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[Editor: This section is included because some practitioners may feel more
comfortable with more detailed instructions on promoting exercise among
their clients. Further, some people come to a health service seeking
technical advice on how they should be exercising, and it seems some people
respond well to a ‘prescription’ (medicalisation of exercise) of exercise
and Active Australia has encouraged this from GPs in the past. It was not
included as a protocol in the CARPA STM as it may have limited
applicability. Future feedback from users of the STM will guide its
inclusion in future editions.]

Guidelines
Exercise benefits people with the following conditions:
•
•
•
•
•
•

Chronic lung disease
Cardiac disease
Hypertension
Diabetes
Obesity
Everyone!

How to promote exercise with patients
• Encourage the person to start with an activity that they enjoy. For
example, brisk walking, swimming, football, lifting weights.
• If the person hasn’t exercised for a while, measure the person’s heart
rate and blood pressure taken prior to starting the person on an
exercise program.
• Encourage the person to exercise at a set time each day and to try and
stick to this time.
• Explain to the person that they should not exercise when it is hot or
very cold as this can over stress the body.
• Encourage the person to exercise with another person, as it is more
fun.
• Explain to the person that they need to exercise at a level which
allows them to carry on talking, saying four to five words between
breaths. The person should not be gasping for breath but would be
unable to sing a song if asked to.
• The exercise should cause a light sweat and feel somewhat hard. The
person may be able to exercise only for five minutes or up to 40
minutes.
• Explain to the person that they need to exercise for as long as they
are able to, three to five times a week.
• Encourage the person to warm up by starting with a slow walk for about
five minutes if able. They should then do some stretching exercises.

The person then does their exercise. After exercising the person needs
to walk slowly for five minutes and do some gentle stretches to cool
down.
• The person will find that exercising will become easier as the weeks
progress. The person needs to then increase the time that they spend
exercising or increase how hard they exercise.
• Initially exercise should begin at 60–70% of maximum heart rate and
progress over four to six weeks to 75–80% of maximum heart rate.

Precautions
• Explain to the person that if they develop increased shortness of
breath, so that talking is difficult whilst exercising, that they
should exercise at a slower pace or stop exercising and get more advice
on their exercise plans.
• Explain to the person that if they develop chest pain, become wheezy,
feel nauseated, become dizzy, become very tired or start coughing up
blood, stop exercising immediately and go to the health clinic.
• Explain to the person that they should not exercise after a meal for
at least one to three hours.
• Explain to the person that they need to take their medication as
directed by the doctor. For example, if they take a bronchodilator and
get short of breath on exercise then they need to take their
bronchodilator 15 mins prior to exercising.

People needing a review by the doctor before commencing exercise
•
•
•
•
•
•
•

Recent cardiac surgery, MI or episode of unstable angina
Moderate to severe cardiac disease
Recent thoracic surgery
Severe pulmonary disease
Unstable diabetes
Moderate to severe hypertension
Pregnant women

How to work out a person’s training heart rate
220 – the persons age = maximum heart rate.
Maximum heart rate x 60–80% = training heart rate range.
Let’s say the person is 35 years old:
220 – 35 = 185 (MaxHR)
185 x 0.6 = (60% training percentage) = 111
185 x 0.8 = (80% training percentage) = 148
Training heart rate range = 111–148

Exercise program theory
Exercise has been proven to be beneficial in the treatment and prevention
of many conditions. Physical inactivity is estimated to be responsible for
about 7% of the total burden of disease in Australia (Mathers et al. 1999).
This places it second behind tobacco in terms of importance in health
promotion and disease control (AIHW 2000). Forty-three per cent of adult
Australians did not undertake appropriate levels of physical activity to
achieve health benefits (AIHW 2001).
The exercise guidelines in the CARPA manual were designed from
guidelines and research already undertaken and published in a wide range of
places. Although many of the guidelines have been developed using non-

Indigenous people, population-based studies show that they are applicable
to a wide range of populations (AIHW 2000). These guidelines are applicable
to the Aboriginal population as many of the diseases that exercise can
benefit are seen in the Indigenous population (Swanson 1999, Walsh 2001).
Cardiovascular disease, chronic respiratory disease, obesity, diabetes and
hypertension are diseases prevalent in the Indigenous community.
The National Heart Foundation reports that ‘. . . people who are not
physically active are twice as likely to die from coronary heart disease as
those who are . . .’ (Shilton et al. 2001). Ian Ring (cited in Walsh 2001)
states that mortality from ischaemic heart disease is twice as high in the
Aboriginal population as compared with the non-Aboriginal population, being
six to eight times higher in the age range of 25–64 years. Smoking is twice
as common in Aboriginals as compared with non-Aboriginals, type 2 diabetes
is two to four times higher and obesity and low physical activity is
common. Forty per cent of Aboriginals reported no leisure time physical
activity compare with 34% for other Australians (ABS 1995). In 1995 the
highest levels of physical inactivity was reported in the NT (40%) compared
to all other states (ABS 1995). Over seven million Australians 25 and over
are overweight, two million are classified as obese and three million have
high blood pressure (AIHW 2001).
Research has shown that moderate levels of exercise can:
• Reduce systolic and diastolic blood pressure (AIHW 2001, Chisholm et
al. 1994, NCPAD 2000, Rockville 1995, Shilton et al. 2001) on average
by 11 and 8 mmHg respectively (Taylor 2002)
• Improve exercise tolerance significantly in patients with chronic
respiratory disease (Ries et al. 1997) and cardiac disease (Rockville,
1995)
• Improve the symptoms of dyspnea in chronic respiratory disease patients
(Ries et al. 1997)
• Improve blood lipids by reducing total cholesterol by 6%, reduce low
density lipoprotein by 10% and increase high density lipoprotein by 5%
(AIHW 2001, Chisholm et al. 1994, Shilton et al. 2001)
• Favourably influence body weight (AIHW 2001, Chisholm et al. 1994,
Henry 2002, NCPAD 2000, Shilton et al. 2001, Whedon & Dobbins 2000)
• Prevent 30–50% of new cases of type 2 diabetes (AIHW 2000)
• Help improve quality of life (AIHW 2000)
The exercise guidelines are consistent with all of the guidelines
referenced below (except for ‘How to work out a person’s training heart
rate’). The more accurate way includes using a person’s resting heart rate
in the equation, but this is more difficult and is likely to deter people
from measuring their training heart rate. Therefore, the less accurate
equation was chosen as the recommendation. Having a training heart rate is
needed to determine the intensity level of exercise. Exercising three to
five times a week and preferably for 20–40 minutes has been shown to give
the effects stated above. For those who are unable to exercise for 20
minutes then starting at a level that is obtainable and gradually
increasing the time is better than no exercise. Moderate intensity exercise
has been shown to be all that is needed and using a target heart rate is
the easiest and most reliable measure of intensity of exercise. If the
intensity is too low or high then the benefits of exercise appear to be
reduced (AIHW 2000). Moderate intensity exercise places people at a lower
risk of cardiovascular incident whilst providing safety and beneficial
effects (AIHW 2001). Hagberg and Associates (as cited in Taylor 2002)

reported that moderate activity produced on average 50% greater reduction
in systolic blood pressure as compared to high intensity exercise. They
also reported that the diastolic blood pressure had slightly larger
decreases when moderate exercise was performed as compared with intense
exercise (AHCPR 1995, Chisholm et al. 1994, National Cardiac Rehabilitation
Advisory Committee 2000, Ries et al. 1997, Shilton et al. 2001, Taylor
2002, Whedon & Dobbins 2000).
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