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With a blink of the eye, it is already 
March. 

Firstly, I thank all of our returning 
members for renewing with ESSA 
and secondly, I welcome all of our 
new members. ESSA will continue 
to be dedicated to advancing our 
professions and ensuring our members 
are valued by the community. In this 
issue of Activate you will read how we 
are targeting health fund providers and 
ensuring AEP services are included 
in all standard health packages. This 
is just one example of the work that 
occurs behind the scenes, and how 
our Industry Development team are 
changing perceptions and winning 
battles.

#V�0CVKQPCN�1HƒEG��YG�CTG�EQWPVKPI�
down to the 6th Exercise & Sports 
Science Australia Conference and 
Sports Dietitians Australia Update 
“Research to Practice”. This event 
will bring together worldwide leaders 
in the areas of exercise and sports 
science and provide one of the most 
comprehensive conference programs I 
have seen.

We are expecting close to 1000 
delegates who will be able to keep 
up to date with the latest research, 
network with colleagues and take part 
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in our fantastic  
social events. The conference has been 
two years in the making and I am sure 
it will be the best we have ever hosted. 

I would like to take this opportunity 
VQ�ƒTUVN[�VJCPM�QWT�EQPHGTGPEG�OCLQT�
sponsor Monark by BodyTastic, 
YJQUG�EQPVTKDWVKQP�JCU�UKIPKƒECPVN[�
aided conference preparations this 
year. Secondly, thanks goes to our 
key sponsors, Aspire Academy and 
Nestle Musashi and Powerbar for their 
generous support. Further, to our other 
sponsors, University of South Australia, 
Guild Insurance, The University of 
Queensland, A2 Dairy Products, thank 
you for your support this year. Lastly 
I’d like to offer thanks to the chairs, 
committee, and ESSA staff for their 
hard work and tireless efforts. 

The conference will also provide two 
opportunities for members to shape 
the future of ESSA. Firstly, the ESSA 
Annual General Meeting (Friday 11th 
April) which will provide members the 
opportunity to attend an open forum 
to discuss and vote on key operational 
and strategic matters. And secondly, 
the Industry Development team will be 
hosting a series of meetings as part 
of the “Have a conversation with us” 
project. Members will be able to have 
face to face meetings with the team 

  A WORD FROM THE EO

and provide feedback on current work 
QT�UWIIGUV�PGY�KFGCU�VJCV�YKNN�DGPGƒV�
the profession as a whole.  

2014 continues to be a year where we 
will be pushing ourselves and working 
towards achieving key objectives 
outlined by our strategic plan. It will be 
busy, exciting and challenging and I 
am positive that we will see some very 
successful outcomes.

I look forward to seeing you at the 6th 
Exercise & Sports Science Australia 
Conference and Sports Dietitians 
Australia Update “Research to 
Practice”.

Anita
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Have you seen our new look Professional Development 

Centre? Full information regarding all of ESSA’s 

professional development including easy registration 

right at your fingertips! Check it out on the member only 

website under “Professional Development”.

          More information

 If you have any direct queries on your    

 professional development, please contact   

 the national office or email  

 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 
KPXGUVKICVG��TGƒPG�CPF�WUG�YKVJ�VJGKT�
own patients or athletes immediately. 

Presented by Mr Peter Woodgate & Dr 
Stephen Bird - Travelling to Melbourne, 
Adelaide, Sydney, Perth, Canberra & 
Brisbane

Improving Outcomes for Persisting 
Pain – A Bio-psycho-Social 
Treatment Approach Roadshow

This ongoing professional 
development day is concerned with 
developing clinical skills concerning 
the assessment, treatment and 
management of patients with 
persisting pain. There is a focus on 
patient assessment to identify the 
primary organic and nonorganic 
factors contributing to the patient’s 
pain and disability. Competency with 
the assessment is critical to clinical 
reasoning regards decisions about the 
VTGCVOGPV�CRRTQCEJ�URGEKƒE�VQ�GCEJ�
patient. Developing the participant’s 
competency with patient assessment 
and integrating exercise, movement 
and other strategies to treat and 
manage patients with persisting pain 
are the key learning objectives. 

Presented by Dr John Booth & Ms Katie 
Commins - Travelling to Adelaide on 
9th April 2014 

Post-Operative Management 
following Orthopaedic Surgery, 
Part 1. Common Knee Surgeries: 
“Evidence-based, Clinically Designed 
Rehabilitation Leads to Better 
Outcomes”

This workshop will form part 
of a series designed to provide 
participants with the tools needed 
to appropriately rehabilitate 
patients following a wide array of 
common orthopaedic surgeries.  
Part 1, The Knee, will focus on 
isolated and combined ligamentous 
reconstruction, meniscal surgery, 

articular cartilage surgery, surgery 
for uni and tricompartmental 
osteoarthritis, and surgical options 
for tibio-femoral or patella-femoral 
mal-alignment.

Following workshop completion, 
attendees will have a better 
understanding of pertinent 
knee anatomy, biomechanics 
and relevance to optimal knee 
function, injury mechanism, clinical 
assessment of knee injury and the 
wide array of orthopaedic knee 
surgeries employed to address 
these common pathological 
conditions. Post-operative 
management for these surgeries 
will be covered, including initial 
assessment measures and 
progressive exercise prescription, 
contraindications to exercise 
throughout the rehabilitative 
process, potential complications 
that can arise (and efforts that 
can be employed to minimise such 
complications), the use of other 
functional devices employed post-
UWTIGT[�URGEKƒE�VQ�VJG�FKHHGTGPV�
knee surgeries (ie, crutches, bracing 
etc.) and the post-operative clinical 
and radiological assessment of 
these surgeries.

Presented by Dr Jay R Ebert - 
Travelling to Adelaide on 9th April 
2014  
 

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

,Q̨DPPDWRU\�$UWKULWLV��&OLQLFDO�8SGDWH�'D\�IRU�
Health Professionals 
15 March 2014, St Leonards 
www.arthritisnsw.org.au 

Health Professional Seminar - Arthritis and 
Osteoporosis 
21 March 2014, Brisbane 
www.arthritis.org.au 

Cardiopulmonary Exercise Testing and 
Prehabilitation 
���/CTEJ�������/GNDQWTPGǡ 
www.canceranaesthesia2014.org 

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

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

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

ACSM’s 61st Annual Meeting, 5th World 
Congress on Exercise is Medicine® and World 
&RQJUHVV�RQ�WKH�5ROH�RI�,Q̨DPPDWLRQ�LQ�
Exercise, Health and Disease 
/C[���������������ǡ1TNCPFQ��(NQTKFC 
www.acsmannualmeeting.org 

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

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

Australian Cardiovascular Health and 
Rehabilitation Association’s (ACRA) Annual 
6FLHQWĻF�0HHWLQJ��˻6H[��'UXJV�DQG�5RFN�˷Q˸�
Roll” 
21 – 23 August 2014, Sydney 
www.acra2014.com.au 

For a full and up to date listing, please visit the 
ESSA Professional Development Centre.

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

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.

REGISTRATION NOW OPEN

10 – 12 April 2014 
Adelaide Convention Centre 
www.essa.org.au/2014conference

PROFESSIONAL 
DEVELOPMENT 
CALENDAR

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.
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are we throwing the baby 
out with the bathwater?
Shelley E. Keating MExSpSc1 and Nathan A. 
Johnson PhD1,2. 1Discipline of Exercise and Sports 
Science, University of Sydney, Australia 
2Boden Institute of Obesity, Nutrition, Exercise and 
Eating Disorders, University  
of Sydney, Australia

Abstract:

4GEGPV�TGUGCTEJ�UJQYKPI�DGPGƒVU�QH�JKIJ�KPVGPUKV[�
KPVGTXCN�VTCKPKPI�
*++6��QP�ƒVPGUU�CPF�QVJGT�
cardiometabolic outcomes has led to the suggestion 
and widespread belief that it can be useful for weight 
management and fat loss.  Although HIIT programs have 
been shown to reduce fat mass in lean and/or young 
individuals, it is not known whether HIIT is effective for 
improving fat distribution in overweight people, and 
how it compares with regular endurance exercise. In 
this study we assessed the effect of regular HIIT versus 
endurance exercise (EEx) or placebo exercise (PLA) on 
body composition by a randomised placebo-controlled 
design in 38 previously inactive, overweight adult men 
and women. Methods: Work capacity (Wpeak) was 
measured by graded maximal exercise test and body 
composition by dual-energy X-ray absorptiometry (DEXA) 
before and after 12 weeks of intervention. Results: There 
YCU�C�UKIPKƒECPV�GHHGEV�QH�GZGTEKUG�VTCKPKPI�QP�ƒVPGUU�
(P<0.001) with Wpeak increasing in EEx (23.8 ± 3.0%) and 
HIIT (22.3 ± 3.5%) but not PLA (3.1 ± 5.0%). There was a 
PGCT�UKIPKƒECPV�GHHGEV�HQT�RGTEGPVCIG�VTWPM�HCV��YKVJ�VTWPM�
fat reducing in EEx by 3.1 ± 1.6% and PLA by 1.1 ± 0.4%, 
but not HIIT (increase of 0.7 ± 1.0%) (p=0.07).  There was 
C�UKIPKƒECPV�TGFWEVKQP�KP�CDFQOKPCN�HCV�KP�''Z�
����p�������
and PLA (1.4 ± 0.8%) but not HIIT (increase of 0.8 ± 0.7%) 

R���������6JGTG�YCU�PQ�UKIPKƒECPV�DGPGƒV�QH�*++6�QT�''Z�
on blood lipoproteins or serum biochemistry. Conclusion: 
These data suggest that HIIT may be advocated as a 
VKOG�GHƒEKGPV�UVTCVGI[�HQT�GNKEKVKPI�EQORCTCDNG�ƒVPGUU�
DGPGƒVU�VQ�VTCFKVKQPCN�GPFWTCPEG�GZGTEKUG�KP�RTGXKQWUN[�
inactive, overweight adults.  However, in this population 
*++6�FQGU�PQV�IKXG�VJG�UCOG�DGPGƒV�VQ�DQF[�HCV�NGXGNU�CU�
endurance exercise training. Therefore unless research 
can prove otherwise, emphasising HIIT at the expense of 
endurance exercise for body composition outcomes (e.g. 
body weight and body fat) may be inappropriate and akin 
to “throwing the baby out with the bathwater”.

Introduction  
 
The majority of the adult population fails to meet 
recommended physical activity levels and this 

contributes to the global epidemic of overweight/obesity  
(1). A perceived lack of time is often cited as a reason for 
failure to do regular exercise (2). 

High intensity interval training (HIIT) has been recently 
embraced by the general population and exercise 
URGEKCNKUVU�CU�C�UVTCVGI[�VQ�CEJKGXG�VJG�DGPGƒVU�
of exercise in less time. In healthy people HIIT has 
DGGP�UJQYP�VQ�KPETGCUG�CGTQDKE�ƒVPGUU�
����OWUENG�
mitochondrial growth and GLUT-4 levels (4), and 
KORTQXG�KPUWNKP�UGPUKVKXKV[�
������6JGUG�DGPGƒVU�CTG�
often comparable to those achieved with more time 
consuming endurance training programs.  HIIT programs 
typically requiring 50-60% of the training time of 
traditional endurance exercise have also been used to 
CEJKGXG�EQORCTCDNG�KORTQXGOGPVU�KP�ƒVPGUU�CPF�KPUWNKP�
sensitivity in clinical populations e.g. overweight/obesity 
(8-9), cardiovascular disease (10-11) and type 2 diabetes 
(12-13). 

It has been argued that HIIT could be used as a time-
GHƒEKGPV�VJGTCR[�HQT�VJG�OCPCIGOGPV�QH�DQF[�HCV�NGXGNU�
in overweight and obese people (14).  However, the 
only research to demonstrate fat loss with HIIT has 
been done in lean healthy cohorts (6, 15-17) or didn’t 
compare the effects of HIIT with endurance exercise 
(18-19), or combined HIIT with endurance training (13, 
�����(WTVJGTOQTG��RTQITCOU�YJKEJ�JCXG�RTQXGP�DGPGƒEKCN�
often used “sprint interval training” (SIT) interventions 
which require repeated 8-30 sec bouts of ‘all-out’ sprint 
exercise (6, 15-16, 19, 21-22).  These programs cause 
large spikes in plasma adrenalin (23) and heart rate (19, 
23) (often sustained at 80-90% of HRmax for the duration 
of the session (19)). Although these can be appropriate 
for low risk populations, these protocols are incongruent 
with the reasons for using HIIT in moderate to high risk 
people, which the vast majority of overweight/obese 
RCVKGPVU�CTG�ENCUUKƒGF���VQ�IGV�DGPGƒVU�HTQO�GZGTEKUG�
whilst avoiding risks associated with sustained high 
workloads (24).  Similarly, the evidence shows that the 
UWRTCOCZKOCN�GHHQTVU�YJKEJ�CEJKGXG�VJGUG�DGPGƒVU�QHVGP�

H.I.I.T FOR FAT LOSS: 

equate to ³250% VO2max (similar to Wingate protocols) 
and it is arguable whether people are achieving this in 
practice without specialised equipment.

HIIT programs that use near-maximal but not ‘all-out 
sprint’ efforts (SIT) have been shown to be effective 
for improving glycaemic control, insulin sensitivity and 
skeletal muscle oxidative capacity in clinical populations 
(e.g. CAD, COPD (11, 25-26), and type 2 diabetes cohorts 
(12).  However, there has been no randomised controlled 
trial to compare the effect of HIIT versus endurance 
exercise training on body composition in overweight 
people for whom an improved body fat distribution is 
sought.  

Our research examined the effect of 12 weeks of HIIT 
versus endurance exercise training versus a sham-
exercise placebo control on body composition and 
cardiovascular risk factors in overweight, previously 
inactive adults.  

Methods

Participants 

Volunteers were overweight (BMI 25 to 29.9), inactive 
(exercising < 3 days/week) adults (18 to 55 year-old) 
recruited from June 2010 via university noticeboards, 
electronic bulletins and clinical trial databases.  38 
participants (n=7 men; 31 women) were randomised 
to receive three sessions/week for 12 weeks of regular 
HIIT, endurance exercise (EEx) or placebo exercise 
(PLA) intervention. The study was approved by the 
Human Research Ethics Committee of The University 
of Sydney and subjects provided written informed 
consent after obtaining clearance from a medical 
practitioner to participate. We excluded people taking 
lipid-lowering medication and those with evidence of any 
medical disorder not fully controlled, or with diabetes or 
hypertension. The study recruitment and randomisation 
procedure is shown Fig. 1. 

Outcome measures were assessed at baseline and 
after the 12 week intervention.  All participants were 
asked to avoid alcohol, over-the-counter medication and 
exercise for 24 hours prior to testing. Primary outcomes 
YGTG�EJCPIG�KP�ECTFKQTGURKTCVQT[�ƒVPGUU�YQTM�ECRCEKV[�
and body fat distribution. Secondary outcomes were 
anthropometric measures (body weight, body mass index 
(BMI), waist and hip circumference), blood lipids, serum 
biochemistry and resting blood pressure. 

Cardiorespiratory Fitness/ Work Capacity

%CTFKQTGURKTCVQT[�ƒVPGUU�YQTM�ECRCEKV[�YCU�CUUGUUGF�
by graded maximal exercise test on an electronically-
braked cycle ergometer (Lode Corival, Netherlands) 
under the supervision of the study physician. After a 3 
minute warm up at 35W and 65W for women and men 
respectively, intensity was increased by 25W every 150 
seconds until volitional fatigue. Heart rate, blood pressure 
and 12-lead ECG were recorded at each stage of exercise 
and participants were verbally encouraged to perform 
to volitional fatigue. Rating of perceived exertion (RPE) 
was measured using the BORG scale (27). The test 
was terminated when the pedalling rate fell below 50 
revolutions per minute or the participant ceased exercise. 

Body Composition, Anthropometrics and Blood Pressure

Total body and regional fat distribution were measured 
by dual-energy X-ray absorptiometry (DEXA) (Lunar 
Prodigy, GE Medical Systems, Madison, Wisconston, 
USA, software enCORE 2011 Version 13.60.033). Fat 
was measured in the trunk (torso without the arms or 
legs), gynoid (hip and gluteal) and android (abdominal), 
including visceral and subcutaneous, regions and was 
performed and analysed by an individual who was blinded 
to group allocation. We also measured stature, waist 
circumference, seated blood pressure and venous blood 
parameters.  Venous blood (8 ml) was collected after an 
overnight fast (>10hrs). 
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Habitual Physical Activity and Dietary Control

Participants were asked to maintain their habitual 
physical activity and eating behaviours during the 
intervention. Mean time spent in sedentary time, physical 
activity, steps per day and daily energy expenditure 
were analysed by a tri-axial accelerometer worn on the 
upper arm, which also estimated energy expenditure 
(SenseWear™, BodyMedia Inc., PA, USA) for three non-
exercising days (two weekdays and one weekend day) 
during weeks 1 and 12. Accelerometers were worn for 
24 h/day except during water-based activities such as 
showering. Participants also completed a diet diary and 
subjective physical activity questionnaire (28) during 
this period. Diet diaries were analysed by a dietitian 
who was blinded to group allocation, and average daily 
KPVCMG�QH�GPGTI[�CPF�OCETQPWVTKGPVU�YGTG�SWCPVKƒGF�
by Foodworks™ (Foodworks 2009, Xyris Software, 
v6.0.6502). Accelerometer data were analysed by an 
assessor blinded to group allocation and values were 
averaged over 24 h. 

Exercise Intervention

All exercise training in the intervention groups was 
supervised by an Accredited Exercise Physiologist. 
Heart rate, RPE and blood pressure were continuously 
monitored throughout training. Although it was not 
possible to blind to exercise group allocation, participants 
were blinded to the primary purpose of the study and 
the placebo group were instructed that the stretching/
OCUUCIG�ƒVDCNN�KPVGTXGPVKQP�YCU�KPVGPFGF�VQ�TGFWEG�
inflammation and body fat. 

High Intensity Interval Training (HIIT): The progressive 
HIIT program consisted of repeated bursts of exercise 
on the cycle ergometer at a power output designed to 
elicit 120% of VO2peak.  Efforts were interspersed with 
cycling at a low intensity (30W). This program was based 
on interventions by Little et al. (12) and others (7-8, 29) 
which were undertaken in clinical populations, were 
YGNN�VQNGTCVGF��CPF�KPFWEGF�UKIPKƒECPV�KORTQXGOGPVU�KP�
ƒVPGUU�
�����������CPF�KPUWNKP�UGPUKVKXKV[�
���������(QT�CNN�
RCTVKEKRCPVU�KPVGTXCNU�YGTG�RTQITGUUGF�QXGT�VJG�ƒTUV�HQWT�
weeks from four intervals on a work:recovery schedule 
of 30-45 seconds at 120% of VO2peak:120-180 seconds 
at low intensity. For weeks 5-12 (i.e. the majority of 
the intervention period) all participants performed six 
intervals on a work:recovery schedule of 60:120 seconds. 
When combined with a six minute warm-up/cool-down, 
total time commitment per session ranged from 20 to 24 
minutes.  Participants undertook exercise on three days 
each week (60 to 72 min/week total training time).  

Endurance Exercise Training (EEx): The EEx program 
involved endurance cycling on the ergometer. In 
accordance with current recommendations (30), training 
was progressed from 30 minutes at an intensity of 50% 
of VO2peak in week one to 45 minutes at an intensity of 
����QH�81�RGCM�D[�VJG�ƒHVJ�YGGM�QH�VJG�UVWF[��+PENWFKPI�
warm-up/cool-down, total time commitment per session 

ranged from 36 to 48 minutes. Participants undertook 
exercise on three days each week (108 to 144 min/week 
total training time). 

Placebo Group (PLA): Participants in the PLA group were 
RTGUETKDGF�C�UVTGVEJKPI��UGNH�OCUUCIG�CPF�ƒVDCNN�RTQITCO���
Participants received one fortnightly supervised session 
which involved instruction of new exercises to be 
performed for two weeks and a 5 minute cycle at very 
low intensity (30W) to maintain familiarity with the cycle 
ergometer.  When combined with home-based sessions, 
participants in PLA undertook the sham exercise on 
three days per week.  During the home-based sessions, 
participants were instructed to warm-up and cool-down 
D[�YCNMKPI�UNQYN[�HQT�ƒXG�OKPWVGU���5GUUKQPU�YGTG�
recorded in a log-book to ensure compliance. The PLA 
intervention was designed to elicit no cardiometabolic 
improvements but to control for factors such as attention 
and participation in a lifestyle intervention. 

Statistics 

Compliance to training was calculated as total number 
of sessions attended/total number of sessions 
available x 100.  We examined the effect of the exercise 
interventions on primary and secondary outcomes by 
looking at the relative change over time, accounting for 
baseline value (analysis of covariance (ANCOVA)) using 
statistical software (SPSS version 17).  We also aimed to 
determine whether any changes in abdominal (android) 
fat were not due to the exercise interventions but were 
a result of intentional or unintentional changes in diet/
physical activity behaviour outside of the structured 
programs.  To do this we correlated change in abdominal 
fat with change in measured diet/physical activity using 
2GCTUQP�EQTTGNCVKQP�EQGHƒEKGPVU��5VCVKUVKECN�UKIPKƒECPEG�
was accepted at p<0.05.  Values are reported as means ± 
SE. 

Results

The study population had an average BMI of 28.3 ± 
0.3 kg/m2, total body fat of 42.5 ± 1.1%, and mean age 
of 42.8 ± 1.4 years. Other participant characteristics 
at baseline are described in Table 1.  Thirty-three of 
the 38 enrolled participants completed the training 
and placebo interventions (86%) representing 11 of 13 
individuals (85%) for HIIT, 11 of 13 individuals (85%) for 
EEx and 11 of 12 individuals (92%) for PLA. For people 
who completed the study, compliance with the exercise 
intervention was 96%, 92% and 76% in HIIT, EEx and 
PLA, respectively. There were no adverse events during 
testing or training in HIIT or PLA, and there was one 
syncopal (fainting) episode during testing in EEx. In the 
HIIT sessions systolic blood pressure typically increased 
by ~70mmHg from rest during the high intensity intervals 
and subsequently reduced by ~20-30mmHg during the 
recovery intervals. Heart rate typically increased by ~95 
beats above resting during the high intensity intervals 
and subsequently reduced by ~30-40 beats during 
the recovery intervals.  Peak systolic blood pressure 

(£250mmHg) and heart rate (£90% HRmax) were 
maintained at sub-maximal levels.

Cardiorespiratory Fitness and Work Capacity

(KVPGUU�CU�FGVGTOKPGF�D[�9RGCM�KPETGCUGF�UKIPKƒECPVN[�KP�
HIIT (22.3 ± 3.5%) and EEx (23.8 ± 3.0%) but not PLA (3.1 
p�������
2����������6JG�ƒVPGUU�KORTQXGOGPV�YCU�UKOKNCT�
between HIIT and EEx (p=0.86). 

Body Mass and Body Composition

$QF[�OCUU�FKF�PQV�EJCPIG�UKIPKƒECPVN[�KP�CP[�ITQWR�

R�������CPF�VJGTG�YGTG�PQ�UKIPKƒECPV�EJCPIGU�KP�NGCP�
body mass (Fig. 2A). Total body fat reduced in EEx (2.6 ± 
1.1%) but not HIIT (0.3 ± 0.6%) or PLA (0.7 ± 0.4%) (Fig. 
�%��R���������6JGTG�YCU�C�PGCT�UKIPKƒECPV�GHHGEV�HQT�
percentage trunk fat (p=0.07), which reduced in EEx by 
3.1 ± 1.6% and PLA by 1.1 ± 0.4% but not HIIT (increase 
QH�����p�������
(KI���#���6JGTG�YCU�C�UKIPKƒECPVN[�ITGCVGT�
loss of trunk fat in EEx versus HIIT (p=0.02). There was a 
UKIPKƒECPV�TGFWEVKQP�KP�CDFQOKPCN�HCV�KP�''Z�
����p�������
and PLA (1.4 ± 0.8%) but not HIIT (increase of 0.8 ± 0.6%, 
p=0.04). Abdominal fat loss was greater in EEx than 
HIIT (p=0.01) (Fig. 3B). Both HIIT and EEx but not PLA 
VGPFGF�VQ�TGFWEG�I[PQKF�HCV�DWV�VJGTG�YCU�PQ�UKIPKƒECPV�
difference between groups (Fig. 3C). 

Anthropometrics and Blood Pressure 

6JGTG�YCU�PQ�UKIPKƒECPV�FKHHGTGPEG�DGVYGGP�ITQWRU�HQT�
change in waist or hip circumference. Neither systolic nor 
diastolic blood pressure changed in any group (data not 
shown).

Blood Lipids and Biochemistry 

6JGTG�YGTG�PQ�UKIPKƒECPV�EJCPIGU�KP�HCUVKPI�UGTWO�NKXGT�
enzymes AST and ALT, the inflammatory marker hs-CRP, 
or triglycerides, HDL-C, insulin and glucose in any group 
(p>0.05). 

Habitual Physical Activity and Dietary Control

Total energy expenditure, steps taken per day, time spent 
in sedentary behaviour, time spent in moderate physical 
activity and self-reported physical activity levels were 
not different between groups over time (p>0.05) (data 
PQV�UJQYP����6JGTG�YCU�CNUQ�PQ�UKIPKƒECPV�EJCPIG�KP�CP[�
measure of energy or macronutrient intake as determined 
by diet diaries, or self reported physical activity (p>0.05) 
(data not shown). 

Relationship between Change in Body Fat and Other 
Variables

%JCPIG�KP�CDFQOKPCN�HCV�YCU�PQV�UKIPKƒECPVN[�EQTTGNCVGF�
with change in daily dietary energy intake (r =-0.041, 
p>0.05) or macronutrient composition (r =0.095, r 
=-0.045, r =0.177 for percentage carbohydrate, fat 
and protein respectively, p>0.05 for all). There was no 
UKIPKƒECPV�EQTTGNCVKQP�DGVYGGP�EJCPIG�KP�CDFQOKPCN�
fat and change in daily energy expenditure (r =-0.025, 

p>0.05), sedentary time (r =0.002, p>0.05), steps taken (r 
=-0.067) or time spent in incidental moderate activity (r 
=0.083, p>0.05).

Discussion

6JG�TGEGPV�TGUGCTEJ�UJQYKPI�DGPGƒVU�QH�*++6�QP�
ƒVPGUU�CPF�QVJGT�ECTFKQOGVCDQNKE�QWVEQOGU�JCU�NGF�VQ�
the widespread belief that it can be useful for weight 
management and fat loss. Arguably this has permeated 
popular culture with articles commonly appearing in 
media and magazines and HIIT being taken up by both 
exercise specialists and lay people alike. However, while 
VJGTG�CTG�ENGCTN[�QVJGT�DGPGƒVU��VJGTG�KU�PQ�GXKFGPEG�
using gold standard research approaches that HIIT 
training can change body fat levels in overweight people. 
6JKU�KU�VJG�ƒTUV�UVWF[�VQ�GZCOKPG�VJG�GHHGEVU�QH�*++6�
versus endurance exercise training on body fat levels in 
previously inactive, overweight adults for whom improved 
fat distribution is sought. Using a 12 week randomized 
placebo controlled design, we showed that HIIT resulted 
KP�C�UKOKNCT�KORTQXGOGPV�KP�ƒVPGUU�VQ�TGIWNCT�GPFWTCPEG�
VTCKPKPI�KP�C�VKOG�GHƒEKGPV�OCPPGT�
�������QH�VQVCN�
training time, i.e. 60-72 versus 108-144 minutes per 
week in HIIT and EEx respectively). However, endurance 
training, but not HIIT, reduced total body fat including 
abdominal fat. From this we suggest that while HIIT is a 
VKOG�GHHGEVKXG�OGCPU�QH�CEJKGXKPI�ƒVPGUU�ICKPU��KV�KU�PQV�
C�SWKEM�ƒZ�UVTCVGI[�HQT�HCV�NQUU�KP�VJKU�RQRWNCVKQP��9JGP�
EQODKPGF�YKVJ�EWTTGPV�RWDNKUJGF�GXKFGPEG�QWT�ƒPFKPIU�
UWRRQTV�VJG�WUG�QH�*++6�HQT�ƒVPGUU�DGPGƒVU��+V�CNUQ�UJQYU�
our protocol of 60 second bursts at ~ maximal capacity 
and taking approximately 50-60% of the training time of 
the endurance exercise program is safe and effective. 
6JKU�KU�CP�KORQTVCPV�OGUUCIG�HQT�ENKGPVU�DGECWUG�ƒVPGUU�
is a potent independent predictor of health and mortality 

KP�HCEV�ƒVPGUU�KU�CTIWCDN[�OQTG�KORQTVCPV�VJCP�HCVPGUU�
for outcomes such as mortality (31)). However, excess 
body fat, particularly abdominal fat (which includes 
visceral adipose tissue), is also recognized as being 
an independent risk factor for insulin resistance (32), 
cardiovascular disease (33) and death (34), and small 
differences in visceral adipose tissue area/volume can 
UKIPKƒECPVN[�CNVGT�TKUM�RTQƒNG�
�����$CUGF�QP�VJG�EWTTGPV�
pool of evidence we suggest that emphasising HIIT over 
endurance exercise for body composition outcomes (e.g. 
body weight and body fat) may be inappropriate and 
akin to “throwing the baby out with the bathwater”. We 
are not implying that there is not a role for HIIT in clinical 
populations; however, as evidence-based practitioners, 
we have a responsibility to inform our practices with 
research data. Until contrary evidence from randomised 
EQPVTQNNGF�UVWFKGU�KU�CXCKNCDNG��VJG�EWTTGPV�ƒPFKPIU�KORN[�
a need to re-emphasise the importance of endurance 
exercise in higher volumes when body composition 
change is a goal. As reinforced in the present study, this 
has a proven ability to improve fat partitioning even in the 
absence of weight loss (36). 

HIIT protocols can vary in exercise intensity, timing of the 
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work: recovery cycles, type and intensity of recovery and 
the number of intervals, making comparison between 
studies problematic.  However, generally in clinical 
populations (e.g. CAD, COPD, CHD), HIIT programs use 
60-240 second efforts of near-maximal or maximal 
aerobic exercise, with interspersed recovery periods, 
and have been shown to elicit a range of cardiovascular 
CPF�OGVCDQNKE�DGPGƒVU�DWV�YKVJ�ECTFKQXCUEWNCT�UVTCKP�
minimised (11, 25, 37). Given our previously inactive 
overweight adult cohort, we employed a similar 
work:recovery cycle of 60:120 seconds. Although all 
participants reported maximal to near-maximal perceived 
exertion (Borg RPE 18-20) during the work phase, peak 
blood pressure (systolic blood pressure £250 mmHg) and 
heart rate (£90% maximal heart rate) were within normal 
limits for exercise (38),  and the training protocol was 
well tolerated by participants with no adverse events. We 
CEMPQYNGFIG�VJG�PGGF�VQ�HWTVJGT�KPXGUVKICVG�VJG�GHƒECE[�
of HIIT interventions on fat distribution in overweight 
cohorts using a range of HIIT protocols.

It is now well established that regular exercise can lead 
to preferential fat, including visceral fat, reduction (even 
in the absence of weight loss) (36). Aerobic exercise 
increases the rate of release of fatty acids from stored 
adipose tissue into the bloodstream (lipolysis) and when 
there is an increased demand for fuel this can be burned 
by active tissues including muscles. Because acute bouts 
QH�URTKPV�NKMG�KPVGTXCNU�
5+6��UKIPKƒECPVN[�KPETGCUG�VJG�
catecholamines (epinephrine and norepinephrine) and 
growth hormone which stimulate fat release, it has been 
suggested that HIIT may be effective for fat reduction. In 
particular an 8:12s HIIT protocol was shown to elevate 
blood glycerol (concentration a product of lipolysis) in 
lean women (23). However, fat release does not indicate 
fat usage and HIIT does therefore not necessarily 
translate into elevated fat use and ultimately fat loss than 
traditional endurance exercise. This may be because the 
total amount of fat oxidation (during and after exercise), 
which is a function of fatty acid availability, metabolic rate 
and duration of exercise, may still be lower in HIIT than 
endurance exercise.

As is often the case with exercise-based research our 
study sample size was small (38 enrolled, 33 completed) 
and our cohort varied with the majority female with a 
small number of males (n=5). This limits the ability to 
draw some conclusions about the relative potency of 
endurance exercise versus HIIT from our trial and more 
studies in similar populations are warranted. However, 
the changes observed arguably reflect the effect of the 
exercise interventions per se because there were no 
changes in dietary intake and non-exercise physical 
activity detected. 

Overall our main message is that while effective for 
KORTQXKPI�ƒVPGUU�KP�C�VKOG�GHƒEKGPV�OCPPGT��*++6�FQGU�
not reduce body fat levels in previously inactive and 
overweight adults. In comparison, endurance exercise 
training reduced total and abdominal fat levels and 
therefore should be promoted in populations seeking fat loss. 
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NON-PHYSICIAN-LED 
EXERCISE STRESS 
TESTING IS A SAFE 
AND EFFECTIVE 
PRACTICE
Kate L. Sanford, BExSS, Katie M. Williams, B App Sci 
HMS, Joel A. Archbald, B App Sci HMS, William A. 
Parsonage, DM, MRCP, FRACP, and Adam C. Scott, PhD

Abstract: Exercise stress testing is a non-invasive 
procedure that provides diagnostic and prognostic 
information for the evaluation of several pathologies, 
including arrhythmia provocation, assessment of exercise 
capacity, and coronary heart disease. Historically, 
exercise tests were directly supervised by physicians; 
however, cost-containment issues and time constraints 
on physicians have encouraged the use of health 
RTQHGUUKQPCNU�YKVJ�URGEKƒE�VTCKPKPI�CPF�GZRGTKGPEG�
to supervise selected exercise stress tests. Evidence 
suggests that non-physician-led exercise stress testing 
is a safe and effective practice with similar morbidity and 
mortality rates as those performed or supervised by a 
physician.

Exercise stress testing (EST) is an established non-
invasive procedure that provides diagnostic and 
prognostic information for the evaluation of several 
pathologies, including arrhythmia provocation, 
assessment of exercise capacity, and most commonly, 
coronary heart disease.1 EST also has applications in 
the evaluation of heart failure, valvular heart disease, 
pulmonary hypertension, hypertrophic cardiomyopathy, 
and congenital heart disease. Historically, exercise tests 
were directly supervised by physicians at least 90% 
of the time2; however, over the past 3 decades, cost-
containment issues and time constraints on physicians 
have encouraged the use of health professionals with 
URGEKƒE�VTCKPKPI�CPF�GZRGTKGPEG�VQ�UWRGTXKUG�UGNGEVGF�
ESTs.3–6 These health professionals include nurses, 
nurse practitioners, clinical exercise physiologists, 
exercise technicians, physician assistants, and physical 
therapists.5

RATIONALE FOR MEDICAL SUPERVISION OF EXERCISE 
STRESS TESTING

Diagnostic exercise testing involves a bout of vigorous 
physical exertion, performed through an incremental 
protocol to peak effort, volitional fatigue, or clinical 
signs or symptoms that necessitate premature test 
termination.6 Through an exercise-induced increase in 
cardiac workload and myocardial oxygen demand, the 
patient may produce symptoms and/or clinical signs 
aiding diagnosis of flow-limiting coronary artery disease. 
Pathophysiological evidence suggests that the increased 
myocardial demands of exercise may precipitate adverse 
cardiovascular events in patients with documented or 
occult coronary artery disease. 5,6 The additional risk 

of cardiac arrest during vigorous exercise, compared 
with that at other times, may be more than 100-fold 
during or soon after exertion,7 while the risk of acute 
myocardial infarction during or soon after strenuous 
physical exertion may be 2–6 times greater than the risk 
during periods of lighter activity or at rest.8,9 Thus, the 
recommendation for medical supervision of maximal and 
symptom-limited exercise testing stems, at least in part, 
from the putative increased risk of adverse cardiovascular 
events occurring throughout the procedure.5

EXERCISE STRESS TESTING GUIDELINES

Professional bodies and health experts have published 
position papers and guidelines pertaining to the 
supervision of EST.3– 5,10–14 Physician input is often critical 
in the complex decision process regarding the suitability 
of EST for the patient. Such decision processes consider 
issues of frailty, multimorbidity, obesity, movement 
disorders, medication effects, and other patient 
considerations.

Physician attendance, however, can differ according 
to the patients’ level of risk warranting either direct or 
indirect supervision of the patient.

According to Pina et al,10 the degree of EST supervision 
required is primarily dependent on the patient being 
tested. For patients who are considered to be at high risk 
(eg, patients with unstable angina, heart failure, or high-
grade arrhythmia), a physician must directly monitor the 
test.10 For low-risk patients, a properly trained healthcare 
professional (ie, nurse or exercise physiologist/specialist) 
can conduct the test and directly monitor patient 
status throughout testing and recovery.10 However, the 
supervising physician must be immediately available for 
patient assessment when emergencies arise.

Fletcher et al11 concurs whereby the degree of 
supervision required during an exercise test should 
be determined based on the clinical status of the 
patient. This determination is made by the physician 
or physician’s designated staff member who asks 
pertinent questions regarding the patient’s medical 
history, conducts a brief physical examination, and 
reviews the standard 12-lead electrocardiogram (ECG) 
performed immediately before testing. The degree of 
supervision can be assigned to a properly trained non-
physician (ie, a nurse, physician assistant, or exercise 
physiologist/specialist) for testing of apparently healthy 
younger persons (younger than 40 years of age) and 
patients with stable chest pain syndromes.11 A physician, 
however, should be immediately available during all 
ESTs. The American College of Cardiology (ACC) and 
the American Heart Association (AHA) guidelines for 
EST state that stress testing can be performed safely by 
properly trained nurses, exercise physiologists, physician 
assistants, physical therapists, or medical technicians 
working directly under the supervision of a physician, who 
should be in the immediate vicinity and available when 
emergencies arise.3,4

This concept is also supported by the Cardiac Society 
of Australia and New Zealand (CSANZ)  whereby under 
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properly supervised conditions, EST can be conducted by 
appropriately trained technical, allied health, or nursing 
staff. The guidelines proposed by the CSANZ state 
that before EST, the patient should be examined by a 
OGFKECN�QHƒEGT�CPF�CUUGUUGF�CU�DGKPI�ƒV�HQT�VJG�VGUV��
6JG�OGFKECN�QHƒEGT�UJQWNF�DG�VJGP�KOOGFKCVGN[�CXCKNCDNG�
for ECG interpretation and to conduct resuscitation in 
the eventuality of any complication. Guidelines from 
the American College of Sports Medicine13 suggest that 
highly trained allied health professionals may provide 
supervision for patients at increased risk if a physician 
is in close proximity and readily available in case of 
emergency.

COMPLICATION RATE ASSOCIATED WITH EXERCISE 
STRESS TESTING

The American College of Sports Medicine states that the 
risk of a complication requiring hospitalization (including 
serious arrhythmias), acute myocardial infarction, or 
sudden cardiac death during or immediately after an 
EST are 2% or less, 0.04%, and 0.01%, respectively.14 

6JG�%5#0<�CNUQ�TGRQTVU�C�UOCNN�DWV�FGƒPKVG�TKUM�QH�
fatal and non-fatal cardiac events.12 The risk of death is 
reported by the CSANZ to be approximately 1 in 10,000 
ESTs, whereas major morbid events, such as myocardial 
infarction, major arrhythmia requiring resuscitation, 
severe hypotension, and the development of either severe 
heart failure or unstable angina pectoris, were found to 
occur at a rate of 2–3 per 10,000 tests.

During a 17-year period, 71,914 maximal ESTs were 
conducted in a population with a low prevalence of known 
coronary heart disease under uniform conditions at The 
Cooper Clinic in Dallas, Texas.15 The ESTs reported in 
this study were monitored by exercise test technologists 
throughout the entire test and by physicians at the 
onset of the test, for the last 1 or 2 minutes of exercise 
and during early and late recovery. Six major cardiac 
complications including 1 death were reported. The 
overall cardiac complication rate was determined to be 
0.8 complications per 10,000 tests. Complications were 
FGƒPGF�CU�O[QECTFKCN�KPHCTEVKQP��XGPVTKEWNCT�ƒDTKNNCVKQP��
ventricular tachycardia requiring treatment, atrial 
arrhythmias requiring treatment, asystole, stroke, and 
death.

Cahalin et al16 evaluated the safety of EST independently 
supervised by physical therapists possessing advanced 
cardiopulmonary competencies. In this study, 10,577 
tests were performed over a 5-year period in 4 separate 
health care centers in California. All ESTs were physician 
referred, and a cardiologist or internist was available 
for immediate consultation or for the administration 
of emergency care. One death occurred after an EST, 
determined to be the result of a cerebrovascular 
accident. Three patients developed sustained ventricular 
tachycardia and 1 patient developed hypotension and 
complex ventricular dysrhythmias after exercise. The 
associated morbidity and mortality rates for this study 
were 3.8 and 0.9 per 10,000 tests, respectively.

Summarizing a 13-year period where exercise 
physiologists were used for the supervision of ESTs in a 
Pennsylvania tertiary care center, Knight et al17 reported 

no fatalities, 4 myocardial infarctions, and 5 episodes of 
XGPVTKEWNCT�ƒDTKNNCVKQP�QXGT�C�VQVCN�QH��������VGUVU��6JKU�
corresponds to complication rates of 0.0, 1.42, and 1.78 
per 10,000 EST for death, acute myocardial infarction, 
CPF�XGPVTKEWNCT�ƒDTKNNCVKQP��TGURGEVKXGN[�

In a prospective pilot investigation of non-physician 
supervision of high-risk patients with severe chronic heart 
HCKNWTG�
NGHV�XGPVTKEWNCT�GLGEVKQP�HTCEVKQP�Ǝ������5SWKTGU�GV�
al18 reported only one serious complication (an episode 
QH�XGPVTKEWNCT�ƒDTKNNCVKQP�VJCV�YCU�UWEEGUUHWNN[�TGXGTVGF�
without adverse sequelae) during 289 cardiopulmonary 
exercise tests. In this study, symptom-limited treadmill 
graded EST was supervised by paramedical personnel 
with a physician immediately available, but not present 
in the testing laboratory. Nonsustained ventricular 
tachycardia was present during exercise in approximately 
20% of patients. Test-limiting hypotension was 
documented in 5% of patients. Research conducted by 
Zecchin et al19 at a single cardiac rehabilitation centre in 
a tertiary referral hospital in Sydney, Australia, aimed to 
examine the incidence of cardiovascular complications 
in 17,467 nurse-led ESTs during a 12-year period. In this 
sample population, there were no cardiac arrests, 11 
episodes of conscious sustained ventricular tachycardia, 
1 reinfarction, and 1 mitral valve rupture, representing a 
0% mortality rate and a 0.075% major morbidity rate.

A retrospective comparison of 250 exercise tests 
performed in the United Kingdom by experienced cardiac 
technicians and 225 tests performed by cardiology 
clinical assistants (general practitioners who perform 
regular cardiology duties) found that for the technician 
group, there was low complication and high diagnostic 
rates in patients with suspected angina pectoris. 
20 Patients in this study had no previous history of 
ischemic heart disease and were clinically assessed by a 
cardiology registrar before exercise testing to ensure that 
angina was the possible diagnosis and that the patient 
was suitable for testing. The diagnostic yield of trained 
cardiac technician-supervised tests (percentage positive 
or negative) was found to be similar to that of medically 
supervised tests (76% vs. 69%). The study concluded 
that trained cardiac technicians can supervise low-risk 
ESTs and obtain results similar to experienced medical 
personnel. 

Several reports also suggest that highly trained 
physiologists and technicians can provide an accurate 
preliminary interpretation of the exercise ECG, in excellent 
agreement with senior physicians and/or cardiologist 
consultant over-reads. 20–22 Maier et al22 reported a 
similar concordance between a cardiology nurse 
practitioner and cardiologists as between cardiologists 
in the interpretation of EST recordings. In this study, 
100 consecutive, anonymous exercise tests consisting 
of three 10-second 12-lead ECG tracings obtained at 
baseline, peak exercise, and recovery were interpreted 
by a cardiology nurse practitioner and 2 cardiologists. 
Interpretation was based on baseline rhythm, baseline 
and maximal exercise ST levels, arrhythmias, and 
global diagnosis (positive, negative, or inconclusive for 
ischemia). The cardiologists and nurse practitioners used 
uniform criteria to interpret the stress tests and were 
blinded to prior EST interpretation and computerized ST-

segment analysis.

COMPETENCY CONSIDERATIONS FOR EXERCISE 
STRESS TESTING

Although the cardiovascular complications associated 
with EST seem to be infrequent,13 the ability to maintain 
a high degree of safety depends on assessing the 
clinical indications for testing, relevant medical history, 
and the patient’ s physical and cognitive ability to 
adequately and safely undertake the test. The ACC/
AHA guideline update for exercise testing states the 
importance of the attending personnel being aware 
of absolute and relative contraindications to EST.4 
Furthermore, although a patient may be considered safe 
to undertake an EST, clinical signs and symptoms may 
develop which may warrant premature termination of 
the test. It is vital that the supervising personnel take 
note of these developing signs and symptoms and 
cease the test when appropriate relative and absolute 
indications for termination have been reached to ensure 
potential adverse risk to patient health is minimized. 
%QORGVGPV�RGTHQTOCPEG�QH�'56�TGSWKTGU�UKIPKƒECPV�
cognitive knowledge, including clinical evaluation of 
the patient, knowledge of the pathophysiology of the 
disease or condition for which the test is performed, and 
knowledge of electrocardiography, cardiac arrhythmias, 
and electrophysiology, including normal and abnormal 
responses to different types and levels of exercise.23 
Guidelines published by the CSANZ12 state that the 
supervising practitioner should demonstrate a competent 
level of skill/knowledge of: the contraindications/
indications for EST as detected through history taking 
and physical examination; ECG interpretation of all 
major abnormalities, particularly those associated with 
ischemic heart disease; the interpretation of symptoms 
occurring during exercise, adeptly differentiating ischemic 
from non-ischemic symptoms; and techniques of basic 
and advanced life support.

COMPETENCY TRAINING FOR EXERCISE STRESS 
TESTING

For physicians to gain competence in EST, Rodgers et al23 
recommends a minimum of 4 weeks or at least 50 stress 
tests to achieve competence in both supervision and 
interpretation. Continuing competence in EST requires 
regular, continued performance of EST, thus Rodgers 
et al23 advises that at least 25 exercise tests per year 
be performed to maintain competence. The physical 
therapists who performed EST in the study conducted 
by Cahalin et al16 held a tertiary degree in physical 
therapy and had developed advanced competencies 
in the assessment and treatment of patients with 
cardiopulmonary disease. Clearance for unsupervised 
EST was given when the physical therapist achieved 
at least 90% of the maximum possible score on an 
EST performance evaluation. The EST performance 
evaluation was divided into 4 main areas: 1) pre-test 
preparation and patient assessment, 2) test performance, 
3) test interpretation, and 4) response to life-threatening 
UKVWCVKQPU��'CEJ�CTGC�EQORTKUGF�URGEKƒE�VGEJPKECN�UMKNNU�
that were assigned points on the basis of the degree of 
importance. The score of each skill was dependent on 
the level of performance and the consistency of adequate 

performance of the skill. Cardiology trained nurses 
achieved EST competency in an Australian hospital-
based cardiac rehabilitation unit by performing at least 
100 supervised exercise tests over a 3-month period.19 
Knowledge of cardiovascular anatomy, resting and 
exercise physiology, drug interactions, cardiopulmonary 
resuscitation, ECG rhythm interpretation, and diagnostic 
skills pertaining to EST performance were required 
to gain competency. Competency was maintained by 
performing at least 120 exercise tests each year and 
undertaking professional development to upgrade 
cardiology knowledge. EST competency was assessed by 
annual peer review and randomized audits of diagnostic 
accuracy by an attending cardiologist.

PRACTICAL IMPLEMENTATIONS FOR NON PHYSICIAN-
LED EXERCISE STRESS TESTING

Australian health expenditure has increased from $72.2 
billion in 1999–2000 to $121.4 billion in 2009–2010, 
representing 9.4% of the Gross Domestic Product (1.5% 
higher than 1999–2000).24

Public hospital services accounted for 31% of the total 
increase in 2009–2010.24�6JKU�RQUGU�C�UKIPKƒECPV�
challenge to health planners and policy makers to 
manage cost containment yet provide quality health care.

Introduction of non-physician-led EST has been seen 
as an effective strategy to deal with increased patient 
workload, allowing physicians to concentrate on invasive 
procedures, while simultaneously reducing costs 
associated with patient EST.1 Implementation of a clinical 
pathway whereby cardiac trained nurses conducted 
EST at Flinders Medical Centre, Adelaide, Australia, was 
found to decrease the length of stay for low-risk patients 
with chest pain.25 Before implementation of this clinical 
pathway, the median length of stay was 23 hours. Over 
the same period after the implementation of nurse-
led EST of low-risk patients, the median length of stay 
decreased by 3 hours despite an increase of 262 cases. 
This was found to have an overall positive impact on all 
cardiology emergency admissions by creating capacity 
and reducing costs associated with prolonged patient 
admissions. Nurse-supervised EST was found to improve 
flow while still maintaining optimal outcomes for patients 
on the low-risk chest pain protocol for cardiac disease.

CONCLUSION

The weight of evidence suggests that non-physician-led 
EST is a safe and effective practice with similar morbidity 
and mortality rates as those performed or supervised 
by a physician. Such evidence supports the ACC and 
AHA position statement that EST in selected patients 
can be performed safely by properly trained nurses, 
exercise physiologists, physician assistants, physical 
therapists, or medical technicians working directly under 
the supervision of a physician, who should be in the 
immediate vicinity and available for emergencies.3,4
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Note: The Royal Brisbane and Women’s Hospital Cardiac Investigations Unit 
have implemented non-physician led Exercise Stress Testing in the workplace, 
IROORZLQJ�UHVHDUFK�̧QGLQJV�GHPRQVWUDWLQJ�WKLV�LV�D�VDIH�DQG�HIIHFWLYH�SUDFWLFH��
This service utilises two highly experienced Cardiac Scientists supervising and 
performing the Exercise Stress Testing, rather than the traditional method of 
a Cardiac Scientist and Resident doctor being present. This innovative service 
SURYLVLRQ�KDV�VLJQĻFDQWO\�LPSURYHG�ZRUNSODFH�H̩FLHQF\�DQG�HIIHFWLYHQHVV�E\�
reducing patient waiting times, waiting lists, increasing the quality of patient 
care, and allowing Resident doctors more time to complete other duties.
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Research to Practice is hosted once every two 

years and 2014 promises to be the best yet.

$Q�LQFUHGLEO\�VWURQJ�VFLHQWL¿F�SURJUDP�
features world renowned speakers, expert panels,           

interactive sessions, real life case studies, 

workshops, posters, and presentations on 

WKH���ODWHVW�WUHQGV�DQG�GLVFRYHULHV�LQ�WKH�¿HOG�RI��������
exercise, sports science and nutrition. 

The program* (outlined over the following pages) 

incorporates streams on: Sports Science, 

Exercise Science, Exercise is Medicine, and 

Nutrition. 

In addition there are special interest groups, 

award presentations, exercise sessions and 

social events, all contributing to an exceptional 

opportunity for both professional development 

and networking with over 1,000 industry 

professionals, and more than 45 national 

exhibitors.

*The program is correct at time of publication, however is subject to 

change. Please visit the conference website for the current version at: 

www.essa.org.au/2014conference. 

10 REASONS TO BE THERE:

1. 6WURQJ�VFLHQWL¿F�SURJUDP�
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3. Latest research and trends in nutrition, 

exercise and sports science 

4. Our industry’s future – graduates and 

researchers competing for over $27,000 

in prizes

5. Earn all your 2014 CPD points at one 

event

6. This is YOUR industry conference

7. Networking with over 1,000 like minded 

professionals

8. Our biggest trade exhibition ever

9. The best conference satchel with a bonus 

gift for all delegates

10. Adelaide our host city is ranked in the 

TOP 10 cities of the world by Lonely 

Planet, 2013
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Considerations and co-
morbidities 

Chair: Jon Buckley

Sports Science

Dan Eichner, Chris Gore, Chris 

Askew, Dave Martin, Luc van 

Loon, Louise Burke & Dave 

Buttifant

Ethics, Supplementation & ESSA 
Accreditation Panel
Chair: David Bishop

Exercise is Medicine

  Fiona Naumann 

The implications of cancer 
treatment for AEPs - Exercise for 

patients with Cancer 
Chair: Chris Tzarimas

10.30 11.00

11.00 11.45

Exercise and Nutrition 

Luc van Loon

Dietary protein and muscle 
maintenance in clinical 

populations 
Chair: Rob Daly
Sponsored by 

Musashi/PowerBar

Exercise Science

Mike Joyner

Can your genes predict 
performance/health

Chair: Mark Hargreaves                                                          

11.45 12.30

Exercise and Nutrition

3 minute/3 slide abstract 
presentations 

Chair: Tina Skinner                           

Exercise Science

Stefan Schneider

Exercise in space for life on earth
Chair: Chris Askew

12.30 13.30

13.30 14.30

14.30 15.45

15.45 16.15

16.15 17.15

18.00 23.30 Conference Dinner

Keynote Presentation 

Lorimer Moseley

Exercise for the patient in chronic pain
Chair: John Booth

Morning Tea

Conference Awards Winners

Aspire Academy  Young Investigator Award Exercise Science & Health and Sports Science
Aspire Academy  Early Career Researcher Award Exercise Science & Health and Sports Science

University of South Australia Practitioner Award

ESSA/ECSS Best Research Poster Exchange

Afternoon Tea

Exercise is Medicine

Jay Ebert, Simon Gandevia, Lorimer Moseley, David Lloyd & Kim Bennell 

Hot Topics in Musculoskeletal Rehabilitation Panel
Chair: Brendan Joss

Exercise is Medicine

Andre La Gerche, Kevin Norton, 

Kade Davison & a MDA 

representative

Risk Assessment and 
Stratification - ESSA and aspects 

of safe practice 
Chair: Andrew Maiorana

Exercise is Medicine

Nicola Lautenschlager

The key role of exercise for healthy ageing, cognitive impairment and dementia
Chair: Daniel Green

Lunch & Poster Session

Program is current at time of publication and is subject to change at anytime without notice

Pro

Program is correct at time of publication and is subject to change at anytime without notice.

Visit the conference website for the latest version: www.essa.org.au/2014conference.
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ESSA HEALTH 
INSURANCE 
UPDATE AND 
OBJECTIVES IN 
2014

1XGT�VJG�RCUV�[GCT�'55#�JCU�OCFG�UKIPKƒECPV�RTQITGUU�KP�
increasing the number of private health funds recognising 
the services provided by accredited exercise physiologists 
(AEPs).  Currently 27 of the 35 Private Health Funds 
provide rebates for exercise physiology services, however 
the amount of the rebate depends upon the Private Health 
Fund and type of extras package chosen within the 
individual fund.  The level of coverage for AEP services 
varies considerably between individual health funds, with 
some health funds offering a standard rebate for each 
service, whereas others offer a percentage of the fee 
charged for each exercise physiology service.  In addition, 
the placement of exercise physiology services within 
extras packages and how exercise physiology services are 
grouped with other health services is also quite variable 
between funds.   Some funds group exercise physiology 
services with “natural or complementary therapies” -  a 
grouping which ESSA believes is inappropriate.  ESSA 
EQPVGPFU�VJCV�GZGTEKUG�RJ[UKQNQI[�UJQWNF�DG�ENCUUKƒGF�CU�
an allied health service and attract rebates akin to other 
allied health professions. This will be an area that ESSA 
will be working to modify with individual health funds in 
2014.

ESSA is aware that our members are concerned with 
perceived anomalies in relation to AEP services in the 
private health rebate area.   While these concerns are 
different for individual health fund providers, the structure 
of the extras packages with some funds, put exercise 
RJ[UKQNQIKUVU�CV�C�UKIPKƒECPV�FKUCFXCPVCIG�EQORCTGF�
to other allied health practitioners.  This is especially 
the case when providing group exercise services, such 
as hydrotherapy, strength and conditioning and pilates 
group services, where clients may receive a rebate from a 
physiotherapist but not an AEP for these services.  

+P�CP�CVVGORV�VQ�FGXGNQR�C�WPKƒGF�UQNWVKQP�VQ�UQOG�QH�
these member concerns, ESSA will be undertaking an 
audit of individual health funds on the structure of their 
current extras packages and the rebates provided for 
exercise physiology services.  (NB:  Such an audit will 
only be relevant to the current extras packages and it 
KU�KORQTVCPV�VQ�TGEQIPKUG�VJCV�C�UKIPKƒECPV�PWODGT�QH�
clients may have superseded extra packages within their 
health fund packages).  A particular focus for 2014 will 
be to lobby health funds to recognise a rebate for “group 
exercise services for individuals with chronic disease”, an 
area which should be seen as a core exercise physiology 
service. 

The objectives for 2014 in the private health fund area 
are as follows:

1.  Lobby the eight private health funds that do not 
currently include AEP services within their extras 
packages.  It will be proposed that the health funds 
recognise exercise physiology as a core allied health 
service when they undertake the annual review to develop 
their 2015 extras packages.    
This annual review generally begins in March/April of each 
year.

2.  Undertake a review of the current 27 health fund 
insurance packages that include AEP services, and 
examine what exercise physiology services (e.g. individual 

consults and group services) are currently recognised.  If 
these services are grouped with other health providers, is 
this optimal for AEPs to achieve the best rebate for their 
services?  The review will provide the data on where ESSA 
believes that AEP services are best placed to provide both 
the optimum impact on the client’s health, and to ensure 
the exercise physiologist achieves the best rebate for their 
clients.  A major consideration will also be on ensuring 
that any rebate for group exercise services, is at least 
comparable to other allied health providers.  This review 
will enable ESSA to work cooperatively with the health 
services provider to achieve the best possible outcome for 
both the health fund and ESSA members.

3.  A focus on ensuring that the private health funds 
provide a comparable rebate to other allied health 
professions for group exercise classes, such as 
hydrotherapy, pilates and strength and conditioning 
programs.  It is proposed that a health fund rebate be 
included for all exercise rehabilitation services provided 
by an AEP for individuals with a chronic condition (e.g. 
osteoporosis and arthritis, pre-diabetes and diabetes 
programs such as the HEAL program, adjunct cancer 
exercise therapy programs like the Man Plan and cardiac 
rehabilitation programs).  This would be similar to the 
rebate currently provided under Medicare for group 
diabetes programs, but extended to individuals with 
chronic conditions.  Exercise programs to prevent the 
development of chronic disease could be also provided by 
exercise scientists, which may in the future also attract 
a health rebate?  It will be important to develop a cost/
DGPGƒV�CPCN[UKU�VQ�EQPVKPWG�VJGUG�FKUEWUUKQPU�

Some suggestions when discussing rebates for your 
exercise physiology services with clients:

Try to ensure the client knows if there is a rebate for 
exercise physiology services within their private health 
fund package, and what the rebate provided is, prior to 
booking their appointment.  This may prevent any unmet 
expectations or misunderstandings when they go to pay 
their account!

While rebates for exercise physiology services may be 
SWKVG�NQY�CPF�VJGTG�KU�C�UKIPKƒECPV�ICR�HGG�TGSWKTGF�VQ�RC[�
for the appointment, personal experience suggests that 
if the service is of high quality and well received, most 
clients will not mind paying an additional fee.  Gap fees, 
above the Medicare rebate, are not uncommon for many 
GPs, and most clients will accept this co-payment fee for 
their service.  Further, many clients will be accustomed to 
paying a fee for other non-rebateable health or exercise 
services.  Finally don’t undervalue the service you provide 
VQ�[QWT�ENKGPVU��;QW�ECP�OCMG�C�UKIPKƒECPV�KORCEV�QP�VJG�
long-term health of your clients which is an important 
health service.   Provide a good service and you will no 
doubt get recommendations and referrals from your 
existing clients, their family and friends.

Please feel free to provide feedback on any aspect of this 
topic to Ian Gillam ian.gillam@essa.org.au 
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The Department of Health and Ageing (DoHA) under 
the Better Arthritis and Osteoporosis Care (BAOC) 
initiative, has provided $14.4 million to improve the 
prevention of arthritic conditions and osteoporosis, 
facilitate their early detection, and improve the 
quality of life of older adults with these chronic 
musculoskeletal conditions.   In 2011, DoHA invited 
Arthritis Australia and Osteoporosis Australia to 
undertake a scoping study to develop position 
papers and cost effective implementation programs 
to:

• develop health promotion programs to assist 
adults better manage these conditions 
implement cost effective and appropriate 
community exercise programs, and evidence 
based self care and primary health care 
information packages.

These initiatives have been designed to reduce 
the community and economic impact of these 
conditions which affect the quality of life of many 
older Australians.

Exercise and osteoporosis working group

In late 2012, Osteoporosis Australia formed a multi-
disciplinary consultative group, consisting of experts 
KP�VJG�ƒGNF�QH�GZGTEKUG�CPF�DQPG�JGCNVJ�HTQO�VJG�
WPKXGTUKV[�CPF�JGCNVJ�CPF�ƒVPGUU�UGEVQTU��KPENWFKPI�
representatives from Arthritis Australia, ESSA, 
VJG�%QWPEKN�QH�VJG�#IGKPI�
%16#��CPF�VJG�ƒVPGUU�
industry. The goals of this working group were to:

• examine the available evidence to develop a best 
practice model for exercise intervention

• develop a cost-effective implementation plan 
to improve bone health in the community and 
to reduce the risk of older adults developing 
osteoporosis

• provide guidelines on the delivery of an effective 
and safe community-based exercise program.  

A recent research study, lead by Professor Rob Daly 
at Deakin University, examining the effect of an 18 
month community-based high velocity strength 
program on strength and bone mineral density in 
osteopenic older adults was proposed as a possible 
model for a community-based exercise program 
(Osteo-cise: Strong bones for Life program)1.  

 

Women and men with a mean age of 67 years 
with osteopenia were selected for the Osteo-
cise research program1. Following an initial 
health screening of the participants by a medical 
practitioner, this program was conducted in multiple 
YMCA and community Fitness Centres across the 
western metropolitan region Melbourne, under the 
direction of an AEP and supervised by registered 
exercise professionals. While the results of this 
���OQPVJ�UVWF[�UJQYGF�C�UKIPKƒECPV�����KPETGCUG�
in femoral neck and lumbar spine bone density 
and a 12% increase in strength, it is important to 
emphasise that the older adults selected for this 
UVWF[�FKF�PQV�HWNƒN�VJG�DQF[�FGPUKV[�ETKVGTKC�HQT�
osteoporosis . ESSA strongly emphasised that any 
consideration for the implementation of this broad 
based community model for individuals with low 
bone density, would require a number of additional 
caveats:

The implementation plan and the data from the 
Osteo-cise program, which was based on older 
adults with osteopenia, is generally not transferable 
to individuals with osteoporosis; the group that 
YQWNF�DGPGƒV�OQUV�HTQO�C�EQOOWPKV[�DCUGF�
exercise program.

The target population for any such community-
based program would be older adults, many of 
whom are likely to have co-morbidities.  Based on a 
recent Australian population study by Taylor et al 2 

, 15% of those aged 40-59 years have two or more 
co-morbidities, and for those aged over 60 years 
39.2% present with two or more co-morbidities.  Of 
those diagnosed with osteoporosis, 3.4% had two 
or more co-morbidities included arthritis, asthma, 
cardiovascular disease or diabetes.

A comprehensive medical screening of the 
participants was required for participation in  the 
Osteo-cise research program with a number of 
exclusion criteria including the presence of any 
unrelated chronic condition1.  Should the Osteo-cise 
program be considered for implementation as a 

broad-based community program, an appropriate 
pre-exercise health screening tool would be required 
prior to entry into the program.  The aim of this 
pre-exercise screening would be to identify any 
co-morbidities or exercise contra-indications and 
provide relevant advice related to the proposed 
exercise intervention to ensure the participant’s 
safety, prior to their participation.  If registered 
exercise professionals were to be involved in the 
health screening of the participants, the industry 
standard Adult Pre-exercise Screening Scheme  
(APSS) which is designed to identify individuals 
at higher risk would be required.  The APSS would 
identify those older adults in which “pain was 
aggravated by exercise” or adults “with two or more 
cardio-metabolic risk factors”.  The presence of 
these two criteria would require a referral to GP or 
UWKVCDN[�SWCNKƒGF�CNNKGF�JGCNVJ�RTQHGUUKQPCN��UWEJ�CU�
an accredited exercise physiologist (AEP), prior to 
participating in an exercise program.  Thus, there 
is the central role for the AEP should a community-
based program for older adults with low bone 
density be implemented.

ESSA has expressed its opposition to a proposal 
that registered exercise professionals be  upskilled 
to provide exercise interventions for chronic 
conditions, such as a short course in  “exercise 
for osteoporosis”.  ESSA stated that this is clearly 
outside the scope of practice for registered 
exercise professionals, and such upskilling (via 
short courses) does not provide the necessary 
expertise to implement safe and effective exercise 
interventions for individuals who may present with 
multiple chronic conditions.

Encouragingly, ESSA’s concerns have been duly 
acknowledged by Osteoporosis Australia in 
subsequent discussions and correspondence. ESSA 
will continue to engage with Osteoporosis Australia 
to ensure the implementation of this program aligns 
with industry standards.

Exercise and Arthritis Expert Committee

In June 2012, Arthritis Australia was also invited, as 
part of the BAOC initiative, to develop a nationally 
endorsed and accredited exercise program for 
the 3.1 million Australians afflicted by arthritic 
conditions; which included the 1.6 million with 
osteoarthritis and 429,000 adults with rheumatoid 
arthritis. Arthritis Australia formed an expert 
committee to advise on the establishment of such 
a program which included the review of a best 
practice position paper on exercise and arthritic 
conditions and the development of a community 
implementation plan. The expert committee 
consisted of Professor Kim Bennell (an expert in 
exercise and osteoarthritis and representing the 
Australian Physiotherapy Association), Professor 
Rachel Buchbinder (Researcher and clinician from 
Melbourne University and Vice President of the 
Australian Rheumatology Association), Dr Ian Gillam 
(AEP, and representing ESSA), and Mr David Menzies 
to represent Fitness Australia.

6JG�ƒTUV�OGGVKPI�YCU�JGNF�KP�&GEGODGT������VQ�
discuss the draft position paper, which was to 
provide a summary of the best practice evidence 
on arthritic conditions and exercise prescription.  
Following an extensive discussion, it was agreed that 
a re-write of this position paper was required, and 
as a principal author of a recent review on exercise 
and osteoarthritis, Professor Kim Bennell agreed to 
undertake this task. 

ESSA questioned the basis of the results of a 
recent Cochrane review, and a meta-analysis 
of studies on exercise and knee osteoarthritis 
published by Roddy et al3. These meta-analyses 
had concluded that aerobic walking exercise was 
as effective as a quadriceps strengthening program 
in reducing the pain and disability of patients with 
osteoarthritis.  Of the limited number of studies 
included in these reviews a number were either 
short-term or unsupervised home strengthening 
programs with variable compliance to the required 
program, with most studies providing no evidence 
that any progressive overload was applied and that 
quadriceps strength actually improved.  As a result 
of these limitations and the concern that quadriceps 
strengthening programs apparently provided no 
advantage over an aerobic walking program, Ian 
Gillam agreed to undertake a critical review of the 
exercise programs that formed the basis of this 
conclusion.  This was essential to ensure that any 
recommended exercise programs for adults with 
osteoarthritis were based on current best practice.

Further, ESSA recommended that appropriate 
screening procedures be clearly established for 
older adults with arthritis prior to the entry of any 
community based exercise programs.  As outlined 
by Taylor et al older adults with arthritis are more 
likely to have co-morbiditities2 CPF�URGEKƒECNN[�VJCV�
15.6% of adults with arthritis, have two or more 
co-morbidities.  This may include a mental health 
disease, asthma, diabetes, CVD or osteoporosis. 
Thus, the screening of older adults prior to entry into 
exercise programs to assist with the management 
of pain in arthritic conditions is essential, with clearly 
FGƒPGF�TGHGTTCN�RCVJYC[U�VQ�)2U�QT�CNNKGF�JGCNVJ�
practitioners.  ESSA has accepted an invitation to 
write this section of the position paper and for the 
implementation phase.

Please contact Ian Gilliam for further information 
about this program. ian.gillam@essa.org.au 
 

References and links to full article.
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ESSA INVITED TO CONTRIBUTE TO THE 
DEVELOPMENT OF COMMUNITY-BASED 
EXERCISE PROGRAMS TO IMPROVE BONE AND 
JOINT HEALTH

“ESSA questioned the basis 
of the results of a recent 
Cochrane review ”
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EXERCISE YOUR MARKETING MUSCLE 
10 Strategies for business success (excerpt)

Effective marketing is a vital investment to ensure 
business success. However, without a clear strategy, 
marketing projects may be costly and unsuccessful in 
stimulating business growth. As Exercise Physiologists 
and Scientists we know that our specialist knowledge 
CPF�WPKXGTUKV[�SWCNKƒECVKQP�UGVU�WU�CRCTV�HTQO�VJG�
OCLQTKV[�QH�WPFGTSWCNKƒGF�ŧRTQHGUUKQPCNUŨ�QT�ƒVPGUU�
gimmicks and fads that have seized the health and 
ƒVPGUU�KPFWUVT[�D[�UVQTO��*QYGXGT��WPHQTVWPCVGN[�
we cannot rely on the knowledge and expertise of 
our profession to generate customers and operate a 
successful business. 

Employing at least some of the below marketing 
strategies will ensure your business remains 
competitive and generates the revenue all of your 
hard years of work and study deserve. This article is 
available in full to members of ESSA’s Business Special 
Interest Group, membership which provides results-
based coaching, knowledge, skills and resources to 
enhance your business success.  

Understand The Life Time Value Of Your Customer 

+V�KU�KORQTVCPV�VQ�EQPUKFGT�VJG�VQVCN�RTQƒV�C�ENKGPV�
brings over the lifetime of your business relationship. 
The 80:20 rule may apply here, whereby 80% of your 
business is derived from 20% of your customers. 
+FGPVKH[�[QWT�OQUV�RTQƒVCDNG�EWUVQOGTU�CPF�GPUWTG�
you reward them to enhance and maintain their life 
time value. This could involve creating a special ‘gold 
members’ club with additional bonuses or a rewards 
program for these members (e.g. free monthly body 
composition assessments or 50% off home training 
programs). Importantly, publicising this ‘special club’ to 
your client base will drive others who are not yet club 
members to behave in a way that will gain access – 
spending more money on your services!

Up-Selling At The Point Of Purchase

“Would you like fries with that?” - a simple phrase made 
famous by McDonald’s which has added millions if not 
billions to their bottom line. Offer additional products 
or services to the original sale to substantially increase 
DWUKPGUU�RTQƒVCDKNKV[��+V�KU�UKIPKƒECPVN[�GCUKGT�VQ�UGNN�
to an existing client base rather than trying to sell to 
people who do not yet trust your business products. 
For example, a private client who has signed up for 
6 private Exercise Physiology sessions to aid with 
their weight loss goals could be up-sold to participate 
in a group training class once per week that will 
speed up their progress. Other product add-ons may 
include home training programs, body composition 
assessments, selling exercise equipment or 
consultations with other businesses in a joint venture 
(e.g. Dietician assessment) – the list goes on! 

˷)UHH�2IIHUV˸�$UH�$�%XVLQHVV�,QYHVWPHQW

Exchange a free report, newsletter, consultation 
or assessment for your prospect’s contact details. 
Demonstrating your expertise to prospects will start 
the foundations of a trusting relationship. A free report 
will provide enough helpful advice to demonstrate your 

knowledge, stimulate curiosity among readers on what 
you can offer them, and provide a non-sales or intimidating 
message that displays your empathy for the readers’ 
concerns, ultimately building trust. Once this trust has 
been established (which may take additional mailings/
information), and when the prospect is ready, who do you 
think they will call?

Free seminars or group training sessions are effective 
methods to leverage your time and present your business 
in front of more people. Following conclusion of this free 
offer it is important to communicate how your business 
can service attendees.

Target Emotional Buying

Appealing to the emotions of prospects, rather than their 
logic is an effective marketing strategy utilised by savvy 
business owners to skyrocket their success. Emotional 
marketing strategies leverage off prospect’s emotions by 
TGNCVKPI�VJG�RTQFWEV�DGPGƒVU�VQ�VJGUG�GOQVKQPU��TCVJGT�VJCP�
relying on your customer’s logic or rationality to improve 
sales. For example, when promoting weight loss, an 
advertisement that states “get in shape and feel energetic 
again” triggers an emotional attachment to purchasing 
more effectively than “our product is cheaper and more 
successful than leading competitors”.

Self-improvement is one of the most powerful and relevant 
emotions to an Exercise Physiology/Science business. The 
OCLQTKV[�QH�RWTEJCUGU�KP�VJG�JGCNVJ��ƒVPGUU�CPF�YGNNDGKPI�
industry are guided by a customer’s desire for self-
improvement (e.g. lose weight, improve golf swing, lower 
cholesterol). 

It is imperative that business owners strive to employ savvy 
marketing strategies to ensure potential customers are 
attracted to services. Access the online ESSA business 
hub or join ESSA Business Special Interest Group for more 
helpful resources to assist in starting and developing 
a business.  For further information about AEPs and 
business, please contact Katie Williams at  
Katie.Williams@essa.org.au  

INTERNATIONAL 
PRACTICUM 
HAS STUDENTS 
OUT OF THEIR 
COMFORT ZONES

Undertaking an international practicum experience has 
never been easier for our Australian university students, 
thanks to the Australian Government initiative, AsiaBound 
Grants Program. 

Recently returning from practicum in Cambodia, ESSA 
OGODGT�'NNQWKUG�%NCTM�YQWNF�MPQY�VJG�DGPGƒVU�ƒTUV�
hand, being out of her comfort zone and exposed to less 
fortunate communities.

Graduate Diploma of Exercise Science student, Ellouise 
travelled along with other health science students to 
remote communities within the Asian region to complete 
her clinical practicum as part of her degree. Students 
had the opportunity to develop exercise programs for 
children diagnosed with Cerebral Palsy, work closely with 
landmine victims to develop stability and strength in their 
prosthetics, and offered rehabilitation in several other 
community centres during their visit.
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ū6JG�EQOOWPKVKGU�YG�XKUKVGF�DGPGƒVGF�
immensely, the progress we saw in clients 
during our stay was incredible, not only 
physically but mentally and emotionally.” 
Ellouise said.

The visit had students out of their comfort 
zone treating clients they wouldn’t normally 
encounter. Students were encouraged to call 
upon the knowledge they learnt throughout 
their degree and apply it to the otherwise 
extreme, ensuring they are both equipped and 
prepared to face anything once they graduate.

“I was kept on my toes constantly, thinking 
of exercise ideas appropriate for each client 
while keeping in mind what they have been 
through. It’s changed the way I look at my 
clients back here in Australia,” Ellouise said.

7UKPI�GZGTEKUG�CU�OGFKEKPG�ECP�UKIPKƒECPVN[�
improve a client’s outcome in terms 
of recovery time and long term health. 
By bringing such medicines to these 
communities, they can become sustainable 
CPF�UGNH�UWHƒEKGPV�HQT�VJG�HWVWTG�

“We were able to train a number of existing 
staff members within each clinic visited and 
who worked with us over our placement. This 
ensured our skills were transferred onto future 
clients once we left.

I’ve received emails from each of the clinics 
saying how clients are still exercising and our 
visit was so worthwhile.

I would highly recommend a placement like 
this to other students, volunteering their 
services to those less fortunate, and using 
their skills to make a positive change in 
someone’s life.” Ellouise adds. 

The AsiaBound Grants Program is designed 
to build on Australian tertiary institutions 
existing partnerships and mobility programs 
KP�VJG�#UKC�2CEKƒE�CPF�GPEQWTCIG�VJG�NKPM�
between the continents. Thus, increasing the 
overall number of Australian students with 
C�ƒTUV�JCPF�UVWF[�GZRGTKGPEG�QH�#UKC�CPF�CP�
invaluable way for students to broaden their 
understanding of cultures and languages.

RACHEL 
FORBES  
ALL ROUND TALENT PICK!
We caught up with Rachel during training in Scotland to 
ask her about making the 2014 Commonwealth Games 
Squad, being an AEP and flying the exercise is medicine 
flag.

How long have you been playing netball?

I have been playing Netball for almost 15 years. I grew up 
playing on the west side of Brisbane, progressed through 
to Queensland Representative Sides and then into the U21 
Australian Squad where I completed a two year Australian 
Institute of Sport scholarship. In 2012 I played in the UK’s 
Superleague Competition in Leeds, England. From there 
I made the Scottish National Side and competed in a Tri-
Nations Series in the Cook Islands and Samoa and then 
made the Commonwealth Games Squad for 2014.

Why did you decide to venture to Scotland?

I always had a bit of a ‘thing’ for Scotland. I grew up with 
a thick Scottish accented Grandmother who along with 
my Mum was born in Scotland. I had always wanted to go 
and so saved up while completing my Exercise and Sports 
Science Degree (majoring in Exercise Physiology) at The 
University of Queensland. The day after I graduated in 
2011 I flew to Edinburgh and I fell in love with it. 

Who are you currently playing for in Scotland?

I train with the Scottish National Squad on a daily basis 
with the support of the Scottish Institute of Sport; while 

playing in the Glasgow Netball Competition. We have 
a number of International Test Matches and Exhibition 
Matches against other National Teams in the lead up 
VQ�VJG�%QOOQPYGCNVJ�)COGU��+P�/C[��VJG�ƒPCN������
Commonwealth Games Team will be announced and 
VJG�9QTF�%WR�3WCNKƒGTU�HQT������YKNN�DG�JGNF��6JG������
Netball World Championships will be in Australia. 
 
Where do you hope to take your netball career in the 
QH[W�̧YH�\HDUV"

4KIJV�PQY�CNN�+�ECP�VJKPM�CDQWV�KU�OCMKPI�VJG�ƒPCN�VGCO�HQT�
the Commonwealth Games and as a team qualifying for 
the World Championships in Australia in 2015. 

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

Yes, a big part of my role at Netball Scotland is to promote 
the game of Netball particularly in the lead up to the 
Commonwealth Games. Unlike in Australia, Netball isn’t 
the number one participation sport for girls and for the 
governing body of Netball in Scotland this is the number 
one goal, to make Netball the sport of choice for girls and 
women. I perform a variety of coaching sessions as well 
CU�CVVGPF�HWPEVKQPU�YKVJ�IQCNU�QH�KORTQXKPI�VJG�RTQƒNG�
and popularity of the game.

Are you passionate about encouraging participation in 
the sport?

Not only as a Netball lover myself but also as an AEP I am 
XGT[�RCUUKQPCVG�CDQWV�JGCNVJ�CPF�ƒVPGUU��CNVJQWIJ�0GVDCNN�
may not be the most friendly on the knees and ankles. It’s 
certainly a great sport that everyone can play to improve 
VJGKT�ƒVPGUU�CPF�JGCNVJ��YJKNG�CNUQ�UQEKCNKUKPI�CPF�JCXKPI�
a lot of fun. 

:KDW�EHQH̨WV�GR�\RX�VHH�WKH�VSRUW�KDYLQJ�RQ�WKH�
community?

Over the past few months, Netball has already seen an 
increase in its popularity, with a rise in Netball Scotland 
members. I think following the Games we will see a 
further increase, with the Games creating the platform 
to showcase the sport. Getting people more involved 
in not only Netball but also other sports will encourage 
JGCNVJ�CPF�ƒVPGUU�CPF�KORTQXG�VJG�QXGTCNN�YGNNDGKPI�QH�VJG�
community. 

Why did you want to become an AEP?

The reason I always wanted to become an AEP was 
that not a day goes by that I don’t exercise. I love it, I 
NQXG�URQTV��+�NQXG�HGGNKPI�JGCNVJ[�CPF�ƒV�CPF�UQ�+�CO�XGT[�
passionate about health and exercise. I wanted to know 
more about the body and why ‘exercise is medicine’ and 
so I completed my degree and found particular interest 
in Chronic Disease Management. Having a love for being 
ƒV�CPF�CEVKXG�YKVJ�VJG�QRRQTVWPKV[�VQ�HQTIG�C�ECTGGT�KP�
the area was too good to be true. My aim is to share this 
passion and love for being active to make a difference in 
VJG�5EQVVKUJ�EQOOWPKV[�ǡ�

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

Very important. Time and time again in Netball you see 
a number of the same injuries occurring. With treatment 
from an AEP through the rehabilitation phase providing 
program progression, decreasing the risk of injury 
reoccurrence and potentially eliminating the interruption 
in training phases to ensure maintenance of training 
programmes for optimal physical conditioning peaking at 
the correct time which in this case is the Commonwealth 
Games.
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HAVE A 
CONVERSATION 

WITH US  
 

6TH EXERCISE & SPORTS  
SCIENCE AUSTRALIA CONFERENCE AND 

SPORTS DIETITIANS  
AUSTRALIA UPDATE: RESEARCH TO 

PRACTICE

The Industry Development team and Exercise Physiology 
Advisory Group (EPAG) will be facilitating “Have a 
conversation with us” at this year’s Conference.

This event is designed to encourage members to actively 
participate and contribute to the direction of ESSA 
activities and lobbying.  “Have a conversation with us” will 
involve opportunities to:

• Feedback via on-line surveys, only accessible during 
the conference, about current ESSA initiatives and 
provide suggestions on future opportunities within 
the industry

• Book 1:1 consultation with ESSA Industry 
Development staff, members of EPAG and State 
chapter committee members 

• Attend open forums to discuss activities undertaken 
by ESSA and EPAG including  but not limited to the 
following topics:

• Review of AEP Scope of Practice

• General promotion and community awareness about 
the AEP profession

• Advancing career opportunities in the hospital 
setting, through private health funds and Medicare/
Workers compensation authorities and in specialist 
areas of practice (i.e. aged care, mental health, 
diabetes)

• National and state industry news and updates

Why be involved?

“Have a conversation with us” provides a unique 
opportunity for members to:

%QPVTKDWVG�VQ�VJG�FKTGEVKQP�QH�'55#���'55#�JCU�ƒPKVG�
TGUQWTEGU��YJKEJ�OGCPU�FKHƒEWNV�FGEKUKQPU�CTG�OCFG�

about where staff time and resources are allocated.  
To ensure we are targeting the initiatives most likely 
VQ�RTQFWEG�YKFGURTGCF�DGPGƒVU�VQ�QWT�OGODGTU��YG�
encourage you to “Have a conversation with us” and input 
into the direction of the association.  This is particularly 
important now, given ESSA will embark on a new 
strategic cycle in 2015.

Engage with the members who represent you.  Many 
ESSA staff members and those on EPAG and state 
chapter committees are just like you.  They have 
completed a degree in exercise and sports science 
CPF�JCXG�GZRGTKGPEGF�ƒTUV�JCPF�OCP[�QH�VJG�KUUWGU�
members raise – “There are no jobs for AEPs”, “What 
is the difference between an AEP and a physio?” These 
members are your voice within ESSA and represent you 
-take this opportunity and talk to them.

Use our power in numbers.  In 2013 ESSA experienced an 
11% growth in membership, 14% growth in AEP numbers 
and our total number of members surpassed 4000 for 
VJG�ƒTUV�VKOG���9G�CTG�PQ�NQPIGT�C�UOCNN�QTICPKUCVKQP��
we represent a burgeoning profession whose skills 
and knowledge are a necessity in the current health 
climate.  “Have a conversation with us” will allow ESSA to 
consolidate individual member feedback into a powerful 
statement about our profession and where we are 
heading.

Further information about how to engage in “Have a 
conversation with us” is available on the conference 
website www.essa.org.au/2014conference.  For 
members who are unable to attend the conference – 
you will still have access to the online survey during the 
conference period.  
 
Please feel free to contact Louise Czosnek louise.
czosnek@essa.org.au for further information on this 
event.

EIM IN 
AUSTRALIA
Here in Australia, we’re working backwards. We have 
the existing resources and infrastructure including 
the specialised workforce of Accredited Exercise 
Physiologists and the public and private rebates which 
enable Australians to access these services.  Primary 
ECTG�JCU�DGGP�KFGPVKƒGF�CU�CP�KFGCN�UGVVKPI�VQ�DGIKP�
NKHGUV[NG�OQFKƒECVKQP�CPF�YG�PGGF�VQ�UKIPKƒECPVN[�
increase the number of clinicians counselling their 
patients on physical activity and referring or prescribing 
exercise. Often a clinician only has 10 minutes with a 
patient which is not a lot of time to undertake lifestyle 
DGJCXKQT�OQFKƒECVKQP���

There is a need to up-skill healthcare practitioners in 
health coaching and assessment techniques and to 
introduce a range of strategies for the self-management 
of physical activity for this patient group. Financial 
incentives for practitioners, targeted projects and 
programs, and ongoing education and networking 
opportunities will be required to support these strategies 
and embed these processes into every day practice.  EIM 
Australia supplies health care providers with resources 
including education, assessment tools, referral pathways, 
and factsheets which the patient can take home.

In 2013 EIM Australia coordinated 22 workshops across 
Australia and launched an online set of modules for 
VJQUG�VJCV�EQWNF�PQV�CVVGPF�C�YQTMUJQR�ǡ6JG�GFWECVKQP�
has been provided to over 700 health care professionals 
VQ�FCVG�ǡ�6JG�KPVGPV�VQ�EJCPIG�ENKPKECN�DGJCXKQWT�KU�
obvious in evaluations, with numerous attendees 
KFGPVKH[KPI�VJCV�VJG[�CTG�PQY�OQTG�EQPƒFGPV�VQ�GPICIG�
their patients in a conversation about physical activity, 
and that they have the resources and referral pathways 
they need to support long term behaviour change in 
VJGKT�RCVKGPVU�ǡ�2CTVKEKRCPVU�CNUQ�PQVG�VJCV�VJG[�JCXG�
more knowledge and understanding of the role of 
accredited exercise physiologists (AEPs) in chronic 
FKUGCUG�RTGXGPVKQP�CPF�OCPCIGOGPV�ǡ�6JG�'+/�#WUVTCNKC�
education model is now being considered as a template 
for seminars to be rolled out globally.

Get involved

AEPs can register to facilitate the education or other 
EIM presentations with the EIM Australia Project Leader 
Jenny Alencar at jennifer.alencar@essa.org.au 

Use the FREE resources provided by Exercise is Medicine 
Australia:

• The EIM factsheets provide information to both 
health care providers and members of the general 
public on exercising safely with a variety of chronic 
conditions.

• Find out everything you need to know about 
Referrals to AEPs under Medicare.

• Use the Adult Pre-Exercise Screening System to 
determine if either you or a patient is safe to begin 
an exercise program or if they require additional 
support.

• Provide your patients with a handout on How to Start 
an Exercise Program.

• 5WDOKV�CP�GXGPV�QT�ƒPF�QWV�YJCV�RJ[UKECN�CEVKXKVKGU�
are on in your area using PACE, the Physical 
Activities Calendar of Events.

• EIM Physical Activity in the Workplace: A Guide.

• Sign up to our monthly newsletter and Like us on 
Facebook to receive the latest news, resources and 
tips.

Access the full Exercise is Medicine issue of the British 
Journal of Sports Medicine at http://bjsm.bmj.com/  and 
read more about Exercise is Medicine Australia at www.
exerciseismedicine.org.au 
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THE EVIDENCE 
IS IN... EXERCISE 
REALLY IS THE 
BEST MEDICINE

We have been on our soapbox about it for years, and 
the message is starting to sink in.  In order to improve 
chronic disease mortality and to age well, people need 
to move more.  The British Journal of Sports Medicine 
dedicated a recent issue (Vol 48, Issue 3) to the global 
initiative: Exercise is Medicine (EIM).  ESSA is proud to 
lead the initiative in Australia and is paving the way for 
our global partners to launch EIM internationally.

Increased physical activity has been shown time and 
VKOG�CICKP�VQ�JCXG�C�DGPGƒEKCN�GHHGEV�QP�C�NQPI�NKUV�QH�
conditions from cardiovascular disease to cancer to 
FGRTGUUKQP��CPF�NQY�ƒVPGUU�KU�C�RTQXGP�MG[�KPFKECVQT�QH�
health outcomes.  In fact, merely meeting the guidelines 
for physical activity has been linked to a 36% reduction 
in mortality. For individuals that are sedentary, the 
good news is that even a modest increase in activity, 
for example from a sedentary lifestyle to low-level 
physical activity, can also reduce mortality.  Individuals 
VJCV�CTG�KPUWHƒEKGPVN[�CEVKXG�YJQ�WPFGTVCMG�OWUENG�
strengthening exercise more than twice a week can see 
HWTVJGT�DGPGƒVU�KPENWFKPI�TGFWEGF�OQTVCNKV[��#FFKVKQPCNN[��
muscle strengthening and balance exercises can 
UKIPKƒECPVN[�TGFWEG�VJG�TKUM�QH�HCNNU�KP�QNFGT�RGQRNG�

Excessive sedentary time has a detrimental effect 
on overall health.  Even individuals who meet 
recommendations for physical activity may not reap the 
JGCNVJ�DGPGƒVU�KH�VJG[�UKV�HQT�VJG�TGUV�QH�VJG�FC[�CV�YQTM��
travel and leisure.  

It is never too late to become active.  Those that 
DGEQOG�CEVKXG�NCVGT�KP�NKHG�ECP�CNUQ�ICKP�UKIPKƒECPV�
JGCNVJ�DGPGƒVU��CPF�ENKPKEKCPU�UJQWNF�GPEQWTCIG�QNFGT�
patients to undertake safe and appropriate exercise. 
Substantial studies link healthy ageing directly with 
increased levels of physical activity, that is, those who 
maintain adequate activity levels as part of daily life add 
years to their life, and importantly, add life to their years 

with increased balance, flexibility and cognitive function.                           
A longitudinal study of older Australian men aged 
between 65-83 years showed those that meet or exceed 
RJ[UKECN�CEVKXKV[�IWKFGNKPGU�UKIPKƒECPVN[�KPETGCUG�
D[�
1.6 times) the likelihood of remaining alive and free 
from functional or mental impairments for 10-13 
years. Importantly, this trend was independent of other 
sociodemographic, lifestyle and clinical measures.  

Exercise is the best, cheapest, most accessible 
medicine available.  The problem is, assessment and 
measurement is complex and exercise doesn’t come 
in an easy to measure package. Self reported levels 
of exercise are often over estimated, and objective 
measures such as pedometers, accelerometers, 
heart rate monitoring are becoming more common 
QWVUKFG�VJG�ƒVPGUU�KPFWUVT[��OQXKPI�KPVQ�JGCNVJECTG���
Pedometers are the most popular objective measure 
within clinical practice, and can act as a motivational 
tool to those who use them, increasing steps per day by 
around 2,500 steps.  

Each patient encounter is an opportunity for clinicians 
to make a difference. Brief interventions in primary care 
settings are an effective way of increasing physical 
activity among adults. The Global Advocacy for Physical 
Activity supports the use of brief interventions linked to 
community based support for behaviour change.   

EIM Australia is advocating for physical activity to 
be implemented as a standard vital sign for all GP 
consultations.  Internationally, the US city of Greenville 
is adding physical activity assessment as a vital sign to 
medical software with a simple two-question addition 
to the electronic medical record.  The software aligns 
responses with the US physical activity guidelines 
and prompts the physician to escalate to exercise 
prescription or referral where appropriate.  

EXERCISE IS 

MEDICINE AUSTRALIA 

– WE WANT YOU!

WorkSmart Health (WSH) are offering a limited number 

of opportunities in each State/ Territory for Health 

Professionals across Australia to become Licensed 

Facilitators.

After undertaking the Licenced Facilitator Course in either:

�� SpineSmart – Musculoskeletal (back care /  

manual handling)  

�� StartSmart – Workplace warm-up and  

stretching program

�� FatigueSmart – Introduction to fatigue management

…you may receive referred work with WSH Clients or  

work independently delivering our nationally recognised 

and accredited programs.

For further information on Licenced Facilitator  

Courses (prerequisites apply) please contact Danielle on 

(08) 9444 3287 or danielle@worksmarthealth.com.au

WANT TO DELIVER  
NATIONALLY RECOGNISED 
HEALTH PROGRAMS?

2014 promises to be a massive year for EIM Australia, and 
we need your help.  We have an energetic and professional 
network of Accredited Exercise Physiologists and Exercise 
Scientists across Australia, all pushing the same message 
that exercise is indeed medicine.  This year we have 
multiple opportunities for you to be involved in local EIM 
activities from paid facilitation of education workshops, 
to volunteer opportunities such as general presentations, 
and input into resource development. To register your 
interest to participate, contact the EIM Project Leader at 
jennifer.alencar@essa.org.au or (07) 3862 4122.

EIM will be targeting GPs and primary care nurses to 
better support them to effectively encourage their patients 
to increase activity levels, and to refer appropriately.  Each 
patient encounter is an opportunity for clinicians to make 
a difference, and EIM is providing the tools and forms to 
support best practice.  

Workshops

The EIM healthcare provider workshop is a structured 
two-hour workshop, fully endorsed by the Australian 
Practice Nurses Association (APNA), and case-by-case 
accreditation by RACGP. These are paid presentations and 
facilitators are eligible for ESSA Professional Development 
points.

The primary aim of EIM workshops is to educate health 
care providers about the role of physical activity in the 
prevention and management of chronic disease, and the 
role of an Accredited Exercise Physiologist.  

The interactive two-hour workshop engages primary 
care clinicians (GPs, primary care nurses, allied health 
providers) to learn more about the role of physical activity 
in the prevention and management of chronic disease, 
CPF�CFXQECVGU�HQT�OWNVKFKUEKRNKPCT[�ECTG��ǡ6JG�UWKVG�QH�
resources available to participants will support them in 
their assessment, management and referral of patients 
with and at risk of chronic disease. Presented by an 
Accredited Exercise Physiologist, the workshop details the 
extensive evidence that exercise is indeed medicine.

General Presentations

These presentations are shorter and less detailed than the 
structured EIM workshops and do not carry CPD points. If 
you are invited to speak at a local event, EIM can provide 
you with a PowerPoint presentation and speaking notes.  

The general presentations detail the evidence and 
practical implementation of physical activity for 
management and prevention of chronic diseases for 
JKIJ�TKUM�RCVKGPVU�ǡ�9G�YKNN�UJQY�VJCV�KV�KU�GPEQWTCIGF�VQ�
exercise with chronic disease in a safe and supervised 
GPXKTQPOGPV�ǡ

 

Resource Development

Factsheets: The EIM factsheets will be reviewed this year 
to include the most up to date evidence and practice 
notes for healthcare providers, and more information for 
the general public.

Case studies: One of the most valuable portions of the 
EIM education and newsletter are the case studies.  EIM 
is constantly on the lookout for new and inspiring case 
studies from ESSA members.  If you have a success story 
you would like to share, contact the EIM Project Leader for 
a case study template.

GP engagement tools: Additionally, we are working with 
the ESSA team on more primary care engagement tools 
for ESSA members e.g. a kit to use when introducing 
yourself and your clinic to local practices.  More 
information to come!

The best way to stay up to date with EIM is to sign up for 
our monthly e-newsletter.  Find the subscription form on 
the EIM website on the left hand side of the healthcare 
providers page.

Get in touch!  If you have any ideas or questions regarding 
Exercise is Medicine Australia, or to register your interest 
to facilitate a workshop or presentation, contact the EIM 
Project Leader at jennifer.alencar@essa.org.au or (07) 
3862 4122.



35March 201434 Activate

COULD YOUR 
CLIENTS BENEFIT 
FROM THE HEAL™ 
PROGRAM?

 
Regular Activate readers will be aware that ESSA 
has been in partnership with South Western Sydney 
Medicare Local for the past three and a half years 
to roll out the HEAL™ program across Australia. The 
HEAL™ program offers allied health professionals an 
GXKFGPEG�DCUGF��QHH�VJG�UJGNH�NKHGUV[NG�OQFKƒECVKQP�
program that can be implemented in a wide variety 
of settings and is suitable for clients with, or at risk 
of developing, chronic conditions. In past editions 
of Activate we have presented case studies of 
successful and innovative HEAL™ programs from 
across Australia, as well as research data on the 
positive progress made by HEAL™ participants. Now 
is your opportunity to train in this highly successful 
program and help your clients to improve their health 
and wellbeing.

HEAL™ training

A one day facilitator training workshop equips you 
with all the skills you require to run the HEAL™ 
program. Topics covered include:

• program promotion and administration

• participant screening and assessment

• familiarisation with the education session content

• options for delivery of the exercise component

• an introduction to facilitating self-managed 
change

At training you will receive a comprehensive facilitator 
manual, a CD of resources and copies of promotional 
flyers. ESSA members who attend the training day are 
KUUWGF�YKVJ�C�EGTVKƒECVG�QH�EQORNGVKQP�CPF�ECP�ENCKO���
CPD points.

Training is held regularly in Brisbane and Sydney and 
provision can be made for rural and remote people to 
be trained via videoconference link. If you have a large 
group of people to be trained we can arrange to travel 
to your location.

HEAL™ resources

Licensed HEAL™ facilitators have access to:

• education session slides

• education session plans with delivery timings and 
discussion points

•  
promotional materials such as flyers, posters, GP 
booklets, referral forms and referral templates for 
Medical Director and Best Practice software

• support from the national team to customise 
resources with your contact details

• RTQITCO�NKUVKPI�QP�VJG�ŧ9JGTG�VQ�ƒPF�C�*'#.ſ�
program’ page on the ESSA website

• access to Shape-Up Australia resources through 
our co-branding agreement

• copies of the participant workbook (which 
comes in several variations including an abridged 
version for CALD and low literacy groups and an 
Aboriginal version)

A teenage version of the program (including slides 
and workbook) is currently in development and will 
be available by April. Also in production is a HEAL™ 
delivery guide that incorporates case studies from 
successful programs and ideas to market and 
promote your programs.

If you would like to sign up for HEAL™ training or you 
would like any additional information please contact 
Sharon Hetherington or visit the HEAL™ page on the 
ESSA website: http://www.essa.org.au/for-gps/heal-
program/




