans 
without the back and forth that come from referrals 
for general health programs. The small town mentality 
definitely swings both ways, anyone reading this will 
know how hard it can be to get in and have a face to face 
meeting with a GP. Whilst this is different in any small 
town, at some stage you will be presented with a lead. For 
example, I have been trying to meet with a particular GP 
for a while but have found it difficult to get in contact with 
him directly but I have recently discovered that my mother 
in-law goes to aqua aerobics with the GP’s wife. These 
sort of situations are not unusual in a regional area. 

For me, the future looks bright for EPs working in either 
the city or country, with the continued support from ESSA 
to promote exercise physiology services and increase in 
online continued educational courses; it is easier than 
ever to be an AEP in a rural or regional town. In the short 
time I have been here I have witnessed a noticeable 
increase in the awareness of who we are and what we 
do.  Compared to the UK, the opportunities available for 
graduate Exercise Physiologists are years ahead and as 
such we should be looking to use these opportunities to 
advance our field. 

The ESSA NRRC is committed to supporting ESSA 
members in rural practice.  Please feel free to contact the 
committee via Louise Czosnek louise.czosnek@essa.org.
au or view their website page for the latest information on 
projects they are working on (under healthcare projects 
tab in the ESSA members site).

WINNING HER WAY TO 
ADELAIDE  

A REVIEW FROM KATE MOLLISON 

Writing on a cool autumn day in 
Launceston, I’m sure most of you 
can imagine the rural and remote 
aspects of working in Tasmania. I 
work as an Exercise Physiologist in a 
busy physiotherapy practice, which 
includes a wide range of individuals 
and community programs. This year 
I was privileged to win the Rural 
and Remote Award, which took me 
to Adelaide this April for the 6th 
Exercise & Sports Science Australia 
Conference and Sports Dietitians 
Australia Update: Research to 
Practice.

Firstly I would like to thank the Rural 
and Remote Committee for giving me 
this opportunity. I would also like to 
thank ESSA for the seamless running 
of such an interesting conference. 
The topics were numerous and 
varied, and I often found myself 
wanting to be in two places at once. 
Most days started early with a 
breakfast meeting before the official 
conference start. Saturation point 
was reached after a day packed full 
of interesting topics and speakers, 
providing a good excuse to go out 
and explore the Adelaide cuisine 
with new acquaintances. The short 
talks and poster presentations were 
smoothly executed, with researchers 
succinctly summarizing years of 
work to sometimes three minute 
presentations. 

During the conference many 
speakers touched on the fact that 
exercise prescription is not one size 
fits all; they reiterated not having a 
recipe approach to help clients - to 
quote Tim Mitchell “you are not 

following a recipe, you are writing 
one”. He challenged the common 
prescription of core stability and 
placed an important reminder to use 
a multidimensional approach to back 
pain; to address both physical and 
psychosocial factors in rehabilitation 
in normalising movement patterns. 
Lorimer Moseley kept everyone’s 
attention on a complex topic, with 
a very entertaining presentation on 
chronic pain. Both non-specific lower 
back pain and chronic pain makes up 
a large percentage of my work and it 
was great to get practical and up to 
date research for these areas.

These psychosocial components 
should likewise be applied to 
community groups I work with, where 
physical factors are not the only 
barrier facing these groups. The way 
we communicate with clients was 
mentioned regularly throughout the 
conference. David Martin warned 
against babying or over-sympathising 
with athletes, in order to teach 
them resilience and independence. 
Conversely, with chronic pain groups 
often it is important to focus on the 
positive to help them through what 
can be the long road of rehabilitation. 
These notions have made me think 
more carefully about the language 
I use when dealing with clients, 
depending on the context of their 
treatment.

Both Mike Joyner and Nicola 
Lautenschlager gave thought 
provoking presentations when 
speaking of our aging population and 
the challenges we need to address. 
These speakers outlined the burden 

this creates on the health care 
system, along with solutions on how 
to tackle this growing issue. I have 
been able to apply the new guidelines 
for osteoporosis and falls prevention 
by Rob Daly for a number of clients. 
He provided up to date guidelines 
and a practical application of new 
research for these groups. Rob Daly 
and Luc Van Loon have motivated me 
to look more closely into the benefits 
of protein and other supplements to 
help with aging in older populations. 

Tim Olds spoke of the latest activity 
monitoring and I was happy to hear 
the Fitbits we use as part of the 
Leukaemia Foundation program rated 
highly. Fiona Naumann has freshly 
inspired me of the benefits and 
considerations when working with 
cancer groups. She also provided 
thorough screening templates and 
practical case studies to draw from 
for a more practical application of 
exercise prescription for a complex 
group.

The knowledge I have gained from 
the conference will flow through 
to the colleagues and community 
groups I work with, including sporting 
groups, Aboriginal health and the 
Leukemia Foundation. I have now 
taken up a position as the Tasmanian 
Representative on the Rural and 
Remote Committee. As part of this 
position I hope to provide more 
support to ESSA members working in 
rural and remote regions of Tasmania, 
furthering services we provide to the 
community. 
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Visit the conference website for the latest version: www.essa.org.au/conference2014.
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If you missed Research to Practice 2014... it was our best conference to date.

program, world renowned speakers, expert panels, workshops, posters, 
and record crowds in excess of 1,000 delegates. Here is a little recap with 
highlights in pictures from Research to Practice 2014.

FAST FACTS
1023 delegates

284 abstract submissions

208 posters on display

$31,000 in prizes plus an internship, ECSS conference registration, 

        and accommodation in Amsterdam

47 exhibitors and sponsors            

WHAT THEY SAID ABOUT 2014

The best conference program Australia has had for sport & exercise science 
in the last decade - well done. DELEGATE

great promotion for our brand. Keep it awesome. TRADE EXHIBITOR

Nice vibe amongst exhibitors and conference generally. Great effort ESSA 
team. Huge job well done. TRADE EXHIBITOR

bi-annually. DELEGATE

Well done for producing a quality conference. I have previously attended 
ECSS, and I thought the ESSA conference was of comparable quality. 
DELEGATE

Overall a great couple of days and are very useful to continue to learn from 
the latest research and apply these to my current clinical work. DELEGATE

An excellent conference, well organised, great program. Well worth 
attending. DELEGATE

The program was interesting and catered for various disciplines - would 
highly recommend and will return.  DELEGATE

Best food at a conference both here and internationally in the past 4 years.  
DELEGATE

The best conference program Australia has had for sport & exercise science 
in the last decade - well done. DELEGATE 

Excellent speakers and good coverage of a broad range of extremely 
relevant topics. Well done to the organisers.  DELEGATE

Over 1,000 exercise 
and sports science 
professionals came 
together in Adelaide

Congratulations CONFERENCE AWARD WINNERS
Aspire Academy Young Investigator Awards for Sports Science
Wing Yin Lau, School of Exercise and Health Sciences, Edith Cowan Univer-

sity: Changes in fascia and muscle pain threshold after eccentric contractions 

Aspire Academy Young Investigator Awards for Exercise Science & Health
Rachel Climie, Menzies Research Institute Tasmania, University of 

Tasmania; Stroke and Ageing Research Group, Monash Medical Centre, 

Monash University, Clayton, Victoria, Australia: Type 2 diabetes mellitus modi-

Aspire Academy Early Career Researcher Award for Sports Science
Laura Garvican-Lewis, National Institute of Sports Studies, University of  

Canberra; Australian Institute of Sport, Canberra: Haemodilution in both sea 
level and altitude natives during a two week cycle race at moderate altitude 

Aspire Academy Early Career Researcher Award for Exercise 
Science & Health
Dawson Kidgell, Centre for Physical Activity and Nutrition Research, Deakin 

University: Ipsilateral motor cortical responses to TMS following short-term 
unilateral eccentric and concentric strength training 

University of South Australia Practitioner Award
Wayne Dite, Royal Talbot Rehabilitation Centre, Austin Health, Melbourne: A 
dose response exercise study for stroke survivors with impaired mobility 

The University of Queensland Poster Award for Exercise Science & Health
Shelley Keating, Discipline of Exercise and Sport Science, University of 

Sydney: Effect of exercise training dose on liver fat in overweight adults 

The University of Western Australia Poster Award for Sports Science
Joanna Vaile, Australian Institute of Sport, Canberra: Effect of lower limb 

THANK YOU TO ALL OUR SPONSORS
Major Sponsor:

Conference articcle spread  in Activate JUNE 2014.indd   2 19/05/2014   1:30:55 PM

Pro

Save the date: Research to Practice 2016
MELBOURNE CONVENTION CENTRE, 14-16 APRIL 2016

Over 1,000 exercise 
and sports science 
professionals came 
together in Adelaide

Conference articcle spread  in Activate JUNE 2014.indd   3 19/05/2014   1:31:06 PM
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This year Rural Fit took out the prestigious ESSA Industry 
Award, Exercise Physiology Practice of the Year. Rural 
Fit are a team of exercise physiologist that live and 
breathe a vision, to inspire and nurture greater freedom 
of movement and deliver there services to some of New 
South Wales’ (NSW) most regional areas. They practice 
what they preach and challenge themselves to be 
innovative with their clients and programs.   

In the last few years, Rural Fit has grown significantly in 
size and status in regional NSW. The main clinic is located 
in Tamworth but the practice also operates nine remote 
satellite clinics around the state, delivering exercise 
physiology and sports science services to clients up to 
400km away. Thus making their mark by demonstrating 
that even in rural or remote NSW, exercise physiology is a 
valuable resource for General Practitioners, hospitals and 
the wider community. 

ESSA caught up with Managing Director Andrew Mahony, 
AEP, to get the low down on Rural Fit and what they are all 
about.

First thing’s first, can you tell us why you think Rural Fit 
snagged the title?

Andrew:  I think we’ve managed to combine the technical 
side and business side of exercise physiology and how 
allied health can work together in a business to provide a 
more effective treatment model. Also in just a few short 
months the team has gone from one AEP to eight and 
that’s a reflection of our student policy and developing 
new graduates into great practitioners and even better 
community members. Rural Fit prides itself on investing 
into the community including  running the Mother’s 
Day classic for breast cancer.  We also support the 
local Academy of Sport in providing their sports testing 
and assessing. We believe that building community 
relationships is  core to growing a successful business. 

Explain Rural Fit’s vision Inspiring and developing the 
freedoms, value, and movement of being...

Andrew:  As a team, we get up every morning to do 
something we love. We believe through movement, you 
have a greater freedom of choice of things that you can 
do, and in turn a greater sense of being. This encapsulates 
our culture as we also want our team members to have 
the freedom to return back to their regional areas and 
develop as an AEP or business owner, in turn they can 
then have greater choice for themselves and their families 
in the local community.

What are the services Rural Fit provides the clients/ 
community?

Andrew: Our business is broken up into three key areas. 
Prehabilitation; which includes preventative health 
strategy such as corporate programs, accountability 
programs and team sports programs. Rehabilitation; 
which includes Medicare, DVA, and Work Cover as 
well as private referrals from allied health and general 
practitioners. Finally, products;  we service rural or remote 
communities so we have to offer independent self-
management strategies that require the prescription of 
exercises. Having equipment that clients can take home 
to enhance the exercises and outcomes is important.

Are there many other practices like Rural Fit in regional 
NSW?

Andrew: Rural Fit is unique to Tamworth but there are 
other exercise physiologists working in private and 
vocational rehabilitation environments. However, to be 
a stand -alone exercise physiology business has been 
a unique experience in educating the local community, 
general practitioners and practice nurses on the skills, 
knowledge, great products and proactive health solutions 
we can offer to a wide demographic of the community.

You mentioned Rural Fit’s business growth is a reflection 
of your student policy and developing new graduates, 
does that mean you take on practicum students?

Andrew: Absolutely, this is the most important part of our 
recruitment process. We take up to 15 students a year 
from regional universities in Queensland and NSW. We are 
proud to say we’ve employed 100% of our 4th year and 
Masters students that have completed their practicum 
with us.  We’ve developed a placement program with 
the University of New England which enables students 
to not only experience the treatment side but also the 
occupational rehabilitation side of practicum. This is such 
an integral part of working in smaller communities and 
working with regional practices.  We also work closely 
with local high schools in taking work experience students 
to assist their decision-making when considering tertiary 
study.

Getting back to Rural Fit’s vision, what results do you 
love seeing in your clients?

Andrew:  We love to see our clients obtaining greater 
freedom of movement.  If they report they have greater 
energy levels, more motivation, feel healthier and inspire 
other family members to do exercise or they report they 
are now able to do activities they weren’t previously able 
to - our team shares in the celebration of these victories. 
It’s then we know we’ve done our job right. 

It’s always rewarding to see your clients gaining more 
from their treatment but does the Rural Fit team practice 
what they preach?

Andrew:  Most definitely. As one of our business 
guarantees highlights, ‘every exercise and treatment 
we prescribed we have tried ourselves.’ We challenge 
ourselves with in-house education and often set ourselves 
internal challenges in coming up with new innovative ways 
to overcome barriers. The team often uses the practice 
for their own exercise and sometimes even participate in 
classes clients are taking.  That level of involvement and 
with clients seeing our team exercise this often leads to 
further engagement from clients.

Would there be anyone you’d like to thank for 
contributing to Rural Fit’s win?

Andrew: Firstly, to my wonderful team who’s supported 
this relatively young business, they preach and live our 
culture in everything they do in and outside of work. 
The alliances we share with local businesses, general 
practitioners and practice nurses in rural and remote 
regions. They hadn’t heard of exercise physiology but are 
now supporting us with some relevant and great referrals.  
Craig Brewster at Action Coach and Jason Pilgrim, 
both of who I was introduced to at an ESSA Business 
Development Day. They have been an inspiration in 
learning to become a business owner first and practitioner 
second.

Lumbar	  Spine	  Rehab	  1	  &	  2	  
Melbourne	   	  Aug	  2-‐3	  	  
Brisbane	  	  	   	  Sept	  27-‐	  28	  
Sydney	   	  Oct	  11-‐12	  	  	  

Lower	  Limb	  Rehabilita6on	  
	  

Sydney	   	  Sept	  13	  
Perth	   	   	  Oct	  4	  
Melbourne 	  Nov	  8	  

Making	  Sense	  of	  the	  Shoulder	  

Sydney	   	  Sept	  14	  
Perth	   	   	  Oct	  5	  
Melbourne 	  Nov	  9	  

Donna	  McCook	  
Physiotherapist	  &	  Exercise	  Physiologist	  
PhD	  Candidate,	  MHSci	  Physio,	  PGD	  Manip	  Physiotherapy	  
PGD	  Clinically	  Applied	  Exercise	  Science	  
(ESSA	  Accredited	  Exercise	  Physiologist)	  

Courses	  for	  Exercise	  Professionals	  focused	  on	  	  
Exercise,	  Injury	  Mechanics,	  RehabilitaSon	  &	  Clinical	  Reasoning	  

2014	  Courses	   New	  for	  2014	  

Cervico-‐Thoracic	  	  Spine	  Rehab	  
Covering	  anatomy,	  mechanics,	  
common	  injury	  presentaSons	  and	  
causes	  of	  dysfuncSon	  as	  well	  as	  
basic	  screening	  and	  rehabilitaSon	  
techniques	  to	  assist	  recovery.	  	  
	  
New	  Course	  Dates	  2014	  
	  

Perth	   	   	  July	  19-‐20	  
Townsville 	  Aug	  9-‐10	  
Melbourne 	  Sept	  6-‐7	  
Sydney	   	  Nov	  1-‐2	  
Brisbane 	  Nov	  22-‐23	  
	  

Limited	  Space	  –	  Book	  online	  Now!	  
Check	  website	  for	  further	  details	  

www.medfit.com.au	  

RURAL 
FIT IN THE 
SPOTLIGHT
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PRACTICUM 
SUPERVISOR 
RECOGNISED 
FOR 
PRACTICAL 
TALENT

It’s Jessica Hansson’s passion for ensuring her practicum 
students are job ready with the right attitude that’s seen 
her take out this year’s ESSA Practicum Supervisor of the 
Year award. She’s only in her second year of practicum 
supervising but Jessica’s teaching and programs are 
already being sought after by universities around Victoria.

“It is a little overwhelming, but very humbling as I was 
not expecting to be recognised let alone awarded for my 
programs,” says Jessica.

During her study at the Australian Catholic University 
(ACU), Jessica undertook a practicum placement at an 
intensive activity based rehabilitation program for persons 
with a spinal cord injury called Walk On. This program, run 
by Spinal Cord Injuries Australia is designed to increase 
a person’s function ability and independence. It was 
her supervisors at Walk On in Sydney who encouraged 
and facilitated Jessica’s learning on the importance of 
practical skills in exercise physiology. She also instilled 
a passion for rehabilitation of spinal cord injuries. From 
there Jessica secured employment at the Spinal Hospital 
in Melbourne while she was still studying.

“Shortly after finishing university, I was fortunate enough 
to be employed by Walk On Melbourne as an accredited 
exercise physiologist. It wasn’t long after that I wanted 
to pass my passion and knowledge onto upcoming 
practitioners,” says Jessica.

Since being with Walk On Melbourne, the clinic has 
nurtured 111 practicum students from universities around 
Melbourne, totalling approximately 8325 clinical hours of 
practicum. Jessica facilitates a comprehensive placement 
program for Master of Exercise Physiology students that 

will assure them they will be job ready by graduation.

“It’s really important for exercise physiology students 
to be as ‘job ready’ as possible upon graduation and 
entering the workforce. It’s a hands-on occupation, we 
are constantly challenging ourselves with new exercises 
and different ways of doing things so we can apply them 
correctly with our clients,” says Jessica.

“Practicum is the most important aspect to a students 
learning and development needs. At university students 
learn the theory, evaluation and exercise prescription but 
it’s not until a student is on placement that they can really 
define their understanding and put their knowledge into 
practice. It’s also important for students to learn how to 
communicate with practitioners, clients and act within a 
clinical environment,” adds Jessica.

Jessica’s placement program started with Victoria 
University (VU), and was soon sought after by ACU 
Melbourne as the program is well-structured for Master 
of Exercise Physiology students. VU was quick to utilise 
the program’s layout as an example for other clinical 
supervisors to implement in their practice. Further, 
Jessica has been invited onto the VU advisory committee 
for the future directive of its Master’s Program outline and 
placements.

“There is a lot of work that goes on behind the scenes 
to make practicum supervision possible. I’d really like to 
thank my colleagues in Melbourne, especially Shane Hill 
and my National Manager Kierre Williams for all their 
time and commitment to my placement students and for 
helping me pass on my passion. I also have to thank Dan 
VanderWesthuizen from VU,” says Jessica 

STUDENT AWARDS
ESSA is pleased to award the University Award of $250 to top performing students. The 2013 winners are:

ESSA is please to award the top graduating students from a NUCAP approved course with a $150 Human Kinetics 
gift voucher. The 2013 winners are:

(
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ESSA&is&pleased&to&award&the&University&Award&of&$250&to&top&performing&students.&The&2013&winner&
are:&

 
University 

 

 
Winner 

Charles Darwin University, NT    Sivakami Meera Nagendra  
Griffith University, QLD Caran Yammin 

Nicholas Munro 
University of Canberra, ACT Jessica Borgese  

Joss Whitford  
Charles Sturt University, NSW                                   Alex Patricia Hardy              
Curtin University, WA  Erin Gray  

Kale McLoughlin  
Edith Cowan University, WA  Nathanial Worthy  
James Cook University, QLD Ari Hoogland  
RMIT University, VIC  Kent Delbridge  
Southern Cross University, NSW  Lauren Woods  

Sam Mitchell  
University of Notre Dame, WA Jesse Chandler  
University of New England, NSW  Sarah Tomlinson  

Jodi Watters  
University of South Australia, SA  Sarah Bernhart  
University of New South Wales, NSW  Jake Atkinson  
University of Ballarat, NSW  Katie Palmer  

Peter Grey 
University of Wollongong, NSW  Tim Miller  
The University of Queensland, QLD  Kristen Adlard  
The University of the Sunshine Coast, QLD      Vanessa Sarten  
University of Western Australia, WA  Jordan Daw  
University of Tasmania Isobel Cusick 
University of Western Sydney, NSW Kasey Mumby  

Rita Feghali  
Victoria University, VIC  Nathan Byrne  
&

ESSA&is&please&to&award&the&top&graduating&students&from&a&NUCAP&approved&course&with&a&$150&

Human&Kinetics&gift&voucher.&The&2013&winners&are:&

&

&

 
University 

 
Winner 

Charles Sturt University, NSW                                   Belinda Maree Thompson    
Edith Cowan University, WA  Mark Haynes  
James Cook University, QLD Ashley Graham  
Southern Cross University, NSW  Josh Rankin  
University of Notre Dame Australia, WA  Peter Celenza  
University of New South Wales, NSW       Katherine Wright  
University of Wollongong, NSW  Tahlia Shaw  
The University of Queensland, QLD  James Devin  

University of Western Australia, WA  Marc Bebich-Phillip  
&

ESSA(Student(University(Roadshow(

Insert&picture&of&Ambassadors&

ESSA&has&been&touring&the&country&tirelessly&this&year,&visiting&universities&and&presenting&a&career&

focused&presentation&to&university&students.&&We&caught&up&with&Roadshow&Coordinator&Nardine&

Presland&and&our&University&of&South&Australia&Student&Ambassadors&Fiona&Tselentis&and&Amber&

O’Bryan&&to&get&their&scoop&on&the&presentation.&

“It’s&been&fantastic&meeting&students&and&learning&about&their&interests&in&the&exercise&and&sports&

science&industry.&The&general&feedback&we’ve&received&so&far&is&students&feel&unsure&of&what&skills&

they&have&when&they&complete&an&exercise&science&degree&and&what&career&options&they&can&apply&

those&skills&too,”&says&Nardine.&

The&Roadshow&presentation&is&set&out&to&educate&students&on&the&opportunities&in&the&field&of&

exercise&and&sports&science&and&the&role&ESSA&plays&in&supporting&their&development&and&helping&

them&gain&those&jobs.&ESSA&hopes&to&also&gain&perspective&on&the&needs&of&our&student&members&and&

how&best&to&help&them&meet&those&needs.&

“These&students&are&the&next&generation&and&by&understanding&what&they&want,&gives&us&more&

opportunity&to&meet&those&needs.&It’s&like&supporting&grass&roots&sport,&we&can’t&just&support&the&

people&already&qualified,&we&have&to&support&the&students&coming&through&as&the&next&line&of&

professionals,”&says&Nardine.&

So&far,&the&Roadshow&has&been&a&success.&Students&have&gained&a&deeper&understanding&of&how&their&

degree&can&apply&to&an&actual&job,&staff&and&students&were&able&to&put&a&face&to&ESSA,&ask&those&hard&

questions&and&learn&they&are&being&supported&and&looked&after.&&&

“The&ESSA&Roadshow&presentation&was&very&beneficial.&It&provided&a&range&of&information&that&

helped&clarify&what&ESSA&is&and&the&possible&career&&paths&in&the&industry.&It&was&a&very&interesting&

and&helpful&presentation&and&I&hope&to&see&more&presentations&by&ESSA&in&the&future,”&says&student&

Ambassador&Amber&O’Bryan&from&the&University&of&South&Australia.&
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ESSA 
STUDENT 
UNIVERSITY 
ROADSHOW
ESSA has been touring the country tirelessly this year, 
visiting universities and presenting a career focused 
presentation to university students.  We caught up 
with Roadshow Coordinator Nardine Presland and our 
University of South Australia Student Ambassadors Fiona 
Tselentis and Amber O’Bryan  to get their scoop on the 
presentation.

“It’s been fantastic meeting students and learning about 
their interests in the exercise and sports science industry. 
The general feedback we’ve received so far is students feel 
unsure of what skills they have when they complete an 
exercise science degree and what career options they can 
apply those skills too,” says Nardine.

The Roadshow presentation is set out to educate students 
on the opportunities in the field of exercise and sports 
science and the role ESSA plays in supporting their 
development and helping them gain those jobs. ESSA 
hopes to also gain perspective on the needs of our student 
members and how best to help them meet those needs.

“These students are the next generation and by 
understanding what they want, gives us more opportunity 
to meet those needs. It’s like supporting grass roots sport, 
we can’t just support the people already qualified, we have 
to support the students coming through as the next line of 
professionals,” says Nardine.

So far, the Roadshow has been a success. Students have 
gained a deeper understanding of how their degree can 
apply to an actual job, staff and students were able to put 
a face to ESSA, ask those hard questions and learn they 
are being supported and looked after.  

“The ESSA Roadshow presentation was very beneficial. It 
provided a range of information that helped clarify what 
ESSA is and the possible career  paths in the industry. It 
was a very interesting and helpful presentation and I hope 
to see more presentations by ESSA in the future,” says 
student Ambassador Amber O’Bryan from the University of 
South Australia.

“It’s really important that students studying Exercise 
Science, Exercise Physiology and Sports Science are 
members of their national association. We have a number 
of resources available to them including professional 
development, the latest industry news, careers board, 
mentorship program to name a few. We can also facilitate 
networking opportunities, equip students with what they 

need to know about their industry and how they can 
apply for jobs. It’s a really competitive industry so getting 
a head start on your peers is beneficial,” says Nardine.

 “I thought it was great that ESSA values students 
enough to make the time to come and speak with us on 
campus at our University. It gave us a great chance to 
ask questions in person about ESSA and the Exercise 
and Sport Science industry. This combined with the new 
student hub on the website is really positive in helping us 
find our way and being educated about all the different 
career paths available and how to get there.  I have 
been a student member of ESSA for three years now 
and have learnt so much about the Exercise and Sport 
Science field which is helping prepare me professionally 
for transition into a job,” says student Ambassador Fiona 
Tselentis from the University of South Australia.

“The presentation provided by ESSA at Murdoch 
University was well attended by the enrolled students 
and they gained valuable insights into ESSA as an 
organisation from a very passionate presenter.

The majority of students were aware of the role ESSA 
plays in accrediting them once them have completed 
their qualifications but the presentation also highlighted 
other functionalities ESSA provides as the peak body 
for exercise and sports science; from representing their 
interests at Government level, to providing access to 
job opportunities, careers guidance information, and 
ongoing professional development opportunities to 
name a few.

Having someone talk face to face with the students 
about all these functions was very powerful. The 

students understood that ESSA is not just the name 
of an organisation but it has a living, breathing human 
aspect underpinning the functionalities as well. It 
validated the written information they’ve been accessing 
from the ESSA website and other publications such as 
the Career Guide.

The presenter, Nardine also focused more specifically 
on highlighting the wide range of career options that 
are available to sports science, exercise science and 
exercise physiology graduates – this really opened up 
the students minds to thinking about the vocational 
possibilities their qualifications could lead them to. 
Another aspect of Nardine’s presentation focused on 
some of the individual competencies that they achieve 
in their qualifications that could open up opportunities 
in future jobs specifically based on one or two key 
competencies the students really found interesting 
in their studies eg 12 lead ECG testing & working in 
Echocardiography in a Cardiovascular clinic. This further 
highlighted the diversity of job roles that are open to 
qualified students,” says Raelene Walton, Practicum 
Coordinator at Murdoch University in Western Australia.

The roadshow has visited the following universities:

• James Cook University

• Central Queensland University

• The University of Wollongong

• The University of Queensland

• Curtin University

• University of Notre Dame Australia

• Murdoch University 

• Edith Cowan University 

• Royal Melbourne Institute of Technology

• University of South Australia

• Australian Catholic University

• La Trobe University

• Griffith University

• University of Western Sydney

• University of Newcastle

• University of New England

In support of the roadshow tour, ESSA has dedicated 
part of the member’s website to students. The student 
hub has plenty of tools including practice interview 
questions, careers advice and guidebook, job options 
and heaps more.
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EIM AUSTRALIA RESEARCH: 
PHYSICAL ACTIVITY 

ASSESSMENT IN PRIMARY CARE

Exercise is Medicine Australia (EIM) 
commissioned a formal evaluation of 
its primary care engagement activity, 
31 Days 31 Patients in 2013.  The 
executive summary is published 
here, with the full report available on 
request.

Exercise is Medicine® is a global 
initiative, managed in Australia 
by Exercise & Sports Science 
Australia (ESSA). EIM is focused on 
encouraging health care providers, 
regardless of specialty, to review 
and assess every patient’s physical 
activity levels at every visit. Patients 
should be counselled on physical 
activity, and be provided with an 
exercise prescription or referral to an 
accredited exercise physiologist or 
appropriately qualified allied health 
professional (1).

At the time of publication of this 
evaluation report, work was underway 
to implement further primary care 
engagement activities for 2014 
and other projects to achieve the 
objectives of EIM Australia.

Background

Research highlights the role of 
primary health care clinicians in 
improving population levels of 
physical activity (PA) (2, 3). In spite 
of this, it is estimated that less than 
40% of primary health care clinicians 
routinely assess patient physical 
activity (4-8). 

Various attempts have been made 
both nationally (5) and internationally 
(4, 25) to utilise the influence of 
clinicians upon their patients to 
increase population levels of physical 
activity. In Australia, a range of 
strategies have been implemented to 
support primary health care clinicians 
to address lifestyle risk factors. These 
approaches have largely focused on 
incentivising clinicians for conduct 
health assessments such as; 45 

Year Old Health Check and Diabetes 
Risk Assessment or for prepare care 
plans such as; GP Management 
Plans and Team Care Arrangements 
(9, 10). Given the extensiveness and 
longevity of these strategies, there 
has been little impact on population 
levels of physical activity, nor rates 
of chronic disease associated with 
physical inactivity. 

Several barriers have been identified 
as restricting the uptake of physical 
activity behaviour change in primary 
health care including; lack of specific 
knowledge and skills necessary to 
assess and prescribe physical activity 
behaviour change; time limitations; 
lack of confidence in having skills 
necessary to support physical activity 
interventions; and perceived lack of 
interest by patients [6, 7, 14, 15]. The 
challenge for researchers is to identify 
approaches to mitigate these barriers 
to increase the likelihood of physical 
activity promotion in general practice. 
Preliminary research indicates 
that collaborative, integrated and 
multidisciplinary strategies address 
many of the barriers experienced by 
clinicians; support patient risk factor 
management; and improve the health 
outcomes of physically inactive 
patients (9-11) 

The 31 Days 31 Patients initiative 
campaign reaches out to primary 
health care clinicians and encourages 
them to make physical activity a part 
of one patients consultation each day 
for a month (1).

The project was undertaken with 31 
primary health care clinicians located 
throughout Australia. Clinicians were 
from a range of primary health care 
professions including GPs, general 
practice nurses, and allied health 
professionals.

Design The protocol was a descriptive 
design which aimed to determine 
the effectiveness of the Exercise is 

Medicine (EIM) Australia - 31 Days 
31 Patients Initiative. The project 
evaluated changes in clinician 
behaviour, knowledge and skill in 
terms of physical activity behaviour 
change. Primary outcome measures 
for the project included changes in 
the frequency of clinician physical 
activity advice/assessment, use of 
EIM tools and/or resources, and the 
identification of future strategies to 
improve physical activity advice/
assessment.

Results demonstrate that the 
implementation of the EIM campaign, 
and campaign resources was 
effective in increasing clinician 
physical activity assessment/advice, 
for those that participated in the 
evaluation. However investigators 
had some difficulty in quantifying 
with certainty, given the small 
sample size and inability to match 
data between baseline and follow-up 
collection points.  

The evaluation also identified specific 
resources as well as education 
and training needs required to 
further enhance the outcomes 
of the EIM 31 Days 31 Patients 
campaign. Suggestions for training 
and education may include other 
evidenced based strategies shown 
to facilitate behaviour change such 
as; motivational interviewing for 
clinicians (12-15) or development 
and provision of tools/instruments to 
support physical activity assessment 
and advice( 10, 16-24).

Key outcomes from the evaluation 
include;

• Insight into the effectiveness of 
the 31 Days 31 Patients initiative 
and proposed future resourcing, 
training and education needs for 
implementation.

• Increase of 15% in clinicians asking 
about physical activity with patients, 

during the campaign periods.

• Increase of 70% in the proportion 
of clinicians who reported doing 
physical activity assessments during 
the campaign periods.

• Clinicians reporting a 36% 
increase in awareness of the 31 
Days 31 Patients initiative following 
participation in the initiative.

• More than half (58%) of clinicians 
indicating a need for patient 
education resources to support 
advice/assessment including;

o Patient education resources 
such as brochures and magnets 
to reinforce advice and literacy of 
patients.

o Staff training/education to 
support providing physical activity 
assessment/advice.

o Financial reimbursement.

•Identify a need to further investigate 
support to address barriers to 
clinician providing physical activity 
behaviour change.

To request a copy of the full research 
report email info@exerciseismedicine.
org.au 
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REACHING OUT TO 
DISADVANTAGED COMMUNITIES 
IN COCKBURN, WA

HEAL™ programs are being run for disadvantaged 
community members in the City of Cockburn south-
west of Perth as part of the council’s “Co-Health” Healthy 
Communities Initiative. The program has been available 
in the city since 2012 in partnership with the South Lake 
Leisure Centre, South Lake Ottey Family Centre and 
Fremantle Medicare Local.

Melissa Drage, HEAL™ facilitator and the Cockburn’s 
program engagement officer, has been central to the 
development and implementation of strategies to 
identify community members who might benefit from 
HEAL™ participation.  Melissa reported that while word 
of mouth referrals to HEAL™ have boosted program 
numbers, reaching out to the community, identifying 
barriers, program preferences and responding to these 
has also been critical. The following strategies are being 
implemented to increase community engagement: 

• City of Cockburn successfully applied for transport and 
crèche funding. A free 12-seater bus and free crèche 
service is now available for participants who identify 
barriers to participation as being poor access to transport 
or the need for child care. These measures have seen 
average program numbers grow from 8 to 15 people per 
HEAL™ class.

• Programs are being offered for all community members 
who are obese or who have Type II diabetes. General 
population programs are offered as well as specific 
programs for people with mobility issues, Aboriginal 

participants, single sex groups and people living with a 
mental illness.

• Participants are consulted about their preferences prior 
to the program. Examples of participant-led choices are 
the use of the abridged participant manual and delivery of 
the education content in a roundtable format instead of 
using the traditional PowerPoint slides.

• Participants who miss a session are actively followed up 
by phone and text message.

• Brochures and posters placed in community settings in 
addition to advertising in community newspapers and the 
use of radio advertisements.

• Coordination with the City of Cockburn Healthy Lifestyle 
website (www.beactivecockburn.com.au) where program 
information days and make program announcements are 
actively promoted.

• Hosting and participation in community events such 
as cultural days, Fremantle Women’s health day, and 
Fremantle Medicare Local and City of Cockburn health 
events.

When participants were asked at the end of their HEAL™ 
program whether they would recommend HEAL™ to 
their family and friends Ms Drage said that the majority 
of people responded that they had already done so. If 
you would like more information on the HEAL™ program 
please contact Sharon.Hetherington@essa.org.au.

DON’T RISK IT:  
RISK MANAGEMENT FOR SAVVY 

HEALTH PROFESSIONALS
Katie Williams (BAppSc(HMS) (Hons), AEP, ESSAM, Adv Dip Mgmt, AIMM)
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As a health professional it is imperative that you identify 
and assess potential workplace risks and subsequently 
implement strategies to mitigate, monitor and control any 
potential adverse events so that positive work outcomes 
can be optimised. Effective risk management is an 
integral component of any successful business, and with 
the rising prevalence of litigation cases in Australia, it is 
important as a health professional that you are pro-active 
rather than re-active to possible adverse events. 

Principles of Effective Risk Management

1. Analyse every aspect of your business, work duties 
and environment to identify and characterise threats. 

For example, in the case of an Exercise Scientist providing 
a group exercise class in a local park, some potential risks 
include:

- client injury tripping on slippery grass/uneven surface.

- weather impacting environmental conditions (slippery 
surface, lightning, sunburn, heat illness, hypothermia, 
inadequate lighting etc.)

- client hypoglycaemia/hyperglycaemic event, severe 
allergic reaction, myocardial infarction etc. 

- damage to exercise equipment.

It is also important to identify your stakeholders and their 
expectations. For example, if providing a rehabilitation 
program to a WorkCover client in a gym some of the 
stakeholders would include; the insurance company, 
WorkCover, the Client, the Gym/Fitness facility and other 
gym users. 

As you can see there are a myriad of potential risks in the 
workplace, so this leads to the next key step….

2. Assess the vulnerability to specific threats and 
determine the risk. 

What is the expected likelihood and consequences of 
specific threats/risks? For example, it may be likely that 
a client may get an ant bite during an outdoor training 
session, but the probability of this progressing to a severe 
allergic reaction may be very low. Alternatively, it may be 
fairly likely that a client with Type 2 Diabetes may have 
a hypoglycaemic event during your training session, and 
possible consequences arising from this may include 
hospitalisation, breach of your duty of care, potential 
litigation, or the jeopardy of your professional registration. 
Evidently, the latter situation requires a more stringent risk 
management process as it is a priority – it has a higher 
probability of occurring, and greater potential risk if not 
addressed appropriately. 

The risk level score = Likelihood of risk x Impact of risk

After considering these factors you will have an idea 
of whether you are dealing with high, medium or low 
risk. Subsequently, you can prioritise risk and make 
an informed decision as to how you should control or 
mitigate the risk.

3. Identify ways to reduce risks. 

Using the example of a patient with Diabetes, there are 
four major methods that may be used to reduce risk.

Avoidance: eliminate the risk by withdrawing or ceasing 
involvement. For example, deciding not to train the client 
with Diabetes due to the risk of a hypo/hyperglycaemic 
event. However, avoiding risks also means losing out on 
the potential gain that accepting (retaining) the risk may 
have allowed.

For&example,&in&the&case&of&an&Exercise&Scientist&providing&a&group&exercise&class&in&a&local&
park,&some&potential&risks&include:&
A&client&injury&tripping&on&slippery&grass/uneven&surface.&
A&weather&impacting&environmental&conditions&(slippery&surface,&lightning,&sunburn,&heat&
illness,&hypothermia,&inadequate&lighting&etc.)&
A&client&hypoglycaemia/hyperglycaemic&event,&severe&allergic&reaction,&myocardial&infarction&
etc.&&
A&damage&to&exercise&equipment.&

It&is&also&important&to&identify&your&stakeholders&and&their&expectations.&For&example,&if&
providing&a&rehabilitation&program&to&a&WorkCover&client&in&a&gym&some&of&the&stakeholders&
would&include;&the&insurance&company,&WorkCover,&the&Client,&the&Gym/Fitness&facility&and&
other&gym&users.&&

As&you&can&see&there&are&a&myriad&of&potential&risks&in&the&workplace,&so&this&leads&to&the&
next&key&step….&

2.(Assess(the(vulnerability(to(specific(threats(and(determine(the(risk.&&
What&is&the&expected&likelihood&and&consequences&of&specific&threats/risks?&For&example,&it&
may&be&likely&that&a&client&may&get&an&ant&bite&during&an&outdoor&training&session,&but&the&
probability&of&this&progressing&to&a&severe&allergic&reaction&may&be&very&low.&Alternatively,&it&
may&be&fairly&likely&that&a&client&with&Type&2&Diabetes&may&have&a&hypoglycaemic&event&
during&your&training&session,&and&possible&consequences&arising&from&this&may&include&
hospitalisation,&breach&of&your&duty&of&care,&potential&litigation,&or&the&jeopardy&of&your&
professional&registration.&Evidently,&the&latter&situation&requires&a&more&stringent&risk&
management&process&as&it&is&a&priority&–&it&has&a&higher&probability&of&occurring,&and&greater&
potential&risk&if&not&addressed&appropriately.&&
&

The(risk(level(score(=(Likelihood(of(risk(x(Impact(of(risk(

A&Firstly,&assess&the&Likelihood%of&the&risk&occurring.&
&

Frequency( Likelihood(of(Risk(
Unlikely& Unlikely&but&not&impossible&
Likely& High&probability&it&will&happen&once&per&year&

Very&Likely& Almost&certain,&it&will&probably&occur&at&least&2&
times&per&year&

&

A&Secondly,&assess&the&Impact%(seriousness%of%damage)%resulting&should&the&risk&occur.&&
&

Consequence( Impact(of(Risk(
Major& Major&damage&or&negative&effect.&e.g.&

financially&crippling&law&suit,&loss&of&
professional&registration&

Moderate& Significant&damage&or&negative&effect,&e.g.&
workplace&investigation,&loss&of&clients&&

Minor& Minor&or&negligible,&e.g.&cleaning&costs&
&
A&Finally,&complete&the&Risk&Matrix&to&combine&Likelihood&and&Impact&to&obtain&a&risk&score.&
This&risk&score&will&assist&your&decision&making&in&regards&to&risk&management.&&
&

LIKELIHOOD(
OF(RISK(

Very&Likely& 2& 3& 4&

Likely& 1& 2& 3&

Unlikely& 1& 1& 2&

What(is(the(chance(it(will(
happen?(

Minor& Moderate& Major&

IMPACT(OF(RISK(

&
A&Assess&your&score&via&the&Risk&score&table&
&

Rating( Impact(of(Risk(
(

4((
(Extreme,(

Unacceptable(risk)(

Risk&almost&certainly&will&happen&and/or&have&very&negative&
consequences.&
Do(not(allow(action(to(occur/(reduce(risk(to(acceptable(level.(&
&

3((
(High,(Unacceptable(

risk)(

Risk&likely&to&happen&and/or&to&have&serious&consequences.&
Do(not(allow(action(to(occur(until(risk(reduced.(
&

2((
(Medium,(

Acceptable(risk)(

Risk&possibly&could&happen&and/or&have&moderate&consequences.&
Proceed(with(action(but(preferably(reduce(risk.(
&

1((
(Low,(Acceptable(

risk)(

Unlikely&to&happen&and/or&have&minor,&negligible&consequences.&
Proceed(with(action.(

&

After&considering&these&factors&you&will&have&an&idea&of&whether&you&are&dealing&with&high,&
medium&or&low&risk.&Subsequently,&you&can&prioritise&risk&and&make&an&informed&decision&as&
to&how&you&should&control&or&mitigate&the&risk.&
&
3.(Identify(ways(to(reduce(risks.&&

Using&the&example&of&a&patient&with&Diabetes,&there&are&four&major&methods&that&may&be&
used&to&reduce&risk.&

Avoidance:&eliminate&the&risk&by&withdrawing&or&ceasing&involvement.&For&example,&deciding&
not&to&train&the&client&with&Diabetes&due&to&the&risk&of&a&hypo/hyperglycaemic&event.&
However,&avoiding&risks&also&means&losing&out&on&the&potential&gain&that&accepting&

Reduction: mitigate the risk through implementing 
strategies to reduce risk severity or likelihood of occurring. 
In this client example this may involve, conducting a 
thorough screening process, having medication or a 
quick source of sugar available if needed, liaising with 
your patient’s doctor and other health professionals as 
required, educating your client to communicate to you if 
they begin to recognise symptoms, etc.

Sharing: transfer the risk/outsource or insure self against 
risk.

Retention: accept and budget the risk. Obviously, in this 
patient example, this method is not appropriate as this is 
not best professional practice and may result in litigation/
adverse patient outcomes. Risk retention is a viable 
strategy for small risks where the cost of eliminating/
mitigating the risk would be greater over time than the 
total losses sustained.

4. Prioritise risk reduction as required. 

Keep in mind that cost-effectiveness is imperative to 
your risk management strategy. Resources expended 
to mitigate risk should be less than the consequence of 
inaction. 

5. Follow up.

Focus on continuous improvement management, 
innovation, and remain responsive to change. Evaluate 
your actions and review all decisions to assess the 
effectiveness of your risk management policy and 
strategies. 

Through implementing this comprehensive risk 
management process, you can support strategic and 
operational business planning, effective use of resources, 
promote continuous improvement, enhance business 
success, and of course, optimise client care.
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Social media is changing the landscape of business risk.  
Using blogs, social networking and personal websites to 
communicate is now common place.  Much of the appeal 
with social media is the speed with which information can 
be shared; users can impart their views on any subject to 
a worldwide audience with the click of a button.  However, 
therein lies the risk with social media.  Content posted on 
platforms such as Twitter, Facebook, MySpace and blogs 
can damage the reputation of a business and attract 
claims of defamation or unprofessional conduct.  

There is a common misconception that social media only 
poses a risk to its users.  Some professionals believe that 
if they are not using web-based technologies themselves, 
they don’t need to worry about the risk.  However, this is 
not always the case.  There is a growing list of examples 
where businesses have been significantly impacted by 
comments posted online by staff, colleagues or clients.  
Common ways in which professionals may be negatively 
impacted by social media include:

• Damaging another person’s reputation by making 
disparaging or defamatory comments.

• Breaching a client’s privacy by posting comments about 
them without their consent.

• Breaching professional boundaries by disclosing details 
about your personal life or engaging in online relationships 
with clients.

• Individuals working in your business posting material 
on sites such as Facebook that portrays them in an 
unprofessional or controversial way – e.g. offensive jokes 
or photographs.

• Clients posting negative comments about you or your 
business.

It’s vital that ESSA members (Accredited Exercise 
Physiologists, Exercise Scientists and Sports Scientists) 
understand the need for a proactive approach to 
managing social media risk.  This can help prevent claims 
of defamation or unprofessional conduct against you.  It’s 
important to remind yourself of the need to establish good 
habits when dealing with social media.

Twelve tips for reducing risk when using social media

1. Schedule regular time for updating online content or 
responding to blogs.  Avoid typing your responses on the 
run to reduce the risk of posting inaccurate or misleading 
information.  

2. Take care when making comments about anyone, 
including colleagues, clients or other practitioners.  
Although you may not believe your comments to be 
inappropriate, think carefully about how they may be 
perceived by others.  

3. The rules governing client privacy equally apply to social 
media.  Practitioners must always gain the client’s express 
consent to what information will be used, and how it will 
be shared.  This includes the use of photographs, case 
details and the like.  Even discussion within an online 
forum considered not accessible to the general public 
must observe the same requirements.

4. Know when to take a discussion off line and when 
to refer an issue to someone else.  Don’t be tempted to 
provide an opinion on something that is outside your 

expertise or when you have been provided with insufficient 
information.

5. When recommending online content to clients or 
colleagues, ensure you only refer them to specific sites 
or articles that you are satisfied meet professional 
standards.

6. When making reference to research findings or 
literature in your comments, ensure you include a full and 
accurate citation. 

7. Consider how you will respond to any negative posts 
about you or your business before the situation arises.  
Ignoring these posts or replying in an unprofessional 
manner will only make the situation worse.  

8. Limit the amount of personal and business information 
you disclose online.  This will help avoid falling victim to 
identity theft and breaching professional boundaries.  In 
general, you should not share any information with clients 
online that you wouldn’t share with them during the 
normal course of your work.  

9. Maintain secure access on all web enabled devices 
such as smart phones and computers.  Don’t allow 
other people to post comments or content online using 
your name or login.  Protect yourself by ensuring your 
security systems are regularly updated. Ensure you set 
high privacy or security settings and make sure your login 
details are created in a way that is difficult for someone 
else to predict.  

10. Be aware that what you think is private is possibly not.  
Information online is almost always accessible.  There 

have been occasions where professionals have faced 
defamation claims due to comments they made about 
another professional on an online blog which they thought 
was private and therefore anonymous.

11. If you are an employee, be aware that no longer can 
it be said that an employee’s actions outside of working 
hours are not relevant to his or her employment.  There 
is an increasing trend of employers monitoring the online 
behaviour of their staff and potential recruits.  Therefore, 
take the time to reflect on how your actions may be 
perceived by others.  Remember, once you have posted 
something online it is very difficult to completely remove 
it.

12. If you are an employer, consider including specific 
conditions in staff contracts and policies relating to social 
media use.  For instance, you may wish to specifically 
prohibit comments about employment and client matters 
and acting in a manner that may negatively impact on the 
organisation’s reputation, whether through personal or 
business use of social media. This will greatly assist you 
to deal with any breaches and to implement disciplinary 
action against staff. 

Guild Insurance Limited ABN 55 004 538 863, AFS 
Licence No. 233 791.  This article contains information 
of a general nature only, and is not intended to constitute 
the provision of legal advice.  Guild Insurance supports 
your Association through the payment of referral fees for 
certain products or services you take out with them. 
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