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SMA CHAIRMAN, PETER NATHAN ADVOCATES  
FOR ALL GENERAL PRACTITIONERS TO GET INTO  
THE HABIT OF PRESCRIBING EXERCISE.

As a doctor who works in a general 
practice setting seeing a range of 
clientele, including sportspeople, 
the following highlights my 

observations of exercise prescription 
within the sports medicine field. 

Prescribing exercise for our patients  
can be difficult.

However exercise is an effective 
treatment for most significant population 
health issues.

While most patients understand that 
exercise is effective for hypertension, 
diabetes and heart disease, it is not so 
widely appreciated that it can be helpful  
in managing a wider range of conditions 
such as osteoarthritis.

Unfortunately many patients with 
osteoarthritis have the mistaken belief 
that exercise will make their arthritis 
worse through accelerating wear and tear. 
However appropriate exercise can 
increase bone strength and muscle mass 
to improve joint loading patterns and 
reduce wear. 

This is where we need to educate our 
patients on the benefits of exercise for 
their related health condition and get  
into the habit of prescribing exercise.

Some General Practitioners can refer 
patients through Medicare to allied health 
colleagues to assist in formulating an 
appropriate personalised exercise plan, 
however it is understood that not 
everyone has access to these resources. 

That being said, all of us can encourage 
our patients to be more active, dispel the 
myths around exercise and activity and 
highlight the emerging evidence of the 
extreme harm of inactivity. I therefore 
encourage all of my inactive patients to  
be more active during their working day. 
Standing desks and changes to the office 
routine can help. Many are also benefiting 
from monitoring activity through 
wearable devices.

Of course exercise prescription must be 
personalised to be most effective. This 
generally involves behaviour change and 
can’t be rushed. Goals and expectations 
must be delineated and be reasonable. 
Barriers to change must also be explored. 
Joining a group or involving other family 
members in exercise can be useful for 
reinforcement. As with any behavioural 
change it is completely normal for initial 
attempts to fail and it is useful to discuss 
this with patients. Let them know that it 
may take several attempts when starting 
an exercise program before they are able 
to persist with it however once a new 
behaviour has been in place for over six 
weeks it is generally likely to succeed.

The medical profession achieved a 
massive public health victory by 
successfully enabling the majority of 
patients to cease smoking. Similar health 
benefits can be gained by enabling 
increased activity and exercise in the 
community but we as General 
Practitioners need to be a driving force 
and exercise prescription is definitely the 
way forward. 

FROM THE 
CHAIRMAN

All of us can  
encourage our  

patients to be more 
active, dispel the myths 

around exercise and 
activity and highlight 

the emerging evidence 
of the extreme harm  

of inactivity.

Peter Nathan
peter.nathan@sma.org.au

EXERCISE 
PRESCRIPTION
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FROM THE 
CEO

The key question on 
every health promoters 

lips is will the Apple 
Watch increase our 

activity levels or will it 
just provide further 
evidence that we’re 

getting better at 
measuring it and 

watching it, but getting 
worse at doing it?!

Nello Marino
nello.marino@sma.org.au

SMA CEO, NELLO MARINO TALKS WEARABLE DEVICES  
AND THEIR INFLUENCE ON PHYSICAL ACTIVITY LEVELS.

With the release of the new 
Apple Watch which we are 
led to believe will revolutio-
nise our lives, it prompted 

me to consider the impact of a number of 
the wearable devices that have infiltrated 
our lifestyle over recent years.

Far be it for me to espouse the virtues of 
another Apple device to go with the array 
of phones, tablets and other portable 
devices that have arguably made our  
lives more sedentary. What’s particularly 
interesting about this latest device,  
or at least the marketing of it, is the 
incorporation of health measurement  
into the mainstream. It’s actually a key 
feature which is arguably a major coup.

Whilst products such as the Fitbit and 
Jawbone have been on the market for 
about two years, and there are a number 
of health and fitness apps available, it 
could be easily argued that physical 
activity has hit the big time when  
Apple, the world’s most valuable and 
recognisable company, features physical 
activity as a key attribute in the marketing 
of its new toy.

Of course, the key question on every 
health promoters lips is will it increase our 
activity levels or will it just provide further 
evidence that we’re getting better at 
measuring it and watching it, but getting 
worse at doing it?!

Many would have been alerted to the 
recent Australian Bureau of Statistics data 
that confirmed Australians are perhaps 
less active than ever before with an 
estimated 60 per cent of Australians 
reporting that they had participated in 
sport and physical recreation at least  
once during the 12 months prior to 
interview in 2013–14, compared with  
65 per cent in 2011-12. This was a period 
during which a number of the current 
wearable fitness devices hit the market 
which either suggests they have little 
impact on getting people active, or at 
best, the participation levels would have 
been much worse without them, or 
perhaps those that are active are doing 
more as a result of these devices.

I must confess to having worn a Fitbit for 
the past 18 months. Whilst my activity 
levels have increased over that period  
I can categorically say that it hasn’t  
been as a result of a wearable device,  
as interesting as the readings are. 
Nonetheless, despite my apparent 
scepticism of devices, such as the Apple 
Watch, likely to have an impact on our 
physical activity levels, if that’s what it 
takes to get you on the road to 
participation then I suggest you go for it.

BEING ACTIVE – 
THE NEW FASHION 
ACCESSORY?
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5
minutes

5 MINUTES WITH

Tell me a little about your sports medicine background.
My career started as a sportsman keen on everything but not very good at 
anything. As a result I started to help out medically at amateur teams whilst 
studying medicine. At about this time the specialty of Sport and Exercise 
Medicine was developing in Australia. I completed a Masters of Sports Medicine 
in London before starting my specialist training at Olympic Park Sports Medicine 
Centre and then completing the Australasian College of Sports Physicians 
Fellowship. This has taken me to the World Cup with the Socceroos, Grand 
Finals with Collingwood and Hawthorn, and the Athens Olympic Games.

What does a typical day for you consist of?
My typical day varies between administrative duties at Olympic Park Sports 
Medicine Centre, seeing private patients, working with teams such as Melbourne 
Victory and Hawthorn Football Club, and trying to improve the health and 
wellbeing of footballers particularly through developing policies in my role as 
Chief Medical Officer for Football Federation Victoria.

What is your favourite aspect of your job?
Providing opportunities and training for younger sports medicine practitioners.

What has been the highlight of your career?
Helping the Socceroos qualify for the World Cup, Germany 2006.

How did you become involved with SMA?
As a registrar training in sports medicine SMA provided me with the opportunity 
to get experience with community sports, covering local events and lecturing.  
I then got involved with conference organisation through the Australasian 
College of Sports Physicians and SMA.

What do you think the benefit of being a SMA member provides?
SMA provides a professional collegiate link that is especially important for  
sports medicine professionals who may not have the support of peers for  
advice or information.

Why did you become a Board Member of SMA? 
Through my career I have seen the care that can be provided to athletes at the 
highest level in their sport and I see SMA as the perfect organisation to deliver 
health, safety and performance benefits to the sporting and non-sporting 
community through its members. It is also an opportunity to develop my  
newly-acquired directorial skills.

5 MINUTES WITH… DR ANDREW JOWETT, SPORT & 
EXERCISE MEDICINE PHYSICIAN, MEDICAL DIRECTOR  
AT OLYMPIC PARK SPORTS MEDICINE CENTRE AND 
SMA NATIONAL BOARD MEMBER

DR ANDREW JOWETT
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5
minutes

Beside from sports medicine, what are you passionate about?
Sport itself, Melbourne Victory and my family in no particular order.

What’s the best piece of advice anyone has even given you?
Love your job.

Name four people, living or not, you would invite for a dinner  
party and why?

Julian Savulescu (Australian Philosopher and Bioethicist, Oxford University)  
to challenge us all.

Andrew Denton for some intelligent humour.

Damien Fleming for some sporting humour.

Robyn Langham (AProf Nephrology St Vincent’s Hospital, Melbourne) for  
all of the above, as well as being my wife!

FAVOURITES
Travel destination: Svalbard, Norway.

Sport to play/watch: Cyclo-cross/biathlon (currently!).

Cuisine: Interesting cheeses from around the world.

Movie: Bladerunner.

TV program: Foxsports anything.

Song: Blue Monday by New Order. 

Book: Blink by Malcolm Gladwell.

Gadget: Corkscrew – my developing antique collection.
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MAKE SURE TO BE  
ON THE RIGHT SIDE IN

DR J HIGHLIGHTS THE 
IMPORTANCE OF THE 
SCIENTIFIC METHOD 
EMPHASISING THAT IT 
SHOULD BE THE ROCK  
ON WHICH ALL HEALTH 
PRACTICE IS BASED.

SCIENCE
ON

THE 
WAR
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One of my favourite sayings I can recall 
from my medical education is “only  
50 per cent of what we do in medicine 
actually works, but you have to keep doing 
everything because you don’t know which 
50 per cent is helping”. The best part of 
the saying is the underlying admission that 

even the most genius- or god- resembling doctor has limited 
knowledge of the real effects of many recommended medical 
treatments. One unfortunate part of the saying is that the  
50 per cent figure is totally made up, but it (the plucking  
from air of the figure ‘50 per cent’) is almost done so in 
self-parody. There is no doubt that the percentage of ‘fully 
effective’ medical treatments (i.e. options which are more 
effective than placebo or doing nothing) is lower than both 
practitioner and patient imagine. A better picture of health 
treatments (but which does not neatly fit into a one-liner) is 
that they could be classified as follows:

A. Proven evidence-based interventions which we know 
are biologically effective beyond reasonable doubt 
because of the weight of scientific study demonstrating 
this;

B. Possibly-effective interventions which have biological-
plausibility of possible effectiveness but for which the jury 
is still out scientifically because of lack of high-quality 
studies;

C. Placebo-effective interventions which actually work in 
the real world because they are non-harmful and because 
the patient thinks they will help actually achieve a better 
response than doing nothing;

D. Ineffective interventions which have no biological 
effect and where the placebo effect does not deliver any 
bonus over doing nothing (and can be considered net 
negative not because of harm but because of opportunity 
cost/wasted resources);

E. Placebo-harmful interventions (‘nocebo effect’) 
which have a negative effect because the patient was 
actually worried about the intervention and this negatively 
influenced recovery or for which the patient developed a 
side effect purely because of warning that it may occur 
(rather than any biological reason); 

F. Harmful interventions which actually end up making the 
patient worse because of biological damage done from 
the intervention.

SCIENCE
ON

THE 
WAR
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Those of us working in health care knows that almost no one 
(neither practitioner nor patient) ever tries to stick to category A 
interventions only and there is a good reason for this: category C 
(placebo-effective) interventions are so helpful in so many cases 
that you would actually be foolish to not utilise them. However 
the trick to getting a good category C response is to be 
genuinely convinced (both practitioner and patient) that 
interventions being proposed are in category B. So to 
summarise I believe that the three keys to being a good health 
practitioner are as follows:

1. Believing in, and practising, evidence-based health care 
where possible;

2. A modified version of Primum non nocere (which translates 
from Latin as “firstly, do no harm”), meaning only expose the 
patient to potential harm if it is very clear that the benefits 
outweigh the risks;

3. Being optimistic; where the evidence-base is weak and you 
are relying on natural healing and the placebo effect, you 
should be selling optimism to the patient, as it actually can be 
effective (moving category D interventions up to category C).

Just to throw a spanner in the works, in case everything 
described seems really simple so far(!), is the likelihood (backed 
actually by scientific evidence) that more invasive and expensive 
procedures can give rise to a greater placebo effect than 
cheaper and less risky ones. Particularly if you are convinced 
that your problem is so bad that you need a pill/injection/
operation in order to treat it! If exposing yourself to the risky 
effects of an invasive intervention is required to get a placebo 
effect then it may actually be worth it. 

So where does this overview leave us in sports and 
musculoskeletal medicine? Firstly with an evidence-base that is 
remarkably thin. Which should not surprise any of us, by the way, 
given how novel and untapped our specialty is. Most of what we 
do has a limited evidence-base (meaning that it is neither proven 
to be effective nor ineffective) and hence there is a heap of room 
for the selling of optimism. In moments of falling into despair,  
it might seem to be preferable to be working in an area of 
medicine or health care where there were more blockbuster 
treatments like vaccines, antibiotics or life-saving emergency 
treatments that definitely worked and had the evidence-base to 

The evidence-base about 
the value of exercise is 
extremely strong and 
further research needs to 
concentrate on ways to 
increase the uptake of 
exercise. This is where  
the sports and exercise 
medicine professionals 
can come in.
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prove it. But then emerging from the 
despair like a beacon is the certainty that 
exercise itself is proving to be the closest 
thing that health care has to a miracle 
cure for just about everything. Exercise 
has been proven to prevent and/or treat 
cancer, cardiovascular disease, diabetes, 
osteoporosis, arthritis and depression 
(let’s just round it up to >75 per cent of  
all causes of mortality and morbidity in 
Western countries). The evidence-base 
about the value of exercise is extremely 
strong and further research needs to 
concentrate on ways to increase the 
uptake of exercise. This is where the 
sports and exercise medicine professions 
can come in. The ‘keep them on the  
park’ mentality of the collective sports 
medicine professions is extremely 
valuable in terms of net outcome (more 
exercise) even if the means (applying 
placebo-effective interventions in many 
cases) is not always based on solid 
science.

The interplay between the various 
placebo effects and health outcomes  
has many effects, one of which is that it 
may lead to people rejecting mainstream 
medicine for two different and entirely 
opposite reasons:

Firstly, where mainstream medicine 
(when practised based on the evidence-
base) is too pessimistic for them: a sports 
medicine example could be “sadly it looks 
like your knee osteoarthritis isn’t curable 
and we can only offer you suggestions  
to mitigate but not cure the pain and 
disability”. In this circumstance, some 
patients may seek out an alternative 
practitioner who can offer the hope that 
mainstream medicine doesn’t profess to 
be able to give.

Secondly, in mirror image circumstances, 
the reputation of mainstream medicine 
can be harmed when a widespread 
intervention gets discredited and revealed 

to have been only effective as a placebo 
and was maybe even harmful. We may  
be heading into an era where there  
is a group of patients who distrust 
mainstream sports medicine for having 
organised so many knee arthroscopies 
for arthritis prior to studies checking 
whether it was effective (and it appears 
to be turning out that they aren’t).  
Like any other area of life, there will  
be occasional scandals and corruption  
in health care and medicine. 

So where there is no proven effective 
treatment, you can alternatively get 
blamed for not trying anything and 
paradoxically for trying something that 
didn’t work and had no evidence-base.

Again, something is needed to rescue us 
from the fog, and the life-saver is the 
scientific method. In the glass-half empty 
world, it could be seen as a disgrace that 
so many ineffective knee arthroscopies 

SCIENCE
ON

THE 
WAR
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for arthritis were done between 1980 to 
2010 without scientific evidence to prove 
their efficacy. In the glass-half full world, 
which is where you need to live to be a 
successful health practitioner, it is a 
triumph of science that (eventually) a 
common procedure is properly assessed 
and found wanting. The disgrace will be if 
segments of the medical profession take 
too long to react to the evidence, but it is 
not a disgrace to have tried a biologically-
plausible treatment (knee arthroscopy for 
knee osteoarthritis) for a condition that is 
chronic and painful. Science moves along 
slowly but the scientific method should 
be the rock on which all health practice  
is based. One of my recent book readings 
I’ve enjoyed has been Shrinks: The Untold 
Story of Psychiatry by Jeffrey A. 
Lieberman. This excellent book has the 
underlying theme that evidence-based 
medicine is the way psychiatry 
progressed out of the dark ages.

So fundamental is the scientific method 
that respect of it (or otherwise) should 
almost be the key criterion for health care 
funding and even registration. Because 
medicine is an inexact science, there is 
room for healthy scepticism about some 
of the controversial less-proven beliefs 
within it (with say, the replacement of the 
‘stress’ hypothesis of stomach ulcers with 
the Helicobacter pylori discovery being  
a great case in point). However when 
scepticism reaches a point that it  
involves rejection of a body of scientific 
knowledge that is beyond reasonable 
doubt, based on nothing more than 
personal opinion, it becomes dangerous 
quackery. Within health-care, the 
anti-vaccination movement is the most 
prominent anti-science, anti-medicine 
movement at the moment. Being anti-
vaccination is almost a calling-card for 
being anti-science and there is a good 
argument that you should not be licensed 
as a health practitioner if you reject the 
scientific method (i.e. practice on the 
basis that your personal experience and 
beliefs are more valid or accurate than 
anything that anyone has formally  
studied and published).

The field of Chiropractic gives rise to  
the debate between scientific and 
fundamentalist (called vitalistic within 
chiropractic circles) branches of the same 

profession. There has been recent debate 
at Macquarie University, Sydney about 
whether it is appropriate to teach 
Chiropractic degrees at the University. 
There has been a policy in the past of 
Sports Medicine Australia (SMA) that 
chiropractors should be excluded from 
membership as an insufficient 
professional qualification, although  
this has been changed in recent years.  
A significant minority of chiropractors 
(maybe up to 20 per cent, particularly in 
the USA) appear to be anti-science and 
anti-medicine. They may literally believe, 
for example, the original tenet of 
chiropractic that spinal malalignment is 
the underlying basis for all human disease, 
and therefore that the correct treatment 
of all medical conditions is spinal 
manipulation. This gets particularly 
touchy when some chiros allegedly ask 
their patients to reject, say, cancer 
chemotherapy in favour of spinal 
manipulation; or suggest that parents 
bring their ill newborns into chiropractic 
manipulation clinics rather than to GPs  
or emergency departments. That 
chiropractic is a refuge location for many 
in the anti-vaccination movement is also 
somewhat damning of the profession as a 
whole. For those who are fans of Twitter 
and anecdotes of chiropractic extremism, 
a ‘must follow’ is @Reasonable_Hank. 

In defence of the (hopefully majority of) 
chiropractors, many in the real-world 
practice-wise have much in common  
with more mainstream professions like 
physiotherapy. That is, they might be 
trying to give evidence-based advice 
about return to physical activity wherever 
possible, and combining this with some 
effective treatment and doses of plenty 
of harmless but placebo-effective 
treatment which achieves this (very 
healthy) goal (of increased physical 
activity). There is an organised group of 
Chiropractors and Osteopaths called 

Something is needed to 
rescue us from the fog, 
and the life-saver is the 
scientific method. 
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COCA (www.coca.com.au) in Australia 
which specifically is trying to move in  
the evidence-based medicine and  
science direction. Is it fair to tar these 
chiropractors with the brush of the 
rogue-end vitalists? There certainly 
would be physiotherapists and even 
medical doctors with ‘alternative’ 
anti-science mindsets, although  
their numbers may be less frequent.  
It does challenge the evidence-based 
chiropractors in groups like COCA to  
try to dissociate themselves from their 
fundamentalist colleagues, but it also 
challenges those of us in mainstream 
medicine to try to avoid, as much as 
possible, being pots calling the 
chiropractic kettle black.

Although I’ve tried to stay optimistic,  
a more distressing finish to this article  
has to be an acknowledgment that the 
anti-vaccination movement has many 
parallels outside health. It is terrific that 
our current Australian government has a 
stated and actual pro-vaccination stance, 
but in other areas of science their  
policy stance is woeful. Climate change 
denialism is the worst of it, but draconian 
cuts to the funding of basic science 
research in Australia and the removal of 
the portfolio of Minister for Science all 

point to an agenda of being anti-science. 
It gets far worse in the USA, the world 
epicentre of climate-change-denialism 
and also where there are schools which 
are teaching creationism over evolution 
with political backing. There is evidence 
that politicians have interfered into 
science funding in the USA to not allow 
scientists to research public health 
benefits of gun control laws. Sadly there 
are two republican Presidential nominees 
who are specialist doctors by profession 
(Rand Paul and Ben Carson) but whose 
quoted political views on scientific 
matters seem incompatible with an 
understanding of the basic principles of 
the scientific method. Both apparently 
disbelieve basic scientific facts such as 
evolution and that the Earth is older than 
is stated in the Bible. Because of the 
openness of the democratic process,  
this does not disqualify them from  
being politicians. Obviously I have no 
information on their respective medical 
practices, but I’d be horrified if they had 
similar disregard for science when it came 
to decisions about whether to operate on 
a patient, for example. My concern is that 
it is too dangerous to run the libertarian 
‘freedom of speech’ arguments when it 
comes to medical staff. That is, healthcare 
professionals should have a limit placed 

on how much they can let any individual 
view override the scientific knowledge 
base, with the value of vaccination being  
a case in point. There is a good public 
safety argument that regulators should 
restrict healthcare licences to practice to 
those who respect the scientific method.   

It is distressing that research on climate 
change, for example, is seen for the most 
part to be a left versus right wing political 
issue, when in reality it is a science versus 
quackery/corruption issue. I hope that I 
am preaching to the converted that the 
loyalty of modern health practitioners 
should not be to ‘God, king and country’ 
(in that order) but to ‘science and 
medicine’ in that order. Without science 
our health professions are worthless but 
because of it they are amongst the most 
noble of all human pursuits. 
#Imwithscience 
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WHAT IS ‘JUST RIGHT’  
FOR IMPROVING HEALTH?

PROFESSOR WENDY J BROWN, DIRECTOR OF THE CENTRE 
FOR RESEARCH ON EXERCISE, PHYSICAL ACTIVITY AND 
HEALTH, SCHOOL OF HUMAN MOVEMENT AND NUTRITION 
SCIENCES AT THE UNIVERSITY OF QUEENSLAND, ENCOURAGES 
ALL AUSTRALIANS TO CHOOSE A LEVEL OF ACTIVITY THAT IS 
‘RIGHT FOR THEM’, FOR BETTER HEALTH.
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no exercise. The main figure in the paper 
(see inset) clearly showed however, that 
those who did more exercise had greater 
benefit, up to about 450 minutes a  
week (or just over an hour a day). Most 
importantly, this paper implies that, unlike 
Goldilocks, who found one bowl/chair/
bed to be ‘just right,’ there is really no 
single ‘just right’ amount of physical 
activity for health benefits. 

THE AUSTRALIAN PHYSICAL 
ACTIVITY GUIDELINES  

Current Australian physical activity 
guidelines5 reflect the findings of this 
recent meta-analysis, in that they 
recommend a range of activity (see box). 
Importantly, the first recommendation 
emphasises the shape of the dose-
response relationship shown in Figure 1, 
by stressing that doing any activity is 
better than none. The figure clearly 
shows the steep risk reduction that is 
associated with a move from doing 
nothing to doing something.  

The second recommendation, about 
being active every day, is based largely on 
intuition rather than hard evidence. SMA 
members will realise that there is no ‘just 
right’ pattern here – some people love  
to walk every day, others prefer to play 
competitive sport once a week and 
participate in training, or go to the gym, 
on other days. This recommendation 
likens activity to most medications for 
chronic disease; they are taken daily for 
optimal effect.

The third recommendation is the one  
that might trouble Goldilocks most, as it 
appears not to offer a ‘just right’ option. 
The main point here is; that as shown in 
Figure 1, there is a range of activity for 
health benefits, and this can be 
accumulated in different ways.  

The evidence shows that the range of 
150 to 300 minutes of at least moderate 
intensity activity seems to be associated 
with optimal health benefits. As shown in 
Figure 1, doing more provides minimal 
additional benefit. We recognise however, 
that some people prefer to do more 
vigorous activity, and if fitness is your 
goal, then this is important. As a general 
rule of thumb, we equate one minute of 
vigorous activity with two minutes of 
more moderate activity, hence the goal 

A recent article in The New York 
Times (April 15, 2015)1 suggested 
that ‘exercise has had a 
Goldilocks problem’ with experts 

debating how much is too little, too much, 
or just right for improving health and 
longevity. I found this analogy interesting, 
because Goldilocks2 did not find it difficult 
to work out which of the three bears’ 
chairs/bowls/beds were ‘just right’ for 
her, whereas exercise scientists and 
public health experts sometimes appear 
to have trouble working out what is ‘just 
right’ for the population in terms of 
physical activity or exercise. 

To be fair, Goldilocks did not actually have 
a very big problem, as there were only 
three options to choose from (for the 
chair – much too big, too big, just right; 
for the bowl of porridge –  too hot, too 
cold, just right; and for the bed – too high, 
too low, or just right).  If we only had three 
options for physical activity3, things might 
be simpler. But for physical activity there 
are countless options – we can choose to 
walk, run, swim, cycle, play sport, do yoga, 
go to the gym – the list is endless. But 
finding the form of activity that is ‘just 
right’ is crucial to the formation of long 

lasting activity habits. Which is, of course, 
where Sports Medicine Australia (SMA) 
members come in.  

Our mission statement describes SMA as 
a “national multidisciplinary organisation 
of professionals committed to working 
together to enhance the health of all 
Australians and prevent lifestyle diseases 
through safe participation in sport, 
recreation and physical activity.” Hence, 
as every SMA member has a role in the 
promotion of safe physical activity,  
we are charged with helping our ‘clients’ 
(including patients, work groups, friends 
and family) to find the activity or group  
of activities that is ‘just right’ for them.  

What exactly should we be advising 
people to do? The main point of The New 
York Times article was to report on new 
research (published in JAMA Internal 
Medicine4) that examined relationships 
between exercise and longevity, by 
pooling data (in a meta-analysis) from 
661,000 adults, who were followed for 
an average of 14 years. It found that those 
who reported 150 minutes of moderate 
intensity activity each week were 31 per 
cent less likely to die than those who did 
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Figure 1: Hazard Ratios (HRs) and 95% CIs for Leisure Time Moderate- to 
Vigorous-Intensity Physical Activity and Mortality3 Arrow shows the range 
recommended in the Australian PA guidelines.
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for vigorous activity is only 75-150 
minutes per week. For those who are 
time pressured, this is a great option. 
Importantly, the guidelines also 
encourage a mix of moderate intensity 
and vigorous activity for those who prefer 
this. Although this was not part of the 
Goldilocks story, this is analogous to 
allowing people to choose the porridge 
they like, with just the right mixture of 
oats, milk or water, salt and sugar, honey, 
fruit or nuts6. 

The final physical activity 
recommendation is to do some muscle 
strengthening activities on at least two 
days each week. This is important, not 
only because strength (or resistance) 
training improves muscle function and 
bone density, but because most adults 
are losing muscle and gaining fat every 
day. This means that, with increasing age, 
metabolic rate declines; unless we eat 
less, there will be energy imbalance and 
more fat will be gained, with some nasty 
health consequences. Loss of muscle 
strength and bone density in mid-life will 
almost certainly lead to loss of function 
later in life. The old adage of ‘use it or  
lose it’ really does ring true.

WHAT ABOUT SEDENTARY 
BEHAVIOUR? IS SITTING 
KILLING US? 

Most Australian adults spend between 
one half and two thirds of their day sitting 
down. This is true for those who work in 
‘sedentary’ occupations, which most 
commonly involve desk work or driving.  
Even those who are ‘on their feet all day’ 
spend a lot of time sitting, in transport to 
and from work, at work, and in leisure 
time. The guidelines recommend that, 

Physical Activity
• For health benefits, young people aged 13–17 years should accumulate at least 

60 minutes of moderate to vigorous intensity physical activity every day.
• Young people’s physical activity should include a variety of aerobic activities, 

including some vigorous intensity activity.
• On at least three days per week, young people should engage in activities that 

strengthen muscle and bone.
• To achieve additional health benefits, young people should engage in more 

activity – up to several hours per day.

Sedentary Behaviour
To reduce health risks, young people aged 13–17 years should minimise the time 
they spend being sedentary every day. To achieve this:
• Limit use of electronic media for entertainment (e.g. television, seated 

electronic games and computer use) to no more than two hours a day –  
lower levels are associated with reduced health risks.

• Break up long periods of sitting as often as possible.

Physical Activity
• Doing any physical activity is better than doing none. If you currently do no 

physical activity, start by doing some, and then gradually build up to the 
recommended amount.

• Be active on most, preferably all, days every week.
• Accumulate 150 to 300 minutes (2 1/2 to 5 hours) of moderate intensity 

physical activity or 75 to 150 minutes (1 1/4 to 2 1/2 hours of vigorous intensity 
physical activity or an equivalent combination of both moderate and vigorous 
activities, each week.

• Do muscle strengthening activities on at least 2 days each week.

Sedentary Behaviour
• Minimise the amount of time spent in prolonged sitting.
• Break up long periods of sitting as often as possible.

AUSTRALIA’S PHYSICAL ACTIVITY AND SEDENTARY 
BEHAVIOUR GUIDELINES FOR YOUTH (13 – 17 YEARS)

AUSTRALIA’S PHYSICAL ACTIVITY AND SEDENTARY 
BEHAVIOUR GUIDELINES FOR ADULTS (18 – 64 YEARS)
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wherever possible, adults should minimise 
the time spent in prolonged sitting, and 
try to ‘break up’ long periods of sitting  
(if they cannot be avoided completely).  
In some occupations, it is impossible not 
to sit (e.g. when driving a truck or bus).  
In these situations it is even more 
important to take ‘movement breaks’  
in the form of walking or resistance 
exercises or both. Building activity into 
the day, by using muscle power to get to 
and from work, and choosing to be active 
in leisure time, instead of watching TV  
or using other electronic media, is even 
more important for those in sedentary 
occupations.  

AND WHAT ABOUT 
GOLDILOCKS? WHAT 
PHYSICAL ACTIVITY  
SHOULD SHE BE DOING?

The original ‘Three Bears’ story tells of an 
ugly, old woman who enters the forest 
home of three bachelor bears whilst they 
are away7. In later versions the old woman 
was replaced by a ‘little girl’ (Goldilocks) 
and the three bachelor bears were 
transformed into Papa, Mama, and Baby 
Bear.  Regardless of her age, there are 

physical activity and sedentary behaviour 
guidelines for Goldilocks too. The 
guidelines for children aged 5-12 and 
13-17 are identical, (see box on page 17), 
but there are fact sheets to aid 
interpretation for primary school and  
for high school age children. These  
fact sheets and other resources are  
all available on the Commonwealth 
Department of Health’s physical activity 
webpages8.

CONCLUSION

The moral to this story is that there is a 
range of physical activity options, so that 
everyone can choose what is ‘just right’ 
for them. Our role as SMA professionals  
is to encourage all Australians to ‘be 
active’ every day – to move more and sit 
less, for health, social, emotional and 
cognitive benefits. In contrast with the 
choices faced by Goldilocks, we have 
hundreds of options, not only concerning 
the type of activity we do, but also 
choices around where (indoors/
outdoors), and with whom (alone or in a 
group) we are active. Acknowledging that 
the Australian guidelines support any 
activity that gets the body moving, 

PHYSICAL 
ACTIVITY

quickens breathing and gets the heart 
beating faster, finding the activity that is 
JUST RIGHT for every individual will be 
the crux of creating and sustaining a more 
Active Australia.  

http://sma.org.au/publications/sport-health/


SH_JobsBoard_FA.indd   1 8/05/2015   11:40:56 AM



HAVE WE REACHED
PEAK FAT?

OBESITY
CHILDHOOD

20 VOLUME 33 • ISSUE 1 2015

FEATURE CHILDHOOD OBESITY



PROFESSOR TIM OLDS, DR NATASHA SCHRANZ AND  
DR GRANT TOMKINSON LOOK AT THE HYPOTHESES 
SURROUNDING THE STABILISATION IN OBESITY RATES 
AMONG CHILDREN. 

It’s extraordinary how often Google 
Ngrams, which lists billions of words 
occurring in world fiction and non-
fiction over the last 200 years, 

prefigures actual events. The word ‘Hitler’ 
peaked just before the German defeat  
at Stalingrad. The phrase ‘iron curtain’ 
bottomed out in 1986, three years before 
the fall of the Berlin Wall. The word ‘AIDS’ 
peaked in 1993, two years before the 
highest prevalence in the US. So what 
does it tell us that the phrase ‘childhood 
obesity’ peaked in 1990?

It should tell us that childhood obesity 
peaked sometime soon after 1990. And 
indeed it did. In 2008, we meta-analysed 
41 Australian studies of childhood weight 
status, covering 264,905 Australians 
aged 2-18 years. And sure enough, there 
was a plateau in the percentage of boys 
and girls classified as overweight or 
obese starting in 1996. In boys and girls, 
prevalence has settled around 21-25 per 
cent for overweight and obesity together, 
and 5-6 per cent for obesity alone. There 
were similar trends in BMI z-scores.  
These patterns were consistent across 
the age span. 

Well, Australia is one thing, the world is 
another. Do we see similar trends around 
the world? Indeed we do. We brought 
together data from nine countries 
(Australia, China, England, France, 
Netherlands, New Zealand, Sweden, 
Switzerland and the USA); including 
467,294 children aged 2-19 years. 
Between 1995 and 2008, the average 
annual rate of change in the prevalence of 
overweight and obesity was exactly zero. 
It seems that the worst is over, at least in 
developed countries.

All this is a bit perplexing. Not so long ago 
we were all predicting exponential and 
catastrophic increases in childhood 
obesity. The inaptly named British 
Foresight Report, for example, predicted 
that by 2020 30 per cent of 12-19 year 
old girls would be obese. This was later 

downgraded to 9 per cent, and even that 
seems overly pessimistic. In 2008, news.
com was predicting that by 2025, over 
half of all Australian children would be 
overweight. A study by Norton and 
colleagues predicted that obesity among 
Australian kids would reach adult levels 
(about 30 per cent) by 2040. The likely 
figure is about 6 per cent. It goes to show 
that nothing is harder to predict than the 
future.

SO WHY MIGHT THIS BE 
HAPPENING? LET’S CONSIDER 
THREE HYPOTHESES:

THE INTERVENTION 
HYPOTHESIS 
Childhood obesity has been recognised 
as a major public health concern in  
many countries for several years now, 
prompting public health campaigns and 
interventions aimed at promoting healthy 
eating and increased physical activity.  
In particular, there have been numerous 
interventions aimed at addressing early 
risk factors for overweight and obesity, 
such as maternal weight, diet, growth 
rates and transition from breast milk and/
or formula to solid foods. It may be that 
the cumulative effect of such programs  
is gradually turning around the obesity 
supertanker. A number of studies have 
shown recent declines in the energy 
intake of children. The French INCA 
surveys, for example, showed that 
average energy intake in 3-14 year old 
French children significantly decreased 
from 1910 kcal/d in 1999 to 1739 kcal/d  
in 2007 (p < 0.0001). 

THE SATURATION EQUILIBRIUM 
HYPOTHESIS
An alternative explanation for stabilisation 
in obesity rates is that childhood 
overweight and/or obesity has now 
reached a point of saturation equilibrium 
in many countries. Any given environment 
offers opportunities for children (and 
adults) to overeat and be inactive. The 
proportion of overweight children will 
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depend on interactions between the 
distribution of individual-level resilience 
(for example as a result of naturally high 
levels of physical activity or some other 
form of socially-programmed resilience) 
and the degree of ‘obesogenicity’ of the 
environment. It may be that today we  
live in societies which have become  
so obesogenic, which offer so many 
opportunities for high energy intake and 
sedentary pastimes, that any child who is 
predisposed to overweight has become 
overweight, and the remaining children 
are resistant to excessive adiposity. 

THE SELF-SELECTION 
HYPOTHESIS
A further possible explanation is self-
selection bias. While our data have been 
taken from major population-based 
studies in Australia and across the world, 
we cannot completely rule out sampling 
bias. It is possible that due to increased 
public awareness of childhood obesity 
and increased perceived stigmatization, 
more parents of overweight and obese 
children declined participation in the later 
measurement years compared to the 
baseline measurement years on which 
trend analyses were based. However, 
some of the studies which have found  
a flattening of increases are almost 
population censuses, and selection bias  
is unlikely in these cases. Moreover, the 
assumption of increasing stigmatisation in 
recent years may be questioned. It could 
be argued that severe stigmatisation of 
childhood overweight and obesity has 
been recognised for many decades and 
that decreasing stigmatisation may have 
also occurred in recent years due to high 
prevalences changing norms. Parents 
may be less likely to see their children as 
fat nowadays.

There are encouraging signs that things 
really are changing. The downward spiral 
in the percentage of kids meeting the 
recommended physical activity guidelines 
(at least 60 minutes of moderate to 
vigorous physical activity every day) has 
stopped over the years 2003-2015. 
Surveys conducted in Queensland, New 
South Wales, Western Australia and the 

Australian Capital Territory report only 
minor changes, averaging +0.3 per cent.

And following 30 years of free-fall, the 
fitness levels of children also appear to 
have bottomed out. State-based data 
from 1997 to 2010 show that the aerobic 
fitness of Australian boys and girls has 
stabilised and perhaps even improved a 
little in recent years. Looking at the rest 
of the world, there are more signs of a 
change in momentum. Greek, Danish and 
Spanish children all showed modest 
improvements in fitness between 1993 
and 2007. Even the decline in the fitness 
of British kids, like their cricket, pretty 
much bottomed out between 2005  
and 2010.

It’s not yet time to uncork the Dom 
Pérignon. One quarter of Australian 
children are overweight or obese, one 
third of boys and girls do not have an 
adequate level of aerobic fitness, and one 
fifth meet the Australian physical activity 
guidelines. So we need to keep up the 
good work. But in case you’re losing sleep 
over childhood obesity, you should be 
reassured a little by these recent trends. 
You might also take comfort in the fact 
that overweight adults live longer, and 
that contrary to a recent claim by Dr 
Stephen Parnis, Vice-President of the 
doctors’ union, there is absolutely no 
evidence that increasing obesity poses a 
‘serious risk of life expectancy getting 
shorter.’
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M E M B E R

NEWSSMA

SMA ONLINE STORE
The SMA online store is now open! Buy all of 
your sports medicine products in the one place! 
Click here to start shopping! 

SMA Members, Mark Brown and Maria 
Constantinou recently (March 2015) 
delivered an SMA Sports Trainer one day 
course for physiotherapists in Suva, Fiji. 
The customised course covered all 
components of the Sports Trainer 
curriculum with an emphasis on practical 
training in crisis management in sport, 
approach to the injured athlete, safe 
transport and sports taping. Nineteen 
physiotherapists attended and 
successfully completed the course. There 
was substantial local media interest in 
the course and SMA gained significant 
recognition for our expertise in sports 
safety. Plans for the future include 
further courses for physiotherapists in 
conjunction with the Fiji Physiotherapy 
Association, delivering the Level 1 Course 
for the Fiji Association of Sports and 
National Olympic Committee Coaches 
and Managers, and possibly conducting  
a Train the Trainer program to develop 
Fijian presenters who can facilitate the 
delivery of the SMA Safer Sport Program 
to the Fijian sporting community.

SMA SPORTS TRAINER COURSE 
FOR FIJIAN PHYSIOTHERAPISTS
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VISIT US ON SOCIAL MEDIA
 @SMACEO @sma_news @SMA_Events @_JSAMS @SMAChairman
  Search Sports Medicine Australia
 Search Sports Medicine Australia

SMA 
WEBINAR
To be held on June 4 2015, 
this webinar will focus on 
‘Harnessing technology and 
exercise intervention to 
optimise patient outcomes’ 
and will be presented by 
Trish Wisbey-Roth (Bounce 
Back) with the support of 
Physitrack. For more 
information click here. 

NEW BOOK 
RELEASE
SMA Member Brad Beer has recently released 
the AMAZON running and jogging bestseller 
You CAN Run Pain Free! A Physio’s 5 Steps to 
Enjoying Injury-Free and Faster Running. 
Discover Brad’s methods to assist runners 
unlock their full pain and injury-free running 
potential. Access more information here.

QANTAS INFLIGHT  
HEALTH AND SAFETY 

WITH PHYSITRACK 
AND SMA

Physitrack in conjunction with SMA have recently 
launched a series of exercises to help travellers when 

flying designed to provide a safe way to stretch and 
enjoy movement in certain muscle groups that can 

become stiff as a result of long periods of sitting. 
View the Qantas inflight exercises here.
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Sports Medicine Australia Membership
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THE FOLLOWING IS A REPUBLISHED EDITORIAL WHICH 
FEATURES IN THE JOURNAL OF SCIENCE AND MEDICINE  
IN SPORT (VOLUME 18, NUMBER 3, MAY 2015) WRITTEN  
BY EDITOR-IN-CHIEF, GREGORY S. KOLT, PHD.

Psychology can play a major role in 
sport. Athletes, coaches, medical 
staff, and sport supporters and 
viewers all understand this. You’ll 

hear comments from the sidelines or 
from the viewing couch at home such as 
“they’re just not focusing”, “focus on  
one thing at a time”, “his mind is not in it 
today”, “you’re too easily distracted”,  and 
“just think before you pass”. All of these 
comments relate to the ability to control 
one’s mind, block out distractions, and 
focus on those things within a sporting 
activity that you can control.

The area of psychology in sport interests 
me immensely. In fact, I decided very early 
that if I was going to work in the area of 
health and sport, I needed a strong 
knowledge of the psychological 

underpinnings to human behaviour.  
In fact, what set me on this path  
was a presentation I heard from a 
physiotherapist in the 1980s who 
described how he used visualisation (or 
mental rehearsal) of sports skills with an 
injured springboard diver during an 
extensive rehabilitation period. Whilst not 
formally evaluated in a research setting,  
I listened with interest when he described 
that such visualisation assisted in 
maintaining skill level of quite complex 
dives in the absence of physical practice. 
On examining this further in the literature 
I discovered a body of work that had 
tested the efficacy of visualisation of 
sports skills (in the absence of physical 
practice), and hence this set me along the 
path of my interest. Whilst visualisation of 
sports skills to maintain and improve 
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performance was the cool stuff, my real 
interests quickly went to the role of 
psychological approaches for injury 
rehabilitation, pain management, return 
to activity, and in adherence to exercise 
and physical activity.

Although in the Journal of Science and 
Medicine in Sport we do not have a large 
focus on the psychological side of sport, 
exercise, and physical activity, we do from 
time to time publish interesting papers 
that address matters psychological. 
These papers range from those that look 
at mental health of athletes, to the role of 
exercise and physical activity in managing 
psychological distress, and the impact of 
injury on psychological states. In this issue 
of the Journal of Science and Medicine in 
Sport we include two papers of relevance 
to this area. In the first of these, Gulliver 
and colleagues studied the mental health 
of Australian elite athletes. Using a 
cross-sectional survey they found that 
almost half of all athletes surveyed 
reported experiencing symptoms of 
disorders such as depression, eating 
disorder, general psychological distress, 
social anxiety, generalised anxiety 
disorder, and panic disorder. Of note,  
was that those athletes who were injured 
showed higher levels of symptoms 
associated with depression and 
generalised anxiety disorder. Whilst the 
prevalence was not necessarily different 
from those in the general community, we 
do need to ensure that appropriate 
attention is paid to athlete support when 
displaying such symptoms. The second 
paper we include in this issue is one by 
Baranoff and colleagues who explored 
whether pain catastrophising and 
experiential acceptance predicted 

depression, pain intensity, and 
maladaptive behaviour following anterior 
cruciate ligament reconstruction. One of 
their interesting findings was that higher 
pain catastrophising was associated with 
greater pain intensity and depressive 
symptoms in the two-week postoperative 
period. As well, lower acceptance scores 
were related to greater use of alcohol and 
other substances, reportedly to cope with 
the stress of being injured. I do encourage 
you to read these papers as they highlight 
some important issues that we all come 
across in sport.

We have also published several other 
papers in this theme area over the past 
few years and I would like to point to  
just a few of these. On the theme of 
enhancing performance, Weissensteiner 
et al1 examined the psychological 
characteristics and skills that are 
fundamental to batting success in cricket. 
Also on cricket, Phillips et al2 investigated 
experiential knowledge of elite cricket 
athletes and coaches to reveal some 
insights on expertise acquisition in cricket 
fast bowling. In the field of physical 
activity, Kremer et al3 studied the 
associations between physical activity, 
leisure-time screen use, and depressive 
symptoms among Australian children and 
adolescents. Finally, and specific to injury, 
Ivarsson et al4 looked at the role of 
psychological stress as a predictor of 
injury in elite junior soccer.

I hope you enjoy reading some of these 
papers. 

THE 

PSYCHOLOGICAL
SIDE OF SPORT

The Journal of Science and Medicine 
in Sport, published by Sports 
Medicine Australia (SMA), is the major 
refereed research publication on 
sports science and medicine in 
Australia. The Journal provides high 
quality, original research papers to 
keep members and subscribers 
informed of developments in sports 
science and medicine. Produced for 
SMA six times a year by Elsevier 
Australia, it reflects SMA’s 
commitment to encouraging world-
class research within the industry,  
and its commitment to the continuing 
education of its members. Journal 
articles can be found at jsams.org

I decided very early that 
if I was going to work in 

the area of health and 
sport, I needed a strong 

knowledge of the 
psychological 

underpinnings to human 
behaviour.
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AROUND 
 WORLD

PETER J. JENOURE, MD FROM SWITZERLAND, 
SPECULATES ON WHAT THE SPECIALTY OF 

SPORT AND EXERCISE MEDICINE WOULD 
LOOK LIKE IN AN IDEAL WORLD. 

In an ideal world, the specialty of sport 
and exercise medicine, “…embodying 
theoretical and practical medicine 
which examines the influence of 

exercise, training and sports, as well as 
the lack of exercise, on healthy and 
unhealthy people of all ages to produce 
results that are conducive to prevention, 
therapy and rehabilitation as well as 
beneficial for the athlete himself” (official 
International Federation of Sports 
Medicine (FIMS) definition) would be 
taught in all medical schools in a similar 
way as the classical medical specialities. 
This would ensure that every physician 
would be equipped to use focused 
expertise in dealing with an athlete’s 
specific problem, but more importantly, 
know the importance and benefits of 
using exercise and movement to treat 
patients suffering from the wide list of 
diseases directly related with inactivity. 
Furthermore, postgraduate training 
would be at the disposal to those who 
desire to study further to become 
specialists, similar to other medical 
specialities. Obviously this rough concept 
would need to take into account the 
specifics of each country – organisation 
of the health system, the resources, the 
needs…, etc.

Continuing the dream, we ask what an 
ideal postgraduate teaching program 
could look like. It would be an average  
of five years practical and theoretical 
training, like most other specialities, 
which would produce a competent expert 
in the prevention, treatment and 
counselling of sport and exercise 
medicine issues. Sport and exercise 

medicine exists as an area that 
encompasses a range of skills and 
knowledge that overlap many other 
disciplines – musculoskeletal medicine 
(e.g. orthopaedic surgery, rheumatology, 
rehabilitation medicine, emergency 
medicine, occupational medicine), primary 
care, public health medicine as well  
as a range of other specialties involved  
in specific problems (e.g. cardiology  
and neurology), training physiology, 
biomechanics and more. In this way, the 
sports medicine practitioner would be an 
extremely well trained physician, which 
would hopefully award them more 
respect than representatives of the field 
actually receive (at least this is the case 
under our latitude with the sports 
physician often considered with much 
caution), especially in the medical field. 

Leaving the dream and getting back to 
the reality unfortunately shows quite 
another picture, especially when you 
review the situation of sport and exercise 
medicine worldwide. In a series of articles 
which will appear in Sport Health over  
the coming issues we have conducted a 
review of sport and exercise medicine in 
various countries, hoping it will contribute 
to improving the understanding between 
all sport and exercise medicine 
practitioners. Most importantly, it is 
hoped it will help to establish sport and 
exercise medicine as a discipline that 
draws upon basic and applied biomedical 
and clinical sciences for the furthering of 
knowledge and ensuring best practice in 
the diagnosis and management of sport 
and exercise medicine clinical problems. 
The discipline of sport and exercise 
medicine is relevant to the whole 
population and seeks to promote health, 
to prevent disease or injury, to apply 
optimal treatment and rehabilitation,  
and to measure outcomes. It is therefore 
important we gain an understanding of  
its worldwide application. 

SPORT AND EXERCISE MEDICINE

THE
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KINGDOM
SPORT AND EXERCISE MEDICINE

THIS IS THE FIRST ARTICLE IN A SERIES TO BE PUBLISHED IN SPORT 
HEALTH WHICH WILL LOOK AT THE STRENGTHS AND WEAKNESSES 
OF THE SPORT AND EXERCISE MEDICINE (SEM) SYSTEMS IN  
VARIOUS COUNTRIES, PROVIDING IDEAS AND INSPIRATION FOR  
ALL COUNTRIES ON HOW TO IMPROVE INFRASTRUCTURE IN THIS 
EMERGING SPECIALTY. IT IS SOMEWHAT FITTING THAT THE FIRST 
ARTICLE COMES FROM THE UK, AS AUTHORS DR ANDREW MASSEY 
AND DR LIAM WEST POINT OUT, AS IT HAS GIVEN THE WORLD ONE 
OF THE GREAT CULTURAL LEGACIES, IN TERMS OF BEING THE 
FOUNDER OF THE RULES OF MANY ORGANISED SPORTS. 

IN THE UNITED 
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KINGDOM
WHICH TYPE OF 
PRACTITIONERS (MEDICAL 
AND PARAMEDICAL) 
TYPICALLY LOOKS AFTER 
ATHLETES AND WHAT 
TRAINING DO THEY REQUIRE? 
WHAT PROFESSIONAL 
ASSOCIATIONS ARE THERE?

The formal specialty of sport and exercise 
medicine in the UK essentially began in 
1986 when a Board of Sports Medicine 
was established by the three Scottish 
Royal Colleges. It was this Board that 
defined the regulations and syllabus for 
Sports Medicine and their examination 
(diploma), which was seen by many as the 
benchmark for a safe standard of practice 
for doctors who were providing medical 
expertise within any facet of sport. 

‘Sport and Exercise Medicine’ evolved 
from the commonly used term ‘Sports 
Medicine’ as there was a growing 
emphasis on the value of exercise and  
the benefits of physical activity, such as 
disease prevention, health and well-being, 
and reduced morbidity. It took another 
decade for the Intercollegiate Academic 
Board of Sport and Exercise Medicine 
(IABSEM) to be established in 1998.

SEM attained formal recognition as a 
specialty from the Department of Health 
in 2005, coinciding, and essentially  
driven by the bid to hold the London  
2012 Olympic and Paralympic Games. 
Parliament amended the Specialist 
Medical Order in September 2005, thus 
creating the new medical specialty known 
as Sport and Exercise Medicine (SEM). 
With the agreement of the Academy  
of Medical Royal Colleges, IABSEM 
subsequently evolved into FSEM(UK) in 
2006, and is an intercollegiate faculty of 
the Royal College of Physicians of London 
and the Royal College of Surgeons of 
Edinburgh.

Despite being a relatively new medical 
specialty, SEM in the UK has already made 
great progress over the last few years. 

Orthopaedics, Rheumatology and 
Rehabilitation Medicine as part of their 
training.

SEM is classed as a medical discipline and 
comes under the auspices of the Joint 
Royal Colleges of Physicians’ Training 
Board (JRCPTB). Higher specialty training 
in SEM formally commenced in 2007 and 
comprises a four year run-through 
training rotation, commencing in ST3, 
continuing until the end of ST6. Three 
years are spent within a hospital setting, 
one year within a community setting.

Entry into Sport and Exercise Medicine 
training is possible following successful 
completion of both a foundation program 
and a core training program.  There are 
three core training programs for Sport 
and Exercise Medicine training: Core 
Medical Training (CMT), Acute Care 
Common Stem (Medicine) ACCS or  
GP Training.

The organisation and delivery of sport 
and exercise medicine postgraduate 
specialist training is the statutory 
responsibility of the General Medical 
Council (GMC) which devolves 
responsibility for the local organisation 
and delivery of training to the deaneries. 
Each deanery oversees a ‘School of 
Medicine’ which is comprised of the 
regional Specialty Training Committees 
(STCs) in each medical specialty. 
Responsibility for the organisation and 
delivery of specialty training in Sport and 
Exercise Medicine in each deanery is, 
therefore, the remit of the regional Sport 
and Exercise Medicine STC. Each STC  
has a Training Program Director who 
coordinates the training program in the 
specialty.

WHAT DOES THE FUTURE 
LOOK LIKE FOR SEM IN  
THE UK – IS THERE AN 
UNDERGRADUATE BODY 
INTERESTED IN FOLLOWING 
THIS PATHWAY?

Undoubtedly one of the strengths  
of SEM in the UK is the pro-activity and 
enthusiasm shown by a large body of 
undergraduate medical and physio-
therapy students. For the past five years 
various regional undergraduate SEM 
societies have set up at different 
universities across the UK. These 
societies have been set up and run  
by students for their peers that are 
interested in the field. They offer 
students, both medical and 
physiotherapy, the chance to attend 
regular lecture evenings, practical 
workshops and gain skills in pitchside 

IN THE UNITED The Faculty has worked to develop and 
promote the benefits of physical activity. 
They not only set the standards in SEM 
but also oversee research, training, 
curriculum and assessment of SEM 
doctors. They also are responsible for 
detailing the competencies required  
in Sport and Exercise Medicine, and 
facilitate examination, assessments  
and appraisals. They also take a 
representative role within the specialty  
of SEM and work with others in the 
sector in developing policies, procedures 
and frameworks. Recently they have  
also been demonstrating the need for 
specialists and subspecialists in SEM. 
Finally they have a guidance role in 
supporting doctors’ progress through  
a career in SEM.  

Many doctors with an interest in SEM also 
belong to the British Association of Sport 
and Exercise Medicine (BASEM). BASEM 
is a member organisation, discrete from 
the Faculty of Sport and Exercise 
Medicine focused on the promotion of 
the specialty and the education of its 
members. BASEM recognises the need  
to integrate the whole of the Sport and 
Exercise Medicine Community from 
consultants to general practitioners  
with more than specialist knowledge, to 
those helping out at the sports club at 
weekends. They recognise the enormous 
experience and work which has gone into 
building the specialty, and wish to build  
on its success alongside colleagues in 
physiotherapy, coaching, strength and 
conditioning, rehabilitation and surgery.

Most Consultant SEM Physicians will be 
accredited medical specialists who hold 
the Certificate of Completion of Training 
(CCT) or the Certificate of Eligibility for 
Specialist Registration (CESR) in SEM 
awarded by the Postgraduate Medical 
Education and Training Board (PMETB) 
following completion of specialist 
training. The award of CCT or CESR 
allows entry onto the specialist register. 
They will be medically qualified and 
Fellows of FSEM(UK) and/or FSEM(Royal 
College of Physicians of Ireland [RCPI] 
and the Royal College of Surgeons in 
Ireland [RCSI]). Many consultants will  
also hold a diploma or higher degree 
(usually an MSc degree) from a tertiary 
educational institution and/or FSEM(UK)-
accredited Diploma in SEM. Higher 
specialty training in SEM is undertaken as 
a Specialist Registrar (pre-August 2007) 
or Specialty Registrar (post-August 
2007) in SEM. SpRs/StRs in SEM will 
usually have rotated through the 
specialties of Sport and Exercise 
Medicine, Emergency Medicine, General 
Practice, Public Health Medicine, 
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trauma management or taping. The most 
successful of these societies is the Cardiff 
Sports & Exercise Medicine Society 
(CSEMS) which was founded in 2010. 
They host monthly lecture evenings 
featuring a variety of talks from SEM 
physicians, physiotherapists, surgeons, 
sports scientists and researchers with 
attendances reaching at least 60 
students per meeting. They run a full 
musculoskeletal practical workshop 
series for their members whilst also 
facilitating sports strapping courses.  
To date, they have organised three UK 
wide SEM conferences that have all 
attracted over 200+ delegates. 

The founder of the CSEMS group, Dr 
Liam West, then developed a UK wide 
organisation called the Undergraduate 
Sports & Exercise Medicine Society 
(USEMS) that is a non-profit group 
looking to act as an over-arching 
undergraduate society across the whole 
of the UK. They help new societies set  
up regionally, centralise all relevant and 
important SEM information so as to allow 
students the opportunity to become 
active within the field without having to 
wait until their postgraduate studies and 
hold an annual student SEM conference 
– the most recent being in Birmingham 
with international renowned speakers 
such as Adam Meakins, Dr Peter Brukner 
and Professor Karim Khan. They are 
working closely with BASEM, the Faculty 
of Sport and Exercise Medicine (FSEM) 
and the British Journal of Sports Medicine 
(BJSM) to ensure there is a bright future 
for SEM in the UK. 

WHAT ARE THE MAIN SPORTS 
PLAYED IN THE UK AND 
WHICH INJURIES ARE MOST 
COMMON? DOES INABILITY 
TO HAVE INJURIES MANAGED 
ACT AS A BARRIER TO 
PARTICIPATION? 

The UK has a rich sporting tradition. It is 
estimated that over 15 million people 
would participate in sport at least once a 
week, with the most popular sports being 
swimming, athletics, football and cycling.  
At the elite level, the UK finished third in 
the Olympics medal table (London 2012). 
The global spread of sports that had their 
origins in Britain was central to the 
development of modern sports in the 
18th and 19th centuries and is one of  
the British Empire’s important cultural 
legacies.

The four publicly funded healthcare 
systems in the countries of the United 
Kingdom may be referred to as the 
National Health Service (NHS).

The systems are primarily funded  
through central taxation. They provide a 
comprehensive range of health services, 
the vast majority of which are free at the 
point of use for people legally resident in 
the United Kingdom. The four systems 
are entirely independent, and operate 
under different management, rules, and 
political authority.

Following devolution in the United 
Kingdom from 1998, control over the 
non-English services passed to the 
devolved national governments, with the 
UK Government retaining control over 
the NHS in England. 

Each system operates independently, and 
is politically accountable to the relevant 
government: the Scottish Government, 
Welsh Government, the Northern Ireland 
Executive, and the UK Government which 
is responsible for England’s NHS.

Despite their separate funding and 
administration, there is no discrimination 
when a resident of one country of the 
United Kingdom requires treatment in 
another, although a patient will often be 
returned to their home area when they 
are fit to be moved. The financial and 
administrative consequences are dealt 
with by the organisations involved and no 
personal involvement by the patient is 
required. Each National Health Service is 
mainly funded ultimately from general 
taxation.

Private healthcare or private medicine  
is healthcare and medicine provided by 
entities other than the government and  
is available in the UK, enabling those  
that are willing to pay to see medical 
practitioners of their choice, often with 
reduced waiting times compared to the 
National Health Service. Often these 
costs are offset by medical insurance 
policies that are held by a proportion  
of the population.

HOW ARE ATHLETE 
TREATMENT VISITS FUNDED 
AT THE PROFESSIONAL, 
UNIVERSITY AND AMATEUR 
LEVEL? IS AFFORDABILITY AN 
ISSUE?

Within a professional sports setting in the 
UK, treatments for sports injuries are 
often funded by insurance policies held  
by the clubs for their players. The larger, 
more affluent professional teams would 
have a full complement of practitioners, 
including doctors, physiotherapists, 
strength and conditioning coaches, 
sports scientists and nutritionists.  
There are many clubs who would also 

employ the services of psychologists, 
physiologists, osteopaths, chiropractors 
and psychiatrists. The further down the 
professional pyramid of sports teams you 
go the less money the clubs would have 
to fund such specialties and the more 
affordability becomes an issue. Many 
amateur and semi professional clubs rely 
on doctors/physiotherapists/sports 
therapists working voluntarily at clubs 
and accessing treatments via the health 
service if needed.

Each of the four home nations have an 
Institute of Sport. These institutes offer 
funding and services to selected athletes 
including: Performance Planning, Sport 
Medicine, Physiotherapy and Soft Tissue 
Therapy, Strength and Conditioning, 
Performance Nutrition, Physiology, 
Performance Analysis, Talent 
Identification, Performance Psychology 
and Performance Lifestyle.

WHAT DATA/
INFRASTRUCTURE IS 
COLLECTED IN THE UK 
(REGISTERS, INSURANCE 
COMPANY RECORDS) AND IS 
THIS DATA REGULARLY 
REPORTED ON/PUBLISHED?

In the UK there is no central registry of 
injuries relating to sport. The UK does not 
have a national government body taking 
responsibility for sports injuries. Generally 
the UK relies on the general health 
system, sports organising bodies and 
individuals themselves to manage and 
prevent sports injuries.

WHAT ASPECTS OF SPORTS 
MEDICINE INFRASTRUCTURE 
NEED IMPROVING IN THE UK 
AND REALISTICALLY IS THERE 
A POSSIBILITY THAT THESE 
CHANGES CAN BE IMPROVED?

Being a relatively new specialty there are 
still areas that need improvement within 
the sports medicine infrastructure. The 
training program for specialty training  
has a large emphasis on the delivery of 
exercise medicine, perhaps 
understandably, as the focus of this 
program is to produce consultants that 
will work in clinics within the health 
service. This is perhaps at the detriment 
to gaining experience in an elite sporting 
environment.

The larger question of funding of injuries/
illnesses within the UK health service also 
has an impact on the delivery of sport and 
exercise medicine. Free healthcare for all 
often relates to longer waiting lists. This 
impacts on the optimal management of 
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certain acute sports injuries that may 
become chronic by the time the patients 
are reviewed by SEM specialists or 
physiotherapists.

The funding of SEM training programs 
has also been an issue. A number of 
deaneries have failed to offer training 
posts citing financial constraints. The 
NHS have also struggled to provide 
substantive consultant posts for trainees 
who have completed their training forcing 
them to seek unreliable private work or 
even medical work outside the specialty.

There is also work to be done to 
encourage the government to follow the 
examples of countries like New Zealand, 
who have shown that a completely 
socialised and universal approach to 
managing and preventing sports injuries, 
given that the costs of administering and 
implementing major nationwide sports 
injury prevention programs, have been 
shown in most cases to be far cheaper 
than the direct and indirect medical costs 
for the sports injuries prevented.

ARE ANTI-DOPING MEASURES 
SEEMINGLY EFFECTIVE IN THE 
UK, OR DO ROGUE 
PRACTITIONERS SEEM TO BE 
ABLE TO WORK WITHOUT 
SANCTION?

The UK has a highly respected anti-
doping initiative. The United Kingdom 
Anti-Doping (UKAD) is responsible for 
ensuring sports bodies in the UK are 
compliant with the World Anti-Doping 
Code through implementation and 

management of the UK’s National 
Anti-Doping Policy.

UKAD functions include a prevention 
through education program, intelligence-
led athlete testing across more than 40 
Olympic, Paralympic and professional 
sports, investigations and exclusive 
results management authority for the 
determination of Anti-Doping Rule 
Violations (ADRVs).  

UKAD is a Non-Departmental Public  
Body (NDPB) which is accountable to 
Parliament through the Department for 
Culture, Media and Sport. UKAD was 
created in December 2009 and follows 
the World Anti-Doping Code (the Code), 
working with a variety of stakeholders, 
including athletes, to protect sport. Under 
the World-Anti Doping Code, there is a 
consistency of sanctions issued globally.  
It is important to remember that, as an 
athlete, contravening these rules may 
result in a sanction ranging from a formal 
warning and reprimand (with no period  
of ineligibility) to a lifetime ban.

ADRVs do not only apply to individual 
athletes. Athlete Support Personnel, such 
as doctors, are also subject to the rules of 
the World Anti-Doping Code. In the event 
that a doctor is found to be in breach of 
the anti-doping rules, the stages relating 
to the Notice of Charge, hearing and 
appeal will apply.

If an athlete is involved in a team sport 
and is found to have committed an ADRV, 
there could be implications for the  
entire team. If two or more team 

members during an event are found to 
have committed an ADRV, UKAD can 
impose an appropriate sanction on the 
whole team.

HOW DID SPORTS MEDICINE 
SERVICES WORK AT THE 
RECENT 2012 LONDON 
OLYMPICS? 

The recent Olympics brought together 
many SEM doctors working as part of an 
overall multi-disciplinary care team, to 
ensure the optimal health of athletes. 
SEM doctors also worked within athlete’s 
own teams assisting in maximising 
performance (within international rules), 
reducing injury time and minimising 
co-morbidity associated with elite 
sporting participation. Prior to the 
Olympics and Paralympics a large 
recruitment of suitably trained and 
qualified SEM doctors was performed. 
These doctors worked on a voluntary 
basis, being situated either in the 
polyclinic within the games village or at 
the various sites of the sporting events. 
The organisation of the games and the 
provision of the sport and exercise 
medicine services proved to be a success 
and have contributed to driving forward 
the careers of many that were fortunate 
to experience it. 

WHAT ASPECT OF SPORTS 
MEDICINE IN THE UK WOULD 
THE REST OF THE WORLD 
FIND INTERESTING?

In the UK we are lucky to have a number 
of high profile professional sports teams. 
There appears to be more and more 
opportunities for SEM doctors to gain full 
time employment in an elite sporting 
environment. The majority of top level 
football, rugby and cricket teams are now 
investing more money in the medical care 
of their players and with the four sports 
institutes of the home nations, there is a 
growing pool of SEM doctors who are 
gaining more experience and knowledge 
that can be shared throughout the vibrant 
lecture/continuing professional 
development circuit within the UK.

ABOUT THE AUTHORS
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AGEING 

JANNIQUE VAN UFFELEN HIGHLIGHTS THE POSITIVE EFFECT 
OF PHYSICAL ACTIVITY ON COGNITIVE FUNCTION WHICH IS 
INCREASINGLY BECOMING MORE IMPORTANT AS OUR 
POPULATION AGES. 

Bureau of Statistics website is worth 
watching, as it will help give you a good 
understanding of both the growth and 
the ageing of the Australian population2. 
In short, the number of people aged 65+ 
years is expected to increase from 3.2 
million people in 2012 (14 per cent of the 
population) to 6.8 million people by 2040 
(20 per cent of the population). The 
largest increase will be in the number of 
people aged 85+ years, which is predicted 
to almost triple to 1.2 million in 20403. 
This means that sports science and 
medicine and health promotion 
practitioners will encounter a lot more 
older adults in their work. 

AGEING 

Life expectancy has increased 
dramatically over the last century. The 
current life expectancy for Australians at 
birth is 84.3 years for women and 80.1 
years for men. This is almost three more 
decades than 100 years ago. Women 
who are 65 years now can expect to live 
an additional 22.1 years and 65 year old 
men can expect to live 19.2 more years1. 
As a result of the fact that we live longer, 
and that people have fewer children at a 
later age, the population is ageing. The 
animated Australian population pyramid 
from 1971 to 2061 on the Australian 



More than three out of 
every five Australians aged 

65-74 years do not do 
enough physical activity for 

health, this increases to 
two out of every three 

Australians aged 75+ years. 
This means that there is a 
need for professionals and 

programs to work with 
older adults. 
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AGEING, HEALTH AND THE 
BENEFITS OF PHYSICAL 
ACTIVITY

More than half of people aged 65+ years 
have chronic health problems and/or 
problems with physical function. 
However, about two thirds of people aged 
65+ years consider themselves to be in 
good, very good, or excellent health4.
Although ‘old’ is often defined by 
chronological age, with people aged 65+ 
years typically considered ‘older’, there is 
of course a wide range in health and 
functional status. People aged 65+ years 
are by no means a homogeneous group. 
There are those who are fit and healthy, 
those with health problems that influence 
their functioning to a limited extent, all 
the way through to older frail people  
who have serious limitations. In order to 
successfully work with older people, 
people in the field will have to develop 
physical activity and exercise programs 
based on their professional knowledge  
of the effect of ageing on people’s 
physiology and responses to training, as 
well as the specific health of their clients. 
If done in a safe manner, the benefits of 
regular physical activity and exercise by 
far outweigh the risks in every age group, 
including older people. 

Being physically active is key for the 
promotion of healthy ageing, as it is 
beneficial for both the prevention and the 
management of a range of conditions that 
older adults may develop. These include 
chronic conditions, such as hypertension, 
cardiovascular disease and diabetes, 
some cancers, as well as conditions 
related to mental health and wellbeing, 
and functional and cognitive decline.  
The benefit of regular physical activity for 
healthy ageing does not only apply for 
those who remain active as they age, but 
also for those who become active. For 
example, one study in the UK followed 
almost 3,500 people in their sixties for 
eight years. Those who did moderate or 
vigorous intensity activity at least once a 

week, both at the start and after eight 
years, were almost eight times as likely as 
people who did not engage in moderate-
vigorous activity to age healthily  
(i.e. no major chronic disease, no major 
impairment of physical and cognitive 
function and good mental health). People 
who were inactive, but became active 
were almost three and a half times as 
likely to age healthily5.This clearly 
illustrates that it is never too late to 
become active and reap the health 
benefits of physical activity. 

HOW MUCH PHYSICAL 
ACTIVITY IS NEEDED  
TO STAY HEALTHY OR 
IMPROVE HEALTH?

Australian physical activity guidelines for 
older adults indicate that people aged 
65+ years have to do half an hour of at 
least moderate intensity activity on most 
days of the week. For optimal health 
benefits, older people are encouraged to 
do a range of activities, including activities 
to improve fitness, strength, balance and 
flexibility6.This recommendation is similar 
to recommendations from the American 
College of Sports Medicine (ACSM), the 
largest sports medicine and exercise 
science organisation in the world. 
However, the ACSM guidelines provide 
more information on how to define 
moderate intensity (5-6 out of a 10 point 
scale from sitting (0) to all-out effort (10); 
noticeable increases in heart rate and 
breathing) and vigorous intensity (7-8 on 
the same scale; large increases in heart 
rate and breathing). The ASCM guidelines 
also provide advice for the frequency  
and content of strength training (8-10 
exercises for large muscle groups with 
10-15 repetitions on two non-consecutive 
days per week) and exercise for flexibility 
(10 minutes on at least two days per 
week). The ACSM guidelines strongly 
encourage that people at risk of falling 
include balance exercises. Ideally, all older 
people should have a plan on how to 
include physical activity in their lives, and, 

if needed, how to build up from their 
current activity level to the minimum  
level as recommended in the guidelines7.

More than three out of every five 
Australians aged 65-74 years do not do 
enough physical activity for health, this 
increases to two out of every three 
Australians aged 75+ years8.This means 
that there is a need for professionals  
and programs to work with older adults. 
Depending on health and age, some older 

ACTIVE AND
HEALTHY

AGEING 
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people will not have any problems in 
meeting these levels of activity and can 
continue to do so as they age, whereas 
for others it may not be possible or will 
take a long time to build up to this 
minimum level. For those people it is very 
important to know that there are also 
health benefits of small increases in 
activity; this is especially the case for 
people who are inactive and change from 
doing nothing or a little bit to doing more. 

COGNITION, DEMENTIA  
AND THE BENEFITS OF 
PHYSICAL ACTIVITY

Cognitive decline and dementia will 
become more prevalent as more people 
live longer. The term cognition refers to 
mental activities that are involved in 
learning, remembering, and using 
knowledge. Our cognitive function 
declines as we age. This decline can range 
from age related decline; a normal aspect 

of ageing that does not affect functioning, 
to decline as a symptom of dementia, 
which is not a normal part of the ageing 
process. Alzheimer’s Australia describes 
dementia as ‘a collection of symptoms 
that are caused by disorders affecting  
the brain’9.Alzheimer’s disease is the 
most common form of dementia. Of all 
Australians with dementia, more than  
90 per cent are 65 years or older10 and up 
to 70 per cent have Alzheimer’s disease11. 
Alzheimer’s Australia have developed a 



program for brain health called  
‘Your Brain Matters’ (http://www.
yourbrainmatters.org.au), including five 
lifestyle related steps to improve brain 
health12. In terms of physical activity,  
step two of five, Alzheimer’s Australia 
recommends people follow the physical 
activity recommendations as described 
previously to improve brain health and 
reduce the risk of cognitive decline and 
dementia. 

Literature studies summarising and 
merging all the findings of different 
studies that measured people’s cognitive 
function and activity levels over time 
show that, compared to people who are 
inactive, people who are physically active 
when they are mid-aged experience less 
cognitive decline and are less likely to 
develop dementia when they are older13. 
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Furthermore, these literature summaries 
show that exercise programs have 
beneficial effects on cognitive function in 
older people without cognitive decline, 
people with cognitive decline and people 
with dementia14. 

The programs in these literature 
summaries vary widely in terms of 
program duration, session duration and 
frequency and content. However,  
there is evidence that programs with a 
combination of aerobic and resistance 
training are most beneficial for cognitive 
function in older adults. Ideally, these ABOUT THE AUTHOR

Jannique van Uffelen is a Senior 
Research Fellow Active Ageing, 
Institute of Sport, Exercise & Active 
Living (ISEAL) at Victoria University. 

Thus, being physically active has well 
established health benefits across the  
life span. The effect of physical activity  
on cognitive function and decline may  
be less well known, but it is definitely  
an additional benefit that will become  
more and more important as the 
population ages. 

programs should be long term and 
become a part of people’s lifestyle. 
Interestingly, a review of factors 
associated with physical activity 
participation in older people found that 
cognitive function was not consistently 
associated with participation15, which 
means that there are opportunities to 
develop physical activity and exercise 
programs for people with different levels 
of cognitive function and decline. For 
now, it is important that these programs 
are based on the public health 
recommendations for physical activity 
and that the participants enjoy these 
programs. Doing programs in supportive 
environments, with a focus on not only 
physical activity, but also on social 
connections and having fun will help 
people stay motivated to stay active  
as they age. 
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Because of its social stigma, urinary 
incontinence has traditionally 
been under-reported.

One in ten Australian men 
experiences regular bladder leaks and  
the rate increases with age. There are a 
number of common causes of urinary 
incontinence in males; smoking, chronic 
cough, being overweight, heavy lifting, 
lack of general fitness, pelvic floor muscle 
weakness, and conditions such as stroke 
and Parkinson’s disease are often a factor.

However, with increased detection of 
prostate cancer in men and the 
introduction of radical surgery as 
treatment, post-prostatectomy 
incontinence (PPI) is becoming an 
increasing problem. PPI is particularly 
disturbing because it generally occurs in 
otherwise healthy men who had normal 
continence immediately before surgery. 
PPI can be caused by damage during 

surgery to nerves and blood vessels 
around the prostate. It may also result 
from devascularisation and scarring,  
or loss of elasticity, of the sphincter 
mechanism after surgery – or both.

Luckily, for many men, the condition is 
temporary and resolves itself over time. 
Most men are dry enough after three 
months not to have to wear a pad. After 
two years, up to 35 per cent of men will 
be left with stress incontinence and  
about 15 per cent with urge incontinence 
(or both).

In 1996, when I was diagnosed with 
prostate cancer at the age of 52, I didn’t 
even know what my prostate was... or, 
fundamentally, what it did.

I had always paid considerable focus to 
my physical wellbeing (which included a 
dedicated regimen of exercise, diet and 
meditation). I was greatly shocked upon 

PETER DORNAN AM, A BRISBANE PHYSIOTHERAPIST  
WAS DIAGNOSED WITH PROSTATE CANCER AT AGE 52.  
HE SHARES WITH SPORT HEALTH HIS EXPERIENCE AND 
ATTRIBUTES EXERCISE TO PLAYING A TREMENDOUS ROLE 
IN IMPROVING HIS QUALITY OF LIFE AND IN CONTROLLING 
HIS INCONTINENCE AS A RESULT OF HIS CONDITION. 

INCONTINENCE  
& EXERCISE
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being diagnosed and considered  
my decision to undertake a radical 
prostatectomy as embodying the  
best chance of survival. 

However, I failed to grasp the significance 
of the surgery’s side-effects at this point 
of diagnosis. When you go to a doctor 
and he says “You have cancer and you 
might die... you’ve only got years to live”, 
you don’t even consider the side-effects 
of surgery. You say, “Go ahead and give 
me life”. Consequently, after undertaking 
surgery for the disease, I was confronted 
with the full array of postoperative 
physical and mental hardships that have 
become unfortunate realities of the 
procedure.

The side effects, which included 
incontinence and erectile dysfunction, 
were drastic. As well, I consequently 
struggled with depression and the 
‘psychosocial legacies’ of the disease.  
Underlining the gravity of the continence 
issues that I was experiencing at three 
months after surgery, I was still going 
through six continence pads a day.  
This issue was the principal origin of my 
internal distress – a depression that could 
culminate from frustration to anger, to 
rage and later verge on suicidal thoughts. 
This situation impacts on the ability to 
work, exercise, make love and to socialise 
– it drives you to become absolutely 
self-obsessed.

In an effort to seek solutions, I drew on 
the expertise of some of my colleagues  
in the profession – specifically those 
Women’s Health physiotherapists 
working within the field of continence 
health.

Upon gaining an understanding of the 
importance of pelvic floor exercises for 
the control of urinary incontinence, I took 
on this new exercise regimen with a 
ferocious enthusiasm. In just over a year,  
I was down to one continence pad a day 
and able to cope with work (and begin 
treating men with similar complaints).  
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But despite this improvement, I continued 
to battle the psychological impact of the 
surgery’s aftermath.

Towards the end of the day with 
tiredness, I would often leak. It would 
remind me of the trauma I had dealing 
with the diagnosis and decision-making 
process.

Further, the issue of erectile dysfunction 
continued to wreak havoc on my state  
of mind. Although I did find ways to 
eventually regain adequate sexual 
function, I was still not coping with the 
psychological aftermath, a variation of 
post-traumatic stress syndrome.

At this stage, I was yet to find another 
man who had been diagnosed with 
prostate cancer. I reasoned, surely there 
must be other men out there who were 
going through this experience. I placed an 
advertisement in the local paper, calling 
for affected men to meet. Amazingly 70 
men and their partners turned up at this 
maiden assembly and we formed a 
regular support group.

We didn’t have an agenda to begin with; 
we simply shared our own experiences. 
Then we started inviting professionals  
to talk to us about the things that were 
worrying us. Virtually, over time, we sort 
of educated ourselves.

The group, which would come to be 
called ‘The Brisbane Prostate Cancer 
Support Network’, steadily grew to 
include more than 1,000 members. We 
eventually connected with similar groups 
of men in other states. Our group’s 
humble beginnings spawned the internal,  
state-based structures of the Prostate 
Cancer Foundation of Australia.

It is clearly evident that the fundamental 
reason behind the group’s initial success 
was the lack of support provisions 
available to men at the time. Essentially, 
men were not putting their hands up and 
making it clear that there was a problem.

INCONTINENCE  
& EXERCISE

The world breaks 
everyone and afterward 

many are strong at the 
broken place. 

— Ernest Hemingway  
from Farewell to Arms. 

I concluded this was one of the basic 
problems with modern male culture. 
Males come from a background of being 
the long, hard drivers of the three Ps – 
Protect, Provide and Procreate. We 
cannot be perceived to be weak, 
vulnerable or needing help.

Prostate cancer challenges all of these 
concepts. If we are seen to be vulnerable 
or if we lose any of those three things;  
we lose our identity and our idea of  
being a male.

In order to overcome these issues, it is 
clear men need to go into a cave for 
awhile; to undertake a process of which 
they can reinvent themselves and identify 
the aspects of life that they value. Ask  
the big questions. We have to really 
re-evaluate and recalibrate and find out 
who we are as a male, who we are as  
a person. We have to relearn about 
maleness, sexuality and relationships.  

In 2000, I was awarded a special 
travelling Fellowship from the Cancer 
Council Queensland to study aspects of 
prostate cancer in the United States, 
particularly incontinence, as I was still 
struggling with this issue. When I 
returned, I conceded that the primary 
focus of recovery was to develop a super 
fit neuromuscular and vascular system, 

one which controls all the structures that 
form the global entity of the pelvic and 
abdominal cavities. Further, as there are 
seven command centres and thirteen 
reflexes which control bladder activity, it 
was essential that a specific system of 
exercises be undertaken to retrain all 
reflex circuitry relating to this control.

For the next six months, I developed and 
undertook a strong functional exercise 
program integrating pelvic floor muscles, 
abdominal muscles, functional core 
routines, boxing, weights, swimming, 
running – anything to overload and 
challenge the pelvic floor muscles.  
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Eventually, this routine paid off and I 
became virtually dry.

This broke the depression cycle, igniting 
an urgency that hasn’t really subsided. I 
experienced what psychologists define as 
post-traumatic transformational growth. 
Now that I have survived, I’m really going 
to live. It also allowed a search for a new 
reality – a new way to define myself, to 
rebuild a new self-image.

To celebrate, I set out to climb Mt 
Kilimanjaro – at 5,895m, Africa’s highest 
peak. Ostensibly, the effort was to test 
my incontinence, but in truth it was to 
balance the depressing threat to my life 
from cancer with elation for living. Seven 
years after my diagnosis, the climb was  
as symbolic as it was strenuous. After a 
60km hike through tropical jungle and 
alpine desert, ascending through ice and 
snow in sub zero temperatures, I reached 
the summit on St Valentine’s Day 2003 
– at 60 years of age.

This was a triumph and satisfied me  
for some years. However, I had now 
learned to appreciate life from a larger 
perspective. Life on earth started 3.8 
billion years ago – I had been given  
one sliver of it to savour. I would live  
it passionately. I would climb another 
mountain, higher than Kilimanjaro. In 
December 2009, at age 66, I began 
climbing Mt Aconcagua. At 6,959m, the 
highest peak outside the Himalayas, 
Aconcagua soars out of the Andes in 
Argentina.

After eight days, we became trapped by a 
blizzard 1,500 metres below the summit. 
We were three weeks into the climbing 
season which had been marked by 
terrible storms. In that time, of 70 
climbers who had attempted the summit, 
only 5 had succeeded, one of them 
perishing on the day before our group 
started for the top.  

The news was highly distressing, adding 
to my fears. At this stage, I was seriously 
exhausted. I hadn’t expected the 

continuing freezing conditions – minus 
30 degrees – and was having trouble 
sleeping. My hands had been slashed by 
lifting sharp-edged rocks to keep our 
tents stable in the high winds, creating 
difficulty holding utensils to feed and look 
after myself.

The next day, our guide told us we would 
die if we tried for the summit, so we 
chose life and headed back. There was 
some disappointment, but to me, there 
was a deeper satisfaction – that of 
knowing I had absolutely challenged 
myself and had decided my own fate.

A few years later, I felt the need for a 
further challenge. In July 2014, at 71, I 
flew to outback Russia to the wild and 
rugged Caucasians, and attempted to 
climb Mt Elbrus, the highest mountain  
in Europe. This too, was a marvellous 
adventure. After eight days of climbing,  
I made it to within 300 metres from the 
top, one and a half hours, but became 
seriously affected by anoxia, to the point 
of suffering hallucinations and collapsing 
from exhaustion. Once again, I made the 
decision that this was going to be ‘close 
enough’ for me.

Life is sweet! To me the journey was 
much more than summiting and 
conquering a mountain. The ultimate 
journey was to within and to conquer 
oneself.

Footnote: Peter still convenes the 
Brisbane Prostate Cancer Support Group 
and sits on the Board of the Cancer 
Council Queensland. A great source of 
satisfaction to him is the awareness that 
he has been instrumental in helping to 
change a culture – to have contributed  
to a process where men need never  
be alone. In 2003, Peter published his 
experiences in a book titled Conquering 
Incontinence. The book is still 
recommended reading for men in the 180 
National Prostate Cancer Support groups.

While Peter attributes exercise to playing 
a tremendous role in improving his quality 
of life and certainly in controlling his 
incontinence, the reality is, with ageing, 
he is finding that it has not cured 
completely the original damage – minor 
leakage is beginning to recur. He realises 
eventually, he may have to have recently 
introduced curative surgery, a minor 
hurdle which he will take when necessary.

Peter Dornan has developed a range of 
specific pelvic floor exercises to act as 
an aggressive approach to treatment 
for incontinence in men. These can be 
downloaded at peterdornanphysio.
com.au 
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SPORT
TRAINERS
GUIDE

Shock is a term used to describe the loss of effective circulation. As a result of 
inadequate circulation the oxygen supplied to the body’s tissues is less than required 
for normal function. This can lead to the shutdown and death of body tissues, 
including vital organs such as the brain, lungs and heart. Urgent medical attention is 
necessary in all cases of shock or suspected shock to prevent the risk of serious 
permanent tissue damage or the death of the affected person. 

CAUSES OF SHOCK 
Shock can occur in conjunction with  
any injury or medical condition but is 
most commonly associated with: 
• Blood loss as a result of external  

or internal bleeding.
• Burns.
• Fluid loss from severe diarrhea, 

vomiting, sweating or dehydration.
• Cardiac emergencies.
• Brain or spinal cord injury.
• Severe infections.
• Allergic reactions.
• Major or multiple fractures.
• Major trauma.

SIGNS OF SHOCK 
• Reduced level of consciousness.
• Rapid, weak pulse.
• Rapid breathing.
• Vomiting.
• Pale, cold or clammy skin.
All these signs usually appear  
within the first hour of an injury.

SYMPTOMS OF SHOCK
• Faintness or dizziness.
• Trembling or weakness in the  

arms and legs.
• Enlarged (dilated) pupils.
• Nausea.
• Restlessness or anxiety.
• Confusion.

MANAGEMENT OF SHOCK
For athletes with severe injuries, illness 
or infection, shock should be anticipated 
as early intervention and appropriate 
care may prevent shock from developing. 
Management includes:
• If any signs or symptoms of shock are 

present, seek medical help urgently.
• If the athlete is apparently 

unresponsive, commence the 
DRSABCD principles.

• Lay the athlete on their back in a 
horizontal position to maintain 
circulation to the trunk. Do not elevate 
the head.

• If a head or spinal injury is not 
suspected, raise the athlete’s legs but 
keep the head level with the heart.

• Loosen any tight clothing or protective 
equipment. 

• Protect the athlete from extremes of 
temperature.

• Moisten the athlete’s lips, but do not 
give drinks or food.

• Continue to monitor the athlete 
closely as they may deteriorate rapidly. 

MANAGING

SHOCK
SPORTS MEDICINE AUSTRALIA PROVIDES 
SPORT TRAINERS WITH ADVICE ON HOW TO 
MANAGE THE MEDICAL CONDITION OF SHOCK. 
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SHOCK
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Want to learn more? Sports Medicine Australia runs a host 
of Safer Sport Program courses including: Sports Trainer, 
Sports First Aid, Sports Massage, Sports Injury 
Management and Emergency Care, and Sports Nutrition 
and Hydration. Visit sma.org.au for more information. 



WOMEN’S
AN INTERVIEW

HOW DID YOU BECOME 
INVOLVED IN YOUR CURRENT 
ROLE?

I joined the Women’s Tennis Association 
(WTA) in 1996. I was working in a sports 
medicine clinic which was based in a 
tennis club in London and had completed 
my post graduate sports medicine 
diploma at the London Hospital. I was  
also involved with a local soccer team 
providing pitch coverage, training 
sessions and clinics. My first sporting love 
has always been tennis, having played 
from an early age and being a fan of the 
game. I applied for a position with the 
WTA, had an interview with the head  
of the Sports Sciences and Medicine 
(SS&M) Department during Wimbledon, 
and was offered some independent 
contractor work. This involved providing 
coverage at a number of International 
Tennis Federation [ITF] events in Europe. 
I absolutely loved the job and when I was 
offered a full time position with the WTA  
I snapped it up! In my early days with the 
WTA I worked 23 events in a year and 
was involved in the initiation and 
implementation of many of the WTA 
SS&M programs that still exist today. 
Over the course of the past 19 years my 
role has changed considerably; I still have 
a clinical role and attend 8 events a year, 
but I am now mainly in a management 
position. I am currently the Vice President 
of the WTA SS&M Department. This 
involves overseeing and running the daily 
operations of the department, overseeing 
about 30 staff, physiotherapists and 
massage therapists alike. I have a large 
administrative role, which I am able to do 
from my home office in Whangarei and I 
also have a couple of trips a year to the 
headquarters in the USA.

SPORTS PHYSIOTHERAPY 
NEW ZEALAND INTERVIEWS 

CAROLE DOHERTY (GRAD DIP 
PHYS MCSP, GRAD DIP, 

ACADEMIC AND PRACTICAL 
PHYSIOTHERAPY IN SPORT) 

ON HER ROLE AS THE  
VICE PRESIDENT OF THE 
SPORTS SCIENCES AND 

MEDICINE DEPARTMENT OF 
THE WOMEN’S TENNIS 

ASSOCIATION. 

TENNIS WHAT ARE YOUR SPECIFIC 
TASKS/RESPONSIBILITIES?

The uniqueness of working in 
professional women’s tennis means  
that we see players when they are  
‘in competition’. The WTA players travel 
internationally to compete and may play 
matches every day while at a tournament. 
The WTA staff who take care of the 
players are physiotherapists called 
Primary Health Care Providers (PHCP). 
This best describes our onsite role, being 
the first medical practitioner the athletes 
will come to. Athletes who require first 
aid, emergency care, health or medical 
services seek the advice and treatment 
from PHCPs and Tournament Physicians. 
This service is carried out through a 
comprehensive evaluation and treatment 
plan, which emphasises manual therapy 
techniques and functional therapeutic 
exercise.

CAN YOU DESCRIBE A 
TYPICAL DAY AT AN EVENT?

We arrive on site at a tournament the  
day before the event starts. We set up  
a training (treatment) room and begin 
providing treatment from that day to  
the end of the event. We are on call  
to the athletes 24/7 and therefore 
have our first aid/court kits with  
us at all times. The athletes know 
that they can call on us at any 
time of the day or night, if  
they are sick.

Once the tournament 
begins we arrive on site 
one hour prior to the start 
of matches and are there 
up to an hour after 
matches have finished.  
A typical day would 
involve match prep, taping, 
dynamic warm ups, and 
nutrition/hydration advice 
throughout the day. We 
may be called to court to 
evaluate an injury/illness. 
Under the rules, we are allowed 
the evaluation to be ‘within 
reasonable time, but with best 
efforts not to exceed three minutes’. 
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If we deem the injury/illness to be 
treatable then we are allowed to take a 
three minute medical time out (MTO).  
If the injury/illness falls out of  
our scope of practice we can call the 
tournament physician to the court.  
These moments are where excellent 
clinical reasoning skills are needed and 
then seamless execution of the treatment 
choice. The MTO rule is primarily there 
for safety of play. The main job of the 
PHCP is to assess if the player is safe to 
continue and if so, decide what treatment 
interventions are going to help the athlete 
the most. We are very involved in the 
athletes’ post match care and recovery; 
this includes cool down techniques, static 
stretching, nutrition and hydration advice, 
cool pool, massage, etc. If athletes are 
carrying injuries we will also treat those 
as necessary.

Our emphasis is on prevention of injuries 
and much of our time is spent on 
education. We keep our athletes up-to 
date with the latest trends in sports 
medicine prevention by distributing 

monthly ‘Physically Speaking’ topics.  
We track each athlete’s physical health 
through our Sport Specific Physical 
Examination and design individualised 
programs to meet our athletes’ training 
goals while targeting injury prevention 
based on the physical examination 
results.

WHAT SERVICES DO PHCPS 
OFFER TO ATHLETES?

On a daily basis the PHCPs can offer a 
wide range of services to the athletes. 
These include:

• Athlete’s Assistance Program that 
provides athletes with educational and 
preventive strategies to enhance their 
on-court performance and cope with 
the challenges of professional tennis. 
Assistance can be accessed through 
monthly education topics, the Athlete 
Assistance phone services and website, 
and via trained on-site staff.

• Functional Biomechanical Assessment. 
We offer comprehensive assessment of 
the athlete’s functional biomechanics, 
which may include foot mechanics, 
stroke mechanics, and the relationships 

between biomechanics and 
functional sport-specific 

movements. Based on results 
of the assessment, individual 

treatment plans are created 
to address an athlete’s 

functional biomechanics.

•  Equipment 
Assessment.  
This service is 
provided for WTA 
athletes who require 
equipment 
intervention such  
as custom orthotic 
devices, shoe 
evaluations and 

recommendations  
for high performance 

clothing. The SS&M  
team incorporates the 

assessment of various 
aspects of equipment in 

relation to injury prevention and 

performance. Our team consults with 
outside experts and works with 
equipment manufacturers to provide 
input into the design of shoes and 
equipment specific to the elite female 
athlete’s needs.

• Nutrition and Hydration Program. 
Athletes can access the WTA sports 
dietitian advisor and hydration 
consultant who provide nutrition and 
hydration assessments to the athletes, 
as well as advising tournaments on 
menu plans for the best performance 
foods offered to the athletes. 
Supplements may also be provided, 
when necessary. USANA Health 
Sciences Inc provides high quality 
pharmaceutical grade, dietary 
supplements with a guarantee of  
purity from banned substances.

Obviously, communication between the 
SS&M team members is paramount and 
this is achieved by using a confidential 
web based medical documentation 
system. Each athlete care treatment  
plan is well coordinated and 
communicated to all team members.

Follow-up services are offered to all 
athletes to ensure continued care 
throughout the year, both on and off  
the road. This follow-up is conducted by 
the WTA SS&M team which directly 
coordinates the appropriate care for  
an athlete or communicates with the 
athlete’s personal medical team to 
streamline the health management of  
the athlete and ultimately provide the 
most comprehensive care.

ABOUT THE AUTHOR

Sports Physiotherapy New 
Zealand (SPNZ) is a Special 
Interest Group of Physiotherapy 
New Zealand. SPNZ aims to 
maintain, and improve the provision 
of high quality sports physiotherapy 
services to participants of all ages 
and abilities involved in sport, 
exercise and recreation
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Dr Ken Fitch has dedicated his 
working life to the field of sports 
and exercise medicine and in 
particular to the management 

and operation of Australian Olympic 
teams and Olympic medicine. 

Fitch received his medical education  
in Adelaide as there was no medical 
school in his home city of Perth. During 
vacations while at high school and at 
medical school, he was employed in his 
father’s pharmacy and in one vacation  
by the Royal Perth Hospital as a pharmacy 
assistant. He suspects that this 
background may have contributed to 
spending much of his later years involved 
in drugs in sport.

As a Subiaco General Practitioner he 
became interested in health programs 
particularly those related to sports 
becoming the inaugural Secretary of  
SMA WA in 1964 and the second national 
Secretary of SMA in August 1965. In 1969 
he established a public hospital sports 
and soft tissue injury clinic at Royal Perth 

Rehabilitation Hospital which he headed 
until July 2001. While completing a 
research MD degree on the Effects of 
Exercise on Asthma, he commenced 
swimming classes for asthmatic children 
in Perth in 1973 and established national 
sports medicine courses for doctors in 
1981. He commenced full time practice  
in Sports and Exercise Medicine in 1984. 
His extensive knowledge led to his 
appointment by the University of 
Western Australia as Adjunct Professor  
in the School of Sports Science Exercise 
and Health in 1993 having been the 
School’s Medical Consultant since 1966.

For more than 50 years Fitch has played  
a leading role in sports medicine and 
Sports Medicine Australia. Ken’s 
contribution to SMA has been significant. 
As one of the SMA ‘originals’, he is an 
ASMF Fellow, was SMA Secretary from 
1965-73, SMA WA President from 
1966-67, SMA President from 1977-79 
and was made a Life Member of SMA  
in 1979. 

PEOPLE WHO SHAPED SMA

KEN FITCH
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In terms of sport, he was an Australian 
team physician at the 1972 Munich 
Olympic Games and from 1976 to 1984 
he was the chief physician at each 
Summer Olympics and has been involved 
in no less than 18 Olympic Games. Within 
the Australian Olympic Committee (AOC), 
Fitch was the Sports Medicine Delegate 
from 1973 to 1985 (when he resigned and 
asked the AOC to appoint Brian Sando 
which they did). He was secretary of the 
AOC Medical Commission from 1981 to 
1985 and Chairman from 1985-1997 
(resigned in favour of Brian Sando) and 
remained a member until again becoming 
chair in 2012-2013 following Brian’s 
death. He was also a medical consultant 
to the Organising Committee of the 
2000 Sydney Olympic Games from 
1995-2000.  

He was Chairman of the Oceania National 
Olympic Committee’s Medical 
Commission from its inception in 1984 
until 2009, was a Member of the 
International Olympic Committee’s (IOC) 
Medical Commission from 1985-2012 and 

KEN FITCH
What has been your career highlight?

There have been many highlights of  
course, but my biggest was being selected  
as the Australian Olympic Team Doctor  
for the Munich Olympic Games.

What is your advice to those starting out in their career? 

Firstly, learn as much as you can from all of the sources available. Often, 
experienced colleagues can teach you more than books and lectures  and 
endeavour to obtain as much practical experience as you can by starting at the 
grassroots level. Also be aware that much of your work will be unpaid and out of 
hours. This will necessitate liaising with your family and your work commitments 
to decide whether it is worth making the sacrifice to strive for greater 
achievements and to take on increasingly bigger roles. But we all have to start at 
the bottom and work up from there. It is tough going – tough on your family and 
your income.

Do you have any career regrets? 

I have no regrets as from primary school I loved sport and exercise. From the day  
I began at medical school I have never ever doubted my choice of profession.  
And to be able to spend a majority of my working life within the field of sports  
and exercise medicine has been wonderful. I have had a most fortunate career. 

Chairman of the IOC’s Therapeutic Use 
Exemption Committee. 

In 1985 he became a Member of the 
Australian Sports Commission’s National 
Program on Drugs in Sport, later renamed 
the Australian Sports Drug Agency, and 
was Deputy Chairman from 1987 to 1992. 
Fitch played a pivotal role with the 
recognition of Australia’s WADA Sports 
Drug Laboratory in Sydney as an IOC 
accredited laboratory leading in the fight 
against drug abuse in sport. 

His interest in sport seems unending; he 
was the team doctor for the West Coast 
Eagles Football Club from 1986-2001 
and involved with the Australian Institute 
of Sport (AIS), being one of a five person 
committee established in 1974-5 by the 
Federal Government to investigate 
whether Australia should have an Institute 
of Sport. In November 1975, this 
committee did recommend that such an 
institute should be established but the 
report ‘gathered dust’ under Malcolm 
Fraser’s government for more than four 

years until a decision was made in 
January 1980 to commence the AIS. He 
has had various roles with the AIS since. 

Fitch has written and published 
extensively on sports medicine, illustrated 
by more than 67 articles in refereed 
journals, 28 book chapters and has been 
editor of seven books.

In 1979 Fitch was made a Member of the 
Order of Australia (AM) for his service to 
sports medicine.

Ken was appointed Emeritus Consultant 
in Sports Medicine in 2001 at Royal Perth 
Hospital (still current). Ken currently 
works as an Adjunct Professor of Sports 
Science at UWA and was the Chair of the 
Medical Advisory Committee for the 
Australian Sports Anti-doping Agency 
since inception in 1999 until 2014.

Listen to the National  
Library of Australia’s  
Interview with  
Dr Ken Fitch (2008).

A MOMENT  
WITH KEN
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COUNCIL OF DISCIPLINE 
NEWS AND EVENTS

COUNCIL OF DISCIPLINE NEWS AND EVENTS

OCTOBER
20
2015 AAPSM/ASICS Running Symposium
23 – 24
2015 SDA Conference Leadership and Innovation for 
Private Practice Success – Docklands, Melbourne

CALENDAR

Australasian Academy of Podiatric  
Sports Medicine (AAPSM)
AAPSM will be hosting the 2015 AAPSM/ASICS Running 
Symposium, as a precursor to the 2015 ASICS Sports Medicine 
Australia Conference on Tuesday October 20 at the 
Intercontinental Sanctuary Cove. Headlined by Professor Joseph 
Hamill and featuring Professor Nick Brown, Dr Luke Kelly, Dr Kade 
Paterson and Mr Chris Bishop, this is a session not to be missed. 
For more information and to register, visit the conference website. 

Sports Dietitians 
Australia (SDA)
SDA is excited to launch our new 
website (click here to view). Full of 
practical fact sheets, recipes and 
product reviews, we also have a 
dedicated section for Children  
and Adolescents. 

Find the answer to your sports nutrition 
question from a credible source online 
- www.sportsdietitians.com.au
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