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About us
Exercise & Sports Science Australia (ESSA)

Exercise & Sports Science Australia (ESSA) is the national peak body for exercise and sports
science, representing more than 11,600 university qualified professionals, including 10,107
accredited exercise physiologists (AEPs) nationwide.

ESSA is the leading voice of the exercise physiology profession, advocating for the recognition,
funding and appropriate use of AEPs across the health, disability, aged-care and compensable
systems, so that more Australians living with chronic and complex conditions can access safe,
evidence-based exercise care.

ESSA is the national voice of the exercise physiology profession, advocating for the
recognition, funding and appropriate integration of AEPs across Australia’s health, disability,
aged-care and compensable systems. AEPs are university-qualified allied health professionals
clinically trained to assess risk and prescribe safe, evidence-based exercise for people with
chronic and complex conditions, including in the presence of comorbidities, polypharmacy and
medication-related physiological change.

ESSA’s rigorous accreditation and credentialling framework provides assurance of
professional competency, safety and quality and underpins the profession’s self-regulation in
Australia.

Dietitians Australia (DA)

Dietitians Australia is the national association of the dietetic profession with over 9000
members, and branches in each state and territory. Dietitians Australia is the leading voice in
nutrition and dietetics and advocates for the profession and the people and communities we
serve.

The Accredited Practising Dietitian (APD) accreditation program provides an assurance of
safety, quality practice, and is the foundation of self-regulation of the dietetic profession in
Australia.

Accredited Practising Dietitians are university-qualified and uniquely trained to provide medical
nutrition therapy to consumers in a clinical context across a broad range of disease and health
conditions. APDs are integral to improving the health, function, and wellbeing of Australians by
delivering evidence-based care, including in weight management and disease prevention.
Their expertise enhances quality of care, drives health care efficiency, and contributes to long-
term cost-effectiveness for the health system.
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Summary of recommendations

ESSA and Dietitians Australia recommend that the PBAC:

¢ Include in its advice to government that PBS-funded access to GLP-1RAs
should be accompanied by funded, voluntary referral pathways to
Accredited Practising Dietitians and Accredited Exercise Physiologists
during treatment and following dose reduction or cessation.

o Refer the need for complementary Medicare funding to the Australian
Government, including up to 12 funded APD and AEP services in the first
year of GLP-1RA treatment, front-loaded during titration, with ongoing
access in later years during treatment and following dose reduction or
cessation.

o Recommend that funded items can also be delivered by telehealth
and virtual models of care to support equitable access in regional,
rural and remote communities.

¢ Recommend that post-listing evaluation include nutrition status, muscle
strength and physical function alongside weight loss and cardiovascular
outcomes.

o Evaluation should also consider treatment durability, functional
outcomes and downstream healthcare utilisation when assessing
the whole-of-care value of PBS-funded GLP-1RAs
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Executive summary

The Pharmaceutical Benefits Advisory Committee (PBAC) is considering equitable access to
glucagon-like peptide-1 receptor agonist (GLP-1RA) medicines through the pharmaceutical
benefits scheme (PBS) for individuals with established atherosclerotic cardiovascular disease
(eASCVD) and obesity."

The PBAC has highlighted the urgent need for equitable access of GLP-1RA medicines to
improve the health and wellbeing of all Australians.? The PBAC highlighted the need to improve
access to non-pharmacological interventions such as diet and physical activity support, that
digital models may provide an equitable avenue, and that there should be no mandatory
wraparound allied health requirements.?

Dietitians Australia and Exercise & Sports Science Australia (ESSA) recommend that these
medicines are accompanied by funded, voluntary referral pathways to Accredited Practising
Dietitians and Accredited Exercise Physiologists during treatment and following dose reduction
or cessation, to maximise the clinical and economic value of this PBS investment.

GLP-1RAs are an important therapeutic advance, by reducing appetite, total energy intake,
cravings and “food noise”, they may create a valuable window for health and behaviour
change.® However, reduced appetite and energy intake do not necessarily equate to sufficient
nutritional intake or sustained health outcomes. Without accompanied dietetic and exercise
physiologist support, GLP-1RA treatment may increase the risk of nutritional deficiencies,
gastrointestinal issues, disordered eating behaviours, adverse psychological effects, loss of
lean mass and physical function, and lead to poorly sustained health outcomes during and
following GLP-1RA treatment.*%¢”

Accredited Practising Dietitians (APDs) provide medical nutrition therapy (MNT), while
Accredited Exercise Physiologists (AEPs) deliver individualised exercise assessment and
prescription. These services are complementary: nutrition supports dietary adequacy and
preservation of lean tissue, while structured exercise protects muscle strength, physical
function and psychological wellbeing. Both should be recognised as core components of GLP-
1RA care, not optional adjuncts to prescribing.

While dietetic and exercise physiologist support should be recognised as a core component of
GLP-1RA care, services provided by APDs and AEPs are predominantly accessed through
limited Medicare funded services. Care for those on GLP-1RAs requires more than a single
consultation and cannot be adequately delivered within the current limit of five Medicare funded
allied health services shared across all eligible professions, per calendar year.?

Dietitians Australia and Exercise and Sports Science Australia, recommend that the PBAC,
include in its advice to government, that PBS-funded access to GLP-1RAs should be
accompanied by funded, voluntary referral pathways to APDs and AEPs during treatment and
following dose reduction or cessation. It is also recommended that the PBAC refer the need
for complementary Medicare funding to the Australian Government, including up to 12 funded
APD and AEP services in the first year of GLP-1RA treatment, front-loaded during titration,
with ongoing access in later years during treatment and following dose reduction or cessation.

If public investment focuses on subsidising GLP-1RA medicines without enabling access to
the care needed to optimise health outcomes and translate their effects into sustainable
behaviours, there is a risk that pharmaceutical expenditure will deliver short-term change
without delivering equivalent long-term health and economic value.
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Benefits and considerations associated with GLP-1RA use

GLP-1RA’s are effective therapies for improving glycaemic control, cardiometabolic
biomarkers, and supporting weight loss in people with obesity, type 2 diabetes (T2DM), and
cardiovascular disease improvements.® This presents an important opportunity to improve
population-health in Australia, given the rapidly rising rates of chronic disease and patient
complexity.'® However, the weight loss associated with GLP-1RA consumption carries an
under-recognised impact to energy and micronutrient consumption, body composition and
function that, left unmanaged, poses a significant health impact and may generate avoidable
downstream costs.

Accredited Practising Dietitians and Accredited Exercise Physiologists are uniquely trained to
address the adverse outcomes associated with GLP-1RA use, including;

Nutrient deficiencies:

* GLP-1RA intake results in significant overall energy deficits and subsequent increased
risk of nutrition deficiencies.* Within 1 month of GLP-1RA intake, patients across BMI
categories failed to meet recommended nutrient intakes for fibre, calcium, iron,
magnesium, potassium, choline, and vitamins A, C, D, and E."

* In patients with obesity, T2DM, and hypertension, nutrition deficiencies were
diagnosed in 12.7% of patients within 6 months following GLP-1RA initiation and 22.4%
within 12 months.*

Lean tissue loss:

* Around 15-40% of weight lost can come from lean tissue, including skeletal muscle
and bone; the concern is not lost mass alone but accompanying loss of muscle
strength, quality and physical function, especially in older people and those with low
muscle reserve. 361213

+ Skeletal muscle is the primary site of insulin-mediated glucose disposal, taking up as
much as ~80% of glucose under insulin stimulation.™'® Muscle loss works against the
glycaemic and cardiometabolic goals of the treatment and raises vulnerability to insulin
resistance and weight gain.

Function, frailty and falls:

* Loss of muscle strength and physical function raises the risk of sarcopenia, falls,
hospitalisation and loss of independence, greatest in older patients and those with
existing frailty or low muscle reserve.®

» Sarcopenia, the combined loss of muscle mass, strength and function, is independently
associated with falls, fractures, physical disability, longer hospital stays and mortality.'’
Rapid weight loss may compound this risk in susceptible patients unless muscle
strength and function are actively monitored and protected throughout treatment.®
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Gastrointestinal Issues (Gl):

* Up to 75% of users experience Gl issues including, nausea, vomiting, diarrhoea,
constipation, dyspepsia, and abdominal pain, reducing GLP-1RA tolerance. Additional
less common adverse effects include headache, dizziness, eructation, flatulence, and
hypoglycaemia.'®,?° Together these can reduce food and fluid intake, contributing to an
increased risk of malnutrition.

Weight regain:

* Post-cessation weight regain is common, some individuals report up to 60% of lost
weight is regained at 1 year.2" Weight regain is significantly associated with reinitiation
of GLP-1RA’s.”?2 In a study of 125,474 patients initiating GLP-1 RAs, 47.3% of patients
with and 36.3% without T2DM subsequently reinitiated a GLP-1 RA within 1 year of
cessation. 2® Without care that supports sustainable outcomes, the PBS may risk
funding repeated treatment episodes without a commensurate reduction in disease
burden.

Eating disorders and psychological implications:

» Depression, anxiety and psychological distress may coexist with obesity and may also
arise or change during periods of rapid weight loss.?* Integrating appropriately
prescribed exercise and nutrition support with GLP-1RA treatment may support
psychological wellbeing and self-efficacy alongside physical health.

» Appetite suppression, rapid weight loss and an intensified focus on body weight can
unmask or entrench disordered eating, expressed through both restrictive intake and
compulsive exercise, so dietary and exercise patterns require careful and professional
joint monitoring in people at risk of eating disorders. 25%

Multidisciplinary Care Required

To ensure the considerations of GLP-1RA medications are addressed, and the benefits of
these medications are translated into sustainable health outcomes, GLP-1RA therapy should
be accompanied by comprehensive multidisciplinary Accredited Practising Dietitian and
Accredited Exercise Physiologist care.

Safe and effective dietary and exercise prescription for individuals on GLP-1RAs is not as
simple as advising patients to move more and eat better. It must account for clinical complexity,
co-existing chronic conditions, be adjusted for medication effects and rapid changes in energy
intake, weight and function, and incorporate behaviour-change tools to promote sustained
health outcomes. As university-qualified health professionals trained to prescribe evidence-
based exercise and nutritional support in the presence of comorbidity and polypharmacy, AEPs
and APDs are equipped to provide this complex level of clinical care.

Without complementary support, nutritional inadequacy, loss of lean mass and strength,

functional decline, falls and psychological distress may continue to generate demand for
primary care, hospital services and other supports, even where pharmacotherapy achieves
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substantial initial weight loss. The economic value of GLP-1RA therapy should therefore be
assessed across a long-term whole care pathway, not solely by the cost or short-term effects
of the medicine.

The role of the APDs in supporting GLP-1RA care

Accredited Practising Dietitians- are university-qualified allied health professionals who provide
expert nutrition and dietary support. APDs deliver individualised medical nutrition therapy to
improve nutrition intake, address weight-related concerns, and manage chronic and complex
conditions. Their care considers each person’s clinical needs, readiness for change,
knowledge, skills, cultural preferences and access to resources.?’

Medical nutrition therapy (MNT) includes comprehensive nutrition assessment, identification
of individual goals and priorities, practical dietary advice, behaviour-change counselling and
ongoing review to support disease prevention, and management, and improve one’s quality of
life.2®

In the context of GLP-1RA treatment, delayed gastric emptying, increased satiety and reduced
appetite can substantially alter food and energy intake.?° APDs tailor MNT to these changes,
helping patients maintain nutritional adequacy, manage gastrointestinal symptoms and reduce
the risk of malnutrition, disordered eating and loss of lean tissue and bone health.?° This care
also supports self-management and sustainable dietary behaviours during treatment and if
pharmacotherapy is reduced or ceased.

Within GLP-1RA care, the APD's essential clinical functions include:
e screening and monitoring nutrition status, malnutrition risk, dietary patterns, disordered
eating, gastrointestinal symptoms and relevant social determinants of health;

e determining individual energy, protein and nutrient requirements and prescribing
dietary strategies that account for reduced appetite, changing intake and weight loss;

e monitoring nutritional adequacy and relevant body-composition risks, including factors
affecting preservation of lean tissue and bone health;

e providing responsive eating education, goal setting, behaviour-change support and
relapse-prevention strategies; and

e adapting nutrition interventions to the person’s medical needs, circumstances, cultural
preferences, lifestyle and access to food and other resources.3%:27:2951

Given the direct correlation between GLP-1RA intake and appetite suppression, individualised
nutritional support cannot be overlooked. Dietary prescription delivered by an APD is a
safeguard for patients physical and mental health, ensuring that weight reduction from GLP-
1RA’s deliver broader health and functional outcomes, rather than weight loss alone.
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The role of the AEPs in supporting GLP-1 care

Accredited Exercise Physiologists (AEPs) are university-qualified allied health professionals
who prescribe exercise for people with chronic and complex conditions. This clinical expertise
is particularly relevant to GLP-1RA care, where patients may have multimorbidity, including
type 2 diabetes, cardiovascular disease, musculoskeletal conditions and mental health
concerns, and use multiple medicines. AEPs are trained to assess clinical risk, undertake
exercise testing safely and prescribe and adapt exercise in the presence of comorbidities,
functional limitations and medication-related considerations.®'

Within pharmacologically assisted weight loss, the AEP’s central role is to deliver individualised
and progressive exercise, particularly resistance training, to preserve muscle strength,
physical function and metabolic capacity. Skeletal muscle is the principal site of insulin-
mediated glucose disposal and an endocrine organ that releases myokines involved in
metabolic regulation, inflammation and systemic energy balance. Protecting muscle is
therefore integral to the glycaemic and cardiometabolic objectives of treatment, rather than
incidental to them. 121432

Structured exercise, and progressive resistance training in particular, is the primary
intervention to preserve muscle strength and physical function during GLP-1 therapy.'®%
Mechanical loading may also help attenuate lean-tissue loss, complementing the APD’s role
in supporting adequate energy, protein and nutrient intake. AEPs also monitor fatigue,
cardiovascular responses, treatment tolerance and functional capacity, adapting exercise as
weight, symptoms and clinical risk change.

Within GLP-1RA care, the AEP’s essential clinical functions include:

e assessing functional capacity, muscle strength and cardiometabolic risk;

e prescribing individualised exercise to preserve strength, physical function and lean
tissue during weight loss;

e monitoring fatigue, mobility, exercise tolerance and physical capacity as treatment
progresses;

o adapting exercise for chronic-disease comorbidities, medication effects and
musculoskeletal limitations; and

e supporting behaviour change and sustainable physical activity and long-term weight
maintenance if pharmacotherapy is reduced or ceased.

Australia has 10,107 AEPs (as of August 2026) who deliver more than 451,000 Medicare-
funded services annually to approximately 179,000 Australians. Across all healthcare settings,
AEPs provide essential clinical services to approximately 243,000 clients each week, equating
to over 1.16 million unique patients each year.3*3*> More than one-third already work with
people with type 2 diabetes, and approximately 2,600 provide services by telehealth.3*
Telehealth can improve access for people in regional, rural and remote communities, although
affordability, connectivity and local service availability remain important considerations. People
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with type 2 diabetes may currently access AEP services through Medicare GP Chronic
Condition Management Plans, group allied health arrangements or private funding.

Given the physiological changes associated with GLP-1RA therapy, clinical exercise
prescription delivered by an AEP safeguards physical function, independence and longer-term
health. It helps ensure that weight reduction translates into meaningful health gain rather than
a lower number on the scale alone.

Improving Patient Access to Multidisciplinary Care

Outcomes for Australians on GLP-1RA medications can be improved by better access to APDs
and AEPs under Medicare’s General Practice Chronic Disease Management Program
(GPCCMP) items (10953, 10954, 93000, 93013).3¢

Currently patients are only able to access five sessions under the Chronic Disease
Management plan, shared across 13 allied health professionals.® Consequently, individuals
may not have sufficient access to the complex multidisciplinary support required while on these
medications and cannot meet best practice guidelines for nutritional or physical care.>*® We
are therefore recommending that the PBAC refer the need for complementary Medicare
funding to the Australian Government, including at least 12 funded items to access APDs and
AEPs annually for eligible people prescribed GLP-1RAs.

The Department of Veterans’ Affairs recognises the need for additional consultations. The 2019
implementation of the Treatment Cycle Initiative under the Department of Veteran Affairs
allowed 12 consultations per allied health profession per year for eligible veterans.3° 4

Access to care should be extended to all individuals, and GLP-1RA therapy should not be
delivered as a medication-only intervention. APD and AEP’s provide complementary support;
each addressing a distinct and interrelated nutrition, behavioural, physical and functional
considerations associated with GLP-1RA use. An increase to 12 sessions, can improve patient
access to the complex care required during GLP-1RA therapy and can help patients embed
sustainable behaviours and long-term health improvements alongside GLP-1RA treatment.
Extending patient access to APD and AEP care alongside pharmacotherapy, may support
sustained health gains, reduce preventable health complications and associated healthcare
expenditure, and maximise the long-term value of GLP-1RA investment within the Australian
healthcare system.

Savings to government: Reducing Obesity Related Costs
and Inequities Through Multidisciplinary GLP-1 RA Care

The value of GLP-1 RA therapy to government is best assessed within a whole-of-care
framework that considers treatment durability, functional outcomes and downstream
healthcare utilisation, rather than the cost of the medicine in isolation.

To estimate the cost of a funded exercise physiology and dietetic pathway alongside GLP-1RA
therapy, and the additional effectiveness required for that pathway to be cost-effective, ESSA
and Dietitians Australia applied an established Australian cost-effectiveness model of
semaglutide in adults with overweight or obesity and established cardiovascular disease.*'
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The modelled pathway is deliberately modest, including:

e 12 sessions shared across AEPs and APDs in the first year, front-loaded during the
titration period.

o Followed by two sessions in year two and one annual review for as long as the patient
remains on therapy.

For the purposes of the economic analysis, the pathway is costed using a cardiac rehabilitation
delivery model, as reflected in Figure 1, incorporating individual APD/AEP consultations.

Costed at Medicare benefit rates, the pathway would cost $1,232 per patient over the model
horizon, or $747 per new patient over five years once real-world persistence is applied to both
the medicine and the support pathway.

Compared with $8,430 in medicine expenditure per initiator on the same basis, the proposed
pathway represents only 8.9% of total medicine expenditure. Because the first-year block is
a fixed investment per initiator, cohorts with earlier discontinuation show a higher ratio of 12.2%
under low persistence and 5.9% under high persistence.

The additional clinical effectiveness required from the support pathway is therefore
correspondingly small.

Applying the cost of the pathway to the published Australian cost-effectiveness analysis, a 20-
year Markov model reports an Incremental cost-effectiveness ratio (ICER) of $96,055 per
Quality adjusted life year (QALY). At an assumed annual medicine cost of $4,175, our
recomputation reproduces this at A$96,042 per QALY. Adding the cost of the support pathway
raises it to A$98,630 per QALY.

The support pathway would therefore need to generate an additional 0.0128 QALY s per patient
to offset its incremental cost and return the ICER to the level of the medicine-only scenario.
This represents a small 2.7% increase in health benefit, equivalent to a sustained utility
increment of 0.0012, or approximately one-eighth of the increment attributed to semaglutide
in the model.*?

Integrating 12 items for APD/AEP support is an additional investment, but only a small
improvement in patient health (2.7%) is needed to offset this investment.

Even under the least favourable unit-cost and maintenance assumptions, APD/AEP support
would only need to deliver an 8.0% additional health benefit to make the cost of additional
support worthwhile.

Both estimates are below most published estimates for supervised exercise and nutrition
support in comparable populations, and above only the weakest estimates (Figure
1).43444546474849 The closest applicable comparator, a lifetime model of exercise referral among
sedentary adults with obesity, reported a gain of 0.011 QALYs at £14,618 per QALY.*
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Required for cost-effectiveness neutrality: 0.0128 QALYs
(compound sensitivity range 0.009-0.038, shaded)

REACH-HF, lifetime model (HFrEF, cardiac renab) - ||
Gusi, exercise referral, 6 months -

Look AHEAD, SF-6D, 9 years -

DIRECT, lifetime model -

DIRECT, 5-year follow-up -

Welsh National Exercise Referral Scheme - -

Exercise referral, sedentary obese subgroup (Anokye) -
Exercise referral, base case (Anokye) -

NULevel, 12 months (non-significant) - B Cardiovascular cohort

Obesity / diabetes cohort
E Null result

Look AHEAD, HUI-2/HUI-3 (no benefit) - ?

Ll 1 1l
0.00 0.05 0.10 0.15 0.20 0.25
Incremental QALYs per person

Figure 1 Comparator estimates from exercise and dietary interventions, set against the gain required here for cost-
effectiveness neutrality (0.0128 QALYs; compound sensitivity range 0.009 - 0.038). Cardiovascular-cohort studies are
the applicable comparators because cardiac rehabilitation is the proposed delivery route; obesity and diabetes gains
are largely mediated by diabetes remission, which SELECT model excluded. Null results are shown because they are
part of the same literature. The REACH-HF trial’s own EQ-5D between-group difference at 12 months was -0.024 (95% ClI
-0.091 to 0.044, non-significant); it is not plotted because it is a utility difference at a single timepoint rather than a QALY.

Two features make this a conservative rather than an optimistic estimate. First, the source
model*>*! includes no pathway for lean-mass loss, sarcopenia, falls or functional decline. The
principal mechanisms through which exercise physiology and dietetics may contribute to
durable health outcomes are therefore absent from the model. The threshold reported here
represents what the support pathway must achieve within the model, not the full range of
benefits it may deliver in practice. Second, the range of QALY gains reported in the
published literature indicates that AEP- and APD-led interventions for people with obesity and
established cardiovascular disease could plausibly exceed this threshold.

On the cost side, group contacts are costed at the Medicare benefit, which represents a funding
floor rather than the full cost of delivering a cardiac rehabilitation program. For comparison, the
REACH-HF facilitated home-based cardiac rehabilitation program was delivered in the United
Kingdom at £418 per participant for a mean of 6.5 contacts, compared with an NHS cardiac
rehabilitation tariff of £477, approximately A$122 per contact at current exchange rates and
before adjustment for inflation, compared with the A$63 applied here. Medicare benefits fund
consultation time only and does not account for facilitator training, travel or non-contact time
included in the REACH-HF estimate.*°

The finding that semaglutide was not cost-effective in the Australian model*' was driven largely
by the assumed medicine cost of $4,175 per year, derived from comparable formulary
medicines. The confidential effective price may be lower than this assumed cost. This would
alter the specific estimates but not the central conclusion: the proposed support pathway
represents a small and predictable per-patient cost relative to the cost of
pharmacotherapy.
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With GLP-1 RA use rising in Australia, alongside demand for more complex care, the question
is not only whether these medicines will be dispensed at scale, but whether that expenditure
will deliver durable health benefits. Raising the Chronic Condition Management Plan limit
from five individual services shared across all allied health professions to at least 12
services annually for this population, would involve a known and modest cost per
patient.

It would also place dietetic and exercise physiology care within reach of more people
receiving GLP-1RA therapy and ultimately aid in reducing the potential cyclic health and
economic burden on the Australian healthcare system, following GLP-1RA treatment
cessation.

Conclusion

As the committee considers equitable access to GLP-1RA medicine through the PBS for
individuals with eASCVD, Exercise and Sports Science Australia and Dietitians Australia
encourage consideration of the broader model of care surrounding GLP-1RA therapy. The
question is not only whether GLP-1RA therapies are prescribed appropriately, but whether
patients are supported appropriately to achieve the best possible outcomes from these
medications.

Structured exercise delivered by Accredited Exercise Physiologists and medical nutrition
therapy delivered by Accredited Practising Dietitians are complementary, evidence-based
components of GLP-1RA care. Advising government to extend Medicare funded access to
both professions for eligible patients during GLP-1RA treatment and following dose reduction
or cessation, protects muscle strength, physical function and nutritional health and supports
the durability of treatment outcomes. As the accompanying economic analysis shows, this
extension represents a small and known per-patient cost relative to the cost of PBS-subsidised
GLP-1RA pharmacotherapy.

Exercise and Sports Science Australia and Dietitians Australia welcome the opportunity to
work with the Committee and the Australian Government to ensure that PBS-supported GLP-
1RA therapy is delivered within models of care that optimise patient outcomes, preserve
physical function and nutritional health, and maximise the value of public investment.
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