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A WORD FROM THE EO
Welcome to the spring edition of
Activate – spring has always been a
time of new starts, fresh ideas and
blossoming new talent. In this issue, I
am happy to bring you the profiles of
the newly elected ESSA National Board.
There are some familiar members and
a new face – please take the time to
learn more about these Directors.
I am also delighted to announce that
following an external recruitment
process the National Board has
appointed three new Board members,
in alignment with the new constitution,
to fill missing skill sets on the Board
following the AGM. We would like
to welcome our newly appointed
Directors, Ms Larina Tcherkezian, Mr
Andrew Haynes and Professor Aaron
Coutts. Larina is an accountant with
20 years finance management and
corporate governance experience. She
currently provides company secretarial
and financial accounting services
to a number of listed and unlisted
companies. Andrew is a lawyer with
15 years experience as a company
secretary and governance adviser
to boards of ASX listed companies,
government owned corporations and
not-for-profits. Aaron is an Accredited
Sports Scientist and Professor in Sport
and Exercise Science in the Faculty of
Health at the University of Technology,
Sydney (UTS).
We look forward to utilising their
expertise over the next 12 months to
assist with the continued growth and
success of ESSA for our members and
the professions. We will bring you more
information on them in the following
edition of Activate.
In this spring edition, we also bring
you fresh news on the implementation
of the Federal Government’s Primary

Health Networks. The Federal
Government Policy to Support
Australia’s Health System committed
to a Review of Medicare Locals, which
was undertaken by Professor John
Horvath AO (former Commonwealth
Chief Medical Officer) . The Review
provided independent advice and found
that many patients were continuing to
experience fragmented and disjointed
health care that negatively impacted
on health outcomes and increased
health system costs. It identified a
genuine need for an organisation that
could link up the parts of the health
system to improve outcomes and
productivity. The culmination of this
has been the new Primary Health
Networks or PHNs from July 1, 2015.
Our Industry Development Manager,
Louise Czosnek, has included some
important information on what this will
mean for AEPs. Please take the time to
get yourself up to speed on these new
organisations.
Another key article to take note of is
the subject of ‘Best Practice Clinical
Note Taking for Health Professionals’,
for many members, this may seem a
simple activity but unfortunately we
are seeing a great number of AEPs
providing inaccurate or poor note
taking. This is leading to concerns from
regulatory bodies, agencies and health
funds on the professionalism of our
profession.
Finally, I am happy to announce that
the 2015 ESSA Business Forum
Program Committee has been
confirmed (Sebastian Buccheri,
Brendan Joss, Andrew Mahony –
ESSA’s Exercise Physiology Practice
of the Year 2014 winner and Kate Bell
– early career business owner). They
are now well on their way to producing
an exciting and informative program

that will target current and potential
business owners. If you have ever
had the dream of owning your own
practice, or want to learn from key
industry business leaders, there is no
better place to start than joining us in
May 2015 in Cairns to network, learn
and make the dream a reality!
Until the next time, take care and keep
healthy,
Anita
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CONTINUING PROFESSIONAL DEVELOPMENT

(CPD) POINTS

Are you an Accredited Exercise Physiologist or Accredited
Sports Scientist who was accredited in 2013 or earlier?
You are required to earn 20 CPD points annually
(1 January to 31 December). The full 2014 CPD logbook
and guidelines can be found at ESSA’s Professional
Development Centre.

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

ESSA PROFESSIONAL DEVELOPMENT
For the full and up to date listings and
information, please visit the ESSA
Professional Development Centre/
Upcoming Events.
Cardiovascular Clinical Exercise
for AEPs: a case-based approach
Roadshow
Each topic of this professional
development will be supplemented
by case studies or case material,
based on de-identified real clients
of the presenter, Steve Selig. Case
studies will cover some or all of these:
referrals [medical input], screening,
initial assessments [both low-tech
and high-tech approaches], guidelines
for exercise testing and exercise
prescription.
1)
Laws of the Heart in
apparently healthy individuals:
Cardiac Cycle, Starling, La Place, Fick,
Rate-Pressure Product, Coronary
Perfusion
2)
Acute and chronic exercise
for individuals with CVDs encountered
by AEPs
a)
Major pathophysiological and
diagnostic features of common CVDs
i)
Conditions to be covered
include CAD / IHD, CHF, HT, aortic
valve disease, selected congenital
heart disease, atrial fibrillation and
other common arrhythmias
b)
Using the Laws of the
Heart to understand pressures,
flows, volumes, cardiac dimensions,
coronary perfusion and cardiac rate
and rhythm (as appropriate to the
client presentation) for common
CVDs at rest
c)
Using the Laws of the
Heart to understand pressures,
flows, volumes, cardiac dimensions,
coronary perfusion and cardiac rate
4
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and rhythm (as appropriate to the
client presentation) for common
CVDs before, during and after
acute exercise: guide to screening,
monitoring and pre-program exercise
assessments
d)
Using the Laws of the Heart
to predict chronic responses to
exercise training for common CVDs:
informing exercise prescription and
training
3)
Workshop de-identified
case studies and case problems (in
addition to case material in parts 1 &
2 above).
Presented by Professor Steve Selig
Travelling to Hobart, Brisbane and Sydney.

Mental Health Focus - A one day
training program for Exercise
Physiologists
This workshop covers mental health
information relevant to exercise
physiologists who work with clients
who may be showing signs of, or are
living with mental illness.
Participants learn about:
• psychotic, mood and anxiety
disorders and associated symptoms
and behaviours
• ways to respond to these behaviours
• treatments and recovery options
available to mental health consumers
• stigma and discrimination and their
effect on people living with mental
illness and ways to reduce them
Importantly, included in this
presentation, a mental health
consumer will tell you about their
lived experience of mental illness and
recovery.
The content of the workshop is

evidence based and facilitated by
Peter Bazzana, a highly experienced
mental health clinician and
qualified educator. The learning is
based on adult learning principles,
which emphasise collaboration and
problem solving. Learning activities
include group and pair work and
facilitator-moderated discussions
using filmed and written case
studies and authentic scenarios.
Course content delivers Core Unit
of Competency CHCMH402B Apply understanding of mental health
issues and recovery processes from
the CHC40512 Certificate IV in
Mental Health.
Presented by Mr Peter Bazzana
Travelling to Sydney, Melbourne and
Brisbane.

Exercise & Cancer for Rural
Exercise Physiologists
This workshop will deliver a
specialised program on the role of
exercise in cancer management, to
Accredited Exercise Physiologists
(AEPs), living and working in rural
areas. The program will deliver
a comprehensive lecture series
on the latest oncology research,
cancer diagnostics, treatment
and management for cancer.
The lectures will be delivered by
key medical oncology staff from
the Prince of Wales Hospital,
University of New South Wales
and the Lowy Comprehensive
Cancer Research Centre. The
lecture series will be followed by
a one day intensive workshop
where participants explore the
role exercise plays throughout the
cancer journey; pre-habilitation,
during treatment, rehabilitation
and the palliative stage. AEP skill
competency training will include
conducting a comprehensive

oncology patient consultation which
documents medical history, physical
activity history and side effects as a
consequence from treatment. This
information will then be applied
to the formulation of a health and
fitness assessment and the design
and delivery of an exercise program
for various cancer populations.
Importantly, the workshop will
develop knowledge and exercise
physiology skill competencies
which will assist AEPs servicing the
needs of cancer patients. AEP skill
competency training will include
conducting a comprehensive patient
consultation through a virtual patient
management system. Live patient
consultations have been captured,
which documents medical history,

physical activity history and the
side effects as a consequence of
treatment.
Presented by Dr Fiona Naumann
Travelling to Sydney, Albury Wodonga &
Port Macquarie.

CCSM Support Tools Kit Workshop
The CCSM Support Tools Kit
Workshop takes the health
professional through a range of
approaches, strategies and tools that
can be used to support their client
on their journey to chronic condition
self-management.

Change Finder, Decision Balance
Chart, Motivational Interviewing
Starter type questions, Importance,
Confidence and Urgency scales and
an Action Plan Chart.
This workshop has been provided
for more than 400 Allied Health
Professionals both in face to
face and on-line formats and
uses multimedia presentations
to emphasise the key aspects
of effective support of selfmanagement for improved health
outcomes.
Presented by Mr Owen Curtis
Travelling to Launceston

The kit, included as part of the
workshop consists of Stage of

OTHER EVENTS
Golf Science: A World Scientific
Congress of Golf

2014 ASCA International Conference
on Applied Strength and Conditioning

5 – 7 September 2014, Gold Coast
www.wscg2014.com.au
7.5 CPD points per day; Maximum of 15
CPD points claimable

7 - 9 November 2014, Melbourne
www.strengthandconditioning.org/
conferences
7.5 CPD points per day; Maximum of 15
CPD points claimable

Arthritis and Osteoporosis Victoria
2014 Musculoskeletal Health Webinar
series: Ankylosing spondylitis: if you
don’t know what to look for, how are
you going to treat it?

Arthritis and Osteoporosis Victoria
2014 Musculoskeletal Health Webinar
series: Weight control and conservative
management for osteoarthritis

8 September 2014, Webinar
www.arthritisvic.org.au
1 CPD point claimable

24 November 2014, Webinar
www.arthritisvic.org.au
1 CPD point claimable

Managing Lupus webinar

Indigenous Allied Health Australia
“Valuing Diversity in Allied Health”

17 September 2014, Webinar
www.arthritisnsw.org.au
1 CPD point claimable
24th Annual Meeting of the
International Association for Dance
Medicine & Science
16 - 18 October 2014, Switzerland
www.iadms.org
7.5 CPD points per day; Maximum of 15
CPD points claimable
Evolution of the Athlete
20 - 24 October 2014, Online
www.eoaconference.com.au
1.5 CPD points per session
Canadian Society for Exercise
Physiology (CSEP) Annual General
Meeting
22 - 25 October 2014, Canada
www.community.csep.ca
7.5 CPD points per day; Maximum of 15
CPD points claimable

24 - 27 November 2014, Canberra
www.iaha.com.au
7.5 CPD points per day; Maximum of 15
CPD points claimable
The British Association of Sport and
Exercise Sciences (BASES) Conference
2014
25 - 26 November 2014
www.basesconference.co.uk
7.5 CPD points per day; Maximum of 15
CPD points claimable
5th World Congress of Science and
Medicine in Cricket 2015
23 - 27 March 2015, Sydney
www.cricketcongress2015.org
7.5 CPD points per day; Maximum of 15
CPD points claimable
ICDAM9
1 – 3 October 2015, Brisbane
www.icdam9australia.com
7.5 CPD points per day; Maximum of 15
CPD points claimable

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.
Monthly, from July to December 2014, we
are releasing a podcast of a presentation
held at the 6th Exercise & Sports Science
Australia Conference and Sports Dietitians
Australia Update: Research to Practice, held
in Adelaide on 10 – 12 April 2014. If you
attended the conference you will receive
complimentary registration* for these
podcasts for the first 3 months of their
release.
All podcasts will earn 1 CPD point upon
successful completion of an assessment.
To register for any of our podcasts, please
visit the ESSA Professional Development
Centre/Podcasts.
*To receive complimentary registration for the
conference podcasts, you must have registered
and attended the conference, and your podcast
registration must be received by ESSA within
the set 3 month period.

For a full and up to date listing, please visit the ESSA Professional
Development Centre/Major Events.
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MONTHLY WEBINAR
ESSA holds monthly webinars. For the most up to date
calendar, please visit the ESSA Professional Development
Centre/Upcoming Events.
Current webinars include:

September:
• Business and Finance (hosted by ESSA’s Business
Special Interest Group)
• Gluteal Pathology/Greater Trochanteric Pain
Syndrome (GTPS)

2015 ESSA
BUSINESS
FORUM

• Exercise Physiology in the Disability Sector

October:
• Sports Science Month!

November:
• Drug and alcohol recovery
• Minority Groups
• Diabetes
• Sports Science

December:
• Neurological Conditions
• Aged Care

6
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Exercise your business skills!
2 - 3 May 2015
Cairns Pullman International Hotel
www.essa.org.au/2015BusinessForum

ESSA BOARD
PROFILES
Nathan Reeves
President
Qualifications: Masters in
Exercise Rehabilitation
Current employer/
employment: Self employed
AEP in private practice/
consultancy (specialising in
workplace injury prevention
and management) and
course convenor at Griffith
University.
Brief background: Upon graduating I worked as an
Exercise Scientist/Personal Trainer in the mainstream
health and fitness industry. After becoming an
Accredited Exercise Physiologist I have worked in
the rehabilitation field progressing through primary,
secondary and tertiary settings. For the last 11 years
I have worked in the workplace rehabilitation market
performing ergonomic assessments, workplace
assessments, functional evaluations, work conditioning,
injury prevention in-services and pre employment
screening. For seven of these years I have been a
national workplace rehabilitation trainer for a workplace
rehabilitation provider. For the last three years I have
been a part time lecturer/course convenor at Griffith
University. I coordinate a range of interprofessional
simulated learning initiatives within the exercise
physiology and across allied health programs.
How long have you been a member of ESSA?
In 2003 I joined AAESS as a member and accredited
exercise physiologist.
How have you been involved with ESSA?
- Acting Director of Exercise Physiology QLD Chapter
2005
- Director of Exercise Physiology QLD Chapter 2006

conversation with Jarrod Meerkin (the then President of
the QLD Chapter) and Cathy Carracher (the then President
of the Vic Chapter) who suggested that I should attend
a QLD chapter monthly meeting as a way of networking
and possibly contributing to the profession. I have always
had a huge passion for the industry and admiration for so
many people who have dedicated their time to the ‘cause’.
I have progressively taken on various roles within AAESS/
ESSA that has led me to the board.
What do you hope to achieve as a board member of
ESSA?
ESSA is a strong and dynamic association and as
President I hope to support the staff and volunteers to
assist with continued growth. In the first part of my term
I set out to improve communication across all levels of
the association and to realize the governance changes
initiated by my predecessor.
In the field of exercise and sports science, what are you
most passionate about?
I am most passionate about advocating for the role
of physical activity, exercise and sport in society and
communicating the contribution our members can play in
supporting a healthier Australia.
Why is it so important to do at least 30 minutes of
exercise a day?
Daily exercise is like breathing, it is essential to live.
Do you have a favourite quote, if so what is it?
The ultimate measure of a man is not where he stands in
moments of comfort and convenience, but where he stands
at times of challenge and controversy.
Martin Luther King, Jr.

Kade Davison
Vice President
Qualifications: Bachelor of
Applied Science – Human
Movement (Hons), PhD
Current employer/
employment: Program Director
for Clinical Exercise Physiology
at the University of South
Australia.

- President of QLD Chapter 2007-2009
- National Director of Continuing Education 2010-2013
- 2010, 2012 and 2014 Conference Organizing
Committee
- President 2014
How did you come to be a board member of ESSA?
I attended the first AAESS conference held at QUT,
Brisbane in 2004. Over the lunch break I had a

Brief background of yourself/ career:
After a false start in construction management I soon
found my calling in the exercise sciences, and have now
been a student, clinician or/and academic in a university
ES/EP faculty continuously for the past 15 years. I have
worked as a PT and then ES in fitness centres and then
AEP in private practice, GP super clinics, University
Clinics and public hospitals. My research interests
Activate
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How long have you been a member of ESSA?

comment from a personal perspective. My exercise is my
set point for the day. Whether it’s 6am, 9pm or anywhere
in between I find it resets/refreshes my spirit and
smooths out the kinks and knots life imposes on me.

A full member for almost 10 years.

Do you have a favourite quote, if so what is it?

How have you been involved with ESSA?

I enjoy reflecting on many people’s observations of life,
happiness and success but having been teenage martial
arts obsessive I find the broader philosophical message
of some of The Little Dragon’s musings generally quite
poignant. For example:

include exercise and cardiometabolic physiology,
nutrition, and standards of practice in AEP.

Soon after joining ESSA I became involved with a
steering committee aiming to re-establish a local chapter
in SA. This led to various roles in the SA chapter and a
brief stint as chapter chair before moving to NSW.
How did you come to be a board member of ESSA?
When I moved interstate I remained on the then national
AEP committee and a couple of working groups and
then heard about a vacant directorship on the national
board. I put my hand up for an interim appointment and
got the opportunity to get a feel for the role. I found it
incredibly inspiring to be debating key issues affecting
our profession with informed and passionate colleagues
and gladly nominated for a further term. Five years later
I’m still greatly inspired by these interactions and the
opportunity to make my small contribution to the greater
good of ESSA and our profession.
What do you hope to achieve as a board member of
ESSA?
I am extremely proud of where our profession is at
and how far we have come in the past decade or so,
particularly in the domain of clinical exercise, with
much of this driven from the ground up with passionate
members treading the pavement and spruiking our wares.
We are now well and truly sitting at the big table for
allied health in Australia. The challenge now is that we
are very much the little guy/girl at the big table and our
arrival is not universally cheered. We are still some way
off having our superior expertise in the areas of exercise
testing, prescription/delivery and behaviour change duly
acknowledged in many jurisdictions. We also have much
work to do for greater recognition of the superior skills
and expertise of our members in the non-clinical space
including sports science. In my role on the National
Board I aim to ensure we have the best strategies in
place to optimise the use of our resources to continue
this exceptional progress with further consolidation of
our position in the allied health sphere while also working
to enhance the standing of our members in the nonclinical areas.
In the field of exercise and sports science, what are you
most passionate about?
This is a hard one. I’d have to say very broadly, my
passion lies in understanding the interaction between
exercise and health. I do also enjoy the opportunity
to apply this and see the difference it can make to an
individual. And who isn’t a bit excited about exercise
interaction with elite performance?
Why is it so important to do at least 30 minutes of
exercise a day?
Wow, to save preaching to the seriously converted I’ll
8
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Not being tense but ready.
Not thinking but not dreaming.
Not being set but flexible.
Liberation from the uneasy sense of confinement.
It is being wholly and quietly alive, aware and alert, ready for
whatever may come.
Bruce Lee

Sebastian Buccheri
Director
Qualifications: B.App.Sci (HM)
Grad Dip (Ex Rehab)
Current employer/employment:
Healthscope Ltd – The Victorian
Rehabilitation Centre, Chief of
Exercise Physiology, Manager
Pain Services. Owner – Symmetry
Movement Medicine (private EP
consulting business).
Brief background of yourself/ career: I began my career
as an Allied Health Assistant (AHA), whilst also working
in elite junior sport within the AFL under 18 system. I
was fortunate enough to put my exercise and sports
science to the test during this time. Whilst I enjoyed
the sports science aspect, I found that I had a greater
passion for working with injured personnel rather than
high performance. I ceased this work when I was able
to land an EP role.
I was fortunate enough to be able to progress from an
AHA role to a fulltime EP and now through to chief of
exercise physiology. I also run my own EP consulting
business – Symmetry Movement Medicine, which I
established in March 2006 and continue to work on this
on Saturdays at a local GP practice.
I have dabbled in other business ventures over the
years that do not fall within the health and fitness
industry. These have provided me with a great insight
into business ownership, networking and what can be
achieved through a strong work ethic.
From a personal perspective, I am married to Cathy and
have two beautiful boys Xavier, 9 and Oliver 6. I love
all things sport, in particular AFL footy and the mighty
Essendon FC (no peptide jokes please!). I coach my

Steve Selig
Director

son’s footy team, currently sitting in 5th place and in finals
contention. Winning isn’t everything!
How long have you been a member of ESSA?
Since 2000.

Qualifications: PhD, BSc (Hons),
Dip PE, TSTC

How have you been involved with ESSA?

Positions at ESSA:

I commenced on the Victorian State board as it was
called then, as a general director. I progressed to Vice
President and then President.

Director – Curriculum on the
National Board (2005-present)
Chair, Exercise Physiology
Accreditation Review Committee (EPARC) (2013-present)

How did you come to be a board member of ESSA?
As the Vic State Chair at the time, I was invited to national
strategic planning days and was a founding member
of the national EP committee under the guidance of
Daryl Sadgrove (National Board Director). With some
gentle pushing, Daryl was able to sell me the idea of how
professionally fulfilling it is in becoming a member of the
national board and whether I would consider this upon his
retirement. I was voted on in April 2010. I suppose it was
succession planning at its best!
I can honestly say that I love being involved in the shaping
of the association.

Inaugural Chair, Cardiovascular Special Interest Group
(CVSIG) (2012-2013)
Member, Pre-exercise screening, Referrals and
Assessments Working Group (2013-present)
Current employer/employment: Deakin University

1975 High school teacher of PE at Melbourne High

I have been able to be a part of some important and
ground breaking decisions whilst on the board (including
Medicare, Workcover submissions and TAC system
in Victoria). I have also successfully lobbied DVA for
AEP and RAP funding inclusion and been successful in
lobbying the Private Health Insurance Association for
recognition of AEPs for electronic claiming (HICAPS
etc). Presently I chair the Exercise Physiology Advisory
Group (EPAG) where we have been working on the scope
of practice review, private health funds, aged care and
mental health awareness. I believe we must continue to
lobby the private health insurers about the importance
of what we as AEPs do and ensure that they continue to
recognise our profession.
Why is it so important to do at least 30 minutes of
exercise a day?
Ensure that we help in fighting off preventable diseases.
Improve our quality of life, be more mentally active and
overall live a life full of energy and enjoyment.
Do you have a favourite quote, if so what is it?

If you want to be a leader,
you must have ideas. If not
you’re simply a follower.

Chair, EACC - Accreditation Assessors Working Group
(2014-present)

Brief background of yourself/ career:

What do you hope to achieve as a board member of
ESSA?

“

Chair, ESSA Accreditation and Curriculum Committee
(EACC) (2005-present)

1976-78 Went back to university: BSc (Hons)
1979-82 PhD
1983-present - 31 yr academic career: starting as
a failed physical educator, then a failed exercise
scientist, then a failed sports scientist before
finding my passion in clinical exercise physiology
in the early 1990s.
How long have you been a member of ESSA?
Since 1995 (approx.)
How have you been involved with ESSA?
Apart from the Board and Committee roles, I was
project leader of the group that wrote the existing AEP
accreditation scheme in 2006-2008. Other members of
the project team were Jacqui Raymond, Leonie Otago,
Marg Torode, Herb Groeller and Deborah Pascoe, with
fantastic support from the then President, Jeff Coombes
and the ESSA office. As Chair of Exercise Physiology
Accreditation Review Committee (EPARC), I am
contributing to the next accreditation scheme for AEPs,
to be delivered in 2016.
How did you come to be a board member of ESSA?

”

I am interested in professional standards of the AEP and
motivated to improve the scope of practice for AEPs and
vocational opportunities for AEPs based on a quality
accreditation system. I am also very interested in the
related matter of academic standards in AEP courses
and clinical practicum. I stood for the National Board on
those issues.
Activate
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A TOTAL
TRAINING
GUIDE FOR
BUILDING
THE TOTAL
ATHLETE
An elite group of
international strength and
conditioning specialists
and sports physiotherapists
demonstrate the most
effective applications of the
most current sports science
and sports medicine to
enhance performance.
High-Performance Training
for Sports presents the best
athlete conditioning protocols
and programs found in the
world today, integrating
strength and conditioning
with physiotherapy and
athletic training.
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Join Human Kinetics
Rewards, enter your
ESSA members
discount code at
HumanKinetics.com,
then you will pay
only $32.26

Enquiries to info@hkaustralia.com or
phone 08 8372 0999

What do you hope to achieve as a board member of
ESSA?
Make a difference to the educational and vocational
opportunities for young practitioners of clinical exercise.
In the field of exercise and sports science, what are you
most passionate about?
Using exercise to improve the lives of people.
Why is it so important to do at least 30 minutes of
exercise a day?
Exercise is as important as food, water and air for health
and wellbeing.
Do you have a favourite quote, if so what is it?
One small step for man…… one giant leap for mankind!

Chris Tzarimas
Director
Qualifications:
BSc(HMS),
MSc(Ex. Rehab), MBA(AGSM)
Current employer/employment:
UNSW Medicine
Brief background of yourself/career:
After working in several physical
rehabilitation agencies following my graduation from
the University of Wollongong, I started my own business
providing exercise physiology services in Sydney – with a
focus on workplace health/rehabilitation and community
health programs. An enormous challenge at the time
was developing networks and alliances with medical
practitioners and other allied-health professionals.
The term ‘Exercise Physiologist’ was simply not in
the vocabulary back then! Fast forward and I am the
Director of the Lifestyle Clinic at the University of New
South Wales – a clinical health service with learning and
teaching/research agendas servicing the South-Eastern
and Eastern Sydney region.
How long have you been a member of ESSA?
I have been serving on the National Board since 1998.
Prior to that, I was the President of AAESS-NSW (now
ESSA).
How have you been involved with ESSA?
In various capacities; in the early years, there were only
three staff members in the National Office and along
with other fellow board members, I was heavily involved
in representative roles, developing key stakeholder
relationships with various national and state-based
agencies: DoHA, WorkCover, Australian Divisions of
General Practice, Royal College of General Practitioners,
NSW-Health, etc. The role was made easier by the
professional relationships developed with various
industry leaders through my work. I was also appointed
Marketing Director for AAESS. I currently serve as Chair
of Exercise Is Medicine (Australia).

How did you come to be a board member for ESSA?
I was encouraged by a mentor, Owen Curtis, to attend
an AAESS meeting – at which I saw many opportunities
to leverage the industry relationships I had developed
through my work and make a contribution and support
our profession.
What do you hope to achieve as a board member of
ESSA?
I remain frustrated that many of the challenges I faced
when starting out as an AEP remain today. Although we
have made significant progress since then - with many
landmark achievements, our job opportunities are not
where they potentially could be. I believe we still have a
long road ahead of us to reach the same profile amongst
the general public and the medical profession that our
allied-health counterparts enjoy. However, when I look
back at how far our profession and industry has come
since my time on the board, I’m very optimistic about the
future!
In the field of exercise and sports science, what are you
most passionate about?
My greatest interest is in applying graded exercise
therapy to prevent or manage a variety of chronic health
conditions, injuries and disabilities. Obviously, I’m very
passionate about Exercise Is Medicine (Australia) –
which is a national health initiative which aims to make
physical activity a fundamental part of the medical
paradigm. I urge all of our members to get on board and
support the initiative – PROMOTE IT WHEREVER YOU
CAN!
Why is it so important to do at least 30 minutes of
exercise a day?
Society as a whole needs to consider sedentariness (or
inactivity) as much a risk factor to health as is smoking.
The human genome is designed for movement – simple
as that. Based on current epidemiological data, this is the
minimum amount of activity humans require to maintain
their health status, let alone enhance it. You don’t have to
take it seriously, just regularly.
Do you have a favourite quote, if so what is it?
Actually I have two:
“A person who never made a mistake, never tried anything
new.” – Albert Einstein.
“Have the courage to follow your heart and intuition. They
somehow know what you truly want to become.” – Steve
Jobs.

Belinda Jane Parmenter
Director
Qualifications: PhD in Clinical
Exercise Physiology; Bachelor of
Health Science (Exercise and Sports
Science).
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Current employer/employment:
Lecturer in the Department of Exercise Physiology at the
University of NSW.
Brief background of yourself/ career:
I am an accredited exercise physiologist with over 18
years’ experience in prescribing and delivering exercise
for patients with chronic disease. I started my career as
an EP in cardiac rehabilitation on the Gold Coast with
Dr Geoffrey Cornish and The Cornish Walking Program.
I then moved to Sydney in 1998 and briefly worked in
Occupational Rehabilitation before becoming Operations
Manager of a small health club on Sydney’s Lower North
Shore. 393 Health Club was situated in a medical centre
and primarily focused on providing exercise programs
for persons with chronic disease and/or injury. We also
worked with apparently healthy persons in a preventative
health capacity. I continued in this position for a number
of years and loved working with people to improve
their health. In particular, I developed a bit of a love
for improving the health of people with cardiovascular
disease.
Over the time I worked at 393 I met a number of
wonderful EPs, had some amazing EPs work with me
and got to supervise and assist a number of brilliant
EPs to be! It was from this university placement
supervision that I was eventually invited to perform a
series of guest lectures at the University of Sydney in
Exercise Physiology. It is here where I was convinced
to commence my PhD part time in “Alternative Exercise
Therapy for Peripheral Arterial Disease” under the
guidance of Prof Maria Fiatarone Singh and Dr Jacqui
Raymond. Thanks to Maria, this was where I ultimately
discovered the wonderful world of high intensity PRT! I
completed my PhD in 2012 and was offered a permanent
position as Lecturer at the University of NSW where I am
now situated. My research continues today into strength
training in cardiovascular disease treatment. Whilst my
primary interests are in the treatment of cardiovascular
disease, I also have an interest in cardiovascular disease
prevention and amelioration of risk and am currently
working on projects investigating ways to improve
participation in physical activity in children, to ensure
continued participation across adolescence and into
adulthood.
How long have you been a member of ESSA?
Since 1998.
How have you been involved with ESSA?
I joined ESSA back in 1998 when it was AAESS. In 1999
I was elected to the NSW State Board for AAESS and
continued in this role for a number of years. One of my
main achievements was initiating a meeting in 2005 with
my local member, The Honourable Mr Tony Abbott to
discuss Medicare rebates for EP services. This meeting
was held in my office at the medical centre in Mosman
with myself and 3 General Practitioners from the centre
who referred regularly to 393 Health Club. Chris Tzar,
Daryl Sadgrove and I prepared for this meeting for
months and meeting with him, along with the GPs, was
one of the highlights of my career to date.
12
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Soon after this meeting I resigned from the State Board
to focus on my PhD. ESSA came back in to my life in
2010 when I won the ESSA Tom Penrose Research
and Community Service Grant which assisted me in
completing my PhD research and again in 2012, when I
won the ESSA Medal for Most Outstanding PhD Thesis
in the field of Exercise Science. During this same year I
was invited to join the Executive Committee for the ESSA
Cardiovascular Special Interest Group and co-author the
ESSA Position Statement on Peripheral Arterial Disease.
So, ESSA was definitely back on my radar!
How did you come to be a board member of ESSA?
In October last year Dr Chris Askew (with whom I had
co-authored the Position Statement) called me to ask
if I would be interested in being nominated on to the
National Board. I accepted the nomination and was
delighted with the voting results at the AGM earlier this
year.
What do you hope to achieve as a board member
of ESSA? Ultimately I would like to be a voice for the
members. I would like members to feel they can contact
me with their concerns and/or ideas and trust that I will
pass these on and be their advocate. I also want to see
some females up on that Board table!
In the field of exercise and sports science, what are you
most passionate about?
Making people aware of ultimately how the choices they
make now will affect their health and overall quality of
life in the long term. I want to help people to understand
that you can choose a healthy balance in life. It is ok to
have a glass of wine, just not the bottle! It is ok to have a
piece of chocolate, just not the block! You don’t have to
run, you can just walk. I am passionate about improving
people’s quality of life through educating them about
healthy choices.
Why is it so important to do at least 30 minutes of
exercise a day?
I might be the wrong person to ask that question, as I
am your typical “I don’t have time” client. Just ask my
AEP! Instead, I am a big believer in accumulating many
minutes of physical activity across the day, every day. I
am not one for a solid 30 minute workout every day, as
I find myself far too busy to find the time. I do however
find the time to do what’s right for me and that includes
“walking with purpose” and breaking up sedentary time,
strength training and short bursts of HIT when I have
a spare 5 minutes. That is what works for me. My life
revolves around my family, my friends and my work. I
am married to a beautiful man and I have two gorgeous
girls. I work four days per week at UNSW, a job I love and
I have the most wonderful family and group of friends a
person could wish for. That all keeps me super busy, so
I keep active across the day, as often as I can and don’t
always count the minutes, I just make sure there are
many of them. Why...so I can have my glass of wine and
piece of chocolate!
Do you have a favourite quote, if so what is it?
“I get knocked down, but I get up again” Chumbawumba

A REWARDING
CAREER IN AGEING
AND AGED CARE
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Dr Sharon Hetherington interviews Accredited Exercise Physiologist Richelle Street about her work with Blue Care in
Queensland and the growing opportunities for ESSA members in the ageing sector.

Richelle Street has been working for
Blue Care at their Carina Heights,
Wynnum and newly developed Azure
Blue Carina facility in Brisbane for the
past two and a half years and during
this time she has seen her role within
the organisation expand rapidly.
Azure Blue incorporates a residential
aged care facility; multidisciplinary
allied health clinic; day therapy centre
and independent living units. Richelle
was the first AEP to be employed at
Carina, and she has worked hard to
build up the number of services on
offer and the client base.
“In the beginning,” commented
Richelle, “the challenges were to
educate other allied health staff on
the scope of an AEP’s practice; to
design an AEP focused assessment
and monitoring tool; and to
demonstrate the benefits to Blue Care
clients of AEP led interventions.”
Now, in a typical week, Richelle runs
two hydrotherapy sessions, seven
group exercise sessions for strength,
balance and mobility, two pulmonary
rehabilitation classes, a healthy
brains program for people with mild
cognitive impairment and conducts
individual AEP consults. Richelle
is also in the process of recruiting
participants into the Healthy Eating
Activity & Lifestyle (HEAL™) program
having recently completed HEAL™
facilitator training through ESSA in
Brisbane.
“It’s a pretty full week but I thoroughly
enjoy the work I do. In the aged
care sector it is all about helping
people to maintain, and hopefully
also regain, functionality that has
been eroded due to illness, injury or
cognitive decline. The rewards of
seeing a client’s strength and agility
improve are tremendous. It is also
fantastic when you hear from the
clients (and their carers) how much
they enjoy coming to the classes.
It’s not just about the exercise; it’s
about the social interaction as well
and exercising in a comfortable
environment with people who
possess similar values and abilities.
14

September 2014

The Azure Blue facility is HACC
(Home and Community Care) funded
to provide services for older people in
the community identified as requiring
support. Once an older person has
been assessed for HACC services,
Blue Care will consult with them as
to what will be effective interventions
for them. This may include things
such as in-home personal care, meal
delivery and allied health services.
“If we find on-assessment that the
person is experiencing a lot of falls, is
having problems with mobility or has
a chronic condition such as diabetes,
COPD or cognitive decline then we
will let them know about the exercise
and education group programs we
offer here at Azure Blue. If the person
does not feel comfortable or ready
to join a group class then they can
start by seeing me on an individual
basis to address specific issues. I
think for the current cohort of people
over 80 years of age, the concept of
going to a facility to exercise can be
a bit daunting; it isn’t a concept they
have grown up with. Part of my role
is to dispel the myth that exercise
facilities are only for younger people:
to educate clients that everyone can
benefit from regular physical activity,
regardless of age or previous exercise
history.”
“To be honest,” said Richelle, “when
I first started in my degree at the
University of Queensland I thought
I would be working with athletes on
graduation. However, the further I
got through my studies the more
I realised how much impact an
exercise physiologist can have on the
quality of people’s lives, particularly
older people, and this started me off
down a different career path. One
of the best things I did was to join
ESSA as a student member early in
my degree course. I was then able to
keep up with the industry news and
track the types of jobs on offer. I also
took the opportunity to do continuing
education courses (webinars and
workshops) through ESSA in the
areas of work that interested me.
This helped me prepare myself for

work and in actual fact the position I
have now was advertised through the
ESSA website.”
When I asked what qualities you
needed to work in the ageing and
aged care sector, Richelle replied, “I
think most importantly you need to
be able to empathise with people: to
walk in their shoes and understand
the challenges they face to being
physically active and to help them
overcome those challenges. You also
need to be enthusiastic about what
you do and to celebrate with your
clients the health improvements they
are making. This is a great sector
to work in; a sector where you can
use your clinical and interpersonal
skills to make a massive difference
in the health and wellbeing of your
clients. Through my work as an
AEP I have been fortunate enough
to promote the gift of exercise and
have seen individuals with extremely
poor mobility and strength regain
their independence, confidence and
mobility and effectively get out of bed
and walk to the shops. These are
functional tasks that some people
haven’t done for years and certainly
should not be taken for granted.”
Editor’s note: The Living Longer Living
Better reforms that have occurred in the
aged care sector over the past 2 years
have placed increased focus on providing
wellness and reablement services to
older people. ESSA believes AEPs are
well placed to lead this cultural change
due to the synergies with the ethos
of the AEP profession. ESSA recently
submitted a response to a discussion
paper on the future of the Commonwealth
Home Support Programme in which we
highlighted these synergies and the work
of AEPs in this sector. A copy of this
submission can be found on the ESSA
website www.essa.org.au. Contact Dr
Sharon Hetherington if you would like
more information about working in this
sector. Sharon.Hetherington@essa.org.au

GETTING
TO KNOW
YOUR LOCAL
ACCREDITED
SPORTS
DIETITIAN
By Alison Patterson (nee Garth) – Advanced Sports
Dietitian
It was great to see many members at the 6th Exercise
& Sports Science Australia Conference and Sports
Dietitians Australia Update: Research to Practice in
Adelaide. We were tempting (bribing!) delegates into the
Sports Dietitians Australia (SDA) stand to answer a quick
pop quiz in return for some cereal and flavoured milk
(thanks to our partnership with Dairy Australia). Here’s a
quick overview of what you told us...
1. Do you work alongside a sports dietitian?

be healthier and perform at their very best in a safe and
ethical way. SDA members participate in a rigorous
assessment process to attain an AccSD qualification
including regular audit and re-accreditation every three
years, setting the benchmark for knowledge and practical
experience in sports nutrition. Members with higher level
academic qualifications and practical experience are
recognised as Advanced Sports Dietitians. Importantly
(and often overlooked), the role of an AccSD reaches far
broader than our top-tier elite athletes. Our vision is that
AccSDs are an integral part of every committed athlete’s
support team, helping them to achieve their performance
goals.
We also asked delegates to rate the 3 most important
things that a sports dietitian does to help improve
athlete performance? Here’s what you said…
These results are great news for us, as it shows you do
recognise all the clever stuff an AccSD does. As they
operate across a wide range of activities, AccSDs do far
more than just write meal plans and take skinfolds. Our
roles are many and varied and can include:
Development of individualised, strategic nutrition plans
to maximise performance regarding the type, timing
and quantity of food and fluids required by the athlete. If
appropriate for the individual, integration of supplements
at key time points will be driven by clear, evidence based
supplement policies and protocols.
Management of body composition to help athletes
achieve and sustain individualised targets to enhance
performance and minimise injury risk.
Travel and match day nutrition planning, allowing
nutrition goals to be achieved while on the road.
Life skills education such as cooking classes for athletes
who have just moved out of home and can’t rely on
family to help provide meals after training anymore or
trips to the supermarket to learn how to fill the trolley
with foods that tick their sports nutrition goals while not
blowing the budget.
Policy development across a range of topics including
sports supplements, injury rehabilitation, sports canteen
menus.

2. How often would you recommend that an athlete
seeks advice to review their diet?

Research projects to ensure that AccSDs remain at the
forefront of sports nutrition knowledge and perhaps even
more importantly, translating this research from the lab
to the table to optimise athletic performance.
…to name a few
AccSDs and ESSA members working together

We were a bit surprised to learn the vast majority of
delegates said they don’t work alongside a sports
dietitian. And, if they are engaging with a sports dietitian,
referrals for athletes to obtain a dietary review are often
infrequent. What a fantastic opportunity this is for both
of us!
Are you missing out? Partnering with an Accredited
Sports Dietitian (AccSD) can help your clients feel better,

Working alongside ESSA members in the management
of clients has a number of positive outcomes for
AccSDs. Not only does it help to maintain client
satisfaction, and protect all parties from operating
beyond our scope of practice, it also builds professional
networks and facilitates mutual learning opportunities.
So, next time you have a client with committed exercise
or body composition goals put them in touch with
an AccSD to help them achieve (or exceed!) their
performance expectations. To find an AccSD near you
follow this link: http://www.sportsdietitians.com.au/
findasportsdietitian.
We look forward to working with you!
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A CALL TO ACTION:

EXERCISE AS
TREATMENT FOR
PATIENTS WITH
MENTAL ILLNESS
Robert Stanton A,F, Simon RosenbaumB,C, Megan KalucyC,D, Peter
ReaburnE and Brenda HappellA
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Abstract
Mental illness affects the lives of a significant number
of Australians. In addition to pharmacological and
psychological interventions, exercise has demonstrated
benefits for people with mental illness including symptom
reduction, improved cardiovascular risk profile and
improved physical capacity. Unfortunately, evidence
shows that clinician-delivered exercise advice is not
routinely offered. This is despite patient acceptability for
exercise. This article summarises the recent evidence
supporting the prescription of exercise for people
with mental illness and offers a model incorporating
basic exercise prescription, and referral pathways for
specialised advice. Current exercise prescription patterns
for people with mental illness may not meet patient
expectations; therefore, clinicians should consider
exercise referral schemes to increase the accessibility of
interventions for people with a mental illness.
Introduction
Approximately 7.3 million Australians will be affected
by mental illness during their lifetime (AIHW 2013).
The Institute of Health and Welfare estimates some 15
million, or more than 12% of GP encounters, are mental
health-related, with more than 2 million Medicaresubsidised mental health services provided by Australian
GPs in 2011–2012 (Britt et al. 2012). The economic
cost of mental illness is significant, with costs to the
Australian health-care system approaching A$7 billion
(AIHW 2013) or ~0.4% of Gross Domestic Product, while
the contribution of mental illness to lost productively in
the Australian workforce approaches A$6 billion (Hilton et
al. 2010).
There appears to be a strong reliance on pharmacotherapy
as the first-line treatment strategy for some mental
illnesses. For example, a survey of Victorian GPs (McGarry
et al. 2005) reported that more than 80% prescribed
medication to patients with depression. This trend in
prescribing rates of psychotropic medication is consistent
with cross-sectional analysis of Pharmaceutical
Benefits Scheme (PBS) data showing a 95% increase in
antidepressant medication prescriptions between 2001
and 2011 (Stephenson et al. 2013).
Australian clinical practice guidelines for the treatment
of some mental illnesses, including schizophrenia and
related disorders (McGorry et al. 2005) and depression
(Ellis 2004), advocate for the inclusion of physical activity
or exercise.
However, these guidelines do not include recommendations
on the frequency, intensity, time (duration) or type of
exercise intervention (FITT). These parameters, in addition
to the level of supervision and delivery mode, may be
critical to ensuring positive outcomes for people with
mental illness. In contrast, despite some evidence for
the effectiveness of exercise to manage overweight and
obesity in people with bipolar disorder (Elmslie et al. 2001),

the most recent Australian guidelines for the management
of bipolar disorder (Royal Australian and New Zealand
College of Psychiatrists Clinical Practice Guidelines
Team for Bipolar Disorder 2004) make no mention of the
potential therapeutic benefits of exercise.
Evidence for exercise
There is little doubt that pharmacotherapy or
psychotherapy is necessary and beneficial for some
patients with mental illness. However, there is growing
evidence that exercise may play a valuable role in the
treatment (Cooney et al. 2013; Malchow et al. 2013) and
prevention (Mammen and Faulkner 2013) of some mental
illnesses. For example, Cochrane reviews on exercise
and mental illness have confirmed the effectiveness of
exercise in the treatment of both depression (Cooney et
al. 2013) and schizophrenia (Gorczynski and Faulkner
2010). Furthermore, a recent systematic review of the
effects of exercise on anxiety disorders (Jayakody et
al. 2014) concluded that exercise may be effective as
a complimentary therapy but less effective compared
with traditional pharmacotherapy. Studies also show
therapeutic benefits of exercise for other mental illnesses
including panic disorder (Wolff et al. 2011) and obsessive
compulsive disorder (Brown et al. 2007; Abrantes et al.
2009).
Patients with mental illness are also more likely to be
overweight and have higher rates of cardiometabolic
disease compared with the general population (Galletly et
al. 2012).
Evidence suggests exercise may reduce cardiometabolic
symptoms in patients with mental illness (Caemmerer et
al. 2012) with few adverse events (Rimer et al. 2012) and
with exercise adherence rates similar to those observed
in the general population (Stanton and Reaburn 2014).
While there are some limitations with the generalisability
of the findings of some systematic reviews and metaanalysis, evidence for the efficacy and acceptability of
exercise in the treatment of mental illness is mounting.
Specific information is lacking when it comes to providing
exercise prescription recommendations based on the
FITT principle (Morgan et al. 2013a); however, a recent
review (Stanton and Reaburn 2014) suggested that the
exercise parameters likely to lead to positive outcomes
for people with depression are not markedly different to
those recommended for the general population (Table 1).
In particular, the availability of both group and individual
activities to which patients may be directed, based on
patient preference and accessibility, are likely have similar
effectiveness.
GP exercise prescribing rates
Despite the above evidence highlighting the effectiveness
of exercise for people with mental illness, little is known
about the exercise prescribing habits of Australian GPs
for this clinical population. An early study (McGarry et al.
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al. 2005) reported that approximately three-quarters of
GPs surveyed prescribed exercise to only 50% of their
patients with depression. A more recent study (Robertson
et al. 2011) reported that mental illness accounted
for only 7% of all conditions for which exercise was
prescribed by GPs. Lastly, data from the ‘Bettering the
Evaluation of Health and Care’ initiative (BEACH) suggest
that Australian GPs provide exercise counselling at a rate
of 1.3/100 encounters (Britt et al. 2012). Regardless of
the evidence for the efficacy of exercise as either a firstline or adjunct treatment for people with mental illnesses,
and, despite GPs rating becoming more physically
active above other therapeutic activities (Morgan et al.
2013b), the rates of GP prescribed exercise remains
low. The reasons for this are not fully understood. Some
(Abramson et al. 2000; Livaudais et al. 2005; Toosi et al.
2009), but not all (Frank et al. 2000; Rogers et al. 2006)
international studies report that physicians who engage
in higher levels of exercise themselves are more likely
to provide exercise counselling to patients. However, a
recent systematic review concluded that, in general, lack
of time and lack of knowledge are significant barriers to
exercise counselling by physicians (Hébert et al. 2012).
If these factors are representative of the barriers to
exercise prescription by Australian GPs, then the use of
incentive-based referral schemes such as the Medicare
Enhanced Primary Care scheme, for specialist care in
lifestyle management including exercise, would seem a
prudent inclusion in holistic patient care.
Exercise referrals
Accredited exercise physiologists (AEPs) are arguably the
most relevant allied health professional for Australian GPs
and other clinicians to refer patients with mental illness
to for exercise guidance. AEPs undergo rigorous clinical
training and supervision across several fields including
mental health. AEPs are becoming more frequently
employed in mental health services including Queensland
Health and Monash Health. Approximately one-third of
nurses working in mental health report discussing the
physical health of mental health consumers with AEPs
(Happell et al. 2014). The peak body for AEPs, Exercise
& Sports Science Australia, recently released a review on
exercise and mental illness, and several AEPs who are
researchers in the field of exercise and mental illness
have made significant contributions to the academic
and applied knowledge in the field (e.g. Rosenbaum et
al. 2011, 2014; Stanton and Happell 2014; Stanton and
Reaburn 2014; Stanton et al. 2014a, 2014b). However,
despite evidence of the effectiveness of referral schemes
for people with mental illness (Forsyth et al. 2009), a
recent survey reported that ~40% of AEPs have never
received a GP referral for patients with a mental illness
(Stanton 2013).
This contrasts markedly with the use of exercise referral
schemes in the UK where ~80% of GPs who have
access to exercise referral schemes utilise the resource
in the treatment of patients with depression (Mental
Health Foundation 2009). However, despite the high use
of exercise referral schemes in the UK, the uptake of
such schemes by patients is variable due to social and
motivational constraints (Donaghy and Taylor 2010).
Patient perspective
With patients becoming increasingly well informed, there
is a need to consider their knowledge and expectations
regarding treatment options. For example, Berk et al.
18
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(2013) recently reported that people with depression
view exercise as a highly regarded yet underutilised
self-management strategy. Moreover, recent evidence
points to the acceptability of GP-prescribed exercise
by patients with mild to moderate depression (Searle
et al. 2011). However, it needs to be recognised
that people with a mental illness may present with
significant barriers to the uptake of exercise including
low motivation, lack of enjoyment and persistent
fatigue (McDevitt et al. 2006; Carpiniello et al. 2013).
In addition to low motivation and comorbid health
conditions, Glover et al. (2013) reported people with
a mental illness specifically identify medication
side-effects and condition related symptoms as
significant barriers to participation in regular exercise.
Use of the available referral schemes may help bridge
the gap between growing patient expectations and
the actions of GPs.
Evidence exercise works: mechanisms of action
The mechanisms explaining the benefits of
exercise for people with mental illness are not fully
understood. However, one mechanism proposed
to explain the mood enhancing effect of exercise
involves an increase in brain-derived neurotrophic
factor (BDNF) that leads to increased neuronal
survival (Lipsky and Marini 2007). As BDNF is also
a powerful modulator of several neurotransmitters,
this may reduce stress reactivity, thus leading to
a reduction in allostatic load (Crews and Landers
1987). Exercise may also directly influence allostatic
load by decreasing sympathetic nervous system
and hypothalamic–pituitary–adrenal axis activity
(Tsatsoulis and Fountoulakis 2006). The resultant
reduction of allostatic load via indirect and direct
mechanisms leads to enhanced neuronal plasticity
and stress tolerance. This potential mechanism of
action is not dissimilar to that of antidepressant
medication. A detailed review of these pathways
is examined in Sylvia et al. (2010) and Helmich et
al.(2010).
A second potential mechanism is through
psychological means. Several recent reviews have
alluded to the befits of exercise in reducing anxiety
sensitivity, providing distraction to ruminating
thoughts, improved body image changes, social
reinforcement, experience of mastery, shift of
external to more internal locus of control, and
improved coping strategies (Stathopoulou et al. 2006;
Asmundson et al. 2013; Zschucke et al. 2013).
Practice implications
Evidence is mounting for the efficacy and
acceptability of GP-prescribed exercise for
patients with mental illness. The recent research
evidence strongly suggests a similarity in terms of
exercise recommendations to that of other clinical
populations or the general population. However,
the rates of exercise prescription by GPs or the
use of referral schemes for individualised exercise
advice for patients with mental illness is generally
low. General practitioners should be aware that the
benefits of exercise for people with mental illness are
similar to that of other chronic and complex health
conditions. To overcome the lack of knowledge as
a barrier to exercise prescription, GPs may consider
accessing Exercise is Medicine® Australia (www.

exerciseismedicine.org.au, verified 8 July 2014)
Exercise as treatment for mental illness Australian
Journal of Primary Health C or Exercise & Sports
Science Australia (www.essa.org.au, verified 8 July
2014).
International guidelines, developed subsequent to
those currently in place in Australia, recommend
the inclusion of exercise as first-line treatment of
patients with mental illness, particularly for those
with sub-threshold or mild to moderate depression
(National Institute for Health and Care Excellence
2009) or as an adjunct to pharmacotherapy for
patients with mild to moderate depression (Ravindran
et al. 2009). Based on recent evidence, we would
consider the routine inclusion of appropriately
developed, supervised and individualised exercise
interventions to be of value across a range of mental
illnesses, with few if any adverse events. In addition,
we would consider it timely to amend the current
clinical practice guideline developed for patients
with depression, schizophrenia and bipolar disorder
to include current best practice recommendations
for exercise prescription. Lastly, and consistent
with other authors (Coombes et al. 2013), we would
encourage the continued uptake of the Medicare
Enhanced Primary Care (MBS Item Number 10953)
and other referral schemes, to provide individualised,
evidence based exercise prescription for people with
mental illness. To assist GPs with understanding the
referral process, a general guide is offered in Fig. 1.
Alternatively, GPs may refer to the Medicare website
(http://www.health.gov.au/mbsprimarycare items,
verified 8 July 2014).
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TIME TO MOVE ON
PHYSICAL ACTIVITY AS
USUAL CARE FOR MENTAL
ILLNESS
A blog piece from Simon Rosenbaum, BSc (The George Institute for Global Health, Sydney,
Australia) recently featured by the CME Institute of Physicians Postgraduate Press, Inc.

Inactivity is estimated to cause 9% of premature
mortality worldwide,1 but recognition of the benefits of
being physically active is increasing. In addition to the
cardiometabolic benefits of regular bodily movement,
physical activity has repeatedly been shown to have
antidepressant and anxiolytic qualities, both as
monotherapy and as adjunctive therapy.2,3
For people experiencing mental conditions beyond
depressive disorders and anxiety, little evidence on useful
treatment strategies is available. However, support exists
for the notion of addressing the limited participation
in physical activity seen among people with serious
mental illnesses like schizophrenia, because a sedentary
lifestyle happens to be a key modifiable risk factor for the
development of metabolic syndrome. A recent editorial4
in The British Journal of Psychiatry made an urgent call
“for better clinical trial evidence to determine how best to
increase levels of physical activity”(p239) in people with
schizophrenia, while a subsequent letter5 made reference
to mental health physiotherapists as professionals
ready to lead the charge in delivering evidence-based
interventions.
Our review6 of 39 studies with varying participant
diagnoses, including major depressive disorder and
schizophrenia, aimed to determine what effect physical
activity has on symptoms of depression in people with
a mental illness, while also determining the impact on
symptoms of schizophrenia, anthropometry, aerobic
capacity, and quality of life.
The key findings were unsurprising, revealing that
indeed physical activity is effective in improving
both the physical health and mental health of people
experiencing mental illness. However, the effect sizes of
methodologically stronger trials were smaller than those
of studies of a poorer quality. We also found that the
intervention protocols were often poorly described, failed
to utilize clinicians with expertise in exercise prescription,
and often failed to meet basic principles of exercise
programming.
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Critics of physical activity interventions in people with
mental illness often cite studies with negative findings
such as those of Chalder et al,7 in which a predominantly
telephone-based intervention had little effect on mood
in a sample of participants with depression. Such
interventions are unlikely to be comparable to, for
example, supervised exercise programs incorporating
an individualized prescription and incorporating both
resistance- and aerobic-based components provided by
allied health clinicians (such as exercise physiologists
and physiotherapists). Unfortunately, this criticism
reflects the current conceptualization (and subsequent
lack of funding) of the role of physical activity as a
diversion strategy rather than as a clinically meaningful
intervention requiring clinicians with unique expertise.
At what point do we decide that sufficient evidence
exists for a cultural change within psychiatric care,
whereby exercise physiologists or physical therapists
(and indeed dietitians) are considered as standard
members of the multidisciplinary mental health team?
Such paradigm shifts are often limited by the bottom
line. Rather than looking at the cost of delivering such
interventions, we need to consider the cost of failing to
do so.
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MEDICARE
LOCALS TO
PRIMARY HEALTH
NETWORKS
In December 2013 the new government commissioned a
review of the Medicare Locals – the primary health care
organisations established under the previous government.
The review was to consider all aspects of their structure,
operation and function and to provide advice on future
directions. The report prepared by Professor John
Horvath was released in May 2014 and details 10
recommendations for government to consider in the
context of the current Medicare Locals’ operation.
The government has committed to implementing all 10
recommendations from the review report, with the current
funding for Medicare Locals ceasing on 30 June 2015 and
Primary Health Networks (PHN) to commence from 1 July
2015.
What are the major changes?
Some of the major changes that have been proposed and
potentially impact ESSA members include:
General Practice to be reinforced as the cornerstone of
primary health care
Medicare Locals evolved from Divisions of General
Practice, which had general practice at the core of all
their operations. A directive through this evolution was to
embrace the wider primary health care sector. However it
has been suggested in the Horvarth report that Medicare
Locals may have disempowered and disengaged GPs
through this process. PHNs are recommended to reestablish the GP’s role as central to effective primary
health care. To do this PHNs will provide practice support
roles to general practice (i.e. assisting General Practice
in the adoption of electronic health records) and ensure
GPs have a significant presence within clinical councils.
The clinical councils will be responsible for ensuring
that PHNs are accountable and relevant. They will align
with local hospital networks (LHNs) and provide a direct
link between clinicians and the PHN board for effective
local decision-making, particularly in the development of
clinical pathways and addressing gaps in service delivery.
The number of PHNs will be reduced significantly (2-3 in
each state and one in ACT, Tasmania and NT) and should
align with the LHN boundaries
PHNs will be established via a contestable process. It
is understood the current Medicare Locals, state health
departments and private organisations are all encouraged
to apply through this process. PHNs will engage with
the states to ensure their structure is most appropriate
for each region. Importantly, PHN’s engagement in
the primary health care sector should see an increased
focus on the private sector (i.e. private hospitals, private
allied health businesses and private health insurers),
corporate general practice, the entire aged care sector, the
indigenous community and NGOs. It has been suggested
that a limitation of Medicare Locals was their inability to
engage with the private sector particularly and this was
seen as a lost opportunity.

Once PHNs are fully operational, they may administer a
range of additional Commonwealth funded programs
It is envisaged that providing PHNs with funding
responsibilities will increase their authority and leverage
in the primary health care sector and help them to meet
their objectives of engaging with LHNs, state and territory
jurisdictions and also to ensure that funding decisions are
based on local needs rather than under Commonwealth
direction. Additionally, it has been suggested that
Medicare Locals lacked the economies of scale needed
to effectively achieve traction in the wider primary care
sector.
PHNs should only provide services where there is
demonstrable market failure, significant economies of
scale or absence of services
Currently, many Medicare Locals provide services to
the community. They employ healthcare professions
to run low-cost or fully subsided community programs.
Many AEPs are employed by Medicare Locals and run
various lifestyle modification programs or specific
exercise programs for clinical populations. PHNs will
not be service providers; their role will be restricted to the
purchase of services and funding. If they do need to take
on a service provision role this will be as a last resort and
will need to be approved by the Commonwealth.
PHN performance reporting will be aligned with LHN
outcomes (i.e. avoidable hospitalisations and readmissions)
It is suggested that primary health care sector does not
have access to significant health data to help inform
decision-making. PHN’s performance indicators will
be reflective of national health priorities and they will
be expected to contribute to broader data collection
strategies in this space.
ESSA’s comments
The transition from 61 Medicare Locals to significantly
less PHNs by June 2015 signifies a rapid change in the
next nine months. This is all to be done with minimal
disruption to current services and community access.
ESSA understands that Medicare Locals employ many
AEPs and some of our members will be facing job
uncertainty at the moment; however we also anticipate
increased opportunities for the private sector and
increased engagement for some members who previously
had limited links with their Medicare Local (i.e. those
working in NGOs or public hospitals). The establishment
of clinical councils also appears to present an opportunity
for members to become involved at a regional level to
guide clinical pathways and identify service gaps.
The Medicare Local review is a very concise report (16
pages) and it is recommended that ESSA members read
this report to ensure they understand the changes that
will be occurring in the primary health care sector. The
government has also developed a FAQ document which
answers many of the more common questions (http://
www.health.gov.au/internet/main/publishing.nsf/Content/
establishment-primary-health-networks-faqs). ESSA will
continue to communicate changes to the membership
as information is confirmed and we encourage members
currently working with Medicare Locals to contact ESSA
(louise.czosnek@essa.org.au ) should they require any
assistance during this transition phase.
Source: Professor John Horvath. Review of Medicare Locals. 4
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INDUSTRY
DEVELOPMENT
UPDATES

The group will work to develop various resources to
support the exercise and sports science graduate
and make contact with larger employers to educated
them about the skills of graduates and encourage
employment options.

There has been plenty of activity in health over the last
three months and the ESSA office staff have been busy
forging new relationships and opportunities for our
members. We encourage members to become involved
in this process and contact ESSA if you are willing to
contribute to some of the initiatives we are pursuing. Below
is a summary of recent activities:

ESSA is a member of the DVA allied health advisory
council and attended the latest meeting in July
2014. It provides ESSA with a unique opportunity to
raise issues on behalf of our members and feedback
to DVA on suggested changes/opportunities to
enhance process. DVA provide representatives from
their provider engagement team and all allied health
organisations are invited to attend.

ESSA has been working closely with the NSW Office
of Ageing to develop initiatives that promote healthy
ageing through the middle years. Most recently, ESSA
was successful in obtaining a $30,000 grant from the
NSW Office of Ageing to develop a program aimed at
encouraging community and care workers to start a
conversation about physical activity with their clients. The
project will involve developing resources for older adults
(i.e. fridge magnets with instructions for basic exercise) and
providing training to community workers to help them start
the conversation about physical activity with their clients.
The education package will be developed and delivered by
AEPs with a focus on early referral to an AEP where needed.
Late last year, ESSA received feedback from members
stating that many of our projects and lobbying activities
appear to be directed towards members in private practice
and we need to do more for those members working in
public health. ESSA acknowledged this and has since
commenced lobbying work to provide greater support for
AEPs working in the hospital and community health setting,
and increase workforce opportunities in this area. This has
involved compiling comprehensive data on AEPs working
in the hospital setting and developing supportive business
cases advocating the value of AEPs in the hospital and
community health setting. Furthermore, AEP hospital
networks are currently established in QLD, NSW, VIC and
SA. ESSA also sent a representative to the recent Activity
Based Funding conference held in Melbourne.
Through our membership of the National Aged Care
Alliance, ESSA was able to secure a meeting with the
Shadow Minister of Aging and Indigenous Affairs Shayne
Neumann. We took this opportunity to discuss many
issues pertinent to our profession in the aged care sector.
In particular, we discussed the exclusion of AEPs within the
Aged Care Funding Instrument and the leading role AEPs
can play in facilitating a culture of reablement and wellness
within aged care.
ESSA has continued our private health fund work and
written a submission to all the health funds that do not
cover AEP services, or where the cover is inadequate,
requesting they are added to the funds rebatable services.
Further, we have also met with a health fund consultant
who is advising ESSA on the most effective approach
to take with health funds to ensure we obtain positive
outcomes from our lobbying.
ESSA is in the process of establishing an exercise science
working group to develop the career options and pathways
for the non-clinical exercise and sports science graduates.

ESSA was selected to provide input into the Qld
Health Happier.Healthier campaign. This has involved
providing physical activity advice and exercise
programs which will be promoted widely to the
Queensland population through multiple modes of
media.
ESSA has received numerous requests over the last
couple of months to input into the development/review
of various health programs. A sample of the recent
submissions drafted includes: changes to the home
and community support program, prescribing rights
for credential diabetic educators, diagnostic rights and
eHealth, funding cuts to universities.
We have attended multiple meetings with stakeholders
including:
• Meeting with the YMCA to discuss employment of
AEPs in their centres to assess and develop exercise
programs with moderate and high risk individuals
• Ongoing meetings with Service Skills Australia and
Fitness Australia to voice our opposition to proposed
changes to the Diploma of Fitness
• Meeting with Dietitians Association of Australia to
develop a statement on the physical health of people
with mental illness
• Monthly meetings with both WorkCover NSW and
Motor Accident Authority to actively participate in
updating allied health framework and treatment plans,
respectively
• Meeting with South Western Sydney Medicare Local
to plan HEAL activities for 2015 and prepare for
the transition of Medicare Locals to Primary Health
Networks.
To enable members to access information about
industry updates when it suits them, a new tab has
been added to the member’s only section of the
website - Industry Updates. This tab will be dedicated
to keeping members informed about the lobbying,
advocacy, submissions and major projects that ESSA
undertakes on behalf of members. Conveniently,
members can access this information in a time and
location that suits them. Please feel free to contact
Louise Czosnek louise.czosnek@essa.org.au if you
would like further information about any of the work
above or specific lobbying/advocacy being undertaken
on behalf of the industry.
Activate
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BEST PRACTICE
CLINICAL
NOTE TAKING
FOR HEALTH
PROFESSIONALS
Katie Williams, ESSA Industry Development Officer,
BAppSc(HMS) (Hons), AEP ESSAM, Adv Dip Mgmt
It is imperative that exercise and sports science
professionals follow best practice record keeping and
clinical note taking processes to avoid adverse clinical,
ethical or legal ramifications.
Accurate and complete case notes are a requirement of
many regulatory bodies, and may also be drawn upon
following any accusation of malpractice against a health
professional. Many cases that proceed to litigation may
occur a significant time after treatment, when a health
provider’s memory of the treatment provided is less clear.
Detailed clinical notes can often become the only reliable
method of documenting what transpired, providing
defence in a complaints scenario against a health
professional.

presenting condition(s), medications, precautions and
contraindications)
• Details of the contractual relationship
• Dates that the service was rendered/initiated, including
written and telephone correspondence
• Patient appointment no-show, cancellation or late
arrival
• Practice location if other than the primary place of
business
• Reports of abuse, threats of self-harm or other
highly concerning issues that meet provider legal
responsibilities for duty of care
• Details of supervision, consultation and coordination of
patient care (e.g. liaising with other health professionals)

The following points highlight some important
considerations and best practice processes for health
professionals to ensure effective record keeping.

• Patient assessment and intervention plan (anticipated
type, number and/or frequency of services and expected
outcomes or results of the treatment regime)

1. Accurate and complete case notes and client records

• Patient progress toward established goals

Clinical notes are an essential component of a patient’s
treatment session, whereby information should be
accurate, objective, and necessary only for the purpose at
hand. The ESSA Code of Professional Conduct and Ethical
Practice highlights that the “maintenance of complete
and accurate records is essential to the proper and
professional conduct of the practice of an Exercise and
Sports Science Professional”.

• Details of any aids or appliances required

Importantly, the patient’s clinical record must be
contemporaneous, whereby the health provider must
complete the clinical notes at the time the service was
rendered (or initiated as soon as practicable afterwards).
A practitioner should never alter previous clinical note
entries. However, record review and information updating
pertinent to the intervention process is appropriate.

• Pre and post intervention warnings, instructions
or advice provided to the patient. This includes
communication regarding treatment options and costs,
and any subsequent changes of the treatment plan

Important details to include in your patient’s clinical notes
include:
• Patient history and clinical details (e.g. name,
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• Clinical judgements and conclusions, this may
include evidence to support professional actions and
demonstrate professional competence
• Session termination details (plan for next appointment,
review period or referral to another practitioner)

• Patient written informed consent.
SOAP notes are a useful format for documenting the
progress of a patient during treatment and are generally
the approach preferred by many regulatory bodies. SOAP
is an acronym for Subjective, Objective, Assessment and
Plan.

Subjective: what your patients says about the problem/
intervention.

and security of stored records in accordance with
legislative requirements.

Objective: your objective observations and treatment
interventions (e.g. validated outcome measurement,
diagnosis).

In many cases, regulatory bodies can request providers
supply a copy of their clinical notes to substantiate billing
of services or during annual random audits of treatment
providers.

Assessment: your analysis of the various components of
the assessment.
Plan: how the treatment will be developed to reach the
goals or objectives.
2. Keeping client records
Ethical standards require that patient records be kept
confidential, secure, and free from unauthorised access.
Health professionals are required to keep client records
for a minimum of seven years since last client contact,
unless legal or other requirements specify otherwise.
3. Privacy
The relationship between a health professional and
client should be based upon confidentiality and trust.
Health professionals should use several strategies to
protect client records and transmission of confidential
information, particularly with modern advances in
information technology.
As highlighted by the ESSA Code of Professional Conduct
and Ethical Practice, “an Exercise and Sports Science
Professional must not, save as required by Law, disclose
Client information obtained professionally to any third
party without the informed and written consent of the
Client…” Exceptions and limitations of that principle
include lawful requests made by any regulatory body,
investigating authorities, or any other party entitled to
records. Health professionals should inform the client in
advance of such limitations of confidentiality.

5. Management obligations
Managers play an important role in supporting and
facilitating effective administrative record keeping
in businesses. It is important managers articulate
expectations of staff for record keeping that will enable
communication, coordination and continuity of care and
meet requirements of professional and regulatory bodies.
Staff should be provided with the support and resources
needed to undertake their duties effectively. With
respect to adequate record keeping this may include
management provision of training and professional
development, policies and procedures regarding record
keeping, including record keeping responsibilities in
employee job descriptions and performance criteria, a
staff code of conduct that includes expected behaviours
and legal responsibilities, and appropriate security
systems to protect records.
Final point
Always keep in mind that clinical notes may potentially
be requested by a third party such as a patient, another
health professional, regulatory body or legal team.
Insufficient or incomplete patient records risk a lack of
protection in the unfortunate event of an adverse patient
outcome, or worse, accusation of malpractice.

Any released patient information should be marked
Private and Confidential, and state that the information
may not be released to anyone else. Confidential
information obtained from another professional should
not be released. Other strategies to protect client privacy
include password protected or encrypted client files on a
computer, avoiding storage of patient clinical information
on unsecure cellular phones and devices and making
provisions for protecting confidentiality in the disposal of
client records.
4. Regulatory body requirements
Regulatory bodies such as Australian Sports AntiDoping Authority, Department of Veterans’ Affairs (DVA),
Medicare Australia and Workers Compensation and
health insurance agencies require health professionals to
meet best practice clinical record keeping guidelines.
For example, DVA requires a health care provider to
formulate a written Patient Care Plan following the first
consultation with each entitled person, which should be
revised with any changes in the entitled person’s clinical
circumstances.
The Nationally Consistent Approval Framework for
Workplace Rehabilitation Providers mandates certain
clinical record keeping standards that treatment providers
must meet within the Workers Compensation system.
Specifically, this includes completion of comprehensive,
accurate and accessible records pertaining to all clients
Activate
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EXERCISE IS MEDICINE AUSTRALIA THE STATE OF THE NATION
Australians are living longer than ever before, but at what
cost? Lifestyle related chronic diseases are taking an
increasing toll, with chronic diseases accounting for 90%
of all deaths in 2011.
Australia’s Health 2014, the biennial report released by the
Australian Institute of Health & Welfare presents a mixed
picture of the state of the nation.
First, the good news:
• Australia is ranked consistently in the top 10 for life
expectancy
• Daily smoking rates have dropped to from 43% in 1964 to
16% in 2010
• Five-year survival from all cancers has increased over
time, from 47% in 1982–1987 to 66% in 2006–2010
• A 20% decrease in the rates of heart attacks from 20072011
• The rate of stroke events has fallen by 25%, with death
rates from stroke down by 70% in the last 30 years.
And the downside:
• 70% of all cardiovascular disease mortality in Australia
has been attributed to the combined effects of high blood
pressure, high cholesterol and physical inactivity
• Indigenous Australians are 3 times more likely to
have diabetes, and people living in an area of lower
socioeconomic status have 40% higher rates of coronary
heart disease
• 45% of Australian adults will experience a mental disorder
in their lifetime

ageing or population growth. While debate continues on
the reasons for this, the increased burden on the health
care system is certainly clear.
The full and brief reports are available here: http://www.
aihw.gov.au/publication-detail/?id=60129547205
What can be done?
The World Health Organization estimates that up to 80%
of heart disease, stroke and type 2 diabetes, and more
than one-third of cancers worldwide, could be prevented by
eliminating smoking, unhealthy diet, physical inactivity and
the harmful use of alcohol.
Exercise is Medicine Australia’s vision is to make physical
activity and exercise a standard part of a disease
prevention and treatment medical paradigm in Australia,
thus leading to the overall improvement in the public’s
health and long-term reduction in healthcare cost.
EIM Australia’s resources such as factsheets are a great
tool to raise awareness of the benefits of exercise. EIM
Australia and ESSA have recently put together a GP Visit
Kit, available on the member resources page. From tips
on how to build a successful relationship with your GPs
through to customisable resources, this is a must have for
AEPs!
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. And don’t forget to follow us on Facebook!
To find out more about what Exercise is Medicine
Australia can offer you, check out the website http://
exerciseismedicine.org.au or contact the EIM Project
Leader at carly.ryan@essa.org.au or (07) 3862 4122.

• 63% of Australian adults were overweight or obese as at
2012
• Nearly 3 in 5 Australians did not meet the physical
activity guidelines.
While much of the chronic disease burden may be
attributed to an ageing population, over the past 25 years
health expenditure has increased at a faster rate than
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HEAL™:
MOVING INTO
NEW AREAS
OF CARE
In past editions of Activate we have
reported on the effectiveness of the
Healthy Eating Activity & Lifestyle
(HEAL™) program in improving
health outcomes for people living
with, or at risk of, a variety of chronic
conditions such as type II diabetes,
cardiovascular disease and obesity.
In the past 12 months we have
seen the program being delivered
to more diverse population groups
and wanted to share some of these
experiences with Activate readers.
HEAL™ is an 8-week lifestyle
modification program in which
participants complete an hour of
supervised physical activity and an
hour of healthy lifestyle education
each week. The physical activity
sessions and education content
assist people to instigate long term
behaviour change using techniques
such as reflective listening, goal
setting and lifestyle coaching.
Organisations such as Karrilika
Programs in the ACT and Macquarie
Hospital in NSW are recognising
the potential of the HEAL™ program
to help their clients achieve better
health.
Karralika Programs are residential
and outreach programs for people
recovering from drug and alcohol
dependence. The principles upon
which Karralika Programs supports
recovery are: self-determination,
empowerment, holistic wellbeing,
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connectedness, harm minimisation
and positive living.
Karralika Programs staff have been
delivering HEAL™ for the past 12
months to clients living voluntarily in
the Karralika Therapeutic Community
and to adult men detained in the
Solaris Therapeutic Community.
Karralika Programs CEO, Camilla
Rowland said of the program, “We
know from experience and from
the literature that good nutrition is
particularly problematic for people
with alcohol and / or other drug
dependence. Problems vary widely
and include failing to eat, eating foods
with low nutritional value, episodes
of binge eating, emotional eating and
eating to satisfy cravings. Education
about the importance and benefits
of healthy eating is an important
part of the recovery journey. In our
therapeutic communities we support
this education by involving clients in
preparing daily meals and in sharing
mealtimes together. Physical activity
is equally important in recovery as
it helps to relieve stress, improves
mood and provides opportunities
for social interaction in a healthy
environment. We do a lot of sportbased activities with clients as well
as mind-body activities such as Tai
Chi. After running our initial cycles
of HEAL™ we added four additional
sessions on smoking cessation;
basic life support; mindfulness and
spiritual health; and sexual health

to better address the needs of our
clients, we call this the HEAL™ Plus
program.” If readers would like to hear
more about the Karralika Programs
experience, staff from the centre will
be conducting a webinar for ESSA
later this year.
Macquarie Hospital is a 195
bed specialised mental health
residential facility for adults with a
serious mental illness. Seven staff
at Macquarie Hospital recently
undertook the facilitator training to
deliver the HEAL™ program, including
an exercise physiologist, two
dietitians, a clinical nurse specialist,
two occupational therapists and a
psychologist. Jan Plain, manager
of Macquarie Hospital’s Wellbeing
Unit, explains their interest in
implementing HEAL™, “We see
HEAL™ as a program with potential
for a consistent approach to
physical health care interventions
and to support our patients’ self
management of their eating and
physical activity behaviours. We are
looking forward to implementing
the program and working with other
mental health services that are
running HEAL™ programs to assess
its effectiveness for people with
mental illness”, said Jan.
If you have any questions about any
aspects of the HEAL™ program please
contact Dr Sharon Hetherington at
Sharon.Hetherington@essa.org.au.

STUDY AT
AUSTRALIA’S
LEADING SPORT
UNIVERSITY.

Apply now for the Master of Clinical Exercise Science
and Rehabilitation (ESSA-accredited) at Australia’s
leading sport university.
At Victoria University we offer a range of postgraduate
sport qualifications with flexible study options and
access to world class teaching and research facilities.
Secure your place as a leader. Apply now.
Visit vu.edu.au/leaders-in-sport

LEADERS IN SPORT
Victoria University CRICOS Provider No. 00124K
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TIME MANAGEMENT
MAR KE TI N G
LEADERSHIP
NE T WORKING
BUSINESS MANAGEMENT

Registrations are now
open for the 2015
ESSA Business Forum
• Hear from industry
experts
• Engage with fellow allied
health practice owners
• Learn from real case
studies
• Discover the latest trends
at the trade exhibition
• Network with fellow
members

Earlybird registration closes 21st March
2015, visit the website
for more details.

www.essa.org.au/2015businessforum
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