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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be incomplete, may contain errors or may have become out
of date.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.



Welcome to the September issue of Activate.

I don’t know about you, but over the past few 
weeks I’ve been glued to the Olympics. The 
highs, the lows, and the awe I feel knowing 
that once again Australian athletes are able to 
compete at the highest level. As we entered into 
the second week, debate then started on the 
amount of funding that has gone into Olympics 
sports, the lack of return on investment, and 
how funding cuts might lead to less money 
being available for support staff, such as sports 
scientists. In this issue of Activate, we chat 
to ESSA Members, Adam Martin and Joseph 
Coyne, who have played their own unique role 
in the 2016 Olympics and Paralympics.

Despite the excitement around the Olympics, 
I will be interested to see if there has been a 
direct impact on Australia’s physical activity 
levels and sports participation numbers. Will we 
see an improvement?

On a more serious note, later this year we hope 
to hear the outcomes of some major reviews 
being undertaken by the Government which will 
change the environment we now work in. These 
changes in healthcare have been imminent for 

a number of years and we have been working 
feverishly behind the scenes to ensure our 
members benefit from these changes, but are 
also ready for the upcoming changes. Members 
need to be prepared to change their services 
and method of practice if they are to thrive in 
the new system, so I urge you all to take the 
time to keep up to date and ask us if you are in 
doubt about what these changes mean for you.

The next few months will be busy for us at a 
strategic level, as we embark on two major 
projects. The first is the introduction of ESSA’s 
new 2017-2020 Strategic Plan. This plan will help 
guide the organisation into the future, and help 
set the framework for our success. Internally, 
we need to prepare and ensure we have the 
resources capable for the future, as well as 
be confident that we are ready to meet the 
increased demands of our industry. 

The second project is working more closely 
with international peak professional bodies 
to discuss collaboration opportunities, and 
mapping our individual accreditation standards 
to see if reciprocity is possible, thus allow 
portability of ESSA’s accreditation.
As you can see, change is happening. I know 

change can be seen as a negative, but I don’t. 
I feel it’s a chance to build from the past and 
move onto bigger and better things. I truly feel 
change and development will help us be a 
stronger, united and effective industry.

Of course, if you have any concerns, please feel 
free to contact me directly.

Yours in health,

Anita Hobson-Powell

A WORD FROM THE CEO

INTRODUCING THE NEW        MONARK LC7TT TRAINER

EXCITING 

NEWS  
FROM BODYTASTIC

PROUD SPONSOR OF RESEARCH TO PRACTICE 2016

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.

www.bodytastic.com.au supplied by:

supplied by:



This year we audited 400 accredited persons and 
we are pleased to report that 97.5% of these met 
the minimum requirements.  In the cases where 
they did not meet minimum requirements we were 
obliged to remove their accreditation and advise 
regulatory bodies (if applicable). 

During this process, we found that accredited 
persons generally understand that the 
accreditation status of AEP is a clinical 
accreditation that allows AEPs to be nationally 
registered as allied health professionals.  This 
enables AEPs to work in many areas of the health 
sector such as Medicare, DVA, Private Health 
Funds and Workers Compensation Schemes.  
These bodies expect that AEPs maintain and 
expand their professional competence through 
on-going annual further education. 

ESSA found that some  audited persons were 
confused about the 4 different categories 
that make up the Continuing Professional 
Development point system.  One concern is  
the misunderstanding that a minimum of 15 
points must be earned in Category 2 – Further 
Education.  This category is designed to meet 
the ongoing professional development needs of 
accredited persons to maintain currency and 
evidence-based practice within your applicable 
accreditation’s scope of practice/standards and 
should be provided by appropriately qualified 
presenters. The remainder of points can come 
from the other 3 categories consisting of many 
activities including but not limited to: presenting a 
professional development;  having work published;  
undertaking self-directed learning such as reading 
journal articles; supervising university students; or 
attending a meeting through an ESSA committee. 

In addition to the continuing professional 
development point requirements,  accredited 
persons are required to hold valid First Aid 
(HLTAID003) and CPR (HLTAID001).  First Aid is 
renewed every three years and CPR annually.  It 
is important to check with your first aid and CPR 
provider that upon completion of the course you 
will be issued with a statement of attainment with 
the above course codes.  Accredited persons can 
complete First Aid and CPR through any RTO that 
educates under the above codes.  You are eligible 
to count your first aid as 3 points every three years 
and 1 point for your CPR  in the other two years.

A very positive item of noting was the audit did 
not show any issues with any accredited person 
understanding that they must hold professional 
indemnity and public liability insurance, either 
personally or through their workplace whilst 
practising in a professional or voluntary capacity.  
The guidelines for AEPs and ASps were 
introduced in 2012 and have remained very similar 
with only a couple of improvements annually.  
Therefore there is an expectation that accredited 
persons are now fully aware of the minimum 
requirements annually. 

Some queries that were raised through the 
process and required clarification were: 

Why can’t I use my undergraduate University study 
in physiotherapy/chiropractic/dietetics/podiatry? 

AEPs and ASps are only eligible to use Honours, 
Graduate Certificate, Post Graduate Diploma, 
Masters and/or PhD university study when the 
subjects are within their scope of practice.  
The purpose of the study needs to further your 
education within your accreditations scope of 
practice.  When the purpose of your study is to 
work in another allied health profession or add 
that profession to your current skill set the study is 
not eligible to be used. 

Why am I unable to use online education courses 
that don’t issue a certificate? 

To claim points in Category 2 – Further Education, we 
need to be able to establish the course content, the 
credentials of the presenter, and date of completion 
of the Professional Development.  This is why we 
require you to be issued with the correct and listed 
evidence, showing the required information.   

What is the difference between ESSA 
Professional Development, ESSA accredited 
external Professional Development and non 
accredited Professional Development? 
 
ESSA PD is organised by ESSA’s professional 
development department after taking into 
consideration the results of feedback through 
the member survey, other PD surveys and 
general feedback received.  The content of this 
professional development is reviewed to ensure 
that the content and presenters meet the needs of 
our accreditations.   

ESSA accredited external PD comes from private 
educators approaching ESSA with an application 
for ESSA to review their program and presenters/
authors and allocate a point value.  

Non accredited PD is accepted by ESSA to earn 
CPD points when the professional development 
is presented by a qualified presenter and is 
within the scope of practice/standards of your 
accreditation. 

Why is ESSA Professional Development 
and ESSA accredited external Professional 
Development higher in points than non accredited 
Professional Development?  

There is a rigorous review process that happens 
when a facilitator of a course wishes to gain ESSA 
accreditation for their professional development 
(both ESSA PD and ESSA accredited external PD).  
This provides certainty for accredited persons 
attending that the course content is relevant 
and evidence based, and that the presenter is 
appropriately qualified.  Therefore this professional 
development is usually allocated 1 point per 
delivery hour verses 0.5 point per delivery hour for 
non accredited PD.  It must be noted that external 
providers that have their courses accredited pay an 
application fee for this process.   

Why can’t I use my dry needling/massage/
acupuncture course as professional development? 

All of ESSA accredited persons are able to extend 
their scope of practice through additional study or 
certification via adjunct therapies, however, the 
training and provision of these services, would 
be external to ESSA and their accreditations and 
therefore are not eligible to be counted towards 
continuing professional development points. 

I’m in a management position why can’t I use the 
training of junior staff in office procedures and 
protocols as professional development? 

Whilst we understand that the training of junior 
staff is important, points are not able to be 
claimed by the manager or the staff member 
when the education is related to induction days/
courses, information about internal procedures 
or policies of the workplace inclusive of software 
programmes and equipment.

10 AEPS HAVE HAD THEIR ACCREDITATION SUSPENDED

2015 CPD AUDIT COMPLETED 

ESSA has completed the annual professional development audit and thought you might be interested to 
hear some of the results.

$30
VALUED AT 

COMPLIMENTARY
WEBINAR OR 

PODCAST YET?

HAVE YOU USED YOUR



PROFESSIONAL DEVELOPMENT NEWS 

COMPLIMENTARY PODCAST OR WEBINAR VOUCHER!
Are you an ESSA Member?
If yes, you received your voucher for a complimentary Podcast or Webinar in your renewal pack for 2016. 
This is valid for ANY of ESSA’s webinars or podcasts for 2016. 

Check out the calendar regularly at ESSA Professional Development Centre!
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2016 CPD POINT REQUIREMENTS 

2016 ROADSHOWS

ASSESSMENT AND EXERCISE  
MANAGEMENT OF THE SHOULDER

This professional development will include the latest 
research and demonstrate a progressive approach 
to the assessment and exercise management of the 
shoulder complex.

Topics and activities that will be covered include: 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; Established, new and emerging 
technologies for measuring and monitoring clients with CVD; 
Mimic exercise assessments to inform exercise prescription  
for clients with cardiovascular disease. 

PRESENTED BY:                 Dr Deborah Pascoe PhD, MA, GDExRehab, BAppSc(PE)

TRAVELLING TO:    Sydney, Brisbane, Adelaide 
 
WHEN:     September – November 2016 

TARGET AUDIENCE:    Accredited Exercise Physiologists with up to 5 years’ experience 

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION:    ESSA Professional Development Centre > Upcoming ESSA  
   Professional Development

PRESENTED BY:               Prof Steve Selig, AEP, PhD 

TRAVELLING TO: Perth, Canberra, Brisbane, Sydney 
 
WHEN:  September – December 2016 

TARGET AUDIENCE: Accredited Exercise Physiologists

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

The 2016 CPD Point System and your accreditation’s 2016 CPD Point guidelines 
can be found via the Professional Development Centre > Continuing Professional 
Development Points Guidelines. 
 
If you have any queries regarding your 2016 CPD point requirements, please contact 
Sarah Hall, ESSA Professional Development Officer on sarah.hall@essa.org.au. 
 
 

Always refer to your accreditation’s 2016 CPD Point guidelines and Scope of Practice/
Standards for full and detailed information.

If you are on a leave of absence from your accreditation, or returned to work in 2016, 
please refer to your correspondence from the national office for your requirements. 

*If you are an AEP and ASpS, 20 CPD points apply. 
~If you transferred your membership to an AES, and earned your AEP or ASpS in 2016, 10 CPD 
points apply.

ACCREDITED EXERCISE PHYSIOLOGISTS*
If you were accredited in 2015 or earlier –  
20 CPD points.  
If you were accredited in 2016 – Nil points
 

ACCREDITED SPORTS SCIENTISTS* 
If you were accredited in 2015 or earlier (all 
levels) – 20 CPD points. 
If you were accredited in 2016 – Nil points
 

ACCREDITED EXERCISE SCIENTISTS 
If you transferred your Exercise Science 
Membership to Accreditation – 10 CPD points.
If you were accredited in 2016 – Nil points

CARDIOVASCULAR CLINICAL EXERCISE 
FOR AEPS: A CASE- AND PRACTICE-BASED 
APPROACH 



MENTAL HEALTH AWARENESS FOR 
ACCREDITED EXERCISE PROFESSIONALS  

PERSISTENT PAIN – A COMPLEX PARADIGM

POST-OPERATIVE MANAGEMENT 
FOLLOWING COMMON ORTHOPAEDIC HIP 
SURGERIES: EVIDENCE-BASED & CLINICALLY 
DESIGNED REHABILITATION LEADS TO 
BETTER OUTCOMES

This workshop provides a foundation in mental health information 
relevant to Accredited Exercise Professionals working with 
individuals who may be experiencing mental illness. The program 
has been tailored to facilitate improved understanding and support 
for clients who may be unwell. Scenarios are drawn from the 
context in which you are engaged/working with to ensure that the 
workshop is of particular relevance to your workplace. There is an 
opportunity to discuss issues that may be arising in the course of 
your work.

Less than 10% of people with chronic non-cancer pain gain access 
to effective care, despite the fact that current knowledge would 
allow 80% to be treated effectively, if there was adequate access 
to pain services.  Over the past 5 -10 years the prevalence of AEPs 
working within persistent pain has increased 10 fold. You will get an 
understanding of why and how persistent pain develops, pain and 
the brain, exercise considerations in dealing with persistent pain 
patients and how to set up a multidisciplinary pain service.

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. 

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. 

Audience Disclaimer: All accredited persons, regardless of any professional development completed/attended must refer to their accreditation’s Scope of Practice/
Standards, and only treat/practice within the same.

PRESENTED BY:               Peter Bazzana RPN, ND, BHSc(Nursing), Cert IV TWA, 
M.Suicidology 

TRAVELLING TO: Melbourne, Brisbane, Perth
 
WHEN:  September – November 2016  

TARGET AUDIENCE: Accredited Exercise Physiologists, Accredited Exercise 
Scientists or Accredited Sports Scientists with up to 5 years’ 
experience

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional Development Centre > Upcoming 
ESSA Professional Development

PRESENTED BY:               Mr Sebastian Buccheri ESSAM AEP 

TRAVELLING TO: Adelaide, Sydney, Brisbane
 
WHEN:  September – November 2016  

TARGET AUDIENCE: Accredited Exercise Physiologists and Accredited Exercise 
Scientists with up to 5 years’ experience

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional Development Centre > Upcoming 
ESSA Professional Development

PRESENTED BY:               Dr Jay Ebert, PhD ESSAM 

TRAVELLING TO: Melbourne
 
WHEN:  15 October 2016 

TARGET AUDIENCE: Accredited Exercise Scientists, Accredited Exercise 
Physiologists or Sports Scientists

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional Development Centre > Upcoming 
ESSA Professional Development

EVIDENCE BASED PRACTICE IN  
MUSCULOSKELETAL ASSESSMENT AND
EXERCISE REHABILITATION FOR EARLY CAREER 
ACCREDITED EXERCISE PROFESSIONALS  

A practical, evidence based practice workshop aimed 
at reinforcing and growing knowledge and skills in 
musculoskeletal assessment and exercise prescription. 
Targeted at final year undergraduate students and recently 
graduated Accredited Exercise Physiologists (AEP) who 
want to increase their confidence and competency in the 
assessment and treatment of musculoskeletal conditions. This 
workshop would also be suitable for any exercise scientist / 
physiologist wishing to revise core skills in musculoskeletal 
rehabilitation after a period of absence from the profession.

PRESENTED BY:               Tania Brancato AES AEP ESSAM BScAppHMS(ExSci)  
hons GradDip(ExRehab) GradCertEd(HigherEd) 

TRAVELLING TO:              Perth, Adelaide, Melbourne, Brisbane 
 
WHEN:  September – December 2016 

TARGET AUDIENCE: Graduate Accredited Exercise Physiologists, Graduate 
Accredited Sports Scientists, Accredited Exercise Scientists 
with 5+ years’ experience, 4th year or Post Grad Exercise 
Physiology students 

PRE-REQUISITES:            Pre-reading and activities are required and supplied to you 
upon registration

PROFESSIONAL 
DEVELOPMENT POINTS:  

REGISTRATION: ESSA Professional Development Centre > Upcoming  
  ESSA Professional Development
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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.

2016 SPORTS MEDICINE 
AUSTRALIA CONFERENCE

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

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 

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

5TH RURAL AND REMOTE 
HEALTH SCIENTIFIC 
SYMPOSIUM

6 – 7 September 2016, Canberra

www.ruralhealth.org.au/symposium2016 

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

COSAS 43RD ANNUAL 
SCIENTIFIC MEETING

15 – 17 November 2016, Gold Coast

www.cosa2016.org 

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

12 – 15 October 2016, Melbourne 
 
sma.org.au/conferences-events/2016-
sports-medicine-australia-conference/  

1 CPD point per delivery hour; 
Maximum of 7.5 CPD points per day; 
Maximum of 15 CPD points claimable 
for any AEP, ASpS and/or AES

MORE INFORMATION

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

UPCOMING WEBINARS

ESSA holds a minimum of one webinar per month, with the exception of April 2016. 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 two webinars 
per month for the balance of 2016. Topics will 
include:
• Arthritis 
• Autoimmune Disease

• Exercise Prescription
• Sports Science
• Neuro
• Pulmonary 

• Technology
• Weight control
• Women’s Health 
• Plus more…



The World Congress on Active Ageing (WCAA) 
2016 was held in Melbourne in late June. The 
extensive program included keynote speakers, 
symposia, and oral and poster presentations on a 
wide range of topics addressing the effect of an 
active lifestyle on successful ageing. Accredited 
exercise physiologists were well represented in 
presentations across the conference. For this story 
we interviewed some of the keynote speakers 
for their views on active ageing in Australia 
and around the world. Are we succeeding in 
improving the quality of life for older people by 
including exercise in their care planning? How 
does Australia compare to the rest of the world 
and what could Australia do better based on 
international experiences?

In her keynote address Professor Maria Fiatarone-
Singh summarised active ageing: “Firstly, a 
similarity exists between the physiological 
changes attributable to disuse and the changes 
often observed in ageing populations, thus 
allowing for the speculation that our way of 
ageing may be greatly affected by our activity 
levels. Secondly, exercise has been proven to 
be a successful treatment for many chronic 
diseases that increase with age. Thirdly, medical 
interventions do not often address frailty and 
disuse syndromes associated to chronic diseases. 
Finally, exercise may be an equal or better 
treatment than many pharmacologic therapies 
when treating pathophysiologic aberrations that 
are central to a disease and therefore [exercise] 
deserves a place in the core medical care, not 
just as an optional addition. The best approach to 
“successful ageing” or to health care in the older 
population must include exercise that can be used 
to avert “age-related” decrements in physiological 
function and thereby maximize function and quality 
of life in the elderly.” [2]

Dr John Beard, the director of the Department 
of Ageing and Life Course at the World Health 
Organisation (WHO) stated that in 2014 WHO 
identified ageing as a priority issue with the World 
report on ageing and health published in 2015. 
The World report identifies three factors that can 
influence trajectories of ability across the life 
course: the intrinsic capacity of the individual, 
the environments they inhabit, and the interaction 
between them with physical activity being a 
central mediator in these relationships. The 
report gives guidance and a goal for the future: 
“Healthy ageing is the process of developing and 
maintaining the functional ability that enables 
wellbeing in older age”. WHO’s vision is to create a 
world where everyone can live a long and healthy 
life. The five year plan is to establish sufficient 
evidence and foster the partnerships required to 
support the proposed decade of healthy ageing 
between 2020 and 2030. [3]

Professor Stuart Biddle chaired the WCAA 
2016. Stuart is the leader of the Active Living and 
Public Health program at Victoria University’s 
Institute of Sport, Exercise & Active Living (ISEAL) 
in Melbourne. Stuart researches in the area of 
physical activity throughout the lifespan with a 
special interest in sedentary behaviour and the 
ways to prevent consequences of inactivity.

What is the importance of active ageing? 

Stuart Biddle: We all know that a greater number 
of adults than ever before will be advancing 
into older age not seen in previous generations. 
The average life expectancy is rising, and looks 
set to continue. Living well into the 90s will 
not be exceptional. This will have important 
consequences at both the levels of the individual 
and society. Society can gain from having 
involved, experienced and productive older adults. 
But if they are not healthy, the individual will 
have declining physical function and poor well-
being, and society will increasingly have to find 
sustainable models of health care. This approach 
is analogous with ‘ambulances in the valley’ rather 
than ‘fences at the top of the cliff’.

What role does active ageing have in combating 
the global issue of ageing population? 

Stuart Biddle: We all decline in some way with 
ageing. The key is to maintain good physical 
and mental functioning for as long as possible, 
and avoid falling to a level where assistance is 
required and quality of life is poor. Active living 
strategies, therefore, are crucial to help older 
adults maintain healthy levels of physical activity, 
physical function and mental well-being, and good 
quality of life. This should include as much active 
transport as possible (such as walking or cycling), 
reduced levels of sitting (particularly prolonged 
periods of sitting), and more muscle strengthening 
exercise. The latter will greatly help to maintain 
physical function.

How does Australia compare to other nations in 
the inclusion of active ageing in the care model? 

Stuart Biddle: Nearly all advanced industrial 
nations are lagging behind on investing in a 
sustainable model of health promotion for older 
adults. While some medical and health promotion 
professionals will advise their patients about 

active living, it is still rather ‘hit and miss’, and 
often left to the whim and personal interests of 
the professional.  We discovered many years ago 
that the general practitioners who advised their 
patients to exercise were those who exercised 
themselves! It needs to be more systematic 
than this and be a routine component of all 
consultations for older adults.

What are your active ageing visions for the 
future?

Stuart Biddle: We probably need to tackle this on 
several fronts. There needs to be less stereotyping 
by chronological age. We are starting to see this 
in more flexible arrangements for working and 
retiring at various ages. Retirement itself needs 
to be rebranded as a time for activity, not ‘putting 
the feet up’. Physical activity campaigns need 
to promote the appropriateness of activity for 
all, the benefits to physical function and living 
independently, and the benefits for a healthy brain 
in later life. Facilities (such as sports clubs, public 
transport, and outdoor equipment in parks) need to 
be user-friendly for all ages, including older adults.  
We also need more role models championing the 
benefits of active ageing.   
 
Looking back on the WCAA 2016 conference, 
what are the key things we should be focusing 
on? 

Stuart Biddle: The following messages came 
through loud and clear to me over the course of 
this conference:
• Active living is essential to older adults for 

good physical function, which leads to longer 
independent living and better quality of life.

• Muscle strengthening activities are vital 
to improve physical function, but we know 
rather little about how to promote these 
activities to older adults.

• Active living is essential for brain health – 
this has huge implications for helping reduce 
the risk of developing cognitive decline and 
related conditions such as dementia. 

• Mats Manderbacka is the chairman of 
HUR fitness equipment. As the leader of 
an international company specialising in 
health and fitness, in particular catering for 
the needs of older people, Mats has seen 
big changes in exercise needs and in the 
behaviour of service providers over the last 
decade. 

How has active ageing changed in the last 25 
years globally? 

Mats Manderbacka: Active ageing, or in our 
case strength training for the upper age brackets 
has really “come of age” in the last few years. 
25 years ago it was non-existent. The perception 
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“Healthy ageing is the process of 
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functional ability that enables 
wellbeing in older age.” World 
Health Organisation (2015) 
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in that time was that older people should not be 
training, as they might have a heart attack and 
die. The first pioneering studies into strength 
training for seniors were done in the early 1990s 
in the United States (US) by Maria Fiatarone-
Singh and in Finland by Sarianna Sipilä. Despite 
their excellent results it took until 2007 for these 
findings to make their way into general exercise 
guidelines. Today the benefits of strength training 
are widely accepted but still there is a lot of 
caution. The biggest problem we face in senior 
care is the fact that we often don’t train the older 
adults hard enough to have any significant effect. 
Many things we do in senior care under the 
umbrella of “exercise” is not really exercise at all 
and should rather be labelled “social activities”. 
Somehow we have bought into the belief that 
people should grow weaker as they age. This 
is not true. Many things change as we age but 
strength as such is not necessarily one of them. 
The decline in strength and the corresponding 
decline of functional abilities is a consequence of 
not undertaking training strength, not an effect of 
ageing per se.

When did the active ageing market start growing? 

Mats Manderbacka: This market is still in its 
infancy. In the US and in Finland it slowly started 
increasing in the 1990s and in Japan in the early 
2000s. Then there is a big gap. The Netherlands 
and Denmark as well as Singapore and Australia 
started picking up on the idea of exercise as part 
of healthy ageing a few years ago and are now 
coming on strong. With this I mean that the market 
has really matured to view strength training as 
a mainstream intervention. In the past there 
have been many social activity types labelled as 
“exercise” in many countries. However recently 
we have seen a lot of attention on developing 
strength training in many countries so the market 
for active ageing is coming on strong now.  
 

Which countries are the leaders in active 
ageing, which countries are really investing in 
active ageing and in which ways? 

Mats Manderbacka: Traditionally Japan 
and Finland really stand apart from a global 
perspective. In both countries there have been 
strong gym incentives to push the market. The 
US is also coming on strong but from a slightly 
different angle. In the US the market is mostly in 
private facilities and gyms incorporated into senior 
housing, not only to serve the residents but also for 
community marketing purposes. In the US a quality 
exercise facility is a prerequisite for the residential 
facilities in order to be able to sell the apartments. 
Also, the US recently passed a new legislation 
which is really driving the market. One piece of 
legislation is the “Readmission legislation”: if a 
patient is readmitted to hospital within 30 days of 
discharge for the same condition the hospital is 
penalised. This has forced the hospital sector to 
take responsibility for rehabilitation, not just for the 
acute care it provides. 

The second trend is towards an outcome 
based readmission system. This means that the 
reimbursement is paid on results, not for the 
process itself. This makes a lot of sense and 
many senior housing operators who have good 
rehabilitation facilities are now expanding this 
area by adding “Transitional Care Units”. In 
essence they take over the task of rehabilitation 
after discharge from the hospital. Other countries 

such as Singapore, Taiwan and many European 
countries are now realising that they have to 
do something to maintain the good health of the 
ageing population.   

How does Australia compare to the rest of the 
world?

Mats Manderbacka: Australia has been 
somewhat of a latecomer which is surprising 
if you consider the level and amount of active 
ageing research done in Australia. There are 
many world-renowned Australian researchers 
travelling the globe and lecturing about geriatric 
exercise. However, surprisingly little has been 
trickling down to the practical level in Australia 
itself. There seems to be a chasm between 
research and the clinical application of exercise. 
Luckily this is changing now. There are a growing 
number of Australian operators, for example 
“Healthy Connections Exercise Clinic” that was 
recently awarded Exercise & Sports Science 
Australia’s exercise physiology practice of the 
year, that are doing truly excellent work and have 
made strength training an integral part of their 
operations. Australia is also unique in the sense 
that this is the only country in the world where 
you see exercise physiologists incorporated into 
the care team in senior housing. In most, if not all, 
other parts of the world the programs are usually 
run by physiotherapists. In that sense Australia 
is really in a unique position and has all the 
prerequisites needed to become the true leader 
in this area.
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When did we start talking about active ageing, 
when did the care models start changing?
 
‘Active ageing’ is defined by the World Health 
Organisation as “the process of optimizing 
opportunities for health, participation and security 
in order to enhance quality of life as people age”.
[1] The terminology was developed more than a 
decade ago yet care models have only recently 
considered Active Ageing as a concept and as a 
deliverable goal. The greatest change has been 
the introduction of “My Aged Care” in 2015. While 
the My Aged Care platform is still being refined it 
has caused a dramatic shift in the care planning 
processes.

Active Ageing Australia (AAA) is a not for profit 
organisation that promotes physical activity 
for health and wellbeing. AAA does this by 
facilitating participation in physical activity for 
older people, our ongoing advocacy role in many 
ageing dimensions, training to enable delivery 
of a range of activity strategies including falls 
training. AAA started out as the Recreation 
Association for the Elderly SA in 1980. The name 
was changed to Recreation for older adults in 
1991 and finally Active Ageing Australia in 2001. 

By the late 1990s there was growing recognition 
of the term active ageing. The growth in numbers 
of the ageing cohort was already predicted and 
had been the topic of an Australian Government 
publication in 1990, Australia’s Population Trends 
and Prospects 1990. This was the period when 

survival into older age had become a reality for 
Australia’s population.

What could we do to include more physical 
activity in ageing?

In my opinion there are more opportunities for 
older adults to engage in physical activity than 
ever before. The community-wide provision 
of both general and individualised specific 
activities are numerous. There is no doubt that 
local government physical activity services have 
increased dramatically but there is not equal 
distribution across communities. Non-government 
organisations (NGOs) and private providers have 
all increased the range and availability of possible 
options over the past 5 to 10 years.

 

At the private community resource level marketing 
and user pay principles drive service provision. 
There may be an increasing shift of government 
resourced NGO providers to deliver in that space. 
This is a level of competition that may soon 
exist but with the advent of consumer choice in 
decision making of what physical activities people 
choose to participate in private providers should 
have multiple advantages. In the near future there 
is an increasing need to consider the alignment 

of chronic disease, physical activity and ageing 
together as well as the use of self-management 
support principles to engage older adults as 
consumers with choices.

What do you think could be a functional model 
for active ageing for all - community, residential, 
independent living?

When planning active ageing, there are two 
essential elements to consider, the physical 
environment and the program or activity to be 
provided. For example, an appropriately equipped 
gym, indoor open space, a pool, outdoor areas for 
sport and open spaces with adequate lighting at 
night to allow safe walking all need to be provided 
within minimum set standards. Without these 
conditions being met it would be impossible to 
establish a functional model – the standards to be 
met include functional strength training, balance 
education and training for safe living, support for 
incidental physical activity such as walking as well 
as education and support for better nutrition.

Universal provision of available resources 
including the physical space and associated 
equipment and adequate numbers of suitably 
trained staff or volunteers delivering the program 
of physical activities across these settings would 
enable equitable access to services. 

REFERENCES
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In my opinion there are more 
opportunities for older adults to 
engage in physical activity than 
ever before.

 “  “

Bob Barnard is chief exercise physiologist and manager of the Centre for Physical Activity in Ageing within the 
Central Adelaide Local Health Network. Bob has more than 35 years of experience working in the field of exercise 
rehabilitation. His major interest, and research focus, is in the benefits of prescribed exercise interventions for older 
people with chronic disease including chronic heart failure and renal failure requiring dialysis. Bob is the President 
of Active Ageing Australia, a not for profit organization that provides advocacy and training options to support and 
promote active ageing within the community. We spoke to Bob at the recent World Congress on Active Ageing and 
asked him about the trends in active ageing in Australia.
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Tell us a little about Chinese Athletics and how 
you came about working with them?

The Chinese Athletics Association’s main squads 
I work with are the jumps and sprints national 
teams.  I still work out of the National Sports 
Training Centre in Beijing except now I’m located 
at the track most of the time and I travel a lot more 
with the athletes.  The main athletes I work with 
are the long jump group (four athletes) and one 
female sprinter.  I’m lucky enough to work with a 
very experienced U.S. coach (he actually is the 
coach of the longest held world record as of this 
year!)

Can you give us an oversight into your daily 
work?

My daily work consists of i) strength & power 
work, ii) recovery, corrective and injury prevention 
work, iii) sports science and iv) assistant 
coaching.  The strength and power work entails 
writing the athlete’s strength and power programs 
and then administering them.  A big part of this 
is making sure it fits into what the coach wants 
from his athletes and their training set up on a 
micro- and mesocycle level.  In the recovery work 
we use a lot of pool based sessions after training 
and corrective and injury presentation sessions 
are normally intertwined with strength and power 
work or done on a recovery day.  The sports 
science component of my daily work uses things 
like Omegawave HRV & DC monitoring, internal 
load monitoring, collecting power and velocity 
data with an LPT/accelerometer and overspeed/
resisted sprinting with a machine called the 1080.  
And lastly, I always end up having to do a bit of 
assistant coaching with the group, which has 
been great for my development.

What are their key goals?

Easy, gold medals in the Olympics!

There must be some real challenges – such as the 
language barrier?

The language is an obvious challenge to working 

with the athletes and you cannot communicate or 
motivate the athletes in the same fashion as you 
would back home.  I’ve become semi-proficient in 
Mandarin (at least in training based settings) so 
that has helped a lot.  Also the Chinese culture is 
very different from ours so there are always things 
that pop up that you just have to shake your head 
at.   They are also not exposed to the same level 
of detail in preparation for physical performance 
as what the typical Australasian athlete would 
be so it takes time to get them up to speed to 
what we would consider best practice (or close 
to).  Although this appears to be a disadvantage 
for them, in some ways I actually think it makes 
them more resilient and less likely to be put off 
performing at a high level by disruptions in their 
preparation for competitions.

How rewarding has the role been for you?

There are definitely rewards that outweigh all the 
challenges just mentioned! It is a real privilege 
to be involved with and help shape athletes who 
are amongst the world’s best.  It is also really 
rewarding to learn a foreign language and be 
intimately involved in their culture.

Why did you get into exercise and sports 
science?

Long story cut short - my mother went to Otago 
University and from her stories, I wanted to 
go there too.  When I left high school to go to 
university, I didn’t really know what I wanted to do. 
I enjoyed sport and I was really interested in how 
the body works and how you change your body 
(e.g. to run faster, jump higher, lose weight etc). 
So I enrolled in their Physical Education degree 
that was basically a four year undergrad ExSpSci 
degree with an antiquated name and great 
culture! The rest is history.   

Any final words to share?

We probably don’t realise this but Australasian 
sports science is easily the best in the world.  It’s 
not until you work in other countries that you 
actually realise how good you have it!

Can you give us a little background  
into yourself? 

I was an avid sportsman growing up and loved 
anything and everything sport. I also loved the 
sports physiology and biomechanics side of sport 
and was always interested in how the body works 
and how it recovers. 

My father was also heavily involved in Ironman 
and used to train at a gym and the owner of that 
gym had completed a degree in Human Movement 
Science. Once I found this out at the age of 16 I 
knew what I was going to do from then on in. 
I went to RMIT and completed my Human 
Movement Degree and was then accepted into 
VU where I completed my Master’s Degree in 
Exercise Rehabilitation/Physiology. 

I completed a Case Study Report for Epworth 
Hospital that had me follow a group of patients 

Hi Joseph, can you give us a little background into yourself? 

I attended University of Otago (NZ) from 2000-2004 and then moved to the Gold Coast to play rugby league 
and get a taste of Australia.  After the first year here, I decided I needed to find some work and was 
pointed in the direction of AAESS (now ESSA).  I eventually obtained my exercise physiology accreditation 
and after working out of a local gym and a chiropractor’s office for a period, I opened a small sports injury 
and performance clinic in 2009.  From 2009 to 2014, I built up our private practice and also had contract 
work with different sporting organisations or professional clubs.  In this time, I also did my Masters by 
Research part-time at ECU in conjunction with Surfing Australia.  In 2014, I was lucky enough to be offered 
a role to be the Performance Manager for the Chinese Olympic Committee’s National Sports Training 
Centre in Beijing.  This was contracted through a U.S. company called EXOS. I held this role for 16 months 
and then moved to Chinese Athletics Association.      

OLYMPIC FOCUS

As we are still enjoying a post Rio high, we wanted to share two ESSA Members’ experiences with the Olympics. 
Introducing Joseph Coyne and Adam Martin who have two very different experiences!

Joseph 
Coyne

Adam 
Martin
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that were returning from a range of accidents, 
injuries and conditions.  

After completing this study I found that there 
was a big gap in the market and a gap that was 
meaning many people returning to the “real” world 
post inpatient services had little to no place to go 
where they could continue their exercise regime 
and programs to help with their rehabilitation.
I founded TrewRehab in 2006-7 and was primarily 
focussed on helping those clients that were 
returning from an injury be that major or minor and 
needed some guidance and help to have them 
return to full functionality and get back to their 
everyday life and beyond. 

The company has evolved over the years to 
helping a wide variety of clientele from the ones 
I mentioned above to the elite athletes and war 
veterans as well as people struggling with weight 
or looking to gain a little muscle. 

As I was a keen sportsman myself growing up 
and was playing tennis at a fairly high level until a 
shoulder injury slowed me down, I also had a keen 
eye on junior development to ensure that the kids 
looking to play professional sport were ready or 
more so their bodies were ready for the rigours 
of elite level competition. Around 2014-15 was 
where I started working with a number of junior 
elite competitors and elite amateur level clients 
to help them compete at their best and prepare 
their bodies to try and prevent injuries or help 
clients return to their sport post injury. I worked 
with a number of high-level junior tennis players 
and swimmers, international netballers, baseball 
players and high-level amateur golfers. It was at 
this time when TrewRehab took on a new name 
to expand the services we deliver and to really 
become an advocate for the profession of Exercise 
Physiology. TrewExPhys was born in early 2015 and 
now services a wide variety of clientele, from Elite 
International Athletes to 90 year olds who’s number 
one goal is to stay mobile and active.

Tell us a little about Melissa Tapper and how you 
came about working with her

Melissa Tapper is a class 10 athlete having 
Brachial Plexus Erbs Palsy in her right arm. She 
picked up her first Table Tennis bat at the age 
of 8 and made her first Junior Australian team 
by the age of 14. In 2011 after winning a host of 
International Tournaments, Milly as she prefers to 
be called then set her sights on qualifying for the 
London Paralympics, where she would eventually 
go on to place 4th. 

It was then in 2014 that Milly became the first 
Australian Paralympic Athlete to qualify for an 
able-bodied team when she qualified on the 
team heading to Glasgow for the Commonwealth 
Games. 

After claiming bronze in the team’s event at 
these games and then heading to China where 

she also won a bronze medal at the Para World 
Championships, many would think that this might 
be a time to slow down and enjoy the spoils of a 
fantastic year. 

It was at this time that Milly then thought to dream 
that she could possibly qualify for an Able-bodied 
Olympic team and book her ticket to both the Rio 
Olympics and Paralympics. A feat that she not only 
says would “be an absolute dream come true” but 
also a feat that has NEVER been done before.
I then came into the picture in early 2015, when 
Milly and her table tennis coach came to me 
looking for someone who could help her with her 
explosive power and speed as this is where they 
thought she was lacking when compared to the 
athletes she has competed against in Glasgow, 
as well as an area that would see her become a 
better table tennis player overall.

We had around a year to prep for the qualification 
stages and so I mapped out a periodised plan 
that would have her peak for the qualification 
competition in March of 2016.  

I am ecstatic to say that not only will she be 
going to the Rio Olympics, but will be competing 
as an individual athlete after finishing second in 
the qualifications and beating out some amazing 
competition.  

Now our training begins again to have her in the 
best shape of her life and to be ready to compete 
and complete her dreams of representing her 
country at an Olympic Games and even more 
importantly see if we can have her win a Gold 
Medal at the Paralympics.

Can you give us an oversight into her training and 
what you specifically do in terms of her training?

As I was enlisted to work primarily on her speed 
and explosive power, we begun working with her 
footwork and proprioception to give her a better 
awareness of her surroundings.

From here we worked a lot on her core, her 
balance and her over strength to give a great 
foundation from which we could then begin our 
power and speed based training. As this type of 
training can be very high impact and strenuous, 
I wanted to make sure Milly and her body were 
ready and to be less likely to injure her in the 
process as Milly has been prone to a few hip 
injuries from time to time.

In her speed and power training we would work 
on a number of agility and game orientated type 
exercises that not only required her to be quick, 
but also to make her think about what she was 
doing and what was coming next. We also worked 
with some very high weights to increase her 
power and over strength and just before Milly took 
off for a big trip overseas we hit a PB on her 1RM 
Leg press of 350kg! 
 

With all this as well as a number of plyometric 
sessions and HIIT style training sessions, Milly 
felt as well as her coach noticed on table, that 
she was moving much better and was far more 
explosive as well as being able to continue this for 
long five set matches. 

We now only have a couple of months before Rio 
will be upon us and so training will ramp up very 
quickly to get her back to her peak form and ready 
to win gold for Australia at the Paralympics after 
a little down time to recover from the excitement 
of her selection to the Australian Olympic and 
Paralympic teams.

What are Milly’s key goals? 

While Milly is super excited to be competing for 
Australia at the Olympics, her number one focus 
will be doing her absolute best at the Paralympics. 
We need to have her enjoy the process of 
competing at the Olympics, however it is primarily 
there to act as a preparation tournament for the 
Paralympics a couple of weeks later. 

The goal as it is with any athlete is to win gold at 
the Paralympics, however all we can do is have 
her put in everything she possibly can and make 
sure nothing is left undone so when she is playing 
in Rio she can feel confident that she is at her 
absolute best. 

What are your key goals for her? 

As I mentioned above, I just want to see her feel 
as fit and as prepared as she possibly can be for 
this tournament in Rio. I would love to see her a 
little stronger and a little leaner to help her move 
even better than she was in the qualification 
tournament. I feel that we can extract a little 
more strength from her and have her even more 
explosive while keeping her very balanced 
and light on her feet. I have gained a great 
appreciation of just how fit you need to be to play 
table tennis and so I would also like to see her 
fitter than she has ever been to make sure she can 
compete at her best game after game and set after 
set for this very long tournament.

Is it rewarding working with her? 

It has been an absolute pleasure working with 
Milly and it has been great working with someone 
that is absolutely devoted to the one goal. She 
is the easiest client to work with, as she will do 
ANYTHING it takes to make sure she is doing what 
she can to work towards her goal.  

Reaching PBs in the gym or seeing her win 
tournaments makes me so happy and so proud of 
her and I can’t wait to watch her on stage in Rio 
and competing in the green and gold of Australia. 
She is a true champion in her sport and in life and 
I hope the best for her in all aspects from table 
tennis to career to life in general.



FRANCESCO TODDE,1 FRANCO MELIS,1 ROBERTO MURA,1 MASSIMILIANO PAU,2 FRANCESCO FOIS,3 SARA 
MAGNANI,1 GIANFRANCO IBBA,1 ANTONIO CRISAFULLI,1 AND FILIPPO TOCCO1

RE
SE

A
RC

H
 A

RT
IC

LE
  

1 Department of Medical Sciences, Sport Physiology Laboratory, University of Cagliari, 09124 Cagliari, Italy 2Department of Mechanical, Chemical and 
Materials Engineering, University of Cagliari, 09124 Cagliari, Italy 3Italian National Olympic Committee (CONI), Sardinia, Italy

Correspondence should be addressed to Filippo Tocco; filippo.tocco@tiscali.it Received 8 December 2015; Revised 25 March 2016; Accepted 17 April 2016 
Academic Editor: Danilo S. Bocalini
Copyright © 2016 Francesco Todde et al. This is an open access article distributed under the Creative Commons Attribution License, which permits 
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

1. INTRODUCTION

It is well known that exercise in the older population may prevent 
several diseases [1–4]. Reduced physical activity impairs the 
quality of life in elderly people with Alzheimer’s Disease [4], 
Parkinson’s Disease [5], and Depressive  Disor- ders [6]. Moreover, 
musculoskeletal, cardiopulmonary, and cerebrovascular decline 
are associated with poor physical fitness because of the cumulative 
effects of illness, multiple drug intake, fatigue, and bed rest [7, 
8]. The effects of physical activity and exercise programs on 
fitness and health- related quality of life (HRQOL) in elderly adults 
have been widely studied by several authors [9–11]. De Vries et 
al. [11] conducted a meta-analysis focusing on elderly patients 
with mobility problems and/or multimorbidity. Eighteen articles 
describing  a  wide  variety  of  actions  were  analyzed.  Most used 
a multicomponent training program focusing on the combination 
of strength, balance, and endurance training. In 9 of the 18 studies 
included, interventions were supervised by a physical therapist. 
Intensity of the intervention was not reported and  the  duration  
of  the  intervention  varied  from 5 weeks to 18 months. This 
meta-analysis concluded that, considering quality of life, the 
exercise versus no-exercise studies found no significant effects. 
High-intensity exercise appears to be somewhat more effective in 
improving physical functioning than low-intensity exercise. These 
positive effects are of great value in the patient population but 
the most effective type of intervention remains unclear. Brovold 
et al. [7] recently examined the effects of high-intensity training 
versus home-based exercise programs using the Norwegian 
Ullevaal Model [12] on a group of over-65-year-olds after discharge 

from hospital. These authors based their study on the Swedish 
Friskis-Svettis model [13] which was designed by Johan Holmsater 
for patients with coronaropathy to promote their return to work 
and everyday activities and improve their prognoses. This model 
includes three intervals of high intensity and two intervals of 
moderate intensity, each one lasting for 5 to 10 minutes. Included 
in each is coordination. Exercises consist of simple aerobic dance 
movements and involve the use of both upper and lower extremities 
to chal- lenge postural control [13]. Exercise intensity was adjusted 
using the Borg Rating of Perceived Exertion (RPE) Scale. Moderate 
intensity was set between 11 and 13, and high intensity was set 
between 15 and 17 on the Borg Scale.

Thus, little is known about the effects of monitored vigorous 
exercise in elderly people. While significant benefits for basic 
motor tasks (such as balance and gait) can be achieved through 
different kinds of physical activity (i.e., stretching exercises, 
treadmill, Pilates, and strength and balance training), no conclusive 
relationship has been proven between its intensity and such 
improvements. Recently, Pau et al. [14] reported that spatiotemporal 
gait parameters and sit- to-stand performance significantly 
improve through vigorous (but not light) exercises, thus suggesting 
that higher levels of intensity might be more suitable in generally 
improving static and dynamic daily motor tasks.

On the basis of the aforementioned consideration, this study aimed 
to evaluate the effect of monitored vigorous exercise (VE) on 
several functional capacities by applying the Senior Fitness Test 
(SFT) [3] in a group of healthy over-65- year-olds.

STUDY OF PHYSICAL FUNCTION BY MEANS OF THE SENIOR FITNESS TEST

A 12-WEEK VIGOROUS EXERCISE PROTOCOL 
IN A HEALTHY GROUP OF PERSONS OVER 65:

2. METHODS 

2.1. EXPERIMENTAL APPROACH TO THE PROBLEM. 

Recruitment cri- teria were one or both of sedentariness and 
dysmetabolism. Thus, we selected subjects who were not 
physically active or involved in any exercise program; that is, they 
had a sedentary lifestyle. Moreover, before entering the study, they 
were carefully screened for metabolic problems which attested a 
dysmetabolic status, as increased levels of plasma glucose, free 
fatty acids, triglyceride, and urate in fasting state. Both criteria were 
verified by means of family doctor databases of subjects.

Exclusion criteria included major diseases or conditions such 
as severe heart disease, uncontrolled hypertension, obesity, 
osteoarticular pathology, and neurological disease. Criteria 
were evaluated on the basis of clinical history, resting ECG, and 
physical examination. Participants maintained their lifestyles and 
were instructed not  to  take  part  in any other physical programs 
throughout the study. At the time of the initial design, the study 
consisted of a 12-week randomized controlled trial with a frequency 
of 3 times a week, 36 sessions in all, ending with a new assessment 

of their wellness and the potential persistence of the results on 
functional/physical  capacities.

2.2. SUBJECTS. 

Recruiting lasted 6 months starting from September 2013. 
Participants were recruited by means of family doctors to whom the 
goal of the study was explained.

The recruitment flow chart is  shown in  Figure  1. Three hundred 
and fifty people aged ≥ 65 were invited to participate. Of these, 
51.4% agreed to be included in the screening list while 48.6% 
refused to participate, mainly for family reasons such as illness/
hospitalization/old age of a family member. Forty people were found 
eligible to participate in the research protocol. Randomly, twenty 
were assigned to VE and twenty to the control group. The latter 
were instructed not to take part in any physical activity throughout 
the study period. All the selected participants signed an informed 
consent. The study was performed according to the Declaration of 
Helsinki and approved by the local ethics committee on September 
23, 2013. 
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2.3. PROCEDURES. 

According to the ACSM guidelines, the physical activity (PA) was set between 
60% and 84% of the heart rate reserve (HRR) [9] and continuously monitored 
with a heart rate monitor (Polar® T31 Coded™) connected to a telemetry system 
(Hosand®).

Each participant’s individual HRR was calculated accord- ing to the Estimated 
Maximal Heart  Rate  Formula [15]: HRmax = 206.9 − (0.67 × Age). The baseline HR 
values were collected from all subjects for three consecutive days in the morning 
right after waking up and the mean value was calculated.
Since specific characteristics of music such as rhythm and melody have been 
shown to provide a strong incitement to performing physical exercise [16], a Remix 
Pop Music com- pilation of the 1970s was used as a background soundtrack for 
the present training protocol.

2.4. VIGOROUS EXERCISE. 
 
The training protocol consisted of three phases:

(1) Warm-Up Phase, up to 10 min.
(2) Active Phase, 45 min, including mixed exercises.
(3) Recovery Phase, up to 10 min.

(1)  Warm-Up Phase (over 60% HRR). Slow, dynamic move- ments of the lower-, 
mid-, and upper-body main muscle groups through the full range of motion 
followed by static and dynamic stretching exercises.

(2) Active Phase (between 60% and 84% HRR). Continuous dynamic and interval 
training mode exercise involving large muscle activities with an increasing 
level of difficulty and intensity. Subjects began with a short walk, alternated 
with various step exercises (e.g., both side and forward-backward step up and 
down on the platform, with alternate footsteps). Then, they went on performing 
alternate upper-limb lifts (while keeping inferior limbs flexed) and lower limb 
flexions and extensions (knee lifts, both side and forward-backward leg lifts, 
and leg curls), as a sort of brief and easy sequence to be repeated for a fixed 
time. Integrated multiple plane exercises for upper and lower limbs using 
elastic resistances (Xertube®) completed the last part of the Active Phase. To 
reach the goal of gradually augmenting the intensity of the program, the coach 
continuously checked the HRR level of subjects who were progressively 
increasing the duration and the number of exercises. The resistance of the 
elastic bands was also increased by one level (from very light to medium) 
every 4 weeks.

(3) Recovery Phase (<60% HRR). Postural control and spine mobility exercises in 
a quadrupedal position with the plat- form support, exercises of static balance 
over either 4 or 2 supports, eyes either open or closed, and with core muscle 
activation. The latter phase also included various poststretch exercises to 
restore the preexercise muscle length.

The VE was conducted under continuous HR monitoring by a professional fitness 
coach with a degree in Motor and Sport Science.

2.5. DESCRIPTION OF THE SENIOR FITNESS TEST (SFT).

In accordance with Rikli and Jones [3], we used the following tests at the 
beginning (T0) of the study and after 12 weeks (T1).

2.5.1. 30-SECOND CHAIR STAND TEST

Purpose. Its purpose is to assess lower-body strength needed for numerous 
tasks such as climbing stairs, walking, and getting out of a chair, bathtub, or car 
(increased ability in performing this exercise may reduce the possibility of falling).

Description. It consists of a number of full stands from a seated position which 
can be completed in 30 seconds with arms folded across the chest. 

2.5.2. 30-SECOND ARM CURL TEST

Purpose. Its purpose is to assess upper-body strength needed for  performing  
household  and  other  activities  involving lifting and carrying things such as 
groceries, suitcases, and grandchildren.

Description. It consists of a number of biceps curls that can be completed in 30 
seconds, holding a hand weight of 5 pounds (2.3 kg) for women and 8 pounds (3.6 
kg) for men.

2.5.3. 2-MINUTE STEP TEST

Purpose. It is an alternative aerobic endurance test to be used when time 
restraints and/or space limitations impede administering the 6-minute walk test.

Description. It consists of a number of full steps completed in 2 minutes, raising 
each knee to a point midway between the patella and the iliac crest; the score is 
the number of times the right knee reaches the required height.

2.5.4. CHAIR SIT-AND-REACH TEST

Purpose. Its purpose is to assess lower-body flexibility, which is important for 
good posture, normal gait patterns, and various mobility tasks, such as getting in 
and out of a bathtub or car.

Description. The patient is seated in a chair with legs extended. He/she was 
instructed to keep the back straight and reach the toes with both hands. The 
number of inches (centimeters) between the extended fingers and the tip of the 
toe was measured.

2.5.5. BACK SCRATCH TEST

Purpose. Its purpose is to assess upper-body (shoulder) flexibility, which is 
important in tasks such as combing one’s hair, putting on overhead garments, and 
reaching for a seat belt.

Description. The patient put one hand over the same shoulder with the palm 
touching the back and reached down the back. He/she placed the other hand up 
the back from the waist with the palm facing outwards. Pointing the middle fingers 
of each hand towards each other, patient tried to touch the fingers of each hand in 
the middle of the back. The number of inches (centimeters) between the extended 
middle fingers was measured. The test was always done with the right hand over 
the shoulder and the lef t behind the back.

2.5.6. 8-FOOT UP AND GO TEST

Purpose. Its purpose is to assess the agility and dynamic balance important in 
tasks that require quick maneuvering, such as getting  off  a  bus  in  time,  getting  
up  to  attend to something in the kitchen, going to the bathroom, or answering the 
phone.
Description. It is the number of seconds required to rise from a seated position, 
walk 8 feet (2.4 meters), turn, and resume the seated position.

2.6. STATISTICAL ANALYSIS. 

The assumption of normality was checked using the Kolmogorov-Smirnov test. 
The 𝛼level was set at p< 0.05. A p-test for repeated measures was used for 
statistical analysis, with a significance level set at p< 0.05. The software used for 
statistical analysis was Prism-GraphPad 5.3.

3. RESULTS

The VE group consisted of 8 women and 12 men (age 69.6 ± 3.9 years; weight 
70.7 ± 12.1 kg; height 161.3 ± 6.9 cm). The control group consisted of 6 women 
and 14 men (age 71.2 ± 3.7 years; weight 76.1 ± 12.3 kg; height 167.5 ± 9.8 cm). 
Only 20  subjects  of  the  VE  group  and  8  of  the  control  group
correctly completed the trials (see Figure 1 and Limitation of the Study 
paragraph). Adherence to protocol of the VE group was checked daily by 
our motor scientist by means of a daily record where he noted the week and 
participation number, the mean HR of the sessions, the type of exercises, and 

the number of repetitions per set carried out. During the training
period, no adverse events such as dizziness, musculoskeletal
pain, or cardiovascular issues were recorded. After 12 weeks,
there were significant improvements in strength, flexibility,
balance,  and  agility  tested  by  SFT.  T0-T1  differences  are
shown in Figures 2 and 3. Namely, 5 tests out of 6 showed
significant improvement: Chair Stand (T0 12.4 ± 2.4; T1 13.5 ± 2.6, p< 0.01), Arm 
Curl (T0 14.2 ± 3.6; T1 16.6 ± 3.6, p < 0.01), 2 min step (T0 98.2 ± 15.7; T1 108.9 ± 
16.2, p< 0.01), Chair Sit-and-Reach (T0 −9.9 ± 7.7 cm; T1 1.7 ± 6.3 cm, p < 0.01), 
and Back Scratch (T0 −15.8 ± 10.9 cm; T1 −8.4 ±



4. DISCUSSION

The novelty of the present study is that of demonstrating the possibility of 
applying a specific vigorous physical exercise program [17] on healthy elderly 
adults over 65 years and evaluating its effects on functional capacity using 
the classical SFT [3]. To administer the high exercise intensity, we used a HR 
control under continuous accurate visual monitoring by a sport scientist. As 
expected, after only 12 weeks of training, we found significant enhancements 
of almost all skills tested. Our results clearly show that our VE program is 
relevant and has a positive impact on people over 65 in  helping them to 
maintain a high quality of life. The difference from most of the literature 
[18–22] regards the exercise protocol intensity, which is usually milder than 
ours. Also, in the aforementioned studies there was a poor attention about the 
consequences of the exercise program on general quality of life of subjects. 
They mainly focused on the attenuated risks of falling. On the contrary, the 
SFTs applied in our study clearly show that our VE program may ameliorate 
several motor abilities and in turn the general quality of life in healthy elderly 
adults over 65 years of age. However, two other studies showed that elderly 
people need to exercise close to their limit of maximum capacity [23, 24] to 
improve their physical fitness but, unlike the present research, they were 
conducted on patients who were in deconditioning status linked to their 
chronic illnesses.
 
Brovold et al. [7] supposed the importance of an exercise is based on a 
high-intensity and continuous monitoring model because in their research 
a nonmonitored home- based group did not improve their physical fitness 
as much as the monitored group that accomplished a high-intensity aerobic 
exercise adjusted by means of the Borg Scale and a musical pace [25]. 
However, Brovold et al. [7], despite an exercise protocol with a high-intensity 
aerobic interval (HIA), found a small effect on SFT. This may be due to the fact 
that the exercise protocol used by Brovold et al. [7] did not interact favorably 
with the skills tested by SFT. Thus, a positive relationship among vigorous 
physical exercise [17] or HIA exercise [7] and the functional abilities tested 

by the SFT is not fully evident. On the contrary, the vigorous exercise protocol 
used here enhanced 5 out of 6 of the SFT and seems to be more focused 
than the aforementioned one. The small effect of vigorous physical exercise 
through the 8- foot up and go test is not fully clear and may depend on 
several factors: (i) a large standard deviation at T0 due to the presence of two 
subjects who showed a very low functional capacity; (ii) inadequacy of the 
exercises to improve this ability; and/or (iii) inadequate sensitivity of an 8-foot 
up and go test. In a recent study by Furtado et al. [15] conducted on a large 
number of elderly females, even though the SFT was used at baseline and 
after 8 months from an intervention program of multimodal exercise training (3 
days per week), not all skills tested were found improved. However, according 
to a meta-analysis [11] that included 18 different exercise studies, even a 
small positive effect can be considered to be of great value in this group 
of individuals who are at risk of further functional decline. In conclusion, 
the present study shows that vigorous physical exercise in healthy elderly 
people provides significant improvements in the majority of the different skills 
assessed by the SFT.

Limitation of the Study. One potential limit of the present study undoubtedly 
regards the limited number of subjects involved in the study and the operating 
loss of the control group. Unfortunately, too many participants of  the latter did 
not satisfy the requirements during the study, thus impeding a comparative 
statistical approach. Further studies are therefore needed to confirm our 
conclusions, in particular with a larger sample and control group.

5. CONCLUSIONS

The positive trend shown here is an encouraging result in this 
population in relation to the possibility of increasing their ability 
in performing daily activities, reducing the occurrence of falls 
and potential femoral fractures. Further research is needed to 
understand how to design a vigorous exercise protocol, which may 
focus not only on aerobics but also on the different skills assessed 
by the SFT and which may include specific training sessions to 
enhance those particular skills, such as 8-foot up and go test. To 
maximize the functional/physical capacities of those over 65, a close 
link between high-intensity exercise and functional exercises is 
required. A mixed circuit training program including both kinds of 
the aforementioned exercises and measurable by SFT should be 
followed.
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FIGURE 2: Comparison 
between the collected 
results at T0 and T1 during 
the Chair Stand (a), the Arm 
Curl (b), and the 2 min step 
(c). Values are mean ± SD. 
𝛼𝛼< 0.05 versus T0.

FIGURE 1: Flow chart showing the study trend.

FIGURE 3: Comparison between the collected results at T0 and T1 
during the Chair Sit-and-Reach (a), the Back Scratch (b), and the 
8-foot up and go (c). Values are mean ± SD. 𝛼𝛼< 0.05 versus T0.
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In 2015 Peter Peeling and his team won the ESSA Applied Sports Science Research Grant and 
have provided a summary of their findings.

CAN SEVEN DAYS OF 
HIGH CARBOHYDRATE INGESTION  

ATTENUATE IL-6 AND HEPCIDIN LEVELS? 
2015 WINNER

VS

PURPOSE
Elevated hepcidin levels may attenuate iron absorption. This investigation examined if a high carbohydrate (CHO) diet, maintained across 
a 7-day training period, could attenuate post-exercise hepcidin levels, and its inflammatory precursor, interleukin-6 (IL-6). 

SUMMARY
Over a 7-day period, a High CHO vs. a Low CHO diet did not 
attenuate resting or post-exercise IL-6 and hepcidin levels. It is 
now thought that we would need to deplete muscle glycogen 
stores to have such an affect. Possibly, runners in both conditions 
were able to fully replenish their muscle glycogen stores between 
sessions, likely due to: The moderate training load
• 48 h of recovery prior to day 7 measures
• A higher protein intake in the LCHO trial
• A standardized kJ intake between trials 

Low CHO: 3g.kg-1 CHO
 200 kj.kg-1/day

High CHO: 8g.kg-1 CHO
 200 kj.kg-1/day

DESIGN
• 12 trained male runners.
• Repeated measures cross over design.
• 2 x 7-day dietary manipulation periods 

(High CHO vs. Low CHO).
• 5 running sessions each 7 days.
• Blood collected pre- and post-exercise on 

day 1 (D1) and day 7 (D7) of the trial.

DAY 1 2 3 4 5 6 7

SESSION TYPE Aerobic Intervals Rest Fartlek Intervals Rest Aerobics

MAIN SET 45 min at 
 
65% vVO2
max

6 x 4 min at 

85% vVO2
max
Work: Rest
2:1

40 min continuous: 

3:30 min at 65%
vV02 max 

1:00 min at 85%
vV02 max 

0:30 min at 95% 
vV02 max

10 x 2 min at

90% vV02
max

Work: Rest
1:3

45 min at 
 
65% vVO2
max

TABLE     SCHEDULE OF RUNNING SESSIONS COMPLETED

RESULTS

Running significantly 
elevated IL-6 and hepcidin  
levels compared to  pre-
exercise (p=0.001) in both 
the Low CHO and High  
CHO trials.

WHERE TO FROM HERE?
Where to from here? More research is needed to explore the effects 
of glycogen depletion, poor nutritional recovery and long-term dietary 
manipulation on iron regulation 

RESEARCH COLLABORATORS

IL- 6 Hepcidin



The Coalition’s re-election will now see PHNs 
exit caretaker mode and progress with their 
integration into the Australian healthcare system, 
presenting significant opportunities for allied 
health professionals and small businesses, 
including ESSA accredited professionals. 
ESSA has embarked on a rigorous advocacy 
campaign in 2016 to best position our members 
with the introduction of PHNs. We strongly 
encourage you to proactively engage with your 
local PHN to stay informed of local initiatives and 
opportunities for service provision. Without this 
proactive engagement you could be missing out on 
significant opportunities to grow your professional 
network and services.

WHAT WE KNOW SO FAR

KEY PRIORITY AREAS

PHN priority areas comprise of national priority and 
local focus areas, the Government agreed national 
priority areas for targeted work by PHNs are: 
• Mental health
• Aboriginal and Torres Strait Islander health
• Population health
• Health workforce
• e-Health
• Aged care

NEEDS ASSESSMENT

Regional needs assessment will, in part, influence 
service distribution and allocation. PHNs have now 
completed and submitted their needs assessments 
to Government. Completed needs assessments are 
available on PHN websites.

The needs assessment will contribute to the 
development and implementation of an evidence-
based Annual Plan to address national and PHN 
specific priorities relating to patient needs and 
service availability and gaps in the PHN region. 
Needs assessments:
• analyse relevant and current local and 

national health data including, but not limited 
to, data collected by Local Hospital Networks 
(or equivalent)

• review health service needs and available 
service provision in the region

• identify health services priorities based on 
an in-depth understanding of the health care 
needs of the communities within the PHN 
region

• be informed by clinical and community 
consultation and market analysis.

More information about the structure and objectives 
of the needs assessment can be found at:  
http://www.health.gov.au/internet/main/publishing.
nsf/Content/PHN-Needs_Assessment_Guide  

COMMISSIONING

The framework and plan to commission services 
will be determined by each PHN and is unlikely to 
comprise of a single model. Prevailing frameworks 
include, but are not limited to:
• direct funding or support to existing services 

to increase capabilities and extend or 
enhance service 

• a joint approach with non-government 
organisations to explore opportunities to 
form partnerships and jointly fund or deliver 
a service

• request expressions of interest to solicit 
ideas from suitably qualified parties as to 
how best the need might be met (closed 
door/invitation to tender model)

• a formal competitive tendering process.

ADVISORY COMMITTEES  

There are typically two opportunities for allied 
health practitioners to provide input into the 
operations of their local PHN, either through 
the GP-led Clinical Councils and/or Community 
Advisory Committees. 

NATIONAL HEALTH SERVICES DIRECTORY 

Workforce distribution and availability will, in part, 
determine allocation of services—especially in 
rural and remote locations. The National Health 
Services Directory (NHSD) will be the primary  
tool used by PHNs to map and identify local 
service providers. 

The National Health Services Directory (NHSD) 
is a joint initiative of all Australian governments 
to enable health professionals and consumers 
access to reliable and consistent information 
about health services. Professionals and 
consumers are able to search for service 
providers in their local area across a multitude 
of disciplines, including exercise physiology. 
Providers of AEP services are able to register their 
organisation to have their details displayed on the 
directory, via the NHSD website.

As such, it is vital that AEPs are represented—
simply put, if AEP businesses are not registered 
with NHSD, they will not be identified and included 
in services allocation. Providers should note that 
the NHSD is separate to the ‘Find an AEP’ search 
provided by ESSA and must update their details on 
both systems accordingly. 

Furthermore, provider access to a client 
management system that is eHealth compliant 
will become increasingly important as paper-
based referrals will begin to be phased out. To 
be visible in the eHealth system as a referral 

option, providers will need to be registered with 
the NHSD. ESSA has provided a comprehensive 
description and instructions to guide members and 
ensure optimal readiness for the PHN and eHealth 
reforms which can be found on the ESSA website.

WHAT WE ARE DOING 

ESSA’s Industry Development (ID) unit have been, 
and will continue to actively lobby to PHNs on 
behalf of the accredited exercise physiology (AEP) 
workforce. Over the past five months we have:
• contacted all 31 PHNs 
• successfully attended 17 meetings with PHNs  
• provided written and verbal input/feedback 

on various needs assessments
• created resources to support members in 

brokering their services

WHAT YOU CAN DO

After consulting with a number of PHNs, it has 
been made very clear that the individual AEP at the 
local level is best positioned to ensure that they 
are not omitted from any local PHN led initiatives.  

It is essential that AEPs proactively engage with 
their PHN to stay informed of local initiatives and 
opportunities. We strongly encourage members to 
do the following:
• sign up to PHN email updates—self sign up 

to fortnightly updates and apply to get more 
in depth monthly updates

• search the PHN website regularly for notice 
of funding opportunities and new projects 
(tender opportunities for local services are 
advertised through this medium)

• submit a case study of your services to be 
included in the regular PHN updates that go 
out to GP practices

• contact your local PHN’s allied health 
engagement (or project) officer with details 
of services you provide

• ensure that your business details are 
recorded in the National Health Services 
Directory (and that they are up to date)

• attend any networking events that your local 
PHN is holding

• be informed on the commissioning processes 
and how to broker services to the PHN.

The ESSA website has a number of resources 
to assist members in approaching PHNs and 
advocating their services as well as a complete 
list of PHNs. 

The Industry Development Unit is actively working 
to develop resources to help members negotiate 
and understand their opportunities to engage with 
their local PHN. For further information please 
contact alex.lawrence@essa.org.au 

 WHAT TO PUT ON YOUR  ‘TO DO’ LIST

PRIMARY HEALTH NETWORKS: 

The Primary Health Network (PHN) is an Australian Government initiative with the aims of improving the efficiency 
and effectiveness of medical services for patients and to improve the coordination of care.
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What services can you provide, how often and for 
how long? What will be the cost of these services and 
what will be the indicators of success? How many  
clients will you provide services to and over how many 

sessions? Work will be on a contractual basis, usually 
for a 6-month period. Deliverables and key performance 
indicators are negotiated with the PHN. You may need 
to put in an application to provide services.

Have you met your deliverables for the contract? How 
can your work contribute to the evaluation work being 
undertaken by your PHN? Are there opportunities to  
 

contract to provide evaluation services? The ability 
to be flexible and customise your service delivery 
to meet evolving PHN priorities will help you secure 
ongoing contracts.

Although the process of engaging with PHNs and brokering exercise physiology services to them may appear 
complex it can be broken down into Five major steps:

The key to success is ENGAGEMENT with PHN staff and the COMMUNITY   

Compiled with the assistance of Luke Del Vecchio, Accredited Exercise Physiologist 
successfully brokering services to the Central Queensland, Wide Bay, and Sunshine 

Coast PHN. Luke’s top tips for successful interaction with PHNs are highlighted in italics.

A GUIDE TO
PRIMARY HEALTH  

NETWORK ENGAGEMENT

• CONTACT
• PREPARE

• MEET & ENGAGE
• BROKER

• EVALUATE & ADAPT

CONTACT

PREPARE

MEET & ENGAGE

BROKER

EVALUATE & ADAPT

Each PHN maintains a website that includes contact 
details and key personnel. The best points of contact 
would be the Community and Stakeholder Engagement 
Manager, Health Service Planning, Design and 
Engagement Manager or Allied Health Engagement 

Officer.  There will be varied position titles throughout 
the individual PHNs; however their roles are very similar.  
Make contact with this person and arrange to attend a 
networking event or arrange an individual meeting.

Familiarise yourself with the five national priority areas 
and the outcomes of your PHN’s regional needs analysis. 
What does your local PHN want to achieve? How could 
the services you provide help the PHN to address the 
identified needs in the community? 

Ahead of your meeting note down the services you can 
provide. Make sure your description is not too generic, 
differentiate what you can offer from other businesses.  
Try to align your service descriptions to the locally 
identified needs and to the five national priorities.

Your PHN will not know about your services unless you 
engage with them. Networking events, face to face 
meetings and submitting case studies of your services are 
all ways to engage.
 
 

Engagement is not a one off occurrence; over time 
project priorities for your PHN will evolve and so regular 
re-engagement is the key to securing ongoing work. 
There may be a lead time to get projects started so again 
continual re-engagement is the key to success.



ESSA has been working with the Australian Digital Health Authority (ADHA) 
and Allied Health Professions Australia (AHPA) to demystify and simplify the 
processes involved in signing up for, and gaining access to, the My Health 
Record system. The government is strongly committed to the aim of each 
Australian having an electronic health record to improve the quality and 
consistency of patient care. ESSA has produced this graphical guide to the 
steps involved in the registration process. Access to client information can 
be via the web-based provider portal (read only access) or through ADHA-
compliant software (ability to view client information and to upload event 
summaries to a client’s record). ESSA and AHPA are trialling a number of 
economical and compliant software platforms and will be in a position to make 
a list of recommendations later this year.

ESSA is also supporting AHPA’s digital health pilot program which is running in 
the two opt-out PHN areas, Nepean Blue Mountains and North Queensland. 
In these two PHN areas all residents will have a My Health Record created for 
them unless they specifically choose to opt out. Allied health professionals in 
these areas are being invited to participate in a program whereby they will get 
support with registration for access to My Health Record and will have free 
access to compliant software for the duration of the pilot program.

To express an interest in the pilot program or for more information please 
contact: sharon.hetherington@essa.org.au.

EHEALTH ACCESS  FOR AEPS

SETTING UP 

REGISTERING FOR eHEALTH ACCESS
These four steps will allow exercise physiologists to register to the point of being able to view patient data in the web-based provider 
portal. Two additional steps are required to upload event summaries once the exercise physiologist has access to eHealth compliant client 
management software.

Forms can be found at humanservices.gov.au, simply search the form number to access the correct form. 

STEP 1
Obtain an HPI-I (individual)- Form HW033

• Enter your ESSA accreditation details into this form
• Also request a PKI for yourself as an individual at the same 

time (an option in this form)
• Provider type: Exercise Physiologists
• Provider specialty: Exercise Physiologist

STEP 2
The organisation you work for needs to  
apply for an HPI-O (seed organisation)    Form HW018

• If you are a sole trader the organisation name will be yours, the 
RO and OMO will also be you

• Organisation type: Other allied health services
• Organisation service type: Exercise physiology service
• Request a PKI for your organisation at the same time (an option 

on this form)
• Create a record for display in the Healthcare Provider Directory 

(also on form HW018)

STEP 3
Apply for a NASH-PKI as an individual- Form HW022 

• You need your HPI-I to complete this form. 

STEP 4
Go to myhealthrecord.gov.au

• Scroll down and select ‘Register my  
healthcare provider organisation’

• ‘Get access via the provider portal’ 
-Select one of the three options to establish a list of authorised 
individuals. 

GLOSSARY
HPI – Healthcare Provider Identifier
PKI – Medicare Public Key Infrastructure
RO – Responsible Officer

OMO – Organisation Maintenance Officer
NASH-PKI – National Authentication Service for Health – Public 
Key Infrastructure

 INDIVIDUAL ORGANISATION

Assistance with registration is available from the Australian Digital Health Authority 1300 901 001
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ESSA has been working throughout 2016 to enhance our advocacy efforts with a strong focus on Ministerial and Department relations.   
To support this work, ESSA is also developing a range of National Board endorsed policy statements that comment on issues of importance to our 
members and those that access exercise and sports science services.    
Our first policy statement was released earlier this year: 
A link to the Model of Care that accompanies the Policy Statement can be sourced on the ESSA website:  
 
www.essa.org.au/for-media/advocacy-platform/policy-statements/  

If you would like further information on the policy development within ESSA, please feel free to contact Louise Czosnek louise.czosnek@essa.org.au.   

LATEST ESSA POLICY STATEMENTS

ALLIED HEALTH ASSISTANTS -  MODEL OF CARE

ACCREDITED EXERCISE PHYSIOLOGISTS WORKING WITH

This information is informed from NSW Health – Allied Health Assistant Framework1

POTENTIAL TREATMENT BY AN ACCREDITED EXERCISE 
PHYSIOLOGIST: 

• Conduct risk stratification including identifying risk factor 
mechanisms, modification and appropriate exercise guidelines 
for low, moderate and high-risk populations.

• Conduct a comprehensive return to exercise/activity assessment 
including relevant objective measurements:
• access, assess and interpret relevant test, investigation and 

procedure reports such as surgery, angiography, exercise stress 
test, biochemistry results, medications and other comorbidities.

• measure anthropometry, blood pressure, heart rate, oxygen 
saturation, random blood glucose level.

• conduct exercise tests including aerobic fitness testing 
(e.g. sub max VO2, 6-minute walk), strength, power, balance, 
mobility and specific assessments for work or activities of 
daily living as required.

• discuss exercise history, establish consumer and clinical 
goals utilising evidence-based behaviour change strategies 
such as motivational interviewing. 

• Analyse assessment results and discuss exercise treatment plan 
with the consumer and treating health team, and in particular 
where a consumer has been stratified as high risk.

• Apply clinical reasoning to develop safe, effective and 
individualised exercise programs and monitor and respond 
to signs and symptoms. Conduct ongoing risk stratification, 
monitoring of symptomology and adjust the prescription based 
upon the complex interactions of diagnosis, exercise tolerances 
and medication regimes.

• Provide consumer-centered, individually tailored health 
education, including appropriate evidence-based written 
materials and resources to support long-term exercise 
adherence, recovery and self-management.  Education may also 
include evidence-based recommendation to improve general 
health, reduce risk factors and monitoring of symptoms and 
appropriateness for exercise and when to avoid.

• Assess effectiveness of prescription and modify, progress or 
refer on as appropriate.

• Work with the consumer and their healthcare team to develop 
discharge care plan (where appropriate) and establish referral to 
appropriate community-based facilities and conduct a review of 
home program.

• Document progress in the medical record and provide reports to 
primary and tertiary physicians.

CONSUMER CARE FOR POST-
CARDIAC EVENT WITHIN A HOSPITAL 
ENVIRONMENT 

CASE STUDY ONE

POTENTIAL ASSISTANCE BY AN ALLIED HEALTH ASSISTANT:
• Schedule and re-schedule appointments.
• Prepare the treatment space prior to the consumer’s session, 

welcome and prepare the consumer for the session (e.g. bringing 
to treatment space, assist with personal items such as bags and 
jackets) and print out take home educational materials created 
and/or selected by accredited exercise physiologist.

• Provide assistance to the accredited exercise physiologist 
during assessment and exercise prescription (i.e. assist with  
 

manual handling where two or more people are needed to help 
the consumer ambulate safely).

• Co-facilitate group sessions under direction of accredited 
exercise physiologist (e.g. circuit; monitor and supervise low risk 
consumers in a group environment).

• In the acute setting, provide the referral information to the 
consumer’s local cardiac rehabilitation program, including 
contact details and further program information.

• Provide support and motivation to enhance adherence, including 
telephone follow up.



ALLIED HEALTH ASSISTANTS -  MODEL OF CARE

ACCREDITED EXERCISE PHYSIOLOGISTS WORKING WITH

POTENTIAL TREATMENT BY AN ACCREDITED EXERCISE PHYSIOLOGIST:
• Complete a comprehensive assessment that includes subjective 

screening and objective measurements. This may include:
• access, assess and interpret relevant test, investigation and 

procedure reports such as biochemistry results, medications 
and other comorbidities. 

• measure anthropometry, blood pressure, blood profile including 
random glucose blood level.

• conduct metabolic monitoring (body weight, body mass index, 
waist circumference, blood glucose levels and blood pressure). 

• conduct exercise tests including aerobic fitness testing (e.g. 
sub max VO2, 6 minute walk), strength, power, balance, mobility 
and specific assessments for work or activities of daily living as 
required, and effect on blood glucose levels.

• discuss exercise history, establish consumer and clinical goals 
utilising evidence- based behaviour change strategies such as 
motivational interviewing. 

• Analyse assessment results and discuss exercise treatment plan with 
the consumer and treating health team, and in particular where a 
consumer has been stratified as high risk.

• Apply clinical reasoning to develop and deliver an individualised 
exercise prescription with an optimal dose/type for improving 

cardiometabolic function and independence in activities of daily 
living. Exercise prescription would be balanced with the consumer’s 
goals, readiness to change, knowledge, physical abilities, access 
to resources and with consideration to the potential deleterious 
complications associated with diabetes (i.e. exercising with peripheral 
neuropathy, risk of hypoglycaemic events, proliferative retinopathy).  

• Provision of education about diabetes management which may 
include lifestyle modification, physiological impacts of exercise 
and diabetes, exercise and interaction with common diabetes 
medications (i.e. Sulphonyureas, Insulin) and self-management 
support (i.e. behavioural counseling and relapse prevention). 

• Assess effectiveness of prescription and education and modify, 
progress or refer on as appropriate.

• Work with the consumer and their healthcare team to develop a 
discharge care plan (where appropriate) and establish referral to 
appropriate community-based facilities and conduct a review of  
home program.

• They may also refer consumers to appropriate and accessible 
community based physical activity options with consideration of their 
age, interests, transport, functional capacity and cultural orientation.

• Document progress in the medical record and provide reports to 
primary and tertiary physicians.

POTENTIAL ASSISTANCE BY AN ALLIED HEALTH ASSISTANT 

• Schedule and re-schedule appointments.
• Prepare the treatment space prior to the consumer’s session, 

welcome and prepare the consumer for the session (e.g. bringing 
to treatment space, assist with personal items such as bags and 
jackets) and print out take home educational materials created 
and/or selected by accredited exercise physiologist.

• Provide assistance to the accredited exercise physiologist 
during assessment and exercise prescription (i.e. assist with 
manual handling where 2 or more people are needed to help the 

consumer ambulate safely).
• Co-facilitate group sessions under direction of accredited 

exercise physiologist (e.g. circuit; monitor and supervise low risk 
consumers in a group environment).

• Provide the referral information to the consumer’s local facility 
where ongoing support/treatment will occur, as required.  This 
may include providing contact details and further program 
information.

• Provide support and motivation to enhance adherence, including 
telephone follow up.

Significant sections of this information is sourced directly from the Consensus statement on the role of accredited 
exercise physiologists within the treatment of mental disorders – a guide for mental health professionals 
(Lederman, Grainger et al. 2015)2

CONSUMER CARE WITHIN 
MENTAL HEALTH CASE STUDY THREE

POTENTIAL TREATMENT BY AN ACCREDITED EXERCISE PHYSIOLOGIST:

• Design and implement evidence-based physical activity interventions 
to improve mental and physical health profile and prevent/manage the 
development of metabolic and cardiovascular disease.   

• Conduct a comprehensive initiation or return to exercise/activity 
assessment incorporating a biopsychosocial approach.  This may 
include:
• access, assess and interpret relevant test (i.e. mental state 

examinations, biochemistry results (if available), medications 
and other comorbidities).

• metabolic monitoring (body weight, body mass index waist 
circumference, blood glucose levels and blood pressure). 

• conduct exercise tests including aerobic fitness testing (e.g. 

sub max VO2, 6-minute walk), strength, power, balance, mobility 
and specific assessments for work or activities of daily living as 
required.

• establish consumer and clinical goals utilising evidence- based 
behaviour change strategies such as motivational interviewing. 

• Consider clinical outcomes, risk factors and comorbidities such 
as cardiometabolic health, aerobic fitness, strength, movement 
capacity, and other health parameters (e.g. medication side-effects, 
sleep, fatigue and/or pain) that will inform the appropriateness and 
specificity of exercise interventions.

• Access and utilise information in recent mental state examinations to 
inform appropriateness of intervention. Ongoing monitoring and risk 
assess, counsel and refer consumers to appropriate clinicians when 

CONSUMER CARE FOR NON-INSULIN 
REQUIRING DIABETES WITHIN 
COMMUNITY HEALTH SETTING 

CASE STUDY TWO



mental health status may change. 
• Participate in multi-disciplinary team meetings and document 

progress in the medical record including exercise progress, mental 
health symptomology and engagement.

• Incorporate exercise treatment plan and recommendations into the 
consumer’s overall mental health care plan.

• Support mental health clinicians such as case workers and support 
workers to provide opportunity for and encourage engagement in 
regular physical activity.

• Provide individually tailored health education regarding exercise and 
physical activity (in group or individual setting), including appropriate 
evidence-based written materials and resources to encourage effective 

and sustainable behaviour change for people experiencing mental 
illness. Education may also include evidence-based recommendation to 
improve general health and reduce/manage risk factors. 

• Assist in reducing the stigma and minimising barriers for community-
based consumers utilising mental health services, as exercise is a 
normalised activity that can help engagement with more traditional 
interventions.

• Work with the client and their healthcare team to develop 
comprehensive discharge care plan (where appropriate) and 
establish referral to appropriate community-based facilities that 
includes health education, planning, monitoring and follow-up to 
ensure relapse prevention. 

POTENTIAL ASSISTANCE BY AN ALLIED HEALTH ASSISTANT: 

• Schedule and re-schedule appointments.
• Prepare the treatment space prior to the consumer’s session, 

welcome and prepare the consumer for the session (e.g. bringing 
to treatment space, assist with personal items such as bags and 
jackets) and print out take home educational materials created 
and/or selected by accredited exercise physiologist.

• Provide assistance to the accredited exercise physiologist during 
assessment and exercise prescription (i.e. assist with manual 
handling where two or more people are needed to help the 
consumer ambulate safely).

• Co-facilitate group sessions under direction of accredited exercise 

physiologist (e.g. circuit; monitor and supervise low risk consumers 
in a group environment).

• Provide the referral information to the consumer’s local facility 
where ongoing support/treatment will occur, as required.  This may 
include providing contact details and further program information.

• Provide support and motivation to enhance adherence, including 
telephone follow up.

• Crucially, in the mental health sector peer support workers are 
often employed instead of traditional allied health assistants.  Peer 
support workers are integral to exercise physiology interventions 
and are able to provide a lived experience perspective that can 
help others on their recovery journey.  

REFERENCES
1. NSW Health, 2013. Allied Health Assistant Framework. Accessed online http://www0.health.nsw.gov.au/policies/gl/2013/pdf/GL2013_005.pdf 

2. Lederman, O., et al. (2015). “Consensus statement on the role of accredited exercise physiologists within the treatment of mental health disorders: A guide for mental health professionals.” Retrieved 4 April, 2016, from 
https://www.essa.org.au/wp-content/uploads/2015/10/Consensus-statement-on-the-role-of-Accredited-Exercise-Physiologists-within-the-treatment-of-mental-disorders-for-mental-health-professionals_v8.pdf
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SDA AND ESSA

WINTER WELLNESS

VITAMIN D
The “sunshine vitamin” is most well-known 
for its role in bone health through calcium and 
phosphorus homeostasis, and it is now increasingly 
being accepted as having an important role in 
immune function in the body, particularly T-cell 
mediated immunity. It is commonly recognised that 
athletes who predominately train indoors are at 
high risk of Vitamin D deficiency. As we head in to 
the depths of winter, it’s a timely reminder that even 
athletes who train and compete outdoors can be at 
risk of Vitamin D deficiency (especially those living 
in the south of Australia where the latitude limits 
UVB exposure and therefore Vitamin D synthesis). 
There is still some debate internationally as to the 
“optimal” level of Vitamin D however, the 2013 
Position Statement Vitamin D and health in adults 
in Australia and New Zealand suggests that for 
optimal musculoskeletal health, a serum 25-OHD 
level of 50 nmol/L at the end of winter (10-20 nmol/L 
higher at the end of summer, to allow for seasonal 
decrease) is required. Recommended sunlight 
exposure during winter for athletes living in the far 
north of Australia (e.g. Cairns) is ~9-12 minutes/day, 
in Brisbane or Perth is ~15-19 minutes/day and in 
the southern states is between 26-47 minutes/day. 
Dietary sources of Vitamin D are limited yet small 
amounts can be found in oily fish, egg yolks, 
mushrooms and fortified milks and margarine. 
Given the difficulty in obtaining Vitamin D from 
the sun and diet during the winter months, 
supplementation with Vitamin D3 may be required 
for athletes who are Vitamin D deficient. An 
Accredited Sports Dietitian can work closely with 
Exercise Physiologists and Sports Physicians to 
identify and manage athletes with suboptimal 
Vitamin D levels or Vitamin D deficiency.  

PROBIOTICS
Probiotics are live microorganisms that have been 
shown to have beneficial effects on intestinal 
health and immune function. The most common 
strains of commercially available probiotics are 
lactobacillus acidophilis and bifidobacterium 
bifidum – found in foods such as yoghurt and 
YakultTM as well as specialised supplements. A 
recent Cochrane review reported that prophylactic 
supplementation of probiotics can be in reducing 
the number of participants experiencing episodes 
of acute URTI by ~50% and the duration of an 
episode of acute URTI by about ~2 days. Similarly, 
research conducted in athletes has found 
favourable reductions in the frequency, severity 
and/or duration of respiratory and gastrointestinal 
illness. 

Although there is no definitive recommendation 
for the dose of probiotic supplementation in 
athletes, studies show that most athletes will 
safely tolerate dosages of two billion bacteria per 
day – although some athletes may benefit from 
a staggered increase in dosage over one to two 
weeks to minimise any gastrointestinal side effects. 
For those athletes looking for a natural source of 
probiotics, research has found favourable benefits, 
mainly reduced frequency of upper respiratory 
tract infections, in athletes consuming a daily 
dose of YakultTM over a 16 week winter training 
period. Importantly, prophylactic supplementation 
must commence at least 14 days prior to travel, 
competition or elevated training loads to allow for 
colonisation of gut bacteria. 

ZINC
Interest in zinc comes from its ability to inhibit 
replication of rhinovirus, the most frequent cause 
of the common cold. A 2013 Cochrane review of 
18 randomised control trials found that taking zinc 
lozenges or syrup within 24 hours of the onset of 
symptoms reduced the duration of the common 
cold. Furthermore, those who took zinc were less 
likely to have symptoms persist beyond seven 
days of treatment. Although there are apparent 
benefits to zinc supplementation, variability in 
study designs make it difficult to draw conclusions 
on the optimal dose, duration and formulation 
of supplementation to ameliorate symptoms of 
the common cold. Currently there is no research 
regarding prophylactic zinc supplementation in 
adults, nor athletes. And as a side note, foods high 
in zinc include seafood (especially oysters), red 
meat (especially liver), cereal products and baked 
beans could be incorporated into the daily diets of 
athletes. 

VITAMIN C
Despite its popularity, there is little evidence to 
support the use of high doses of Vitamin C for 
preventing incidence of the common cold. While 
some research  suggests that Vitamin C (with 
or without zinc) may have favourable effects 
on reducing the duration of cold symptoms, 
there is insufficient evidence to currently make 
recommendations on the optimal dose and duration 
of supplementation to benefit recovery from the 
common cold. There is also a growing body of 
evidence to indicate that chronic supplementation 
of antioxidants can actually be detrimental for 
performance in athletes suggesting that a diet rich 
in fruits and vegetables, that provides a variety of 
nutrients, may be more beneficial (and less harmful) 
than supplementing one nutrient in isolation. 

IRON
There is research to suggest that low iron levels 
in athletes are associated with reduced immune 
function, leaving them more susceptible to 
colds and flu (particularly during heavy training 
phases). Athletes, particularly females, should 
be encouraged to include iron containing foods 
regularly as part of a balanced diet. Great iron 
rich options include lean meats, eggs, legumes, 
almonds, tofu, dried apricots, fortified breakfast 
cereals and other products with added iron such 
as MiloTM or Sustagen SportTM. It would also 
be worthwhile screening ‘at risk’ athletes for iron 
deficiency and supplementing according to medical 
advice to further support immune function.

CARBOHYDRATES
There is good evidence to support the role of 
carbohydrates in counteracting the immune 
suppressive effects of exercise by dampening 
the rise in cortisol and other stress hormones. 
It’s important that during heavy training phases, 
particularly during the winter months when colds 
are more prevalent, athletes are mindful of their 
carbohydrate intake around exercise.  

So there you have it, a quick snapshot of the latest 
information on the role of nutrition in immune 
health. Next time you’re working with an athlete 
or team prone to colds and other winter bugs, link 
them in with an Accredited Sports Dietitian nearby 
to help ensure they stay healthy and on the training 
track. Follow this link to find an Accredited Sports 
Dietitian near you  
www.sportsdietitians.com.au/findasportsdietitian 
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If you’re living in southern parts of Australia, you’ll be well and truly feeling the cold blast of winter!  So what better 
time to grab a hot chocolate and warm blanket and refresh the latest nutrition information to help keep your athletes 
fit and healthy over the winter months. 

ALISON PATTERSON – ADVANCED SPORTS DIETITIAN 



PROFESSIONAL MISCONDUCT

The basic principle is that a health professional will not be negligent if he/
she acts in accordance with a practice accepted at the time as proper 
by a responsible body of professional opinion even though other health 
professionals adopt a different practice. The standard of care is a matter 
of clinical judgement subject to the courts having jurisdiction to consider 
whether an opinion was rational. 

For accredited and university qualified exercise physiologists (AEPs) and 
exercise scientists (AES) whose area of practice is not regulated by the 
National Law, the professional standards have been developed by ESSA 
with standards of training and practice. 

CLIENT’S REQUESTED TREATMENT

A client may request a particular course of treatment.  A health 
professional has a professional obligation to assess independently what 
course of treatment is appropriate for that client.  
The professional risks acting in an unprofessional manner if he or she 
follows the client’s request or provides treatment in circumstances 
where the professional does not believe that this treatment is necessary 
or in the best interests of the client. The other side of this is that the 
health professional needs to listen to the client and to take the client’s 
preferences into account.  

In Dental Board of Australia v Fibishenko (2001) there was a finding 
of unprofessional conduct by a dentist for failing to obtain adequate 
diagnostic information before finalising a treatment plan and in failing 
to obtain the patient’s informed consent to the treatment plan by not 
providing adequate advice on risks and potential complications arising 
from implant surgery.

While a reasonable health professional takes the client’s preferences 
into account, he or she cannot abdicate professional responsibility by 
following or acquiescing to the client’s request. The professional needs 
to explain the benefits and risks of the client’s preference (and of the 
clinician’s recommended treatment). 

INFORMED CONSENT

The client must provide informed consent to the form of treatment 
provided by the health professional.  Failure to obtain informed consent 
may amount to professional misconduct. An apparent acceptance by a 
client to proceed with a form of treatment is not informed consent if all the 
information is not provided.

In Dean v Phung, the New South Wales Court of Appeal held that 
unnecessary dental treatment (53 consultations at a total cost of over 
$73,000 over 12 months) amounted to a trespass to the person and a defence 
of consent was not available to the dentist.   

The patient suffered a minor injury to his chin and front teeth when he was 
struck by a piece of falling timber at work.  His employer arranged for him 
to attend a dental surgeon, Dr Phung.  Over a period of 12 months Dr Phung 

carried out root canal therapy and fitted crowns on all of Mr Dean’s teeth.   
The patient argued that the sole purpose motivating the dentist’s conduct 
was to obtain a financial benefit for himself which entirely removed any 
therapeutic purpose and allowed the conclusion to be reached that he 
undertook the intentional acts of dental surgery with intent to cause injury.  
The Court found that any purported consent given was not “informed 
consent” as the patient had not been adequately informed that the 
treatment was not necessary for his condition. 

A health professional should not prescribe a course of treatment that he/
she does not believe is going to benefit the client even if the client demands 
that treatment or threatens to go to another practice if the treatment is not 
provided.  It would be difficult to establish that a client has given informed 
consent to prescribe a course of treatment which the health professional 
does not believe is effective.  It would be necessary to explain to the client 
why that treatment is not effective or why it may be detrimental to the client.

APPROPRIATE RESPONSE

A health professional must judge whether a proposed treatment regimen 
benefits the client either physically or psychologically. The regimen should be 
reviewed regularly to determine if it is providing that benefit and clinical notes 
should record the review, the discussion with the client and the agreed further 
treatment. A signed consent is evidence of the client’s consent but can be 
refuted if that consent is not informed by adequate explanation of the benefits 
and any potential detrimental side effects of the treatment.  

The growth of information available on the internet has created disruption for all professions.  In the health professions, this disruption arises  
from the proliferation of sites providing health advice, forums on which people provide personal assessment of medical regimens with or  
without any scientific basis and blogs on which random thoughts can be published with the apparent authority of a peer reviewed publication. 

The information imbalance which was present prior to the internet age has been replaced by information overload.  Clients second and third  
guess diagnosis, prognosis and proposed treatment regimens with varying degrees of success.  

At the same time, the professional is under pressure to perform financially, attract clients and grow the business.

ARISING FROM  OVER-SERVICING

RISKS OF LITIGATION

THIS ARTICLE WAS WRITTEN BY ROBIN LONERGAN, PARTNER AT TRESSCOX LAWYERS.

SUMMARY

The law imposes a duty of care on health professionals to use 
reasonable care and skill in the provision of professional advice 
based on the professional standards for AES and AEP providers 
developed by ESSA.  While the client ultimately controls the 
relationship between client and health professional, a health 
professional should not act at the direction of a client without 
having regard to the professional’s own responsibilities. 
 
Robin Lonergan
Partner
Phone: (07) 3004 3530
Robin_Lonergan@tresscox.com.au
www.tresscox.com.au 



PUTTING CLIENTS IN CONTROL

THROUGH ENGAGING TECHNOLOGY

Brad Taylor has been an EP for 19 years and in this 
time has run a number of businesses. His most 
recent venture is The EP Group that he founded 
in 2012 and operates from premier locations 
throughout Melbourne. 

We caught up with Brad to find out more about The 
EP Group, what makes him tick and how technology 
has changed the way he runs his business.

“I have run businesses in various incarnations 
over the last 19 years, providing a variety of 
healthcare services. The EP Group is by far the 
most exciting and inspiring venture offering 
services to individual clients as well as corporate 
clients across various industries. 

We have a great core team of practitioners in 
Melbourne and we are currently assembling a 
national network of exceptional practitioners to 
work alongside us in a niche market sector.

A big part of what we do is rehab in the areas 
of musculoskeletal injury, mental illness and 
cancer. We focus our offering on evidence-based 
and tailored programs that deliver specific and 
broader client-centred outcomes.”

Asking Brad about the biggest challenge of 
running his own business, he mentions quality 
assurance. “When you’re in private practice, 
you trade off your reputation. A great client 
experience is your best marketing tool, so we put 
a lot of energy into developing and refining our 
systems and processes to enhance the client and 
practitioner experience.

We currently use Healthkit as our practice 
management system. It is very easy to use and 
combines online bookings, patient management 
and even Medicare/DVA claiming. No more paper 
files is great for your sanity!

Healthkit also integrates with Physitrack, 
allowing us to open clients directly from Healthkit 
into Physitrack to save our practitioners hours 
each month. 

Physitrack has been a real game-changer for us 
in terms of client engagement and being able to 
prescribe video-based exercise programs fast. 

The quality of their 3,000 exercise videos is second 
to none and verbal instructions are very thorough 
and don’t leave much to chance. This makes our 
jobs far more enjoyable because we don’t spend 
the first half of the next consultation trying to erase 
muscle memory and redefine correct movement 
patterns. It also eliminates the old “the dog ate my 
homework” excuse as the client always carries 
their program on their free client app. 

I also like how we can analyse client adherence, 
pain levels, RPE and outcome measures in real-
time.  This gives our practitioners the insight they 
need to offer our clients the best possible care.
Clients often comment on the comprehensiveness 
of our service; they perceive a greater level of 
care and really appreciate that we have gone to 
the effort of finding ways to make their recovery 
process as simple as possible.  This makes 
implementing technology like Physitrack a no-
brainer for us.  

For more information about The EP Group visit 
www.theepgroup.com.au.

For more information about Physitrack visit  
www.physitrack.com/essa.
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EXERCISE IS MEDICINE  
EDUCATION WORKSHOPS KNOCK DOWN GP BARRIERS TO  

PHYSICAL ACTIVITY PROMOTION, PRESCRIPTION AND REFERRAL 

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.  
 
“Addressing common barriers by providing training 
and tools may be a key step in the dissemination of 
physical activity prescription into routine primary care 
practice“ (Windt, 2015).

We know that physical inactivity has become a major 
public health problem worldwide.  The statistics show 
that 31% of adults worldwide are physically inactive 
and are subsequently at higher risk of developing 
chronic diseases such as cardiovascular disease, 
cancer and diabetes.  Physical activity has been 
recognised as a widely accessible, low cost, effective 
method for the prevention and treatment of many 
health conditions including those mentioned above 
(Windt, 2015).

Primary healthcare settings, such as GP practices, 
have been identified as one of the most important 
areas for influencing people to change lifestyle 
behaviours such as exercise for disease prevention 
and treatment (DeVoe, 2016).  The success of physical 
activity promotion in this setting is largely dependent on 
healthcare professionals, including GPs and practice 
nurses, engaging with their patients about exercise.

Recent research conducted in Canada by Windt 
(2015), showed that physical activity education 
workshops enabled family physicians to increase 
their written prescriptions of physical activity from 
40% at baseline to 68% one month after a three hour 
education workshop.  Furthermore, referral of patients 

for the purpose of physical activity assessment or 
appraisal increased from 36% to 64%. 

This is great news for GPs in Australia and around 
the world as these sessions are designed to help 
overcome barriers to physical activity discussion, 
promotion, prescription and referral.  Common barriers 
when practising include lack of time, knowledge 
and tools.  The workshops addressed these barriers 
by including information about assessing patient 
physical activity levels, using motivational interviewing 
techniques to encourage physical activity participation 
by patients and providing resources such as screening 
tools and physical activity prescription pads.

Furthermore, the workshops improved physicians’ 
confidence levels in regards to engaging with their 
patients about exercise.  This has been shown to be an 
important factor in whether or not physicians decide to 
promote and prescribe exercise to their patients.
In Australia, similar barriers to GP promotion 
of exercise and referral to accredited exercise 
physiologists exist.  Through Australia’s own Exercise 
Is Medicine (EIM) in Practice initiative, facilitation of 
EIM workshops in medical practices has increased 
GP physical activity discussion with patients in 
participating practices.  This has led to increases in 
patient physical activity assessments.  Furthermore, 
at one and three month post workshop follow up, GP 
confidence levels in regards to assessing physical 
activity had increased as well as their knowledge of 
the national physical activity guidelines and principles 
of physical activity assessment.

In Australia and throughout the world, these types 
of initiatives are vital in helping to empower primary 

health care professionals.  Australian EIM in Practice 
workshops have assisted GPs and nurses through 
providing an awareness of the evidence base for 
exercise to prevent and treat disease.  Additionally, 
they have provided education about exercise 
physiology Medicare rebate item numbers and tools 
which GPs can use to help step them through the 
process of discussing exercise with their patients and 
referring when appropriate.  For example, the EIM 
Action Guide includes the following five steps: ask, 
screen, customise, refer and provide information.  It is 
likely that the provision of tools such as these reduce 
the perceived barriers to implementing EIM. 

Continued focus on effective primary care setting 
interventions, such as the workshops described 
above, are an important public health investment 
that may help address the physical inactivity problem 
faced by Australia and indeed by the rest of the world.  

For more information about EIM Australia primary 
health care professional workshops or to access 
tools for promoting physical activity in your local GP 
practice, visit the EIM Australia website at: www.
exerciseismedicine.com.au 
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