
A CROSS SECTIONAL ANALYSIS TO  
DETERMINE WHETHER 60 MINUTES IS ENOUGH

PHYSICAL ACTIVITY GUIDELINES  
AND CARDIOVASCULAR RISK IN 
CHILDREN: 

JUNE 2016

AN INSIGHT INTO 
EXERCISE INTERVENTIONS 

AND EATING DISORDERS

ALANAH  
DOBINSON

www.essa.org.au

ESSA’S EXERCISE PHYSIOLOGY  
PRACTICE OF THE YEAR WINNERS

HEALTHY CONNECTIONS  
EXERCISE CLINIC



NATHAN REEVES
PRESIDENT 

DR. KADE DAVISON
DIRECTOR

PROF STEVE SELIG 
DIRECTOR 

DR. SIMON ROSENBAUM
DIRECTOR 

SEBASTIAN BUCCHERI
DIRECTOR

LARINA TCHERKEZIAN
DIRECTOR 

PROF. AARON COUTTS
DIRECTOR
PROF. AARON COUTTS
DIRECTOR
KIRSTY RAWLINGS
DIRECTOR
PHILLIPA ELLIS
DIRECTOR

ANITA HOBSON-POWELL
CHIEF EXECUTIVE OFFICER

RACHEL COLLINS
P.A. TO THE CHIEF EXECUTIVE OFFICER

BELINDA BURKE 
OPERATIONS MANAGER

RACHEL HOLMES 
ACCREDITATION MANAGER

ZOE BICKERSTAFFE 
MARKETING AND COMMUNICATIONS 
MANAGER 

KELLIE DUGGAN
MARKETING AND COMMUNICATIONS 
COORDINATOR 

EMILY DONOHOE
DESIGN AND COMMUNICATIONS 
OFFICER

SARAH HALL 
PROFESSIONAL DEVELOPMENT OFFICER

JANETTE FRAZER-ALLEN 
STANDARDS OFFICER

LOUISE CZOSNEK
POLICY AND RELATIONS ADVISOR

KATIE LYNDON
INDUSTRY DEVELOPMENT  
AND ADVOCACY MANAGER

ALEX LAWRENCE
INDUSTRY DEVELOPMENT OFFICER

CARLY RYAN 
STANDARDS SUPPORT OFFICER 

 

DR. SHARON HETHERINGTON
INDUSTRY DEVELOPMENT OFFICER 

RENEE FITZGERALD 
PROJECT SUPPORT OFFICER

NARELLE O’LOUGHLIN
MEMBERSHIP OFFICER

NARDINE PRESLAND
ASSESSOR

MELISSA CREED
ASSESSOR

ASHLEE DEANE
ADMINISTRATION OFFICER

MICHELLE POETSCHKA
ADMINISTRATION OFFICER

CAMELLA HOLLAND-BRIGHTMAN 
RECEPTIONIST 

SUSAN BOLTON
OFFICE MANAGER

PETER ELLIS
EXERCISE IS MEDICINE PROJECT 
OFFICER

N
AT

IO
N

AL
 B

OA
RD

N
AT

IO
N

AL
 O

FF
IC

E 

POSTAL ADDRESS:

Locked Bag 102, Albion DC, Qld 4010
Phone: 07 3171 3335 Fax: 07 3318 7666 
Email: info@essa.org.au
Web: essa.org.au

Disclaimer: Activate magazine has been compiled in good
faith by ESSA. However, no representation is made as to the
completeness or accuracy of the information it contains. In
particular, you should be aware that this information may
be incomplete, may contain errors or may have become out
of date. This publication and any references to products or
services are provided ‘as is’ without any warranty or implied
term of any kind. Subject to any terms implied by law and which
cannot be excluded, ESSA accepts no responsibility for any
loss, damage, cost or expense incurred by you as a result of any
error, omission or misrepresentation in this publication. ESSA
recommends that you contact its staff before acting on any
information contained in this newsletter.

Do you know how to 

For Your Uniqueness?

Take the exercise right quiz
www.exerciseright.com.au/quiz

Exercise Right



It’s hard to believe we are midway through 2016 
already, I know we always ask, but where has 
the year gone?

Just a few weeks ago I was joined by 1200 
delegates at Research to Practice 2016 in 
Melbourne. To say the event was a success 
would be an understatement – from the program, 
to the speakers, the exhibition and even to the 
food – the entire conference exceeded all our 
expectations. My congratulations must go to 
our conference co-chairs - Prof. Nuala Byrne 
and Prof. David Bishop, the entire conference 
committee and all the National Office staff who 
managed to oversee a record breaking event.

The next Research to Practice will be held in 
Brisbane 2018, the event will run just before 
the Easter break and a week before the 2018 
Commonwealth Games, being held at the Gold 
Coast, so I encourage you all to think about 
booking accommodation now!

Another huge highlight for ESSA and industry 
was the release of the new Sports Science and 
High Performance Manager (Sports Science/
Sports Medicine) Accreditation. Following the 
Senate Inquiry into the “Practice of Sports 
Science in Australia”, ESSA stood up to take 
responsibility for the establishment of quality 
assurance requirements and regulatory 
processes for sports scientists within an 
individual code or sporting organisation. There 
has been a huge amount of work behind the 
scenes to get this off the ground, and is a piece 
of work I am incredibly proud of. Full details 
and application forms can now be found on our 
website.

On one more positive note, 2016 has seen our 
third national Exercise Right Week and I was 
delighted to see how many members are taking 
an active role in promoting our industry and the 
benefits of exercise. I can safely say this was 
the largest national campaign to date and with 
events being held up and down the country 
we are now reaching more people than ever 
before. I look forward to sharing the full results of 
Exercise Right Week with you in a future edition 
of Activate.

Before I sign off, I wanted to share with you some 
of my thoughts on the political scene. We are 
definitely facing some interesting times ahead 
with the Federal election being called for July 2. 
Neither side of the Government have given any 
attention to preventative health in their budget 
proposals, which of course, is hugely concerning 
to us. 

ESSA has developed a number of policy 
statement papers that we will be pushing 
to the Coalition, Labour, the Greens and the 
independents on what we believe should make 
up their healthcare policies. Over the coming few 
weeks we encourage members to use these with 
their local candidates.

Despite the election being called, work continues 
on the review of the Medicare system, Primary 
Health Care and Private Health Insurance. We 
expect to see a number of recommendations 
from these reviews to be public in the next 6 
months.

Healthcare services are looking to have a major 
change resulting in patient-centred care being 

the primary lever. Professionals and professional 
bodies are going to have to increase their 
marketing and communications to society (who 
are now being deemed the new decision makers) 
about healthcare services.

So as you can see, the second half of 2016 will 
be challenging for our industry and once again 
I urge all members to step up and do what they 
can to promote the great work we do and the 
lives we change each and every day.

If you have any questions about the political 
changes, please feel free to contact myself and 
be rest assured we will be doing all we can to 
make sure our members are  kept up to date.

Yours in health,

Anita Hobson-Powell
ESSA CEO

A WORD FROM THE CEO

INTRODUCING THE NEW        MONARK LC7TT TRAINER
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Monarks are designed for the sports medicine, rehabilitation and testing markets. Different models  
offer different protocols both in sub maximal and maximal tests as well as the ability to customise your 
own testing protocols.  The products cater from the de-conditioned  
to elite athletes.
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AWARD RESULTS
ASPIRE ACADEMY  AWARDS

YOUNG INVESTIGATOR –  
EXERCISE SCIENCE & HEALTH
Winner:
217, Lauren McKeown
University of Western Australia, Perth, WA, Australia
A comparison of eccentric and concentric cycling in 
patients with chronic heart failure

Runner-Up:
210, James Devin
School of Human Movement and Nutrition Sciences, 
The University of Queensland, Brisbane, QLD, 
Australia
The temporal response of cardiorespiratory fitness to 
high-intensity or moderate-intensity exercise training 
and detraining in colorectal cancer survivors 

Finalists:
191, Max Nelson
University of South Australia, Adelaide, SA, Australia
Acute exercise induced changes to cardiac 
autonomic function are predominantly peripherally 
mediated

223, Joyce Ramos
Centre for Research on Exercise, Physical Activity 
and Health, School of Human Movement and 
Nutrition Sciences, The University of Queensland, 
Brisbane, QLD, Australia
High-volume high-intensity interval training 
modulates cardiac autonomic control in individuals 
with the metabolic syndrome

241, Katrin Dias
School of Human Movement and Nutrition Sciences, 
The University of Queensland, St Lucia, QLD, 
Australia
Is supervised high intensity interval training feasible 
in obese children?

253, Matthew Jones
School of Medical Sciences, The University of New 
South Wales, Sydney, NSW, Australia; Neuroscience 
Research Australia, Sydney, NSW, Australia
Exploring the mechanisms of exercise-induced 
hypoalgesia using laser evoked potentials in healthy 
individuals

324, William Smiles
Mary MacKillop Institute for Health Research, 
Centre for Exercise and Nutrition, Australian Catholic 
University, Melbourne, VIC, Australia
The Deleterious Effects of Post-Exercise Alcohol 
Ingestion on Intramuscular Response-Adaptation 
Processes

329, Bill Tachtsis
Australian Catholic University, Melbourne, VIC, 
Australia
Identifying the role of p53 in exercise adaptation 
following endurance exercise 

335, Sharon Kramer
The Florey Department of Neuroscience and Mental 
Health, University of Melbourne, Melbourne, VIC, 
Australia; The Florey Institute of Neuroscience and 

Mental Health, Melbourne, VIC, Australia
Stroke survivors use more energy while walking early 
after stroke compared to matched controls

349, Andrew Hibbert
Institute of Sport, Exercise & Active Living, Victoria 
University, Melbourne, VIC, Australia; College of Sport 
& Exercise Science, Victoria University, Melbourne, 
VIC, Australia
Moderating effect of transcutaneous electrical nerve 
stimulation on paced exercise

354, Philip Shambrook
La Trobe University, Bendigo, VIC, Australia
A single bout of low intensity exercise can positively 
affect postprandial glucose 

357, Nicole Vargas
Charles Sturt University, Bathurst, NSW, Australia
The effects of carbohydrate swill or ingestion on 
interleukin-6 and its soluble receptors during a 30km 
time trial performance

YOUNG INVESTIGATOR – SPORTS SCIENCE 
Winner:
314, Christopher Stevens
Applied Sport Science and Exercise Testing 
Laboratory, University of Newcastle, Ourimbah, 
NSW, Australia
Should endurance athletes competing in the heat 
focus on cooling before or during competition?

Runner-Up:
360, Brendan R Scott
School of Psychology and Exercise Science, 
Murdoch University, Murdoch, WA, Australia; 
Applied Sports Science and Exercise Testing 
Laboratory, University of Newcastle, Ourimbah, 
NSW, Australia
Hypoxia during resistance exercise does not 
affect physical performance, perceived exertion or 
neuromuscular recovery from training

Finalists:
163, Thomas A. Debenedtics
Alliance for Research in Exercise, Nutrition and 
Activity (ARENA), Sansom Institute for Health 
Research, University of South Australia, Adelaide, 
SA, Australia
The Prevalence of Dysfunctional, Asymmetrical and 
Painful Movement in Junior Elite Australian Football 
Players and the Associated Risk of Injury

177, Brooke Devlin
La Trobe University, Melbourne, VIC, Australia
Influence of CYP1A2 polymorphism and caffeine on 
sprint performance during a soccer match simulation

204, Caroline Robertson
School of Human Movement Studies, Charles Sturt 
University, Bathurst, NSW, Australia
Exogenous cortisol alters cerebral responses and 
peak power but does not alter overall exercise 
performance
 

330, Jill Leckey
Mary MacKillop Institute for Health Research, 
Centre for Exercise and Nutrition, Australian Catholic 
University, Melbourne, VIC, Australia
Carbohydrate dependence during prolonged 
simulated cycling time-trials

EARLY CAREER RESERACHER –  
EXERCISE SCIENCE & HEALTH 
Winner:
146, Ashlee Hendy
Deakin University, Melbourne, VIC, Australia
Cross-activation of the motor cortex at increasing 
unilateral contraction intensities in the lower limb

Runner-Up:
144, Jenny Gianoudis
Deakin University, Melbourne, VIC, Australia; The 
University of Melbourne, Melbourne, VIC, Australia
Efficacy of an 18-month Community-based, Multi-
modal Exercise Program on Bone Density, Muscle 
Function and Knee Cartilage Health in Older Adults at 
Risk for Falls and Fracture

Finalists:
194, Martin Schultz 
University of Tasmania, Menzies Institute for Medical 
Research, Hobart, TAS, Australia
Exaggerated blood pressure response to the early 
stages of a clinical exercise stress test predicts 
the presence of hypertension confirmed by gold-
standard 24-hour ambulatory BP

218, Bonnie Furzer
University of Western Australia, Perth, WA, Australia
Reliability and Validity of the adapted Resistance 
Training Skills Battery for Children

323, Donny Camera
Mary MacKillop Institute for Health Research, 
Centre for Exercise and Nutrition, Australian Catholic 
University, Melbourne, VIC, Australia
Modulation of circulating microRNA’s between ‘high’ 
and ‘low’ responders following a 16 week diet and 
exercise weight loss intervention

365, Xu Yan
Institute of Sport, Exercise and Active Living (ISEAL), 
Victoria University, Melbourne, VIC, Australia
Changes in Peak Power performance predict skeletal 
muscle mitochondrial function after 4 weeks of High 
Intensity Interval Training (HIIT) in the Gene SMART 
study

EARLY CAREER RESERACHER –  
SPORTS SCIENCE 
Winner:
299, Geoffrey Minett
School of Exercise and Nutrition Sciences, 
Queensland University of Technology, Brisbane, 
QLD, Australia; Institute of Health and Biomedical 
Innovation, Queensland University of Technology, 
Brisbane, QLD, Australia
Peer presence increases reported session rating of 
perceived exertion
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DEAKIN UNIVERSITY  
PRACTITIONER 

ASICS 
POSTER AWARD ORAL PRESENTATIONS

POSTER
AWARD

EXERCISE & SPORTS SCIENCE 
AUSTRALIA AND EUROPEAN 
COLLEGE OF SPORT SCIENCE 
RESEARCH EXCHANGE 

Winner:
291, Vincent Kelly
School of Human Movement and Nutrition Sciences, 
The University of Queensland, Brisbane, QLD, 
Australia; Brisbane Broncos Rugby League Club, 
Brisbane, QLD, Australia
The training periodisation of a professional National 
Rugby League team over three consecutive preseason 
periods

Runner-Up:
111, Andrew Murnane
ONTrac at Peter Mac, Peter MacCallum Cancer 
Centre, Melbourne, VIC, Australia
Exploring the impacts of a cancer diagnosis on 
functional capacity among adolescent and young 
adults (AYA: A retrospective review on exercise 
physiology (EP) intervention)

Finalists:
155, Jay Ebert
Hollywood Functional Rehabilitation Clinic, Nedlands, 
WA, Australia; School of Sport Science, Exercise and 

Health, The University of Western Australia, Nedlands, 
WA, Australia
Autologous Tenocyte Injection for the treatment of 
chronic gluteal tendinopathy: a clinical case series study

216, Kathlynne F. Eguia
Therabilities Inc., Pasig City, Philippines; TherapyWorks 
Inc., Paranaque City, Philippines
Object control skills training of children with intellectual 
disability: research to practice

319, Kirsty Mackwell
Peninsula Health, Melbourne, VIC, Australia
Exploring staff and patient experiences and outcomes 
following a pilot multi- cancer type rehabilitation 
program

339, Nicholas Edwards
Feros Care, Coolangatta, QLD, Australia
Feros Care Forever Young Group program; translating 
falls prevention and exercise training research to 
community dwelling adults over 65

EXERCISE SCIENCE & HEALTH
Winner:
381, Lewis Fazackerley
Faculty of Health, University of Tasmania, 
Launceston, TAS, Australia
The cardiovascular effects of equipment-
based Pilates

Runner-Up:
151, Clint Miller
Deakin University, Centre for Physical 
Activity and Nutrition Research, School 
of Exercise and Nutrition Sciences, 
Melbourne, VIC, Australia
Testing the perceived feasibility 
and acceptability of a conceptually 
challenging exercise training program in 
older adults: A qualitative study

SPORTS SCIENCE 
Winner:
308, Kirstin Morris
The University of Queensland, Brisbane, 
QLD, Australia; Queensland Academy of 
Sport, Brisbane, Qld, Australia; 
Velocity, aerobic power and metabolic 
cost of whole body and arms-only front-
crawl swimming at various stroke rates

Runner-Up:
212, Andrew Novak
University of Newcastle, Ourimbah, NSW, 
Australia
Development of a video-based task 
to assess decision-making ability in 
mountain bike athletes 

EXERCISE SCIENCE & HEALTH
Winner:
325, Claire Munsie
Hollywood Functional Rehabilitation Clinic, 
Nedlands, WA, Australia; School of Sports Science, 
Exercise and Health, University of Western 
Australia, Crawley, WA, Australia
Individualised exercise programs improve functional 
outcomes in lower limb sarcoma survivors

Runner-Up:
363, Matthew Clarkson
Centre for Physical Activity and Nutrition Research, 
School of Exercise and Nutrition Sciences, Deakin 
University, Burwood, VIC, Australia
Blood Flow Restriction Walking Exercise for 
Improving Physical Function of Older Adults 

 

SPORTS SCIENCE
Winner:
208, Justin Holland
School of Human Movement and Nutrition 
Sciences, The University of Queensland, St Lucia, 
QLD, Australia
Can tear osmolarity detect changes in fluid loss in 
the field

Runner-Up:
333, Nardia-Rose Klem
School of Physiotherapy and Exercise Science, 
Curtin University, Perth, WA, Australia
The effects of external ankle support on ankle and 
knee biomechanics during cutting in basketball 
players

2016:
217, Lauren McKeown
University of Western Australia, Perth, WA, 
Australia
A comparison of eccentric and concentric 
cycling in patients with chronic heart failure

2017:
314, Christopher Stevens
Applied Sport Science and Exercise Testing 
Laboratory, University of Newcastle, 
Ourimbah, NSW, Australia
Should endurance athletes competing in 
the heat focus on cooling before or during 
competition?

ASPIRE AWARDS CONTINUED 
Runner-Up: 
361, Nathan Elsworthy
Victoria University, Melbourne, VIC, 
Australia
Perceptual skills training combined 
with physical conditioning in team 
sport officials 

Finalists:
126, Llion Roberts
School of Human Movement and 
Nutrition Sciences, University 
of Queensland, Brisbane, Qld, 
Australia; Centre of Excellence for 
Applied Sport Science Research, 
Queensland Academy of Sport, 
Brisbane, Qld, Australia
Regular cold water immersion 
after strength exercise attenuates 
functional, mitochondrial and 
metabolic adaptation

176, Emma Beckman
The University of Queensland, 
School of Human Movement and 
Nutrition Sciences, Brisbane, QLD, 
Australia 
Citius-Fortius: Does muscle 
strength impairment predict running 
performance in athletes with 
Poliomyelitis? 

236, Melissa Skein
School of Human Movement 
Studies, Charles Sturt University, 
Bathurst, NSW, Australia
The effect of deception of 
carbohydrate ingestion on cycling 
time trial performance and 
neuromuscular function

342, Jon Bartlett
ISEAL, Victoria University, 
Melbourne, VIC, Australia; Western 
Bulldogs Football Club, Melbourne, 

VIC, Australia
Effect of a short term low 
carbohydrate/high fat diet on 
training quality and quantity in elite 
Australian Rules Footballers

ASPIRE ACADEMY INTERNSHIP 
360, Brendan R Scott
School of Psychology and Exercise 
Science, Murdoch University, 
Murdoch, WA, Australia; Applied 
Sports Science and Exercise 
Testing Laboratory, University 
of Newcastle, Ourimbah, NSW, 
Australia
Hypoxia during resistance 
exercise does not affect physical 
performance, perceived exertion 
or neuromuscular recovery from 
training



PH. 08 9379 3400    SALES@ROCKTAPE.COM.AU    WWW.ROCKTAPE.COM.AU

Assists to decrease pain
Assists to reduce swelling
Allows full range of movement
Water Resistant
Can be worn for up to 5 days
Hypoallergenic - no zinc oxide
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ACCREDITED
KINESIOLOGY TAPING
FULL DAY COURSES

NEW MOVABILITY COURSE
SEE OUR WEBSITE FOR DETAILS
A one day course of mobility and stability fixes using 
bands, balls, rollers and Rocktape.

Gold Coast
11th June

Donnybrook WA
26th June

Launceston
19th June

Melbourne
3rd July

Canberra
25th June



CARDIOVASCULAR CLINICAL EXERCISE FOR AEPS: 
A CASE- AND PRACTICE-BASED APPROACH 
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PROFESSIONAL DEVELOPMENT NEWS 
WORKPLACE REHABILITATION: Full course registration closes 30 June 2016!  

WORKSHOPS
POST-OPERATIVE MANAGEMENT FOLLOWING COMMON 
ORTHOPAEDIC HIP SURGERIES: EVIDENCE-BASED & CLINICALLY 
DESIGNED REHABILITATION LEADS TO BETTER OUTCOMES
This workshop is designed to provide participants with the tools needed to appropriately 
rehabilitate patients following a wide array of common orthopaedic hip surgeries, 
including hip arthroscopy, labral tears and repair, femoroacetabular impingement, greater 
trochanteric pain syndrome and hip arthroplasty. 

Following workshop completion, patients will have a better understanding of pertinent 
hip anatomy, biomechanics and relevance to optimal hip function, injury mechanism, 
clinical assessment and the wide array of orthopaedic hip complaints and associated 
surgery employed to address these common pathological conditions. Post-operative 
management for these surgeries will be covered, including initial assessment measures 
and progressive exercise prescription.

Topics and activities that will be covered include:

Case studies 
Basic, intermediate and advanced case studies in the broad areas of CAD / IHD, CHF, HT, 
valve disease (especially aortic), selected congenital heart disease, atrial fibrillation and other 
common arrhythmias, and includes exercise following surgery +/- other medical interventions. 
All case studies or case material will be based on de-identified real clients of Prof Selig and 
will cover referrals [medical input], screening, initial assessments [both low-tech and high-tech 
approaches], guidelines for exercise testing and exercise prescription.

Small equipment for clients with Cardiovascular Disease 
Established, new and emerging technologies for measuring and monitoring clients with CVD 
will be workshopped and where possible, demonstrated. Links from these technologies to 
the types of measurements needed by AEPs for CVD will be discussed. Emphasis will be on 
wearable and/or handheld devices that are relatively inexpensive, rather than expensive 
laboratory-based systems.

Exercise assessments 
Mimic exercise assessments to inform exercise prescription for clients with cardiovascular 
disease. Real or typical case presentations will be applied so you can practise the main 
functions of the AEP in terms of selecting / designing appropriate exercise assessments, 
analysing and reporting on assessments, communicating with clients and referrers, and 
generating client-specific exercise prescriptions.

PRESENTED BY:               Dr Jay Ebert, PhD ESSAM 

TRAVELLING TO: Sydney, Brisbane & Melbourne
 
WHEN:  June – October 2016 

TARGET AUDIENCE: Any Accredited Exercise 
Scientist, Accredited Exercise 
Physiologist  and/or Sports 
Scientist 

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional 
Development Centre > 
Upcoming ESSA Professional 
Development

PRESENTED BY:               Prof Steve Selig, AEP, PhD 

TRAVELLING TO: Melbourne, Adelaide, Perth, 
Canberra, Brisbane, Sydney 

 
WHEN:  July – December 2016 

TARGET AUDIENCE: Any Accredited Exercise 
Physiologist

PRE-REQUISITES:            Pre reading material is required, 
which will be forwarded to 
you with your registration 
confirmation email 

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional 
Development Centre > 
Upcoming ESSA Professional 
Development

Workplace Rehabilitation professional development will be ceasing on 31 August 2017. If you wish to work within SIRA in NSW with Functional Capacity 
Evaluations (FCE) or Workplace Assessments (WPA) as an AEP, you must complete this professional development in full (3 modules). At this time, an alternate 
pathway is not available. 

 If you wish to register for this professional 
development, please note the below registration 
closing dates: 

Full Workplace Rehabilitation course (3 Modules) 
                                      30 June 2016
Module 1 only 30 June 2016
Module 2 only* 30 November 2016 
Module 3 only** 31 March 2017 
*Registration only available for those who have registered for module 
1
**Registration only available for those who have registered for 
modules 1 and 2

If you are currently registered, 
but have not yet completed any module/s,
please ensure you enrol and submit your 
assignments by the final dates listed below:

Enrolment closing dates
Module 1 only 15 July 2016
Module 2 only 15 December 2016
Module 3 only* 30 April 2017
*Only available for those who have successfully completed modules 
1 & 2

Final assessment dates
Module 1: 5 December 2016 
Module 2: 10 March 2017
Module 3: 4 August 2017

For full information regarding Workplace 
Rehabilitation, including registration information 
and the full list of assessment dates, please 
visit the ESSA Professional Development 
Centre. Alternatively, please contact Sarah Hall, 
Professional Development Officer on 07 3171 3335 
or email sarah.hall@essa.org.au. 
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FIT BUSINESS: TURNING YOUR  
PASSION INTO PROFITS

History taking and physical examination to inform AEP practice: 
combining musculoskeletal examination, imaging and pathology results, 
and orthopaedics tests to inform decision making 
AEPs have worked in primary contact roles since 2006. Referrals only 
give part of the story, and increasingly, our clients come to us without 
referral. Further, handover between practitioners is a known area of 
clinical risk. It is not adequate for AEPs to rely on the word of others 
when planning patient care. Taking clinical histories, conducting 
physical examinations, and interpreting imaging, pathology, and 
orthopaedic test results are important skills that inform your clinical 
decision making. This one day workshop will provide you with 
fundamental skills for solo clinical practice, as well as enhancing the 
ways that you contribute to team-based care. 

Modern health professionals need to understand how to take their 
passion for health and well-being and create profitable stream(s) of 
income from it.

Luke Elin is a very experienced business owner who currently has 
12 staff and 20 years experience working with hundreds of clients 
ranging from small scale start-ups and sole operators through to large 
multi-national organisations like the BBC Weather Centre (UK) and the 
Australian Red Cross.

Luke will discuss and share his in-depth knowledge and practical 
experience on a range of topics related to business systems and 
development.

Luke is a very keen and unbiased observer of the health, fitness and 
wellness industries. He will discuss what is trending right now in terms 
of Business and Internet marketing and where the health, fitness and 
wellness industries are heading.
reporting on assessments, communicating with clients and referrers, 
and generating client-specific exercise prescriptions.

More professional development is added on 
a monthly basis. Keep up to date with all the 
professional development ESSA offers at ESSA 
Professional Development Centre > Upcoming ESSA 
Professional Development. 

PRESENTED BY:                Dr Melainie Cameron, ESSAM AEP 

TRAVELLING TO:   Cairns
 
WHEN:    18 June 2016  

TARGET AUDIENCE:   Any Accredited Exercise Physiologist 

PRE-REQUISITES:              Pre reading material is required, which   
  will be forwarded to you with your   
  registration confirmation email

PROFESSIONAL 
DEVELOPMENT POINTS:    

REGISTRATION:   ESSA Professional Development   
  Centre > Upcoming ESSA 
  Professional Development

PRESENTED BY:                Mr Luke Elin, BIS

TRAVELLING TO:  Brisbane 
 
WHEN:   2 July 2016 

TARGET AUDIENCE:  Any allied health professional with  
 2 or more years’ experience 

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION:  ESSA Professional Development 
 Centre > Upcoming ESSA  
 Professional Development

UPCOMING WEBINARS

Keep up to date with all webinars at ESSA Professional Development Centre > Upcoming ESSA Professional Development. 

PODCAST LIBRARY 
ESSA is growing a library of podcasts, ranging in topics – make sure you check out the latest podcasts! 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.

ESSA will hold a minimum of 2 per month for 
the balance of 2016. Topics will include:
• Cancer 
• Cardiovascular 

• Eating Disorders
• Functional Movement Screening
• Kidney Health
• Marketing you and your brand

• Musculoskeletal 
• Sports Science
• Technology
• Plus more…
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ARE YOU A PRESENTER? DO YOU WANT TO SHARE YOUR EXPERTISE?
ESSA are always looking for new and exciting presenters and topics for ESSA hosted Professional Development. If you wish 
to present for ESSA, please contact ESSA’s Professional Development Team on education@essa.org.au for an expression of 
interest form.

COMPLIMENTARY PODCAST OR WEBINAR VOUCHER! 
Are you an ESSA Member?

If yes, your voucher for a complimentary podcast or webinar was sent to you in your renewal pack for 2016. This is valid for ANY of ESSA’s webinars 
or podcasts for 2016 (one only). 

Check out the calendar regularly at ESSA Professional Development Centre!

WORLD CONGRESS ON  
ACTIVE AGEING 2016

SARRAH NATIONAL  
CONFERENCE FOR RURAL  
AND REMOTE ALLIED  
HEALTH PROFESSIONALS
27 – 29 October 2016, Port Lincoln, SA

www.sarrahconference.com 

1 CPD point per delivery hour;  
Maximum of 7.5 CPD points per day; 
Maximum of 15 CPD points claimable 

For a full and up to date listing, please visit the ESSA Professional Development Centre > Other 
Events & Conferences. 

21ST ANNUAL CONGRESS 
OF THE EUROPEAN 
COLLEGE OF SPORT 
SCIENCE

6 – 9 July 2016, Vienna, Austria

www.ecss-congress.eu/2016   

1 CPD point per delivery hour;  
Maximum of 7.5 CPD points per day; 
Maximum of 15 CPD points claimable 

9TH INTERDISCIPLINARY 
WORLD CONGRESS ON 
LOW BACK & PELVIC 
GIRDLE PAIN
31 October – 3 November 2016, 
Singapore

www.worldcongresslbp.com 

1 CPD point per delivery hour;  
Maximum of 7.5 CPD points per day; 
Maximum of 15 CPD points claimable 

2016 ASCA INTERNATIONAL 
CONFERENCE ON 
APPLIED STRENGTH & 
CONDITIONING
4 – 6 November 2016, Melbourne 

www.strengthandconditioning.org/
conferences 

1 CPD point per delivery hour;  
Maximum of 7.5 CPD points per day; 
Maximum of 15 CPD points claimable 

SCIENCE OF SPORT,  
EXERCISE AND PHYSICAL  
ACTIVITY IN THE TROPICS 
7 – 9 September 2016, Townsville

www.jcu.edu.au/science-of-sport-
exercise-and-physical-activity-in-the-
tropics 

1 CPD point per delivery hour; Maximum 
of 7.5 CPD points per day; Maximum of 
15 CPD points claimable

ASIA-PACIFIC SPORTS  
ANALYTICS CONFERENCE 
22 July 2016, Melbourne

www.analyticsinsport.com 

1 CPD point per delivery hour; Maximum 
of 7.5 CPD points per day; Maximum of 
15 CPD points claimable

NORTH AMERICAN SOCIETY 
FOR THE PSYCHOLOGY OF  
SPORT AND PHYSICAL 
ACTIVITY (NASPSPA) 2016 
CONFERENCE
15 – 18 June 2016, Montréal, Canada

www.naspspa.com/2016-conference 

1 CPD point per delivery hour; Maximum 
of 7.5 CPD points per day; Maximum of 
15 CPD points claimable

ICSEHS 2016: 18TH 
INTERNATIONAL CONFERENCE 
ON SPORT, EXERCISE AND 
HEALTH SCIENCES

4 – 5 August 2016, Vancouver, Canada 

www.waset.org/conference/2016/08/
vancouver/ICSEHS

1 CPD point per delivery hour; Maximum 
of 7.5 CPD points per day; Maximum of 
15 CPD points claimable

28 June – 1 July 2016, Melbourne 
 
www.wcaa2016.com.au 
1 day = 8 points
2 days = 15 points
3 days = 20 points
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If you have any direct queries on your professional development, please contact ESSA’s Professional Development Team on education@essa.org.au. 



Jason, what made you and the team enter the 
awards?

Healthy Connections prides itself on providing 
the highest quality clinical exercise physiology 
services to the Brisbane North side over 50’s 
demographic.  Healthy Connections submitted 
an application for the ESSA Exercise Physiology 
Practice of the Year award as an opportunity to 
gauge how our services compared with other 
exercise physiology practices state-wide and 
nationally.  

What are the aspects of your work that you think 
help you stand apart?

Healthy Connections Exercise Clinic is a unique 
facility, providing specialised clinical exercise 
programs and health management for; sufferers 
of chronic disease, musculoskeletal pathologies, 
cardiac rehabilitation, disabilities and general 
healthy populations within the community. Healthy 
Connections is run solely by Accredited Exercise 
Physiologists with a primary focus on prevention, 
rehabilitation and self-management of a wide 
range of conditions.  Due to Healthy Connections 
being part of a large Senior Citizens Community 
Centre (Burnie Brae), we have developed 
and implemented functional fitness programs 
which have been successfully delivered with 
outstanding benefits/results to senior, community-
dwelling adults.

Being a not-for-profit organisation, Healthy 
Connections is able to provide highly affordable 
evidence-based clinical exercise programs for 
its clients and maintain high quality prescription 
and supervision by AEPs.  This enables Healthy 
Connections to service a wider proportion of the 
community including those who are financially 
disadvantaged to have access to high quality 
exercise services that they would otherwise 
be unable to access.  Through the partnership 
with Burnie Brae, Healthy Connections clients 
have access to transport services to and from 
the clinic, Home Maintenance services, Welfare 
support, Day Respite, a wide range of community-
based activities promoting health and wellness 
(dancing classes, HeartMoves walking groups, 
pilates, yoga, etc), podiatry consultations, free 
hearing checks, bus trips and use of an on-site 
cafe.  Having all these services tied in together 
supports Burnie Brae’s and Healthy Connections’ 
agenda for a healthy community whilst at the 
same time supporting public health outcomes 
through reduced need for government services.

Recently Burnie Brae, in partnership with 
Healthy Connections, industry and academic 
partners was awarded a Department of Social 
Services (DSS) Aged Care Service Improvement 
and Healthy Ageing Grant for the project 
“Muscling Up Against Disability”.  The project 
embraces evidence-based practice by delivering 
progressive resistance and balance training to 
older (65 years plus) community-dwelling adults 
with government supported aged care packages. 
In brief, this randomised controlled trial will 
investigate the benefits of twice weekly training 
for 24 weeks on physical and cognitive health 
and wellbeing.  Health service utilisation will also 
be investigated, including undertaking a cost 
benefit evaluation to establish the dollar spent 
value of supported training when compared to the 
financial implications and personal health burden 
of usual care.  Having a research project of this 
type and size being run in a private clinic supports 
ESSA’s goal of incorporating research to practice.

Tell us a bit about Health Connections? How did 
it start? 

For a number of years, Burnie Brae, as a provider 
of aged care and disability services recognised 
that there was a lack of appropriate exercise 
opportunities for seniors on the north side of 
Brisbane.  As a provider of community services 
our research indicated that location, cost and 
the need for high-level appropriate supervision 
was important for seniors when choosing where 
to exercise.

Healthy Connections Chermside was launched 
in November 2011 as an initiative of Burnie Brae. 
Due to the high demand for the services provided 
by Healthy Connections Chermside, a second 
facility was opened in 2014 at Taringa.
Current Healthy Connections professional 
staff include 11 ESSA Accredited Exercise 
Physiologists, one of whom is dedicated to the 
DSS project, 1 Project Manager and 1 Remedial 

Massage Therapist.

What’s are the main goals for Healthy 
Connections? 

Healthy Connections continues to develop 
as a clinic servicing the community. We aim 
to continue the growth and development of 
innovative programs and to promote Healthy 
Connections reputation among clinicians within 
the Allied Health referral pathway.  These are 
all important markers of the impact that Healthy 
Connections will have on the individual as well as 
in the greater health sector. 

When our AEP team was questioned on what 
was the most significant achievement Healthy 
Connections has made, a unanimous voice 
confirmed that it was the continued difference 
Healthy Connections makes to each individual 
and their families that was spoken about the 
most. Since opening Healthy Connections has 
grown in reputation and membership, with our 
best advertisement being word of mouth of 
clients throughout the local community. Staff 
mark themselves against this success and strive 
to achieve best practice principles.  All staff are 
younger than the client base, yet relationships and 
friendships have been formed with clients truly 
appreciating the staff investment in their continued 
wellbeing. And while unmeasurable, there is little 
doubt that for those clients who have adhered to the 
programmes given to them we have seen reduced 
risk of disability and falls, and improvements in 
their health outcomes. As a direct consequence 
individuals continue to remain community-dwelling, 
interact with families and loved ones, and resist fall 
into the aged care pathway.   

Who makes up the majority of your client base?

Our two clinics currently service 741 active clients 
in the local community (Brisbane North) with a 
primary focus on the over 50’s demographic. 
Current Exercise Physiology services provided 
include, one on one rehabilitative exercise 
sessions, Medicare EPC Treatment Plans, 
Medicare T2DM Management Plans, DVA Veteran 
Care Programs (individual and group), My Aged 
Care treatment programs, group based supervised 
exercise sessions, Phase III and IV Cardiac 
Rehabilitation, Prehabilitation/Rehabilitation 
Programs, High Needs Mens and Ladies  
Groups, community based Functional Fitness 
classes, Clinical Pilates classes and Seniors 
Boxing classes.

In this issue of Activate, we are proud to profile ESSA’s Exercise Physiology Practice of the Year winner – Healthy 
Connections Exercise Clinic. We took some time out with Assistant Manager and AEP, Jason Skennerton.

HEALTHY CONNECTIONS  EXERCISE CLINIC

ESSA’S EXERCISE PHYSIOLOGY  
PRACTICE OF THE YEAR WINNER

Staff mark themselves against this 
success and strive to achieve best 
practice principles.  All staff are 
younger than the client base, yet 
relationships and friendships have 
been formed with clients truly 
appreciating the staff investment 
in their continued wellbeing. 

 “
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What are your hopes for the future of Healthy 
Connections and accredited exercise 
physiologists in general?

Healthy Connections hopes that through 
developing new and innovative strategies to 
increase community health and wellbeing, the 
field of Exercise Physiology will continue to 
increase its reputation and value as an Allied 
Health Provider.  

We would like to see increased engagement 
between research and practice be seen as 
a major goal for Healthy Connections and all 
Accredited Exercise Physiologists, with more 
focus being placed on clinic-based research.
Continual improvement and recognition of the 
role Exercise Physiologists can play in public 
health and chronic disease management.

What’s in store for Healthy Connections in 2016?

Healthy Connections has a clear and strategic 
goal to improve the health and welfare of all 
those connected with the organisation. 
Some of our goals would include: 
• more clinics in more locations (currently 2 

locations)
• improved consultation between public and 

community health
• improved engagement with universities 
• a goal to improve our level of service 

through improved training and engagement 
with staff 

• always maintaining a focus on those living 
with disadvantage

• maintain the philosophy that exercise is 
medicine

Testimonials from some of Healthy Connections 
clients.

1. “I have been having personal training 
with an exercise physiologist at Healthy 
Connections for 6 months following a knee 
replacement. I have lost weight, increased 
my strength and they have also rehabilitated 
my knee and I now walk aid free.” 

2. “I was heading for a knee operation 
to repair meniscus damage and was 
encouraged to sign up with Healthy 
Connections to improve my muscle tone 
to assist with recovery after the operation.  
Having attended the gym through a 
program prepared by the staff over the 
past 2 months I have been able to at 
least postpone an operation due to the 
significant improvement I have achieved.  
At 67 I had never attended a gym before 
but have found this to be beneficial in so 
many ways I would have to recommend 
starting at any age.” 

3. “I have been attending and having 
individual exercise sessions for eight 
weeks now.  The improvements I have 
made may seem small to some but mean 
so much to me and my independence.  I 
can now go out by myself and attend 
appointments independently.  I can open 
doors myself and negotiate steps very 
easily.  I feel so much better and stronger.  
I think Healthy Connections is a  
wonderful clinic.”   

4. “I was overweight and struggling with my 
diabetes control when I joined Healthy 
Connections Exercise Clinic.  Since 
attending I have lost weight and dropped 
my insulin usage from 26 units to 12 units 
per day. I feel good about myself and I look 
forward to every session.”   

5. “I was referred to the Healthy Connections 
Exercise Clinic from my GP for diabetes 
management and being overweight. I have 
been attending the clinic for 10 months 
and the results have been fantastic.   The 
staff are extremely knowledgeable and 
supportive and to date I have lost 12kg.   I 
halved the medication I was taking for my 
diabetes and high blood pressure.  Healthy 
Connections is a top quality facility and I 
would highly recommend it to anyone.”



To start off with, can you give us a little insight 
into the life of Alanah Dobinson so far?

Hi! My name is Alanah Dobinson and I am an 
Accredited Exercise Physiologist and the Mental 
Health Programs Coordinator at Iridium Health, 
South Brisbane. I have a huge passion for 
providing individualised, personal and clinically 
safe movement therapy to those with mental 
health conditions and eating disorders. I plan to 
complete my PhD in the field of Exercise for Eating 
Disorders in the future and will be presenting 
an Australia-wide webinar on this topic through 
ESSA on June 7th (this will also be attended 
by the Royal Australian College of General 
Practitioners). 

I am a new graduate of the Queensland University 
of Technology (QUT) and received honours for 
my degree. I was fortunate enough to be the 
first Exercise Physiology student from QUT to 
study on exchange, at California State University, 
Long Beach, USA in 2012. After this I became an 
International Exchange Ambassador and a Peer 
Leader at QUT. I am also currently an Academic In 
Charge for Anatomy at QUT and a mentor for final 
year Exercise Physiology students hoping to enter 
the mental health and eating issues sector. I am a 
guest lecturer at QUT and absolutely love helping 
people understand their full potential.

What made you become an Accredited Exercise 
Physiologist?

I have always been health-conscious, physically 
active, and intellectually curious and enjoy 
helping people in many ways. I like to think I 
have a mixture of both practical and theoretical 
abilities and wanted to find a career involving 
both these, with the addition of person-to-person 
individualised care. 

I discovered Clinical Exercise Physiology after 
Google-searching “Which Career Is Best For 
Me?” as I grew up in the Lockyer Valley and was 
not exposed to many career options at the time. I 
was hooked when I realised that movement was 
not just for people in yoga pants exercising like 
crazy (even though I was one of those people!). 

I loved the fact it could be used to create 
functional ability in people with chronic disease 
who struggled with things I took advantage of, 
like getting out of a chair. I loved the clinical, 
evidence-based nature of this career option. 
I loved the personal interaction with the 
individualised approach to programming. I loved 
all the types of movement therapy and that the 
physiology of the body could be manipulated 
through exercise. I have a passion for 
neuropsychochemistry and the affect movement 
has on it. Furthermore, I liked that I would meet 
a broad spectrum of people, of all walks of 
life. I cannot express how happy I am to be an 
Accredited Exercise Physiologist! 

What do you love most about your job?

I honestly think I love everything about it. It’s 
not often your work is actually your passion and 
it just happens you get paid for it, too - what a 
bonus! I have become a different person since 
working for Iridium Health after graduating. 
University alone changed me for the better 
(opened up my eyes to all the possibilities of 
the world) and now, the clients I have through 
Iridium Health are a daily inspiration to me on a 
personal level. 

I, like everyone, think I’ve got it tough sometimes. 
That’s okay, because tough is relative. You can’t 
compare ‘hard’. However, when I’m working 
with rough sleepers or people with severe 
mental health issues, I am suddenly flooded with 
gratitude. This happens every day in my work 
which makes me appreciate my personal life so 
much. 

Do you have any role models or other allied health 
professionals you look up to?

Yes! 
• Timothy Douge (Owner, Director and 

Accredited Exercise Physiologist at Iridium 
Health)

• Dr Karen Kendall (Lecturer and Accredited 
Exercise Physiologist, QUT)

• Dr Robbie Mullins (Director of the QUT 
Health Clinic, Lecturer and Accredited 
Exercise Physiologist)

• Adam Parker (Clinical Operations 
Supervisor and Clinical Nurse Facilitator, 
QUT)

• Ranji Goundar (secondary teacher inside 
the Youth Mental Health Ward, Logan 
Hospital)

• Mauricio Bara (Exercise Physiologist and 
Physiotherapist, Body Organics)

• Dr Tony Parker (Lecturer and Researcher, 
QUT)

• Steve Bartlett (Practicum and Clinical 
Education Manager, UQ)

• Sean Reilly (Accredited Exercise 
Physiologist and my partner, Body Buzz)

• Susan and Myles Dobinson (my incredible 
parents) 

These people have nurtured me and continue 
guiding me every single day through many areas 
of my life. 

You developed a real interest in exercise 
interventions and eating disorders – why is this?

I was fortunate enough to be the first student from 
the Queensland University of Technology to be 
placed at the Logan Hospital Youth Mental Health 
Ward by Dr Karen Kendall, an esteemed mentor 
and past lecturer of mine. This was a first for our 
university – Karen saw how we could impact 
mental health and ran with it (she’s amazing like 

that). Whilst on practicum I was exposed to a 
number of scenarios and break-downs of patients, 
and discussions of staff, around control, exercise 
and severe eating issues. 

Many of the patients who were admitted were 
young teenage girls (and boys occasionally) 
with eating disorders. Some had been admitted 
regularly over several years and others had never 
been admitted before. Many had comorbid mental 
health conditions such as OCPD (Obsessive 
Compulsive Personality Disorder – slightly different 
to OCD), schizophrenia, bipolar, anxiety, depression, 
were athletes, were abused by close family or 
friends, or had been in jail, just to name a few. 

For the people with Anorexia Nervosa (many of 
the inpatients), they perceived their control to be 
minimal inside the ward. They were engaging in 
re-feeding and were confined to the ward. They 
were therefore unable to exercise, which made 
them even more resistant to the re-feeding and 
psychology program. I worked with the school 
teacher, psychiatrists, psychologists, mental 
health nurses, nurse unit managers, dietitians, 
social workers, peer-support workers, case 
workers and occupational therapists to devise 
a safe program including movement as therapy 
where possible. I completed initial consults with 
all who were willing (only very low intensity 
exercise testing like manual muscle tests or 
flexibility in a seated position). With the strict 
clearance of the allied medical professionals, 
patients completed light movement in the 
courtyard such as flexibility and balance games. 
We made everything fun and included education 
in each session. I also worked with the ward’s 
school teacher, Ranji, to provide weekly education 
sessions about the body to the inpatients. The key 
was to make everything fun and light hearted. The 
feedback from inpatients and staff was incredible 
and it changed the entire feel of the ward. 

Tell us about your work with Eating Disorders 
Association Queensland. Are there any common 
themes you see? 

Iridium Health has successfully partnered with 
Eating Disorders Association Queensland, The 
Eating Issues Centre, a large number of mental 
health organisations with eating issues present 

AN INSIGHT INTO EXERCISE INTERVENTIONS AND EATING DISORDERS

ALANAH DOBINSON

Breaking this cycle and assisting 
the client to see outside of this 
is difficult. When you pair things 
like Anorexia Nervosa with 
OCPD (Obsessive Compulsive 
Personality Disorder), the client 
actually believes that their 
behaviours are beneficial, not 
dangerous. This adds to the 
difficulty of achieving success 
in therapy. 

 “
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and a number of psychology and psychiatry 
organisations. Due to the fact that Exercise 
Physiology is new to the mental health sector, I 
worked hard to build relationships and rapport 
with these organisations so we could best 
support their clients. Once on board, these 
organisations began to discuss the possibility of 
movement therapy with their clients who would 
be encouraged to see their GP for a Chronic 
Disease Scheme, addressed to me. I would come 
to them to minimise barriers of travel, cost and 
an unfamiliar environment. We are aiming to be 
included in funding and to work with clients via 
the NDIS in 2016.

All cases of eating issues are different. There 
are, however, similar underlying factors in each 
case, as outlined in my Exercise For Eating 
Disorders webinar in June. A general sense 
of unhappiness in a client’s life may lead to a 
need for control or comfort, which turns into 
excitement when they successfully control their 
eating and exercising or receive comfort in food. 
This leads to obsession and the spiral continues. 
Anorexia Nervosa is the most common 
diagnosed eating issue in hospital wards simply 
due to the combination of such severe mental, 
emotional and physical complications. These 
are often life-threatening. The body may be 
about to shut down due to starvation or suicide 
may have been attempted. This is also the most 
readmitted eating issue due to its obsessive and 
multifaceted nature. 

What’s it like working day to day in this area? 

Eating disorders are multifaceted. They are 
a condition of not only the psyche but also of 

the soma. People with eating issues are often 
caught in a vicious cycle of unhappiness, control, 
excitement and obsession, as mentioned above. 
They begin their unhealthy eating or exercising 
habit (either excessive or restrictive) due to being 
deeply unhappy. They then begin to control or 
seek comfort in food and movement because 
these are two things they have access to daily. 
Everything else is spiralling out of control at 
this point – if they can control these two things 
at least, they receive happiness and comfort. 
This quickly leads to excitement – they love that 
they are successfully controlling something 
and are feeling comforted. They are rewarded 
by things like safety, weight loss, compliments, 
self-satisfaction, achievement and attention. For 
over-eaters, however, they may feel guilty and 
seek additional comfort in food. This excitement 
or guilt creates an obsession to continue their 
controlling and comfort-seeking behaviours 
in the search for more excitement, reward or 
comfort. 

Breaking this cycle and assisting the client to 
see outside of this is difficult. When you pair 
things like Anorexia Nervosa (AN) with OCPD 
(Obsessive Compulsive Personality Disorder), 
the client actually believes that their behaviours 
are beneficial, not dangerous. This adds to the 
difficulty of achieving success in therapy. Clients 
with eating issues can be very high functioning 
(often high achievers and driven individuals) 
making their journey through therapy even more 
difficult as they can be stubborn. They develop 
a number of physical, mental and emotional 
dysfunctions as a result of their mindset and 
skewed eating or exercising behaviours. It is 
common for medications to be ineffective in AN 
as the metabolic system has been disturbed 

due to starvation or malnourishment. These 
factors lead to further mental and emotional 
instability, causing even more irrational 
thinking. The complexity of their physical 
symptoms alone (i.e. cardiorespiratory) add to 
the already difficult rehabilitation task at hand. 
The key is to treat each client like a person, 
listen non-judgementally, offer options (rather 
than demands, so you’re giving them some 
control) and to encourage an emotionally open 
environment during movement therapy. Often, 
physical health professionals can find out a 
lot about the mental health of a person as they 
tend to open up when in a fun environment and 
are not being asked directly by mental health 
professionals.

These people are the “greatest” clients for 
me to work with. I see that they are in a hard 
place but I also see their potential to recover 
and how this would change their life. Many are 
high-functioning and I enjoy our conversations. 
I become especially humbled when they “let me 
in”. If I can build rapport and trust with these 
people, we have such an incredible journey 
toward recovery together. 

Do you think this will become a growing issue 
for Australian society? 

Yes. Eating issues present an ongoing argument 
of nature vs nurture. Whichever one you believe 
to be dominant, they are both affecting people 
more and more. The effects of “nature” (i.e. 
familial predisposition to eating issues and 
mental health conditions) are definitely present. 
In addition, the effects of “nurture” are also 
present – more so now than they have ever 
been – and they won’t be stopping anytime soon. 



Social media (i.e. “Thinspiration” – inspiration to become “thin” via photos 
and groups of people), Photoshop in magazines, celebrities and societal 
ideals of body sizes are in our faces every day. Don’t forget the growing 
number of men experiencing eating issues, also! 

Another aspect of “nurture” is the busy, stressful, expect-nothing-but-
perfect-and-do-it-quickly attitude of today’s Western society. These factors 
contribute to anxiety, depression, lack of self-confidence, the need to excel 
at something, the need to stand out and the need for control.

What is the main demographic of this group?

Eating issues have many categories and affect many types of people. 
People with comorbid mental health conditions are the main patient 
group affected. A large portion (diagnosed) are teenaged girls, with a 
growing number being teenaged boys, too. Interestingly, older women 
(post-menopausal) are also affected. Athletes are also an ongoing group 
experiencing pressure and control issues around “making weight”, 
perfectionism and “presenting” for sports. 

Are you able to give us a couple of successful case studies from your work 
with Iridium?

I would love to! 
One client was a middle-aged woman with severe intellectual impairment, 
diabetic neuropathy, binge eating disorder and several other conditions. 
She was living at a place that keeps people from homelessness and was 
afraid of leaving the residence due to the “bumps in the Earth”. One of our 
physical therapy sessions involved linking arms and “going on a mission”! 
We were to walk over two speed bumps on a quiet street, and back. The 
first speed bump generated intense anxiety around balance, coordination, 
strength and proprioception. She held my arm so tightly and very hesitantly 
stumbled over the first bump. The next speed bump was approaching – 
this time, she loosened her grip on my arm and stepped over much more 
fluently. She clapped at herself and smiled profusely. We turned around 
and walked back – this time, she let my arm go and stepped with absolute 
ease over both speed bumps with the biggest smile I had ever seen! She 
immediately sought other things to walk over like gutters and stairs! Her 
walking speed increased markedly as well – so much so, I became worried 
she was doing too much, too soon! This achievement has opened up an 
entire world for her. 

Now, she walks everywhere because she is no longer scared of uneven 
ground. The dietitian was also working with her during this time. The client 
originally carried three litres of iced coffee under her arm per day! Over 
time, this was brought down to two litres…. then to one….. then to two 
Yakult milks…. And now, a water bottle! 

One of my favourite success stories is that of a young man with several 
health conditions. He was unable to hold his standing weight due to an 
eating issue, being sedentary and a number of other factors during his 
initial consult. He had been readmitted to hospital many times in a short 
duration and had agreed to focus on his physical health, with the assistance 
of his case worker (who Iridium Health had reached out to partner with). 
After several weeks of an incidental posture-based home program (in 
combination with seeing a dietitian), the client added both fat mass and 
muscle mass and his functional ability improved markedly. His new program 
involved a shift toward functional strength and he is now able to engage in 
non-contact sport and received higher grades during study as his mental 
health had also improved. Clinically, the client has reduced his risk of 
readmission to hospital via a combination of measured mental and physical 
improvements. This has and will continue to be a positive impact on the 
client’s life.

Can you tell us about your future work with PCYC Fortitude Valley, 
Brisbane and how this came about?

This is still in the works. We have partnered with PCYC Fortitude Valley, 
Brisbane, and a company called Reclink Australia who promote “Rebuilding 
lives through sports and arts”. We are working on linking with the rough-
sleepers of Fortitude Valley to provide them with access to the health 
care they require and are entitled to. We are hoping to transport the 
rough-sleepers to a local GP practice where they will be assessed for their 
eligibility to access the Chronic Disease Management Plan and the Mental 
Health Care Plan through Medicare. If deemed eligible, the rough-sleepers 
will be able to attend the PCYC on Thursdays where Exercise Physiologists, 
Dietitians, Physiotherapists, Podiatrists, and Psychologists will be situated 
for the day. We have been given permission to use the spare rooms, 
gymnasium and basketball court at the PCYC and hope to use the local pool 
as well for hydrotherapy. This system removes many barriers of access 
to health care such as the cost of travel, the anxiety of an unknown place 
(many rough-sleepers are already familiar with PCYC and the surrounding 
area) and the potentially scary feel of a clinic (PCYC embraces a community 
feel in a non-clinical environment). There will be obstacles during planning 
and practice (there already have been) but we are doing all we can to make 
this happen. If we develop a successful model, PCYC has agreed to roll it 
out across Australia.

Do you think mental health is an area AEPs could play an important role?

If I could jump around in excitement and agreeance to this statement, I 
would. Yes! Movement therapy for those with mental health conditions 
can achieve results beyond our imagination. Aside from the incredible 
metabolic effect movement has on bodies, as well as the effect on 
cognition, emotional stability and physical functioning for daily living, 
movement therapy is a massive social opportunity! Those with mental 
health conditions are often isolated – movement therapy can provide a 
new, exciting, social environment where social skills can be developed and 
friends can be made. Self-efficacy improves, confidence grows and the 
exposure to a new world begins!

What are your hopes for the future for yourself?

Above all, I hope to maintain my work-life balance. Without this, everything 
will fall down. I want to stay motivated, bubbly and sharp for a long time to 
come to help establish AEPs in the field of mental health and eating issues. 
This is my passion and I want to do my best to help. I hope to develop 
solid connections for future AEPs to engage with when I’m gone. I want to 
inspire people – clients, practitioners and clinicians – to move. I hope to 
complete my PhD in Exercise For Eating Disorders and I want to maintain my 
connections with the most reputable persons across many areas of mental 
health and movement therapy. I hope to continue being a great partner, 
friend and family member to those who I’m closest with. Eventually I would 
love a family, as well – not just yet, though!

Where would you like to see AEPs in 10 years time?

Without a doubt I hope we become part of standard practice in mental 
health and eating issues treatment across Australia and world-wide. I 
hope we are seen as an invaluable necessity in all stages of care for these 
populations, from preventative to inpatient to outpatient and community 
care. I hope our level of respect continues to grow in the mental health 
field and beyond, by other AHPs. I hope we develop amazing partnerships 
with mental health companies, hospitals and research facilities across the 
country and world. I hope universities add units and practicums emphasising 
physical health in a mental health setting (some already are, such as QUT). I 
hope the public health sector brings us on board. I hope we, above all, learn 
to understand how much of a difference we are able to make! 
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KURT VOGEL
ACCREDITED SPORTS SCIENTIST

AN INTERVIEW WITH 

Kurt, thanks so much for joining us in Activate this 
edition, can you start off by telling us a little about 
your background? 

I am Queensland born and bred, from a little town 
called Aratula, but then moved to the Sunshine 
Coast, and Mackay before settling in Brisbane for 
university. After starting a teaching degree, I fell 
in love with human performance. Always enjoying 
a challenge I decided to change my degree and 
study Exercise Science at Griffith University, 
before completing a Master of Exercise Science at 
Edith Cowan University. 

Where has your career taken you to date?

I worked at Griffith University at their fitness 
centre taking on clients whilst self-employed 
as a strength and conditioner during my 
studies. I started off as an assistant strength 
coach with Souths Logan Magpies, and was 
fortunate enough to win a premiership in my 
first year. Not long after I started working with 
elite boxers under The Boxing Shop. I still had a 
major focus on education so any time I train an 
athlete I educate them. This started to become 
a known trend among clients and suddenly I 
started working under the name Guru Sports. I 
started to work with Australian Institute of Sport 
Talent ID athletes, working and consulting with 
other coaches from professional teams and 
organisations, and educating other coaches, 
trainers, physios, and allied health professionals 
on manipulating sport performance. Now I have 
successfully worked across 24 different sports, 
giving me a vast view on human performance.

What is your current role and what do you get up 
to on a day to day basis?

I currently work at the University of Southern 
Queensland as a Technical Officer during the 
day which requires me to source, setup, assess, 
maintain, and test equipment in the new sport 
science laboratory at Ipswich. Outside of this 
I work under my own name as a consultant in 
sports science - focusing on fatigue and load 
management, and optimising expression of power 
in the athlete. This mostly involves analysing data 
and manipulating periodisation to get the best 
result. I now tend to work with amateur teams, 
youth development, and schools as I believe there 
is a gap in sports science consultation that needs 
to be bridged. I even refused a position with a 
professional sports team to stay working in this 
area.

You worked for a long while at Guru Sports – what 
was your day to day job like?

My time at Guru Sports was quite an interesting 
one, both business and sports science. My 
average day looked like this: 5am start, setting 

up for the day and where I need to be. Clients 
between 6am and 9am, with the odd consultation 
between 9am and 3pm. During this time I offered 
time to students and other coaches for free 
education, or I was sitting at the computer 
finding new research, analysing current 
programs/data, testing and trialing my own 
theories before implementing them with clients, 
or basic business duties. Most evenings were 
away from the studio and out with teams, where 
most mornings were spent at the studio. 

What do you think has been the highlight of your 
career so far?

It’s really hard to pick specific highlights as 
there are so many every year. I guess if I had to 
choose, two massive highlights were winning the 
Universities Rugby League World Cup, and youth 
development athlete Luke Bateman winning NRL 
Rookie of the Year for his club Canberra Raiders. 

What are the biggest challenges you think sports 
scientists/high performance managers face?

Pressure and teamwork. Pressure to perform 
is a big one, we all know it’s difficult to develop 
an athlete or team in less than twelve months 
yet sometimes that’s the deadline. So being able 
to convince an organisation of long term focus, 
rather than short term I think is really difficult. 
I have to say teamwork because sometimes 
beliefs tend to outweigh best practice in some 
organisations so even if one member states 
they’re on board with everyone the athletes 
can tell when they’re not. It causes all sorts of 
performance issues. 

We are now going to get a little nosey! Any big 
name sports stars you’ve worked with? Who’s 
been your favourite person to work with?

There are quite a few but the ones that stand out 
would be Anthony Milford and Josh Papalii. There 
are some sports stars in my eyes but most people 
probably wouldn’t know them, like Erik Horrie and 
Jake Stein. 

You gained accreditation as a sports scientist 
with ESSA - why is this?

I believe it is the next stepping stone in 
accreditation in high performance. There is 
no previous recognition post university study 
that previously indicated you work in high 
performance, except for your own word. 

What do you think about the new accreditation 
scheme for sports scientists and high 
performance managers? Will it change the 
landscape?

I think it is brilliant. The inclusion of this and 

having major organisations come on board is a 
game changer. The biggest change will be the 
professionalism within the industry, ensuring the 
industry isn’t put into disrepute by those with faux 
titles. The accreditation will make a name for itself 
and be sought after just like Accredited Practising 
Dieticians and Physiotherapists. 

Where do you see the sports science industry in 
10 years time?

Sports science will be the standard across 
junior to professional sport. Amateur teams 
and schools will hire sports scientists and even 
high performance managers to cater for better 
athletic development. There will be more private 
consultation firms with a sports science focus 
as well.  

It’s an Olympic year this year – how do you think 
Australia will fair?

To be honest, I think we are behind the eight ball 
a little bit. I believe by the 2020 Olympics we will 
be up with it though. New Zealand are actually 
ahead of us in performance terms.  

You’ve worked with a fair few sports stars – 
what do you think are the top attributes that any 
successful athlete needs to succeed? Is it all 
about physical or mental as well?

It is both physical and mental, but there are two 
aspects to this and if you ask any of those top 
athletes they will agree: 1. Every single thing they 
are told they respond to 100%, every single thing 
they hear they listen to, and every time they don’t 
need to be switched on they can relax. 2. Support 
network; those that flourish are those who have 
family, friends, and coaches all on the same 
page. This is what creates a strong mental state; 
it creates no doubt about what they are doing. 

Quick fire questions!

Favourite sport? 
Growing up in the sport it’s hard not to say rugby 
league.
Favourite team in that sport? 
North Queensland Cowboys.
Worst subject at university? 
Neuroscience II, although it’s now part of what I 
love to read up on.
Biggest role model in the industry? 
Dr Sophia Nimphius.
Favourite sporting hero? 
Lleyton Hewitt; he epitomises the true Aussie 
sportsman.
Exercise in the morning or evening? 
Morning.
If you weren’t a sports scientist what would you 
be? 
Graphic designer or anaesthetist. 
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ABSTRACT

BACKGROUND: Physical activity reduces cardiovascular 
mortality and morbidity. The World Health Organisation 
(WHO) recommends children engage in 60 min daily 
moderate-to-vigorous physical activity (MVPA). The effect 
of compliance with this recommendation on childhood 
cardiovascular risk has not been empirically tested. To 
evaluate whether achieving recommendations results 
in reduced composite-cardiovascular risk score (CCVR) 
in children, and to examine if vigorous PA (VPA) has 
independent risk-reduction effects.

METHODS: PA was measured using accelerometry in 182 
children (9–11 years). Subjects were grouped according to 
achievement of 60 min daily MVPA (active) or not (inactive). 
CCVR was calculated (sum of z-scores: DXA body fat 
%, blood pressure, VO2peak, flow mediated dilation, left 
ventricular diastolic function; CVR score ≥1SD indicated 

‘higher risk’). The cohort was further split into quintiles for 
VPA and odds ratios (OR) calculated for each quintile.

RESULTS: Active children (92 (53 boys)) undertook more 
MVPA (38 ± 11 min, P < 0.001), had greater VO2peak
(4.5 ± 0.8 ml/kg/min P < 0.001), and lower fat % (3.9 ± 1.1 %, P 
< 0.001) than inactive. No difference were observed
between active and inactive for CCVR or OR (P > 0.05). CCVR 
in the lowest VPA quintile was significantly greater than the 
highest quintile (3.9 ± 0.6, P < 0.05), and the OR was 4.7 times 
higher.

CONCLUSION: Achievement of current guidelines has 
positive effects on body composition and cardiorespiratory 
fitness, but not CCVR. Vigorous physical activity appears 
to have beneficial effects on CVD risk, independent of 
moderate PA, implying a more prescriptive approach may be 
needed for future VPA guidelines.

BACKGROUND 

Physical activity (PA) predicts cardiovascular disease (CVD) 
morbidity and mortality [1] and prevents and/or reduces 
traditional and emerging cardiovascular (CV) risk factors in 
healthy and high risk children [2, 3]. The American College of 
Sports Medicine originally pub- lished PA recommendations 
for young people in 1988, albeit based on their adult 
recommendations [4]. These guidelines and the supporting 
evidence base have been re-evaluated numerous times 
in  an  attempt  to  account for advances in PA and CVD risk 
factor measurement techniques [5, 6]. Most recently, The 
World Health Organization (WHO) updated their paediatric 
PA recommendations [7] to reflect findings from a review by 
Janssen and LeBlanc [2] and the European Youth Heart Study 
[8], which suggested that previous guide- lines underestimated 
the activity necessary to reduce CVD risk in young people. 
The WHO guidelines now suggest children aged 5–17 years 
accumulate 60 min of moderate-to-vigorous physical activity 
(MVPA) daily, in addition to everyday physical activities, 
and that vigorous intensity physical activity (VPA) should be 
incorporated at least three times per week.

Whilst the updated guidelines address some of the limi- tations 
of previous versions [3] and advocate more PA than previously,  

  
 
numerous limitations remain. No study has em- pirically 
tested guidelines by comparing CVD risk in chil- dren who 
do achieve them to those who do not, whilst both Andersen 
et al. and Strong et al. [3, 9] provide com- prehensive reviews 
on the dose response relationship, and make important 
recommendations for childhood PA, they do not test the 
validity of current recommendations using empirical data. 
Secondly, current guidelines are based on self-report PA, 
which has numerous  limitations,  and  do not include novel 
CVD risk markers as outcome measures. Andersen et al. [3] 
addressed these limitations via inclusion of objective PA data, 
and novel inflammatory markers. However, endothelial and 
diastolic dysfunction are yet to be included in such analyses 
despite the crucial role each plays in the development of CVDs 
[10], their strong prog- nostic capacity in predicting CV events 
[11, 12], and clear associations with PA [13–15]. Finally, evidence 
suggests VPA may have potent effects on CVD risk [16], yet, 
WHO recommendations on VPA specifically, remain vague. 
With these limitations in mind, we sought to evaluate whether 
adherence to current WHO recommendations equates to 
a reduction in CVD risk in children. Secondly, we aimed to 
examine if, and in what quantity, VPA provides additional CVD 
risk benefits beyond moderate PA (MPA).

METHODS 

SUBJECTS
Data were generated by the REACH Year 6 and the Ac- tive 
City of Liverpool, Active Schools and SportsLinx (A-CLASS) 
studies (Liverpool, UK). Fourteen schools from areas of social 
deprivation (IMD >40) participated across the studies; all 
9–11 year old children were in- vited to participate. Following 

parental consent and medical screening, 233 children (10.8 
± 0.6 years; 100 boys) were studied. All were healthy and not 
suffering from cardiovascular/metabolic conditions. Informed 
written parent/guardian consent and child assent were 
obtained. Ethical approval was obtained from Liverpool John 
Moores University Ethics Committee. All data col- lection 
methods were standardised between the studies unless 
otherwise stated.

A CROSS SECTIONAL ANALYSIS TO DETERMINE WHETHER  
60 MINUTES IS ENOUGH

PHYSICAL ACTIVITY GUIDELINES  
AND CARDIOVASCULAR RISK IN CHILDREN: 
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RESULTS 

SUBJECT CHARACTERISTICS
Of the 233 children initially recruited, 182 children met criteria for 
accelerometer wear time coupled with adequate vascular measurements. 
Those who did not meet criteria were removed from analyses, there were 
no differences between included and excluded children across measured 
variables. Baseline characteristics are presented in Table 2. Boys had 
significantly higher VO2peak and DBP, whilst girls were significantly closer 
to PHV and had higher percentage body fat. Additionally, boys engaged in 
significantly more MVPA and VPA than girls (Table 2).

ACTIVE VS. INACTIVE ANALYSIS
Inactive children had significantly higher percentage body fat and lower 
VO2peak compared to active chil- dren. No other significant differences 
were found be- tween the two groups (Table 3). The odds for being ‘higher 
risk’ were 1.9 (95 % CI: 0.8–4.3) times higher in the inactive group than the 
active group (p = 0.126).

GENDER ANALYSIS
Boys were more active than girls (p < 0.001, Table 3) and active boys 
engaged in more  MVPA  than  active  girls (11 min/day, p = 0.004). Active 
boys had significantly lower percentage body fat and CCVR, and higher 
VO2 peak than  inactive boys (Table 3). Thirty seven  per- cent of inactive  
boys  were  classed  as  ‘at  risk’ compared to 10 % of the active boys (p = 
0.028), the odds of being at risk were 5.1 times  higher  in  the  inactive  boys  
than the active boys (95 % CI: 1.4 – 19.1, p = 0.015). Active girls engaged in 
significantly less sedentary behaviour compared to inactive girls (p < 0.001), 
no further differ- ences were found.

VIGOROUS PHYSICAL ACTIVITY
Comparisons were made between the highest VPA quin- tile (Q5) and all 
others (Table 4). CCVR was significantly elevated in Q1. Q1, Q2 and Q4 had 
significantly higher percentage body fat. VO2peak was significantly lower 
in Q1 and Q2. The OR was significantly higher in Q1 than Q5 (OR 4.7, p < 0.05, 
Table 4; Fig. 1). When quintiles were examined by gender, no significant 
differences were found between quintiles (difference between Q1  and  Q5:  
6.1 (95 % CI: 0.6 – 59.5, p < 0.05) and 7.4 (95 % CI: 0.7 – 80.0,
p < 0.05), in girls and boys respectively). 

EXPERIMENTAL DESIGN
Initially, children visited the laboratory  to complete measurements, 
including anthropometric tests and dual- energy X-ray absorptiometry 
(DXA), VO2peak testing, vascular endothelial function and 
echocardiography. As- sessments were made in a quiet temperature-
controlled room at the same time of day, following a morning fast
and avoidance of strenuous PA for 24 h. Subsequently, PA was assessed via 
accelerometry over 7 consecutive days.

MEASUREMENTS AND POST-TEST ANALYSIS
ANTHROPOMETRY AND BODY COMPOSITION
Body mass (kg), stature and sitting height (cm) were mea- sured using 
standard methods. Somatic maturity was esti- mated by calculating time to 
peak height velocity (TPHV) using gender specific regression equations [17, 

18]. A DXA scan (QDR discovery A, Hologic, MA) was completed according to 
standardized manufacturer pro- cedures. Participants were scanned in the 
supine  pos- ition while wearing t-shirt and shorts.

VASCULAR FUNCTION
Following 20 min supine rest, brachial artery diameter, blood flow and shear 
rate were assessed via high- resolution ultrasonography (Acuson, Aspen, 
Penn and Terason,  T3000,  Aloka,  UK)  prior  to,  and  following,
5 min forearm ischaemia. Methods were identical to those previously 
described [14] in accordance with best practice guidelines [19].

LEFT VENTRICULAR DIASTOLIC FUNCTION
Following 10 min of quiet rest in the left lateral decubitus position. Left 
ventricular diastolic function was assessed via echocardiography 
(Mylab30CV system, ESAOTE, Italy). All system settings including gain, filter, 
PRF, sector size and depth were adjusted to optimise image quality. Mitral 
inflow was assessed from the apical four-chamber via a 2 mm sample 
volume at the tips of the mitral leaflets, parallel with flow, peak early (E) and 
late/atrial (A) veloci- ties were obtained and E/A ratio reported.

CARDIORESPIRATORY FITNESS
During each protocol VO2 and VCO2 were measured breath-breath via an 
online gas analysis system (Jaeger Oxycon Pro, Viasys Health Care, Warwick, 
UK). Heart rate (HR) was monitored continuously (Polar, Kempele, Finland).

A-CLASS STUDY METHOD  
Peak oxygen uptake (VO2peak) was determined during a discontinuous 
treadmill exercise test which involved walking and running until volitional 
exhaustion. The test consisted of 3 min stages, followed by a 30-s rest 
interval. Peak VO2 was accepted as the high- est 15-s averaged oxygen 
uptake achieved during the test with a respiratory exchange ratio ≥1.05 and/
or HR ≥195 beats.min−1. 
 
 

REACH STUDY METHOD  
To account for differences in biological age and limb length, treadmill 
speeds were in- dividually calibrated by anchoring speeds to set Froude (Fr) 
numbers as described previously [20]. A continuous protocol was used unitl 
volitional exhaustion occurred. Peak VO2 was defined as the highest 15-s 
average oxygen uptake achieved with a respiratory exchange ratio >1.05 
and/or HR > 199 beats/min−1.

PHYSICAL ACTIVITY
Physical activity was objectively measured for 7 consecu- tive days using 
a hip mounted uni-axial accelerometer (GT1M model, ActiGraph, FL, USA) 
set to 5 s epochs. Children wore the accelerometer during all waking hours, 
except during water-based activities. Consecutive zero counts >20 min were 
removed from analysis as non-wear. Minimum wear time for inclusion in 
data analysis was 9 h/day for any 3 days of the week [21]. Accelerometer data 
reduction was performed using Acti- Life v 6.1.4 (ActiGraph, LLC, 2010–2012). 
The Evenson cut-points [22] were used to define PA and sedentary in- tensity 
thresholds [23]. Total time spent in each PA/SB threshold for each valid day 
was divided by the total number of valid days. Subjects were then split into 
groups; those who achieved a daily average of 60 min MVPA (active) and 
those who did not (inactive [24]).

STATISTICAL ANALYSIS
All statistical analysis were performed using SPSS (18.0, Chicago, Illinois) 
software. Statistical significance was set at P < 0.05. Variables were tested 
for normality when grouped by sex and PA level using the Kolmogorov- 
Smirnov test. DBP and E/A ratio data were normalised by log transformation 
and FMD using square root trans- formation. All analyses were performed at 
the cohort level initially; additional analyses were then performed by gender.
Gender specific standardized z-scores for percentage body fat, VO2peak, 
FMD, systolic blood pressure and E/A ratio were calculated and inverted 
where necessary, z- scores were summed to create a composite CVD  
risk score (CCVR). Pearson’s correlation analysis was used to assess 
relationships between z scores (Table 1). Children with CCVR ≥1 SD were 
defined as ‘higher risk’ [8]. Differ- ences in individual CVD risk factors and 
CCVR between the active and inactive group, boys and girls were assessed
 using an independent t-test, or analysis of covariance (ANCOVA), with 
TPHV as a covariate (continuous vari- ables), or a chi-square test  
(discrete variables).

The cohort was split into quintiles according to VPA. Differences in 
individual CVD risk factors and CCVR across quintiles were assessed using 
ANCOVA with MPA, sedentary behaviour and TPHV as covariates, or using 
a chi-square test (discrete variables). Logistic regression was then used to 
obtain odds ratios for each group (Boys/Girls, Active/Inactive and all VPA 
quintiles).



R P R P R P R P R P
VO2MAX (ML/KG/MIN) 1 −0.691 0.000 −0.163 0.036 0.025 0.743 0.173 0.027

FAT %(DXA) −0.691 0.000 1 0.239 0.001 −0.056 0.448 −0.230 0.002

SBP (MMHG) −0.163 0.036 0.239 0.001 1 −0.112 0.134 −0.068 0.370

FMD % 0.025 0.743 −0.056 0.448 −0.112 0.134 1 0.072 0.340

E/A RATIO 0.173 0.027 −0.230 0.002 −0.068 0.370 0.072 0.340 1

DISCUSSION
To our knowledge, this is the first study which used a composite risk 
score which included novel pre-clinical markers of CVD risk to empirically 
evaluate the effects of adherence to the current WHO PA guidelines for 
children, and provide novel information regarding rec- ommendations for 
VPA. Our findings from the whole cohort indicate no difference in CCVR 
between active and inactive asymptomatic 9–11 year old children, im- 
plying current guidelines may underestimate the PA ne- cessary to reduce 
CCVR. Although achieving WHO PA recommendations did have beneficial 
effects  on VO2peak and adiposity. Furthermore, VPA appeared to provide  
health  benefits  in  addition  to  those  of  MPA, suggesting  it  necessary  to  
incorporate  a  more  specific recommendation regarding the VPA. Active 
boys have 1/5 of the risk compared to inactive boys (Table 3), whereas no 
differences were found be- tween active and inactive girls. We observed a 
significant difference in MVPA between active boys and active girls, (11 ± 
5 min, p = 0.004; Table 3) and active girls had a similar risk factor profile to 
inactive girls and inactive boys. This suggests that gender differences in risk 
factors may not be resultant of gender per se, but are possibly determined 
by differences in PA levels [2, 3, 25, 26]. Al- though active girls engaged  in  
daily  MVPA  in  excess 60 min, this appears insufficient to confer the CVD 
risk benefits afforded by the active boys. Our data suggest 77 min MVPA 
was insufficient for CCVR risk reduction, whilst 88 min MVPA resulted in a 
reduction, supporting previous conclusions from Andersen et al. [8] that PA 
guidelines should be higher than the current 60 min MVPA/day. Furthermore, 
our data raise the question of whether children’s PA guidelines should be 
gender specific; little is known about gender specific dose responses to PA, 
further investigation therefore appears to be warranted.

In agreement with adult literature, which demonstrate that VPA is a more 
meaningful predictor of cardiometa- bolic risk than MPA [27], we provide 
evidence that VPA may afford  additional CVD risk reduction in children. 
CCVR ORs were ~5 times higher in Q1 compared to Q5 (p < 0.05), whilst 
no differences were observed across MPA quintiles (Fig. 1). The largest 
reduction in risk was evident between Q1 and Q2 (VPA 11 ± 2 vs 17 ± 2 min, 
respectively, p > 0.05; Table 4) and although this risk re- duction is non-
significant in this small study, we suggest that a reduction in odds ratio of 
~50 % is a clinically meaningful finding. On this basis, 17 min of VPA per 
day (Q2), equating to around 2 h VPA/week is needed to reduce CVD risk in 
pre-pubertal children.

In contrast to percent body fat and VO2 peak, there was no significant 
difference between active and inactive groups or across VPA quintiles 
for E/A ratio or FMD. Whilst the inclusion of FMD and E/A ratio in analysis 
provides novel information, these surrogate markers do not appear to 
enhance the predictive power of the CCVR model in this cohort, One 
possible interpretation of this finding is that diastolic and endothelial 
function are not modulated by PA, however a wealth of previous findings 
contradict this hypothesis [13, 14, 28]. A more plausible hypothesis relates to the 
dose of activity the inactive chil- dren are exposed to; 45 min MVPA/day, 
including 17 min of VPA, whilst they fall short of WHO guidelines for MVPA, 
this level of VPA may be adequate to prevent de- terioration of endothelial 
and diastolic function.  These data lend support to  our  recommendations  
above  that 17 min VPA/day is cardioprotective, and previous findings from 
our group which imply that VPA is more important for endothelial function 
than other PA intensities [14]. Further research is needed to confirm or refute 
the role of VPA in the modulation of these variables.

This study advances knowledge of the complex relation- ship between PA 
and CVD risk in children, as it investi- gates, for the first time, the utility of 
adding novel CVD surrogates, to a composite score of ‘pre-clinical’ markers 
to estimate CVD risk. As CVD risk factors tend to cluster in sedentary and 
obese individuals, stronger associations between CVD risk and PA may be 
observed when a com- posite CVD risk score is generated. Additionally, 
as we measured PA levels objectively we are confident of greater 
measurement precision than the self-report PA data from which the current 
WHO guidelines are derived, nonethe- less given the sporadic nature of 
children’s PA patterns, it is plausible that using an epoch length of 5 s may 
result in an underestimation of VPA. Furthermore, a lack of parity in PA 
measurement techniques and accelerometer cut points used between this 
and other studies makes com- parison and interpretation difficult. Various 
confounders including diet, smoking status and socioeconomic status were 
not accounted for in our analyses as we lack the data to do so. Finally, 
although our findings lend support to the previous recommendations that 
60 min daily MVPA may not be enough for children of this age [8], given the 
rela- tively small sample size and limited number of children that achieved 
guidelines, findings  should be interpreted with caution.

TABLE 1 CORRELATIONS BETWEEN Z SCORES USED TO CALCULATE CCVD RISK SCORE

Z SCORE
VO2MAX (ML/KG/MIN)

Fat % percentage of body fat, DXA dual-energy X-ray absorptiometry, SBP systolic blood pressure, VO2max peak oxygen uptake, FMD flow mediated dilation, E/A ratio ratio between passive 
and active filling of the left ventricle (cm/s)

FAT % (DXA) SBP (MMHG) FMD % E/A RATIO

GROUP GIRLS 
(105) BOYS (77)

AGE (YEARS) 10.8 (0.6) 10.7 (0.6) 10.8 (0.6)

HEIGHT (CM) 145.0 (8.0) 145.4 (7.8) 144.6 (8.3)

BODY MASS (KG) 41.7 (10.6) 42.3 (10.2) 40.9 (11.0)

MATURITY OFFSET 
(TPHV) −2.51 (1.23) −2.30 (1.44) −2.79 (.79)

BMI (KG/M2) 19.6 (3.5) 19.8 (3.3) 19.3 (3.7)

FAT % (DXA) 27.7 (6.7) 29.4 (5.7) 25.2 (7.2)a

SBP (MMHG) 106 (11) 105 (11) 108 (12)

DBP (mmHg) 63 (6) 62 (5) 64 (6)a

VO2max (ml/kg/min) 46.0 (6.9) 43.5 (6.1) .6 (6.4)a

FMD % 8.9 (4.1) 8.9 (4.1) 8.9 (4.3)

E/A RATIO 2.1 (0.5) 2.1 (0.4) 2.1 (0.5)

CCVD RISK49 −0.04 (2.94) 0.12 (2.98) −0.27  (2.89)

MVPA (MIN) 64 (25) 56 (20) 75 (27)a

VPA (min) 25 (13) 22 (12) 30 (13)a

Sedentary (min) 605 (148) 608 (80) 600 (209)

MPA/VPA ratio 1.7 (0.6) 1.8 (0.7) 1.7 (0.6)

TABLE 2 DESCRIPTIVE STATISTICS

TPHV time to peak height velocity, BMI body mass index, Fat % percentage of body 
fat, DXA dual-energy X-ray absorptiometry, SBP systolic blood pressure, DPB diastolic 
blood pressure, VO2max peak oxygen uptake, FMD flow mediated dilation, E/A ratio ratio 
between passive and active filling of the left ventricle (cm/s), CCVD risk composite cardio 
vascular disease risk score as sum of z-scores, MVPA moderate to vigorous physical 
activity, VPA vigorous physical activity. All data expressed as mean (SD). aSignificant 
difference between boys and girls <0.05



INACTIVE

(N = 90)

ACTIVE

(N = 92) P

INACTIVE

(N = 66)

ACTIVE

(N = 39) P
INACTIVE

(N = 24)

ACTIVE

(N = 53) P

FAT %(ML/KG/MIN) 29.6 (5.9) 25.7(7.0) >0.001 29.2 (5.9) 29.8 (5.4) 0.90 30.7 (5.8) 22.7 (6.5) >0.001

SBP 106 (12) 106 (12) 0.89 106 (10) 104 (11) 0.58 108 (11) 108 (12) 0.97

BASELINE ARTERY  
DIAMETER (MM)

3.1 (0.3) 3.1 (0.5) 0.73 3.0 (0.3) 3.0 (0.4) 0.67 3.2 (0.4) 3.1 (0.5) 0.90

FMD % 9.1 (4.1) 8.7 (4.2) 0.45 9.1 (4.1) 8.6 (3.9) 0.65 9.2 (4.0) 8.8 (4.4) 0.44

VO2MAX 43.70 (6.1) 48.3 (6.9) >0.001 43.1 (6.3) 44.2 (5.7) 0.16 45.56 (5.2) 51.2 (6.2) 0.01

E/A RATIO 2.2 (0.5) 2.1 (0.4) 0.78 2.2 (0.5) 2.2 (0.4) 0.36 2.1 (0.6) 2.2 (0.4) 0.64

CCVD RISK 0.36 (2.95) −0.43 (2.90) 0.40 0.09 (2.93) 0.19 (3.12) 0.87 1.22 (2.92) −0.85 (2.70) 0.01

AT RISK (%) 23 13 0.35 18 18 0.99 37 10 0.03

OR CCVD RISK 1.9 1.0 0.13 1.0 1.0 0.99 5.1 1.0 0.02

MVPA (MIN) 45 (10) 83 (21) >0.001 45 (10) 77 (17) >0.001 46 (9) 88 (22) >0.001

VPA (MIN) 16 (6) 33 (14) >0.001 16 (6) 30 (15) >0.001 17 (5) 36 (12) >0.001

MPA/VPA RATIO 1.9 (0.7) 1.6 (0.6) >0.001 1.9 (0.7) 1.7 (0.7) 0.18 1.9 (0.6) 1.6 (0.5) >0.01

SEDENTARY (MIN) 625 (80) 585 (192) 0.03 629 (84) 573 (59) >0.001 613(68) 594 (248) 0.53
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CONCLUSIONS

In our study of asymptomatic 9–11 year old children, there were no 
differences between CCVR of  children who undertook 60 min MVPA per day  
in  accordance with WHO recommendations, and those who did  not. This 
implies that current recommendations may be an underestimation of the PA 
necessary to reduce clustered CVD risk. A gender difference between the 
CVD risk in active and inactive children, raises the possibility that gender  
specific guidelines may be needed, although much work is needed  
 

 
  
to determine if these differences are a result of gender specific responses 
to PA or sex dif- ferences in PA level. Finally, VPA appears to provide 
CCVR benefits beyond those afforded by MPA,  with data suggesting that 
17 min VPA/day may provide clin- ically meaningful CVD risk reductions. 
Taken together these findings suggest that in order to reduce CVD risk, 
the current guidelines should be updated to increase the amount of MVPA 
recommended, and to prescribe a daily amount of VPA.

TABLE 3 CARDIOVASCULAR RISK FACTORS IN THE ACTIVE AND INACTIVE

FIGURE 1

Z SCORE
GROUP GIRLS BOYS

Inactive = those who did not achieve the recommended 60 min MVPA per day. Active = those who achieved the recommended 60 min MVPA per day
Fat % percentage of body fat, SBP systolic blood pressure, BD baseline diameter of brachial artery in mm, FMD flow mediated dilation, VO2max peak oxygen  uptake, E/A ratio ratio between 
passive and active filling of the left ventricle (cm/s), CCVD risk clustered cardio vascular disease risk score as sum of z-scores, At risk percentage  of children with more than 1SD in the CCVD 
risk score, OR CCVD risk odds ratio for being at risk compared to the active group, MVPA moderate to vigorous physical activity    in minutes/day, VPA vigorous physical activity in minutes/day, 
sedentary sedentary behaviour in hours/day. All data expressed as mean (SD

Fig. 1 Odds ratios for being at risk by quintiles of physical activity. *Significant difference between VPA quintile 1 and 5, P < 0.05. No significant differences across MPA quintiles. VPA = 
vigorous physical activity, MPA = moderate physical activity

*



WHOLE 
COHORT N0. VPA MPA SEDENTARY

MPA/VPA 

RATIO

CCVD 

RISK

AT 

RISK 

(%)

OR FAT % FMD% SBP
VO2 

MAX

E/A 

RATIO

1 36 11 (2)a 27 (10)a 632 (91) 2.5 (0.8)a 1.31 (3.26)a 34.5 %a 4.7a 31.9 (1.2)a 8.4 (3.8) 106 (12) 42.3 (6.7)a 2.0 (0.3)

2 37 17 (2)a 34 (8)a 613 (64) 2.0 (0.5)a 0.23 (2.93) 20.7 % 2.1 29.3 (1.0)a 9.5 (4.9) 104 (12) 43.6 (5.3)a 2.2 (0.4)

3 36 22 (2)a 36 (7)a 603 (69) 1.6 (0.3) −0.40 (2.81) 17.2 % 1.6 27.1 (1.0) 8.3 (3.7) 105 (9) 46.7 (6.7) 2.3 (0.6)

4 37 29 (2)a 43 (11)a 587 (56) 1.5 (0.4) −0.06 (2.58) 17.2 % 1.7 27.5 (1.0)a 9.1 (4.2) 108 (12) 46.9 (6.9) 2.0 (0.3)

5 36 45 (14) 56 (13) 587 (303) 1.3 (0.3) −1.22 (2.71) 10.3 % 1 22.4 (1.3) 9.3 (4.0) 106 (11) 51.0 (5.8) 2.1 (0.5)

BOYS

1 15 13 (2)a 30 (11)a 613 (72) 2.3 (0.8)a 1.11 (3.38) 36.4 % 7.4 30.0 (7.0) 8.8 (4.5) 105 (13) 47.5 (6.1) 1.9 (0.3)

2 16 20 (2)a 39 (6)a 590 (73) 1.9 (0.3)a 0.25 (2.63) 18.8 % 3.0 27.4 (6.5) 9.0 (4.0) 106 (11) 47.1 (7.2) 2.3 (0.6)

3 15 28 (3)a 42 (11) 586 (22) 1.5 (0.3) −0.20 (2.68) 15.4 % 2.4 24.7 (7.2) 7.3 (3.7) 111 (13) 50.8 (5.7) 2.1 (0.4)

4 16 36 (2)a 51 (9)a 675 (42) 1.4 (0.2) −0.72 (3.04) 14.3 % 2.2 23.7 (6.9) 10.0 (5.3) 108 (10) 49.7 (5.5) 2.2 (0.5)

5 15 50 (9) 63 (14) 530 (48) 1.3 (0.2) −1.56 (2.56) 7.1 % 1 20.2 (5.4) 9.6 (3.7) 110 (11) 53.0 (6.1) 2.2 (0.4)

GIRLS

1 21 10 (2)a 25 (8)a 652 (99)a 2.5 (0.8)a 0.51 (3.16) 27.8 % 6.2 29.6 (6.8) 8.9 (4.0) 107 (11) 42.3 (5.9) 2.1 (0.3)

2 21 15 (1)a 33 (9)a 625 (75) 2.2 (0.6)a 0.98 (3.73) 30.0 % 6.9 32.2 (6.3)a 8.3 (3.9) 103 (14) 40.7 (5.9) 2.2 (0.5)

3 21 20 (1)a 31 (6)a 601 (57) 1.6 (0.3) −0.69 (2.25) 5.6 % 0.9 28.9 (5.3) 10.1 (4.6) 104 (8) 44.0 (5.4) 2.3 (0.5)

4 21 26 (2)a 39 (8) 605 (69) 1.5 (0.3) 0.43 (2.71) 20.0 % 4.0 29.3 (4.6) 7.7 (3.8) 106 (9) 45.6 (5.5) 2.0 (0.5)

5 21 37 (18) 45 (13) 559 (69) 1.3 (0.7) −0.79 (2.62) 5.9 % 1 27.2 (4.8) 9.6 (3.9) 104 (11) 45.3 (6.9) 2.1 (0.3)

TABLE 4 CARDIOVASCULAR RISK FACTORS IN QUINTILES OF VIGOROUS PHYSICAL ACTIVITY

VPA vigorous physical activity (min/day), MPA moderate physical activity (min/day), CCVD risk clustered cardiovascular disease risk score as sum of z-scores, At risk
% of children with more than 1SD in the CCVD risk score, OR CCVD risk odds ratio for being at risk compared to the active group, Fat % percentage of body fat, FMD% flow mediated dilation, SBP 
systolic blood pressure, VO2max peak oxygen uptake, E/A ratio ratio between passive and active filling of the left ventricle (cm/s). All data expressed as mean (SD). CCRD risk score consists of Fat%, 
FMD%, SBP, VO2Max, E/A ratio. aSignificant difference compared to most active quintile <0.05
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In this day and age it’s rare to find an employee who will remain with one  
organisation for five years let alone 10. This is the case for Narelle O’Loughlin,  
ESSA Membership Officer, who has seen many an up and down during her time with ESSA. 

NARELLE O’LOUGHLIN: 
A DECADE WITH EXERCISE  
& SPORTS SCIENCE AUSTRALIA

We thought it only fitting to sit down and have a long chat with the person, 
who we believe, every member of ESSA has come into contact with in some 
shape or form.

We first asked Narelle about the beginning.

“I began my journey with ESSA in 2006 after a friend let me know there was 
a position for a general administration person. At that point the organisation 
wasn’t even known as ESSA, this was in the times of AAESS (Australian 
Association for Exercise and Sports Science).”

“It’s hard to believe that at that point there was a total of three staff and 
one of my first tasks was to put together a desk from Office Works so I had 
somewhere to sit!”

“Our Executive Officer worked away from the office for a fair amount of time 
and couple this with the fact that within two weeks of starting, my colleague 
decided to return to the UK to attend a wedding, so for a few weeks I was 
ESSA. It did get quite lonely sitting in the office by myself!”

At the time ESSA only had a membership of around 900 and was still a 
fledgling organisation. Current CEO, Anita Hobson-Powell, came on board and 
started to shake things up.

“I remember when Anita first started she was astounded by some of 
our office practices, which included a manual register for all incoming 
applications, and soon began to streamline procedures which involved a far 
more efficient method of recording applications.”

“We were still a small team at the time and working life was sometimes a 
family affair. I remember myself, Anita and my children sitting on the floor of 
our small office individually packing and stamping Activate magazines for our 
members. I don’t think we could do this now thanks to over 4000 members!”

As the years went on, AAESS evolved into ESSA and the member and staff 
numbers grew.

“Our growth was probably one of my most pleasant surprises, internally we 
have had to move premises four times over the ten years to accommodate a 
growing office. It’s funny, each time I thought to myself, surely we can’t get 
any bigger – our current kitchen is bigger than our first office!”
We asked Narelle about the highlights of her time at ESSA.

“There have been many exciting times here at ESSA, but I truly believe the 
growth of our conferences has been a huge highlight. From small ‘get-
togethers’ of a couple of hundred members at university campuses, to the 
highly polished events that attract over 1000 delegates is no mean feat.”

“I’ve also always been proud of our members, as the numbers grew so has 
the passion. From a small group of exercise and sports science professionals 
to seeing the force we now have as an organisation is fantastic, not to 
mention the introduction of Medicare, the NUCAP system and the fact that we 
now have three accredited professions.” 

Every time Narelle speaks of ESSA there is a wry smile, a smile that indicates 
the amount of great stories she has to tell as well as the ups and downs of 
every day work struggles. We asked Narelle why she enjoyed coming to work 
each day.

“Simple, the people. Firstly the staff have always been the most amazing 
people to work with. Sometimes I think members believe we are a large, 
faceless organisation but in truth we are a group of 25 people who come to 

work each day with a genuine passion for the roles. I have never met a group 
of such dedicated people, and I truly believe we always try and go out of our 
way for the members.”

“Secondly would be the members themselves, it is so worthwhile to support 
a group of people who are essentially working every day to make Australian’s 
happier and healthier. I must admit when I started working here, it inspired 
me to get moving more and I am happy to say I drag a lot of my friends out for 
daily walks.”

So what does Narelle think the future holds for ESSA?

“What I am excited about is the higher profile our AEPs now have, there 
is still a long way to go but we continue to go from strength to strength. I 
also think the introduction of Accredited Exercise Scientists is a great step 
forward, it’s such a thrill to see our exercise science members now given a 
stronger title. As for sports science, my son has worked with a professional 
sporting club so we have both seen first-hand the need for greater regulation 
and accreditation.”

“In another ten years’ time I hope to see ESSA and its members taking on the 
world and changing the health of everyone for the better – all from my first 
class seat on a plane to somewhere exotic!”

Build: High quality programs using the huge 
exercise collection

Customise: Create new exercises & edit the 
existing collection.

Brand: Add your branding to the program for 
a professional finish.

Deliver: Print, email or post the finished 
product on the web.

Track: Capture your client’s training data to 
track compliance and progress.

Features

• 1200 Exercises including, strength, 
flexibility, conditioning & rehabilitation

• 40+ Preconfigured exercise program 
templates

• 16 Different Exercise Program Layouts in 
PDF format

• Client facing web app so clients can 
record their workouts

Full access from $15 per month

QUALITY EXERCISE PROGRAMMING MADE EASY

Free Trial - ExerciseSoftware.com

Supporting ESSA Members since 2005. 

ExerciseSoftware.com - Chosen by more than 
300 current ESSA Members. With full tablet and 
iPad compatibility, generating exercise programs 
just got a whole lot easier!



Tell us a little about the South Australian State Chapter – who is it made up of? 

• Chair: Jessica Northcott is an Accredited Exercise Physiologist.  Jessica 
has experience across hospital, public health, aged care and academic 
settings.  She is currently working in private practice.  Jessica has been 
involved with the committee for eight years and held the position of 
secretary for a number of years before becoming chair in 2015. 

• Secretary: Alison Penington is an AEP.  After graduating, Alison worked 
in an Adelaide private practice, during this time she managed ‘Lift for Life’ 
classes and ‘Masters of Gravity’ falls prevention group classes as well as 
individual sessions. She was employed by a South Australian Aged Care 
Facility in 2015 to conduct research in improving cognitive and functional 
capacity in older people in residential aged care through an exercise 
prescription approach and the benefits of Exercise Physiology in Aged 
Care.  

Exercise Physiology Portfolio:

• Braden Mitchell is an Accredited Exercise Physiologist, currently 
undertaking his PhD investigating the use of perceived exertion in 
exercise testing and prescription for cardiac patients with a particular 
focus on the impact of chronotropic altering medications.  His 
other clinical and research interests include the role of improving 
cardiorespiratory fitness and its effects on cardiovascular and 
metabolic health, and the use of accelerometers as an objective 
measure of physical activity and sedentary behaviour.  In addition to 
his role on the SA State Committee, Braden is also a member of the 
Executive Management Committee for the Cardiovascular Special 
Interest Group, and teaches within the Human Movement and Clinical 
Exercise Physiology courses at the University of South Australia. 

• Claire Neylon is a practising Accredited Exercise Physiologist. She 
owns a small private business in the southern suburbs of Adelaide, has 
been a principal exercise physiologist at a university clinic for 3 years 
and is about to transition into another position at an exercise physiology 
practice specialising in musculoskeletal function. She has also been the 
practising exercise physiologist at an outpatient bariatric clinic for the 
last 3 years. Claire also has a strong interest in neuromuscular condition 
management. 

• Exercise & Sports Science Portfolio: Meredith Woolsey is a practising 
Accredited Exercise Physiologist who has recently opened a (very) 
small clinic in Adelaide’s South. She enjoys working with clients with 
chronic pain and mental health issues and loves her fun group classes. 
She has also been part of a HEAL pilot program within the mental health 
community and institution settings and assists in the Physical Performance 
Department of the SANFL Umpires.  

• Professional Development Portfolio: Jasvir Bahl is an Accredited Exercise 
Physiologist, currently undertaking his PhD investigating the effect of 
surgical approach to Total Hip Arthroplasty on patient biomechanics. 

His clinical interests are musculoskeletal rehabilitation and exercise 
and motor skill training for people with neuromuscular conditions. Jasvir 
teaches within the Human Movement and Clinical Exercise Physiology 
programs at the University of South Australia. 

• Member Engagement Portfolio: Caelum Schild is a full time AEP at AEP 
Health Group where he has been working for 6 years. His interest areas 
include cardio-metabolic and cancer. He has been a member of the SA 
State Committee for four years.

How often do you meet and how much of your time does it take up?

We usually meet once a month, alternating face to face and skype meetings. 
Some meetings go longer than others, particularly our Strategic planning 
meetings which will become an annual meeting held around September. We 
cannot put a specific time load on the work that we do as a committee, but 
we do like to apply the motto ‘Many hands make light work’ which helps to 
ensure things get done in a timely fashion with minimal strain on committee 
members. 

You have been very active so far – was there a decision to step up activities?

At the beginning of 2015 we identified the need to become more active at 
representing SA.  We conducted a survey to identify member needs.  This led 
to several planning meetings to establish a state-based strategic plan. We 
presented this strategic plan at the end of 2015 to our members which helped 
to make us as a committee accountable to our KPIs and to ensure that our 
members get the best effort out of their committee in 2016. 

What are the key objectives for SA State Chapter this year? Or even long term?

• To increase engagement with the general membership, through increased 
activity on social media, member networking events and open meetings, 
especially with those in the newly formed AES stream. 

• To provide state members with access to high quality Professional 
Development opportunities. 2016 will see 1-2 state run PD events, including 
an inaugural State Symposium for Exercise Science/Exercise Physiology. 
The state committee is also committed to advocating SA as a worthy 
destination for interstate PD providers. 

• Undertake a number of key state projects advocating the experience and 
expertise of our members. Major projects for 2016 include advocating 
employment of AEPs in hospital and aged care settings, advocating the 
role of AESs in sporting and community sectors, and developing key inter-
organisational networks. 

• Investigate ways we can assist members from all streams to build and 
improve their careers in South Australia’s growing exercise and sports science 
sector. The committee aims to strengthen the nexus between tertiary providers 
and industry in order to foster greater collaboration across all sectors. 

Note from the Editor:  By volunteering in some capacity with ESSA, not only will you be helping your self-
development you will also be playing a key role in shaping our industry and future. If you would like to know more 
about how you can get involved, get in touch with your State Chapter or ESSA National Office directly.

WITH THE TEAM FROM  

SOUTH AUSTRALIA

TIME OUT



What was the main motivation behind volunteering for the State Chapter?

Although individually we may all have some small differences in reasoning, 
I think that we can all agree that we share a common interest in being 
involved in the development of AEP future for the state and feel that our 
different backgrounds can help to accommodate all pathways for AEP 
developments within SA. 

ESSA is always looking for more volunteers to help steer the organisation 
and its direction – what would you say to anyone thinking of volunteering 
their time and expertise?

It’s a great way to further our industry and very rewarding when significant 
changes are made – e.g. ReturnToWork SA (formerly Workcover SA) 
incorporating AEPs as a health provider.

What do you think are the major challenges for allied health (especially 
AEPs) in South Australia?

Our size – given we are a small state in relation to AEP, gaining traction 
within the community, hospitals and to referral sources is often difficult.

What do you think are the biggest opportunities for allied health in 
Australia over the next couple of years? Any key growth areas?

There is a great opportunity for us to make real change in the areas of 
metabolic disease, especially given the increasing prevalence of type 2 
diabetes and weight-related conditions.
Exercise treatment for cancer will also become more common given a lot of 
recent research in the area.

If you could give the state or federal government one demand – what 
would it be?

Increase the use of AEPs expertise in health reforms and policies. As 
a developing profession, it is vital that the government start to change 
policies that include access to AEPs for all avenues of health and treatment 
strategies. People deserve to have easy access to our services to ensure 
that their health is maintained to the optimum level, and we all know how 
influential AEPs can be to aid in treatment or management strategies of 
chronic conditions and reduce the burden on the health care system.  

It’s a great way to further our 
industry and very rewarding when 
significant changes are made

 “  “
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FOR ESSA MEMBERS

INDUSTRY UPDATE

          AGED CARE

Consumers now access information, assessments and services through 
the ‘My Aged Care’ gateway. The gateway was established by the 
government to help people navigate the aged care system. Care and 
support in the community is available through the Commonwealth Home 
Support Programme. Recent reforms mean that consumers now have 
greater choice and flexibility in home care packages through consumer 
directed care which has led to greater opportunities for AEPs to deliver 
restorative care as part of these packages.

           EHEALTH

‘My Health Record’ is being trialled as an opt-out system in the Nepean 
Blue Mountains and Northern Queensland PHN areas. In these areas 
consumers will have an eHealth record created for them unless they 
specifically opt-out of the system. For AEPs this means that registration 
as a provider and access to a client management system that is eHealth 
compliant will become increasingly more important as paper-based 
referrals will eventually be phased out. To be visible as a referral point 
in the eHealth system, businesses will need to be registered with the 
National Health Services Directory.

             MEDICARE

The Australian government continues to review the Medicare Benefits 
Schedule – which includes the AEP related chronic disease management 
and Type 2 diabetes group services item numbers. ESSA will be 
maintaining a strong presence in this space, continuing to advocate 
for AEP services and informing members of any changes (view ESSA’s 
submission on the ESSA website at Newsroom>Major Submissions). We 
urge all AEPs to engage with ESSA’s lines of communication, to ensure 
that you’re able to respond to any industry reforms in a timely manner.

             DEPARTMENT OF VETERANS’ AFFAIRS

The DVA has commenced a review of dental and allied health services 
provided to DVA clients. The review is said to be exploring opportunities 
to rebalance DVA funded dental and allied health arrangements, ensuring 
that the services meet the current and future needs of the veteran 
community.
In addition to providing a written submission (a copy can be found on the 
ESSA website, please go to Newsroom>Major Submissions>January 
2016) ESSA will also be attending a number of meetings with DVA 
throughout 2016 to further advocate for AEP services. 

Key focus points are:
• improved accessibility to AEP services for chronic disease 

prevention and enabling all allied health professions 
• access to rebates for telehealth video consultations 
• advocate for AEPs as the most qualified allied health professionals 

to provide exercise interventions to prevent and manage individuals 
with chronic health conditions

• improved AEP access to the ‘Rehabilitation Appliances  
Program’ schedule

              PRIVATE HEALTH FUNDS

As an industry stakeholder, ESSA has provided the government with 
feedback into the review of private health insurance. The review is 
ongoing and is set to be completed towards the end of 2016. ESSA has, 
and will remain in close consultation with private health insurers, industry 
bodies and organisations to ensure that we are informed of any potential 
changes to private health policies.

ESSA’s submission can be found on the ESSA website, please go to 
Newsroom>Major Submissions>January 2015. Some key areas that we 
are advocating for are: 
• appropriate classification of AEP services in private health insurance 

policies
• recognition of AEP services as a core component within their health 

insurance packages

            PRIVATE HEALTH NETWORKS

Primary Health Networks will be at the centre of the upcoming health 
reforms, playing a major role in commissioning services and distributing 
funding to local allied health businesses and providers. We anticipate 
increased opportunities for AEPs to broker and promote their services 
to local PHNs. ESSA is engaging with PHNs to ensure that members 
are positioned strongly at the forefront of chronic disease prevention 
and management. We encourage members to advocate the value of our 
industry, including our unique and irreplaceable skillset, to their local PHN. 

               FEDERATION REFORM

The Commonwealth government has committed to produce a white 
paper on the ‘Reform of the Federation’ in conjunction with the states and 
territories.

The white paper will seek to clarify roles and responsibilities to ensure 
that, as far as possible, the states and territories are sovereign in their 
own sphere.  

To date, issue papers have been released on topics including: health, 
education, housing and homelessness and financial responsibilities.  The 
issue papers will help to inform the Federation Reform green paper - a 
consultation document outlining the government’s assessment of a key 
problem, and outlines a range of possible options.

At the time of writing the green paper is still in working draft, however it 
is expected that public submissions will be called for to comment on the 
proposals outlined in the green paper.

ESSA is monitoring this space closely and will provide a submission on 
behalf of members when called for through this consultation process.  We 
are particularly interested in the possible reforms that will occur in the 
health sector as a result of this review process such as state & federal 
health funding and roles & responsibilities in health.  The resulting white 
paper – which is a major policy document, is expected to be released in 
2016. You can view a copy of the health issues paper on the federation 
reform website: federation.dpmc.gov.au/issues-paper-3 
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WHAT IS THE PRIVACY ACT AND WHAT 
DOES IT MEAN FOR ME?  

WHAT IS THE PRIVACY ACT (1988)?

The Privacy Act 1988 (Privacy Act) is an Australian law which 
regulates the handling of personal information about individuals. 
Personal information is “information, whether true or not, or 
an opinion, whether recorded in material form or not, about 

an identified individual, or an individual who is reasonably 
identifiable.” Common examples include: individual’s name, 
signature, address, telephone number, date of birth, medical 
records, bank account details and commentary or opinion about a 
person1. 

AUSTRALIAN PRIVACY PRINCIPLES

The current Australian Privacy Principles (APP) were introduced 
to the Privacy Act in 2014 following a major review of the Act.  
They set out how both government agencies and private sector 

organisations in Australia must handle personal information.  
The Australian Government | Office of the Australian Information 
Commissioner (OAIC) website, Factsheet 17 – Australian Privacy 
Principles2 gives more information.  ESSA’s Privacy Statement3 
is available on the ESSA website.

WHAT IS HEALTH INFORMATION?

The Privacy Act defines health information as “any information 
about a person’s health or a disability, as well as any other 
personal information collected while receiving a health 
service.”  This includes clinical notes, contact and billing 
details, test results and reports, Medicare number and other 
sensitive information like race, sexuality or religion.  

Settings where health information may be collected and used 
include private practice, private aged care facilities, gyms and 
weight loss centres.  All members of ESSA, whether accredited 
or not who work with people will collect health information and 
therefore need to manage it appropriately.

PERMITTED COLLECTION, USE AND 
DISCLOSURE OF HEALTH INFORMATION

The Privacy Act classifies health information as sensitive 
information so there are strict conditions on its collection, use 
and disclosure.  Under the Privacy Act there are five health 
specific condition and seven general conditions that permit 

disclosure of personal information.  The five health specific 
situations are the:
• collection of health information to provide a health service 

e.g. clinical records and client contact details
• collection of health information for health management 

activities e.g. regulatory body audits
• collection of health information for certain research and 

other purposes
• use or disclosure of genetic information to lessen or 

prevent a serious threat to the life, health or safety of a 
genetic relative of the patient

• disclosure of health information to a person responsible for 
a patient e.g. when a person is unable to provide consent.

The general exception condition most relevant to the health 
environment is where it is unreasonable or impracticable 
to obtain the individual’s consent to the collection, use or 
disclosure of their health information, and you reasonably 
believe it is necessary to lessen or prevent a serious threat to 
the life, health or safety of any individual, or to public health or 
safety.  

The ESSA Code of Professional Conduct and Ethical Practice 
provides information on when an Exercise and Sports Science 
professional may disclose personal information.

1. MANAGEMENT, FUNDING OR
    MONITORING OF A HEALTH SERVICE

Enquiries to ESSA often relate to the disclosure of health 
information for the management, funding or monitoring of a 
health service; that is health management activities.  Reasonable 
activity under this clause may include quality assurance 
activities related to safety and the detection of possible fraud 
or an incorrect payment, but the information collected must be 
‘necessary’ for the activity.  While the Privacy Act allows for 
use of health information in this context, clients still need to be 
informed in advance of such limitations of confidentiality.  Best 
practice is to create good dialogue with your clients about how 
their information may be used e.g. about the collection and use of 
Individual Health Identifiers (IHI).  OAIC factsheets4 provide more 
information.  

2. RESEARCH

The National Health and Medical Research Council (NHMRC) 
National Statement on Ethical Conduct in Human Research 
defines research as “investigation undertaken to gain 
knowledge and understanding” and human research as 
“research conducted with or about people, or their data or 
tissue.”  Consequently, if you are conducting human research 
you will collect and/or need to appropriately manage health 
information.  There are two main types of health information used 
in research, these are identifiable information and de-identified 
information.  While the Privacy Act allows for the collection and 
use of information in research settings, the disclosure condition 
most likely to apply to identifiable health information is where 
it is impracticable to obtain an individual’s explicit consent.  
The NHMRC National Statement on Ethical Conduct in Human 
Research and OAIC factsheets provide more information.

Janette Frazer-Allen, Standards Officer
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MY HEALTH RECORD (EHEALTH)

eHealth records represent a new era in electronic and personal health 
record management that can be directly controlled by the client.  A My 
Health Record5 (formerly known as an eHealth record or a Personally 
Controlled Electronic Health Record (PCEHR) is an online summary of an 
individual’s health information with the access control parameters set by 

the individual.  While this record is available to all Australian’s, in most 
areas it is an opt-in system.  From mid-2016, the My Health Record will 
be an opt-out option for residents of Northern Queensland and Nepean 
Blue Mountains.  Your responsibility as a service provider is to check the 
compatibility of your records keeping system in sharing information with 
this portal.  The My Health Record website5 and OAIC factsheets4 provide 
more information.

WHAT THE PRIVACY ACT DOES NOT COVER

The Privacy Act does not cover individuals acting in a personal capacity. 
This means you generally cannot enforce a privacy right against an 
individual who posts your personal information on a social media site such 
as Facebook or Twitter.  However, you may be able to take action under 
other laws such as copyright or defamation.  See the frequently asked 
questions on the OAIC website for more information. 

OTHER CONDITIONS

Other conditions when you may need to consider privacy requirements 
include when: 

• an individual is unable to provide consent. This may be relevant 
when treating children or clients with progressive degenerative 
conditions such as dementia.

• an individual requests access to their health information.  There are 
provisions under the Privacy Act that may apply in terms of health, 
safety, privacy or legal requirements.

• an individual requests correction(s) to information.  This may include 
information that is incorrect, inaccurate or out of date.

• there is a change in business circumstance. This could include 
merger, take-over or sale of a practice.  

The Privacy Act and the OAIC website have more information on these 
and other privacy related topics.

NB: The information in this article is of a general nature.  It is not a 
substitute for legal advice.
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AUSTRALIAN PRIVACY PRINCIPLES:

Principle 1 — open and transparent management of personal 
information

Principle 2 — anonymity and pseudonymity
Principle 3 — collection of solicited personal information
Principle 4 — dealing with unsolicited personal information
Principle 5 — notification of the collection of personal information
Principle 6 — use or disclosure  

of personal information
 

 
 
Principle 7 — direct marketing
Principle 8 — cross-border disclosure of personal information
Principle 9 — adoption, use or disclosure of government related 

identifiers
Principle 10 — quality of personal information
Principle 11 — security of personal information
Principle 12 — access to personal information
Principle 13 — correction of personal information



EXERCISE IS MEDICINE  

SOLID-ORGAN  
TRANSPLANTATION PATIENTS

Undeniably, the evidence which supports 
the national and global Exercise Is Medicine 
campaign continues to grow.  Exercise Is 
Medicine Australia empowers primary health 
care providers to counsel patients about 
physical activity and promotes ways for them 
to easily refer patients to trained allied health 
professionals such as Accredited Exercise 
Physiologists.  The following article highlights 
the importance of exercise as an adjunctive 
treatment for solid-organ transplant patients 
and supports the Exercise Is Medicine evidence 
base in this area. 

Regardless of disease etiology, patients 
diagnosed with end-stage organ failure require 
organ transplantation to live. Advancements 
in vascular anastomoses techniques, 
immunosuppression and ex vivo preservation 
of donor organs have dramatically improved 
recipient outcomes and survival during and 
after surgery 1. Unfortunately, the proportion of 
candidates listed for transplant far exceeds the 
number of viable donor organs 2, highlighting the 
importance of a comprehensive organ candidate 
and recipient management process worldwide. 

While survival after transplantation has 
significantly improved over the last six 
decades, it is not without its complications. 
Patients commonly experience significant 
disease-related deconditioning prior to surgery, 
exhibiting reductions in cardiorespiratory fitness 
(CRF), and muscle size and function. Several 
investigations have now demonstrated the 
prognostic importance of pre-operative CRF, 
highlighting that high-risk patients, identified 
by reductions in CRF, are more likely to develop 
unfavorable post-operative outcomes including 
increased risk of short-term mortality and longer 
stay in hospital 3 4 5. 

Following surgery, CRF, muscle size and function, 
and QoL are complicated further by unfavorable 
weight gain, attributed to immunosuppression 
and inactivity 6 7 8. Particularly in the instance of 
immunosuppressive medication, corticosteroids 
and calcineurin inhibitors have been shown 
to induce muscle atrophy9 and impair 
mitochondrial function, respectively10.  The 
incidence of cardiometabolic complications 
i.e. cardiovascular disease and the metabolic 
syndrome is significantly increased for these 
patients compared to the general population 
11 12. More importantly, death attributed to 
cardiometabolic disease in patients with a 
functioning organ has now become a significant 
problem for recipients 13 14.

Given the impact of exercise training to improve 
physical fitness and as an adjuvant therapy to 
reduce the risk of developing cardiometabolic 
disease, its implementation for these patients 
seems logical. Safety of exercise training has 
traditionally restricted candidates and recipients 
from participating. However, if exercise 
prescription is triaged in accordance with the 
patient’s current physical condition, disease-
related comorbidities and goals, patients appear 
to tolerate exercise well. 

To date, moderate intensity aerobic and 
resistance-based training as recommended 
by the American College of Sports Medicine 
for general health and wellness, appears to be 
the most-utilized method in order to improve 
physical fitness for solid-organ transplant 
patients 15. However, high quality evidence in this 
area is restricted to a handful of randomised-
controlled trials, predominantly in solid-organ 
transplant recipients. A recent meta-analysis 
of trials involving this population concluded 
that exercise training appears to improve 
cardiovascular outcomes compared to standard 
care 16. For patients awaiting transplantation, 
the literature is even further limited; although 
heart and lung transplant candidates appear 
to tolerate exercise training, with a high rate of 
adherence, regardless of disease severity 17-19.

Until there is large-scale evidence 
demonstrating the effectiveness of exercise 
training to improve physiological and 
psychological outcomes in solid-organ 
transplantation, the implementation of training 
programs by Accredited Exercise Physiologists 
should be disease specific and focused to 
maintain or improve CRF and muscle size 
and function. Patients will often present with 
significant deconditioning, so exercise training 
should start slowly, gradually progressing 
towards achieving recommended guidelines.

While the evidence continues to build regarding 
the feasibility and efficacy of exercise training 
as an adjuvant therapy for solid-organ transplant 
patients, research to date suggests exercise 
prescription by health care providers as a 
form of medicine may limit disease-related 
deconditioning and improve physical fitness 
in this cohort. For further information about 
Exercise Is Medicine Australia and fact sheets 
about exercise and chronic disease visit the 
Exercise Is Medicine Australia Website at  
www.exerciseismedicine.org.au
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The implementation of training programs by Accredited Exercise Physiologists should be disease specific and 
focused to maintain or improve CRF and muscle size and function.  

Matthew Wallen- BExSS (Hons) AEP ESSAM PhD Candidate






