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DAA / ADEA interest in this consultation
DAA / ADEA are concerned about the prevalence of type 2 diabetes in the
Australian population, including in those living in Western Australia.
Accredited Practising Dietitians (APDs) provide medical nutrition therapy to all
people with diabetes, including those with pre-diabetes, Type 1 diabetes, Type 2
diabetes, and gestational diabetes.
Credentialled Diabetes Educators (CDEs) provide self-management diabetes
education, including general nutrition for people with type 2 diabetes and refer
people with type 2 diabetes to APDs for medical nutrition therapy.
DAA and ADEA have a vested interest in advocating for the essential role of diet
in the prevention and management of type 2 diabetes. The two professions have
an integrated role in the management of type 2 diabetes, in fact many CDEs are
APDs, and vice versa.
Recommendations
The DAA and ADEA appreciate the opportunity to submit our position on the role
of diet in the prevention and management of type 2 diabetes by the Western
Australian Legislative Assembly. DAA and ADEA recommend the following:
1. Diet and nutrition therapy are first line intervention in both the prevention
and management of type 2 diabetes.
2. Governments should invest in long-term prevention and management diet
and nutrition initiatives that are equitable across different populations.
These should be delivered to individuals either in person or via telehealth,
or in group settings.
3. In parallel to diet and nutrition initiatives that focus on the individual,
governments should invest in public health initiatives that include longterm health messaging, food regulation and policy improvements, and
changes to the environment that promote healthy food choices and
physical activity.
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DAA and ADEA are concerned about the extensive cost of type 2 diabetes
(and its associated risk factors) to the Australian community. There needs
to be greater investment in both prevention and management of type 2
diabetes to reduce the burden on the health system.
DAA and ADEA recognise that the cost of type 2 diabetes to the Australian
health system is greater as disease progresses, and therefore advocate for
greater government support to enhance the capacity of primary care
professionals such as APDs and CDEs. Specifically, greater government
funding is needed in the following areas:
Increased funding and number of sessions for Medicare Benefit Scheme
(MBS) Items for allied health practitioners, including access of these items
for those with pre-diabetes and gestational diabetes.
Increased funding to allow for long-term intensive type 2 diabetes
prevention and management programs
Funding for allied health practitioners to use telehealth to communicate
with patients that have barriers to service access (e.g. those living in rural
and remote areas or with limited mobility)
DAA and ADEA advocate for comprehensive and long-term prevention and
management interventions, utilising both individual and community health
strategies.
DAA and ADEA support interventions that aim for weight reduction in
participants with type 2 diabetes, however do not support an undue focus
on weight when providing interventions.
DAA and ADEA recognise diet as a key factor in weight management, and
do not support a one-size-fits all approach to specific diets and their role in
the prevention and management of type 2 diabetes.
DAA and ADEA support a person-centred approach in the dietary
prevention and management of type 2 diabetes. Practitioners should
always consider individual factors such as environmental, social and
cultural factors, age, and education, financial and mental or physical
capacity.
DAA and ADEA advocate for changes to regulation in the food industry,
including advertising and food labelling, to improve the overall nutrition
quality in the current Australian population and future generations to
come.
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Discussion
The cost of type 2 diabetes to the community
DAA and ADEA highlight that the prevalence of diabetes has been escalating over
the last three decades, with rates tripling over this period [1]. Type 2 diabetes
affects over 1.1 million Australians according to the current National Diabetes
Services Scheme Australian Diabetes Map [2].
DAA and ADEA understand, from 2014-15 self-reported data from the National
Health Survey [1], that rates of type 2 diabetes are generally similar among men
and women (6% and 5%, respectively), increase with age and are higher among the
elderly, Indigenous Australians and those that are socioeconomically
disadvantaged. Surprisingly, type 2 diabetes was relatively similar across major
cities, regional and remote areas (5%, 6%, and 6% respectively), though this was
not the same when all types of diabetes were considered.
DAA and ADEA highlight recent research by the Boden Institute of Obesity [3]
estimates that a further 350,000 Australians are living with undiagnosed type 2
diabetes. While increasing incidence of type 2 diabetes is one of the reasons that
prevalence is increasing, improvements to medical science have potentially
increased longevity of people with type 2 diabetes [4].
DAA and ADEA recognise that the cost of type 2 diabetes to the Australian
community is significant. Lee et al. estimated the total annual cost of diabetes in
2010 for Australians aged ≥30 years to $14.6 billion [5], with a 2013 report by
Diabetes Australia reporting that type 2 diabetes alone costs up to $16 billion per
year (including healthcare, carers, and Commonwealth government subsidies) [6].
Costs were substantially higher in people with micro- and macrovascular
complications that resulted from long-standing diabetes and inadequate
management [5]. Nerve damage in the lower limbs affects around 13% of people
with type 2 diabetes and diabetic retinopathy (eye damage) occurs in over 15% of
people with type 2 diabetes. Diabetes is the leading cause of end stage kidney
disease in Australia. Cardiovascular Disease (CVD) is the primary cause of death,
with around 65% of all CVD deaths in Australia occurring in people with diabetes or
pre-diabetes [6].
DAA and ADEA highlight the cost of life lost by diabetes in Australia. Evidence
from the 2014-15 national health study indicates that diabetes is ranked in the top
10 leading causes of death in Australia, contributing to 10% (n=16,400) of deaths in
2015. Of this, 55% (n=9,000) of deaths were due to type 2 diabetes [1] (please
note, this is self-reported data).
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The adequacy of prevention and intervention programs
DAA and ADEA recognise that type 2 diabetes is the most common form of
diabetes and, in many cases, is preventable by achieving a healthy lifestyle [1].
DAA and ADEA agree that interventions aimed to improve both physical and
mental health in patients with type 2 diabetes are of key importance to the
successful prevention and management of the disease [7].
DAA and ADEA acknowledge that there are lifestyle intervention programs
offered in Australia. These are aimed at the prevention and management of type 2
diabetes through weight reduction, healthy eating, regular physical activity and
smoking cessation. However, DAA and ADEA advocate that more are required to
ensure equity in initiatives across at-risk populations and demographics [1,6,8].
DAA and ADEA note that women with Polynesian, Asian, Middle Eastern and
Aboriginal and Torres Strait Islander (ATSI) background have significantly higher
risks of gestational diabetes and type 2 diabetes (by up to 44% in South Asian
women) [8- 10].
DAA and ADEA are aware of the link between that Gestational Diabetes Mellitus
(GDM) and the risk of developing type 2 diabetes and associated complications in
the future [11-13]. GDM is a condition that develops in up to 30% of pregnancies in
Australia and worldwide [14].
Type 2 diabetes prevention interventions
The European Evidenced Based Guidelines for the Prevention of Type 2 Diabetes [15]
indicate that lifestyle interventions resulting in 5-7% body weight loss can reduce
the risk of developing type 2 diabetes by 50%, with a European Diabetes Prevention
Study finding that sustained weight loss of 5% after three years demonstrating a
reduced risk of type 2 diabetes by up to 89% [16]. The Diabetes Prevention Program
(DPP) Trial [17] in the United States provided similar findings, suggesting that, for
every kilogram of body weight lost, there was a relative risk reduction of type 2
diabetes by 16%. Participants in the ‘Lifestyle Change Group’ in the DPP trial
showed continued benefits related to delayed diabetes progression 15 years after
the trial. It is worth noting that during the initial program they were well
supported in person and/or via phone.
DAA and ADEA support that, to adopt healthy behaviour that is conducive to
reducing weight, individuals require interventions that provide the appropriate
tools and education to make improved food choices and enable self-management
of their disease [18]. Referral to an APD for individualised nutrition advice is
indicated [19].
DAA and ADEA highlight further evidence from the Look AHEAD trial in the United
States that suggests early intensive lifestyle intervention (i.e. as soon as diabetes
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is diagnosed) with a dietitian, psychologist and/or exercise specialist may induce
type 2 diabetes remission [20]. Likewise, the US Community Preventive Services
Task Force evidence summary and recommendations for intensive lifestyle
interventions for patients with pre-diabetes and type 2 diabetes concludes that
intensive lifestyle interventions providing ongoing counselling, coaching, and
individualised guidance to patients are associated with more weight loss and a
lower risk of developing type 2 diabetes in the future [21]
Type 2 diabetes management interventions
DAA and ADEA recognise that type 2 diabetes is a common disease in Australia [1],
and that it requires comprehensive, long-term interventions that educate and
support individuals on the importance of managing their condition appropriately.
DAA and ADEA highlight evidence to indicate that it is more common for patients
living in rural and remote communities to attend individual counselling sessions
than group sessions. This may be due to the in difficulty engaging sufficient
patient numbers at any particular time in these locations [22]. DAA and ADEA
highlight that scoping of travel distance should be considered when targeting
diabetes management intervention programs at these populations.
DAA and ADEA highlight that there is research into why group classes may be
effective in diabetes management [23], suggesting that group classes tend to be
longer in duration than individual visits, and the information received from group
classes is rated as more ‘useful’ by participants than that received at individual
counselling. Patients also value being able to share problems with similarly
affected individuals [23].
The current workforce
One systematic review and meta-analysis [19] indicated that referral to a dietitian
for nutrition therapy (rather than dietary advice provided by other professionals)
has demonstrated to produce greater effects on HbA1c, weight, and LDL
cholesterol. The same study also highlighted the importance of dietetic advice
being included as part of a lifestyle intervention, rather than as a stand-alone
treatment.
DAA and ADEA indicate that, according to Pekarsky [24], the current CDE
workforce is able to serve approximately 57% of patients in Australia with
diabetes, not including people with pre-diabetes. DAA does not have similar
statistics on APDs, but many APDs are also CDEs, or would work closely with one
in their multidisciplinary team. ADEAs CDE Map [25] indicates CDEs are
concentrated in major cities and are less prevalent in rural and remote areas,
indicating the need for governments to increase initiatives that bring practitioner
to these communities, or support access such as funding for allied health
telehealth items in the MBS.
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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DAA and ADEA are concerned that the current model of care in the Medicare
Benefits Scheme (MBS) Chronic Disease Management plans do not allow for
appropriate education and follow-up by allied health practitioners in patients,
including those with type 2 diabetes.
DAA and ADEA have both provided submissions to the government to advocate
for greater recognition of the role of APDs and CDEs in Chronic Disease
Management plans (See Attachment 1. DAA Pre-Budget Submission Medicare
2013). Key points have been summarised below.




DAA and ADEA highlight that the current Annual Cycle of Care program
[26] through GPs should be individualised so that self-management is best
able to be supported by the appropriate health professional. DAA and
ADEA are concerned that, while this program provides a detailed set of
patient management steps that GPs can use to provide patients diabetes
management through Medicare, there is no guarantee that the plans are
completed in consultation with other health care providers or the patient.
Person-centred care is important to encourage diabetes self-management
[27,].
DAA and ADEA highlight that MBS Chronic Disease Management plans
include 5 referrals per annum for each patient [28]. These must be chosen
from 11 possible health professionals. DAA and ADEA advise that this
limited number of appointments within this system is vastly inadequate to
ensure effective ongoing support and education to promote selfmanagement. As a result, there is a potential for visits to be wasted, or
excessive visits to be used (which in turn impacts clinicians who then are
not reimbursed for their services). DAA and ADEA identify that the system
is challenging for both patients and health professionals.

Telehealth
DAA and ADEA highlight evidence to support the use of telehealth in the
management of patients with type 2 diabetes [29], and advocate for telehealth
facilities to be made available to all people with diabetes to ensure appropriate
access to health professionals, this is particularly important for those with access
barriers, such as those living rurally or remotely or with limited mobility. While
developments in telehealth initiatives exist, limits are applied by Medicare’s
eligibility criteria and focus on medical consultations, rather than allied health
[28]. For CDEs and APDs there is no MBS item for telehealth.

Use of group education
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DAA and ADEA view group education as an important preventative and
management strategy for type 2 diabetes. It has shown significant benefits and
positive outcomes for people with type 2 diabetes and pre-diabetes [22] and has
been supported as a superior intervention than individual counselling [29].
However, DAA and ADEA are aware that some studies have indicated poor
outcomes in regards to attendance or completion of group programs. DAA and
ADEA therefore highlight that consideration needs to be given to improving
access to these programs and making them more appealing to people with, or at
risk of developing diabetes. Below is a summary from some group education
programs aimed at the prevention or management of type 2 diabetes.








The Life! Program is a lifestyle modification program for pre-diabetes. A
2015 Victorian study reported that, from 2007 to 2011, Life! received 29,000
referrals. Only 8412 (29%) individuals commenced the program, and of
these only 3114 (37%) completed sessions 1 to 6 [30].
A study in the UK [31] reported a 4% attendance rate to a structured selfmanagement diabetes education program. The authors collected data
from potential participants on reasons for non-attendance. Results
showed that 65-70% of respondents believed that their diabetes was wellcontrolled or that they already knew enough about diabetes. Almost 50%
of respondents thought that their diabetes was “mild” and that they were
not at risk of developing complications. Respondents identified a range of
barriers to their participation, including lack of information about the
programs, time, cost (related to both travel and time off work), living too
far away from where the program is held, physical disability, language
problems, and difficulty in understanding the content of the programs.
Another study from the UK also found that younger people, particularly
those who are overweight/obese and are smokers were less likely to be
engaged in group education programs, as well as those from lower
socioeconomic areas [32].
In 2016 DAA, ADEA and ESSA co-authored a submission advocating for the
government to extend eligibility to include pre-diabetes under Medicare
items for ‘Allied Health Group Services for patients with Type 2 Diabetes
Mellitus’. The purpose of this was to allow patients with pre-diabetes to
utilise group programs facilitated by private practitioners for prevention of
type 2 diabetes. DAA and ADEA support that private practitioners can be
flexible in program delivery and timing of education sessions which may
assist in reducing barriers to attendance (see Attachment 2. Type 2
Diabetes Medicare group Services Information Pack).

Early life nutrition for prevention of type 2 diabetes
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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DAA and ADEA are founding members of the early life nutrition coalition (ELNC).
The ELNC is a subcommittee of Perinatal Society of Australia and New Zealand
(PSANZ). The ELNC is working to improve long-term health in Australia and New
Zealand by harnessing the power of the First 1,000 Days of life. As outlined in the
research [33, 34], many factors during gestation and early childhood can have an
impact on type 2 diabetes for future generations. This includes maternal and
paternal nutrition, body weight pre-conception, body weight during pregnancy,
breast feeding, and caregiver mealtime modelling.

The use of restrictive diets to eliminate the need for type 2 diabetes medication
The Royal Australian College of General Practitioners provide evidence to support
that [8]. They also highlight that
DAA and ADEA support the importance of focusing resources into the prevention
of type 2 diabetes, and advocate that diet and nutrition therapy must be part of
first line treatment in the prevention and management of type 2 diabetes. The
role of diet cannot be underestimated in the management of type 2 diabetes comorbidities such as CVD, obesity, metabolic syndrome, insulin resistance and renal
impairment. [8].
DAA and ADEA support a flexible approach to the role of diet in the prevention
and management of diabetes. There are several dietary patterns that may reduce
the risk of type 2 diabetes. These include:






The Mediterranean diet [35-38]
Dietary Approach to Stop Hypertension (DASH) diet [39]
Plant-based; Vegetarian or vegan diets [40]
The Nordic healthy diet [41]
Moderate carbohydrate restriction [42]

DAA and ADEA do not support that restrictive diets can eliminate the need for
type 2 diabetes medication for all individuals with type 2 diabetes. DAA and ADEA
highlight that not every person can stick to a restrictive diet, and self-efficacy in
adherence to a diet is likely to predict positive outcomes for dietary interventions,
rather than the type of dietary strategy itself [43-47].
DAA and ADEA align with the position of Diabetes Australia, in that no one diet is
suitable for all individuals [48].
DAA and ADEA support the Australian Dietary Guidelines (ADGs) [49] as an
effective tool to assist healthy individuals meet their nutritional requirements.
However, DAA and ADEA acknowledge that they may not be suitable for
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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individuals with type 2 diabetes. This is because individuals with diabetes were not
included in the studies that formed the body of evidence for the ADGs, and may
have different nutritional requirements to those without diabetes. DAA and ADEA
advocate for individuals with type 2 diabetes to be referred to an APD for
individualised nutrition advice [19]. DAA and ADEA highlight the DAA role
statement for APDs working in the area of diabetes (see Attachment 3. DAA
Diabetes Role Statement 2018). DAA and ADEA support the referral of individuals
with type 2 diabetes to a CDE for tailored advice on managing all other factors of
their disease [50].
Restrictive Carbohydrate diets
DAA and ADEA highlight restricting carbohydrate may not be an appropriate
solution for all individuals with type 2 diabetes but do identify it as a potential
strategy for suitable individuals to self-manage their diabetes. This may/may not
lead to a reduction in diabetes medication [51].
DAA and ADEA advise that one challenge of recommending a restricted
carbohydrate diet is that there is no clear definition of what that is [52, 53]. It
could be useful to determine one definition to be applied across all health
disciplines [53, 54]. DAA and ADEA support the definitions adopted by Diabetes
Australia on page 7 of their recent Position Statement – Low carbohydrate eating
for people with diabetes [55].

DAA and ADEA highlight that the evidence for people with type 2 diabetes
consuming a low carbohydrate diet is still in its infancy. Recent systematic reviews
and meta-analyses have shown low carbohydrate diets are safe and effective in
the short term (up to six months), with potential benefits in managing blood
glucose levels, and reduced risk of heart disease [53, 54]. However, DAA and
ADEA quote the UK Guidelines [56] that state, on page 30: “there are no studies
reporting the efficacy or safety of very low carbohydrate diets over the long-term in
people with type 2 diabetes”. The Guidelines [56] report that the main health
benefits of reducing carbohydrate intake arise from incidental total calorie
restriction. A challenge highlighted in interpreting much of the research used to
develop these Guidelines is that many studies rely on self-reported intakes, which
may result in reporting bias for quantity and types of carbohydrates consumed.
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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Low fat diets
DAA and ADEA indicate that there is some evidence to support a low-fat diet in
reduction of weight [57, 58] and HbA1C [59] for individuals with type 2 diabetes.
This research does not extend to its impact on reducing diabetes medication.
Very Low Energy Diets (VLED’s)
DAA and ADEA note that there is adequate evidence to support the use of VLEDs
to support weight loss in type 2 diabetes. However, the long-term use of this
method is not supported as the recommended use of these products, and its
impact on reducing diabetes medication has not been directly reviewed [56].
DAA and ADEA support that VLEDs could be considered a tool to use in
combination with other diabetes management strategies, and patients should be
transitioned onto an individualised dietary plan after 12 weeks [59-64]. DAA and
ADEA recognise that, in order to ensure nutritional adequacy of the diet during a
VLED, the use of meal replacement products is considered safe and effective for
the management, and even potential remission of type 2 diabetes for a period of
up to 12 weeks [65-69].
Regulatory measures to encourage healthy eating
DAA and ADEA support regulatory measures that include clear messaging and
labelling to ensure appropriate information and education is available to
consumers. DAA and ADEA agree that this has the potential to encourage healthy
eating and enable consumers to make safe choices relevant to their individual
health status.
DAA and ADEA acknowledge the importance of progressive monitoring and
evaluation of fast food menu labelling schemes to assess their impact, make
improvements, be transparent and provide qualitative and quantitative evidence
to inform policy decisions. DAA and ADEA highlight some food regulation and
policy initiatives that have been introduced into Australia. It is worth noting that
many of these are yet to be mandated by the Australian government. DAA and
ADEA support mandatory food policy that encourages innovation and progression
within the food industry.
Health Star Rating
DAA and ADEA support the Health Star Rating (HSR) as a useful Front of Pack
(FOP) labelling measure, however it is a complex system and is not mandatory on
all packaged foods (See Attachment 4. DAA Health Star Rating submission 2017).
DAA and ADEA acknowledge that there are some limitations to this tool:

The Role of Diet in the Prevention and Management of Type 2 Diabetes

Page | 11






the HSR was not designed for either the prevention or management of
diabetes but is a tool to assist consumer make healthy food choices.
The algorithm used is not able to separate added sugars from the total
carbohydrate content, and scores oils high in poly- and mono-unsaturated
fats as less healthy. This skews the rating system for some foods.
As it stands, the HSR does not align with the Australian Dietary Guidelines
[40], in that it does not encourage the consumption of core food groups,
including whole foods such as fruit, vegetables, nuts and seeds.

DAA and ADEA highlight that there is some evidence to support the HSR as a
preferred FOP labelling tool over others [62]. Despite the limitations, DAA and
ADEA support it as a useful tool to assist individuals to make healthier food
choices. This include those with, or at risk of developing type 2 diabetes.
Individual situations need to be considered when recommending its use.
Sugar, fats and oil labelling for packaged foods and drinks
DAA and ADEA support a regulated approach to the labelling of added sugars,
fats and oils on packaged foods and drinks particularly to allow greater
information provision to consumers that aligns with the HSR. DAA support the
clear messaging of different types of added sugars, fats and oils on the Nutrition
Information Panel. DAA and ADEA acknowledge that there is a growing body of
evidence for FOP warning labels [70-73], and Dixon et al. [74] indicated that
warning messages may allow parents to more accurately assess the nutritional
value of packaged foods. However, DAA and ADEA note the evidence is limited to
sugar sweetened beverages only [71]. Therefore, DAA does not support warning
labels on other products at this time until further trials and studies can be
undertaken to build the evidence. If proven effective, FOP warning labels on
foods high in sugars, and saturated fats and oils, should be implemented. This
should again be combined with appropriate evaluation (for further information,
please see Attachment 5).
Menu Labelling
DAA and ADEA support regulated menu labelling in Australia and encourage a
consistent approach to labelling style for all food outlets, including the use
standardised units and language (i.e. kilojoules instead of calories). This will
ensure consumers are able to receive education around reading menu labelling
and make informed choices when selecting off menus. There is strong evidence to
support that menu labelling is an effective strategy to improve nutrition choices
[75, 76], and that consumers do choose meals with fewer kilojoules [77].
Voluntary food reformulation targets for added sodium, saturated fats and sugars.
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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DAA and ADEA are aware that there is currently a review being undertaken on
setting voluntary food reformulation for the nutrient’s sodium, saturated fat and
added sugars [78]. DAA and ADEA support that, if the government were to
regulate these targets, it would drive innovation within the food industry to find
alternatives that consider both food safety and consumer acceptance [79, 80].
DAA and ADEA agree that all measures, regulatory or not, need to be rolled out in
conjunction with appropriate public health messaging and education, to facilitate
consumer behaviour change.

Social and cultural factors affecting healthy eating
DAA and ADEA agree that social and cultural factors affect healthy eating, which
in turn could impact on an individual’s likelihood of developing type 2 diabetes or
lead to disease progression for those who already have type 2 diabetes.
DAA and ADEA acknowledge that socially and economically disadvantaged people
are more likely to purchase cheaper, energy-dense foods rather than low energydense foods such as fruit and vegetables. People in more highly educated and
higher socio-economic groups are more like to select food based on health rather
than cost [81].
Among Australian seniors with chronic disease, those with cancer or diabetes
were more likely than others to face a heavy burden from out-of-pocket-expenses
relative to income [82]. Specifically, to Western Australia, low-income earners in
Perth access GPs regularly, but their access to other professionals such as
dietitians and podiatrists is very limited [83].
Our food culture is driven by advertising.
DAA and ADEA are concerned that the foods advertised in Australia are
inconsistent with the ADGs [49]. The majority of recorded advertisements are for
foods classified as ‘discretionary foods’, there are low levels of advertising for
fruit and vegetables, and there are no social marketing messages to support
healthy eating [84].
DAA and ADEA are aware that there is a positive association between time spent
watching television and an increase in the prevalence of childhood overweight
and obesity. Television watching is associated with an increase in consumption of
fast food and energy-dense snacks [85].
Children adopt eating habits from an early age
DAA and ADEA highlight that studies [33] have indicated epigenetic programming
during foetal development may be influenced by maternal intake of protein, fat
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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and carbohydrate during pregnancy. These studies observed that the same
nutrients, particularly protein and fat, are consumed later in childhood (assessed
at 10 years of age). Offspring of mothers exposed to extreme hunger in early
gestation were twice as likely to consume a high-fat diet in later life.
DAA and ADEA support that improving health and nutritional status of both men
and women before pregnancy improves long term health outcomes for mothers
and children across generations. Improving women’s nutritional status and
weight management during pregnancy also impacts on long term health
outcomes for offspring across the lifespan [34].
Ethnic groups at greater risk of developing diabetes
DAA and ADEA acknowledge that people from the Pacific Islands, Indian
subcontinent, or Chinese backgrounds are at greater risk of developing diabetes
for several reasons, including language barrier, changes to their food supply, [86,
87]. As mentioned above, Indigenous Australian adults are four times more likely
to have diabetes, than those who are non-indigenous [1].
People in rural and regional areas
DAA and ADEA identify those individuals living in rural and remote areas as at risk
of food security [88], which in turn could impact on healthy eating choices and
diabetes prevention or management. Statistically, there is not a large difference
between individuals living in metro vs rural and/or remote areas, and self-reported
incidence of type 2 diabetes only [1].

Behavioural aspects of healthy eating and effective diabetes self‐management
DAA and ADEA acknowledge that dietary behaviour is linked to the prevention
and management of type 2 diabetes and is complex and multifactorial.
DAA and ADEA are concerned that many public health policies put too much
emphasis and onus on an individuals’ capacity for behaviour change. DAA and
ADEA highlight literature that supports the importance of large-scale change to
social, food and built environments to enable greater type 2 diabetes
management by individuals in the community [89-92]. Hence, DAA and ADEA
support that environmental factors are equally important to facilitate behavioural
change, as individual choice and will.
DAA and ADEA acknowledge that health promotion campaigns need to be
sustained over time to impact behaviour change [93], just as it has been
demonstrated that sustained exposure to food product marketing such as
The Role of Diet in the Prevention and Management of Type 2 Diabetes
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television advertising was found to influence food choices and eating behaviours
in certain populations [94]. DAA and ADEA acknowledge that this would require
financial and resource commitment of governments to keep these campaigns
running.
DAA and ADEA highlight that mental health conditions such as anxiety, depression
and eating disorders can negatively impact the self-management of individuals
with type 2 diabetes [95-100]. Women with type 2 diabetes are at greater risk of
developing mental health conditions than men [98]
DAA and ADEA advocate for individuals to be encouraged to engage in healthy
behaviours (such as healthy consumption of food and drink, regular exercise,
adequate sleep and smoking cessation) with a goal of weight management as an
important factor in preventing or managing Type 2 diabetes [56, 95].
Despite the clear link between weight management and type 2 diabetes
prevention and management, it is important to acknowledge that there is also a
strong link between mental health conditions and type 2 diabetes. DAA and ADEA
do not support an undue focus on weight management as part of an intervention
strategy for individuals with type 2 diabetes. DAA and ADEA encourage that
individual circumstances are considered, and goals are set collaboratively when
developing preventative or management plans with patients that have type 2
diabetes.
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Summary of recommendations to expand access to Accredited Practising Dietitians under
Medicare
1. Provisions under the Medical Benefit Schedule (MBS) should be extended to permit
telehealth services as an alternative to face to face services by Accredited Practising
Dietitians (APDs) under MBS item 10954. This would benefit Australians with chronic
medical conditions such as diabetes, cardiovascular disease, stroke, cancer or
musculoskeletal conditions managed by a General Practitioner (GP) under the Medicare
Chronic Disease Management items.
2. Australians with chronic medical disease should have better overall access to allied health
practitioners, including APDs, to support self management under the Medicare Chronic
Disease Management items. The limit of five services per annum in total for allied health
should be increased to 10 services per annum.
3. Rebates should be introduced as an additional item for allied health practitioners under the
MBS as an incentive for participation in multidisciplinary case conferencing in the same way
that GPs are compensated for this important activity under items 735 - 758 in the Medicare
Benefits Schedule.
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Expanding access to Accredited Practising Dietitians under the Medical Benefit Schedule
Area of concern
Individuals with chronic disease experience better outcomes when they have access to primary
health care provided by a multidisciplinary team, including a GP and one or more allied health
practitioners. Currently there is a limit of five on the number of services rebated under the MBS for
allied health, including APDs, and services must be delivered in person.
Background to recommendations to expand access to APDs under the MBS


Telehealth
o Australians living in rural and remote areas have poorer health outcomes than their
metropolitan counterparts1 and yet they have difficulties accessing allied health
support to assist in self management of their chronic medical conditions.
o This is particularly true for people with complex health needs such as diabetes, food
intolerance, renal disease or gastrointestinal disease.
o The 2010 Telehealth for aged care report2 concluded that older Australians
participating in telehealth may be able to stay in their homes for longer, rather than
entering residential aged care facilities.
o Dietetic services are well suited to the medium of telehealth, as demonstrated by
the inclusion of telehealth in the pilot of the Coordinated Care for Diabetes reform.
o DAA records for September 2012 indicate 1167 APDs engage in private practice on a
full-time or part-time basis. 204 APDs (17%) practice in regional, or rural/isolated
areas.



Increase in number of allied health services
o From January to December 2012, there were 268,140 consultations attracting a
benefit of $14,106,048 reported for item 10954 for patients with a chronic medical
condition and complex care needs.
o Effective nutrition counselling in diabetes requires sufficient number of
consultations to introduce and reinforce complex concepts for ongoing self
management.
o A number of organisations have expressed support for an increase in the number of
allied health services under the MBS. This includes Diabetes Australia, the Chronic
Disease Alliance, Allied Health Professions Australia, and the Australian Medical
Association.
o Diabetes Australia identified that 10 services are needed to achieve acceptable
outcomes in Type 1 diabetes3.
o The pilot of the Coordinated Care for Diabetes reform has demonstrated that the
limit of five allied health services is not adequate to meet the needs of people.
o The small number of consultations currently allowed poses a barrier to change and
consequently the Diabetes Advisory Group has approved a reallocation of pilot
project funding to facilitate additional consultations.



Case conferencing
o The quality of patient care is currently compromised by the inability of allied health
practitioners to contribute to case conferencing.
o Multidisciplinary case conferencing has the potential to improve the effectiveness of
health care and reduce hospital admissions4.
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o

Although GPs have incentives through Medicare items 735 - 758 to participate, they
do not do so because others in the health care team cannot afford to attend
conferences.

Cost of recommendations
Costs of these recommendations are outlined as follows
 Telehealth
o Substituting telehealth services for standard consultations covered by Medicare
Item 10950 would be cost neutral and could be met from the existing government
budget
o It could be reasonably expected that the improved access might address unmet
needs for individuals with chronic disease in rural areas resulting in a small increase
the number of services performed.
o There would be a requirement to update Department of Human Services processes
and information.


Overall increase in consultations
o An increase in the number of consultations for allied health would require an
increase in the health budget
o This investment would be expected to improve health outcomes5, with a potential
cost saving in the longer term.



Introduction of case conference item for allied health
o This initiative would require an increase in the health budget as allied health
practitioners would have an incentive to participate in multidisciplinary care, and
GPs would likely increase claims made under Items 735 – 758
o This initiative also has the potential to save healthcare dollars by reducing hospital
admissions and morbidity associated with chronic disease.

Relationship to government policy
The recommendations are consistent with the Commonwealth government health reform agenda
through
 a commitment to increasing the use of telehealth through the Connecting Health Services
with the Future: Modernising Medicare by Providing Rebates for Online Consultations
initiative1
 the establishment of Medicare Locals to drive improvements in primary health and to make
it easier for patients to access services they need.
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Medicare Group Items
for People with
type 2 diabetes

The multidisciplinary
approach:
what does it mean?

From 1 May 2007, new Medicare items will be available for
group services for people with type 2 diabetes provided by
Credentialled Diabetes Educators (CDEs) and/or Accredited
Exercise Physiologists (AEPs) and/or Accredited Practising
Dietitians (APDs) who are registered providers with Medicare
Australia.

A collaborative, multidisciplinary approach to delivery of
these group services is encouraged. Multidisciplinary practice
is a team approach to the provision of healthcare, involving
all relevant medical and allied health disciplines. In the case
of the Medicare group items, this would involve general
practitioners (GPs), CDEs, AEPs and APDs working together to
deliver services aimed at improving the health of people with
type 2 diabetes.

More detailed information about these new items (81100
to 81125) can be found on the Department of Health and
Ageing (DoHA) website at: www.health.gov.au/epc.
This site provides a range of material:
•

Allied health group services under Medicare for
patients with type 2 diabetes – Information for allied
health professionals

•

Allied health group services under Medicare for
patients with type 2 diabetes – Information for GPs

•

Referral form for Allied Health Group Services under
Medicare for patients with type 2 diabetes

•

MBS Item Descriptors (items 81100 to 81125)

•

MBS Explanatory Notes (items 81100 to 81125)

This booklet has been prepared by representatives from
the Australian Diabetes Educators Association (ADEA),
the Australian Association for Exercise and Sports Science
(AAESS) and the Dietitians Association of Australia (DAA), to
complement the material produced by DoHA and assist CDEs,
AEPs and APDs to develop and provide best practice group
services.



As well as delivering benefits to patients, collaboration can
also provide benefits for allied health professionals. Such
benefits include sharing the management of program
administration such as coordinating engagement with
local GPs, sharing of educational resources and program
evaluation, professional development, access to venues and
reinforcing positive group dynamics.
Working with GPs and engaging with the local Division/s of
General Practice to promote services and seek their input on
preferred referral and feedback practices, will also enhance
collaboration and produce better patient outcomes. Divisions
of General Practice may assist with local referral directories,
website links and newsletter promotions.
ADEA, AAESS and DAA have all significantly enhanced their
websites to facilitate the easy identification and location of
Medicare registered providers and the services they provide.
Ensuring you are listed on these websites and that your
details are current will promote your services and enable GPs
to refer to your programs.

The evidence for group
interventions
A recent Cochrane review1 on literature up until 2003 has
concluded that group-based, patient-centred training results
in effective clinical, lifestyle and psychosocial outcomes for
people with type 2 diabetes. Benefits to group participants
included reductions in glycosylated haemoglobin (HbA1c),
fasting blood glucose, body weight and systolic blood
pressure, improved diabetes knowledge and reduced
need for diabetes medications. Recent literature2 supports
these findings and indicates patients may also benefit from
groups by improving blood lipids3, 4 and locus of control5,
reducing anxiety/distress3, 6, 7, increasing knowledge3, 4, 8, 9
and satisfaction in knowledge10, improving quality of life3
and feelings of well-being11 and by eliciting positive changes
in health care behaviours (exercise, diet and other selfmanagement strategies)3, 10, 12-14.
Most interventions reviewed were multidisciplinary and
achieved positive outcomes for participants.

Group practice pointers
The resources provided on the DoHA website (see above)
provide detail on the requirements for the group services.
Figure 1 summarises these requirements in flow chart format.
Allied health professionals may also find the following group
practice pointers helpful:
•

Information and education needs of individuals
vary15. Evidence and current practice suggest that
adult groups may often be mixed for age and gender,
however disease stage (e.g. newly diagnosed) and
cultural, language and other specific needs may
be targeted2. Group education should be learnercentred15 and each individual assessed for available
and appropriate group interventions.

•

The literature2 and current practice suggest that
groups of ten or less participants work well. The
success of larger groups is not precluded by these
findings.

•

Multidisciplinary practice is strongly encouraged
but it is recognised that all 3 disciplines may not
be available to provide group services. For certain
group services a single discipline approach may
be appropriate. Dual/multi qualified practitioners
appropriately registered with Medicare Australia may
deliver sessions under all disciplines in which they are
credentialled/ or accredited.

•

There is no set length of session that appears best.
Sessions of 1-3 hours were common in reviewed
literature2.

•

There is no set number of sessions or standard
content type that appears to be best. The number of
sessions may vary according to the content and goals
of each program.

•

Group programs should be developed according
to a plan with achievable and measurable goals
and objectives. Evaluation of the success of group
sessions can be measured against key indicators of
success using process and impact indicators at the
group and individual level.



Figure 1- Flow Chart: Summary of Group Service Process

Step 1:
Referral

GP refers eligible patient to CDE or AEP or APD or Practice known to be
involved in group services under the Medicare Group Items to be assessed for
suitability for a preferred group service.

CDE or AEP or APD individually assesses the patient for suitability and
prepares for group services*. Patients unsuitable for groups may be
screened out at this time.

Step 2:
Individual
Assessment

Return assessment
report to GP.
If patient is
unsuitable for group
education, refer back
to GP

MBS Items: 81100, 81110, 81120
Rebate: $60 per Medicare patient
Consultation: minimum 45 minutes
Report: to GP on assessment undertaken, suitability for group services,
nature of proposed group services.
Note: 1 assessment claimable per calendar year

Return report to GP
after the last
service
OR
Issue identified
that needs
further attention

CDE or AEP or APD conduct group sessions

Step 3:
Group Services

MBS Items: 81105, 81115, 81125
Rebate: $15 per session per Medicare patient
Session duration: minimum 1 hour. A maximum of 2 consecutive sessions
can be delivered per day.
Session number: maximum 8 per calendar year
Session participants: 2-12 Medicare patients must attend. Non-Medicare
full-paying participants can also attend.
Report: after last service to referring GP for each Medicare patient. Must
include details of attendance, a description of group services provided and
the outcomes achieved.
Note: attendance records must be kept for Medicare patients

Phone Medicare Australia for claim enquiries on 132 150



*The CDE or AEP or APD carrying out the assessment
would ideally be part of the group delivery team, however,
this is not an essential requirement.

Eligibility
To be eligible for allied health group services, a patient must:
•

have type 2 diabetes;

•

have a relevant care plan in place; and

•

be referred by their GP to the eligible allied health
professional for assessment for group services.

In some cases, a patient may not be suitable for any of your
group services but these patients should still be assessed as
eligible for group services. These patients can be directed
to an appropriate group program elsewhere. These aspects
of patient suitability should be included in the assessment
report to the GP.

Individual Assessment

Exclusions

All prospective clients must be assessed before commencing
a group program. This includes taking a comprehensive
patient history, identifying individual goals and preparing the
patient for an appropriate group program. The assessment
will also determine the patient’s suitability for group services.

Items 81100 to 81125 do not apply for services that are
provided by any other Commonwealth or State funded
services except where an exemption under sub-section
19(2) of the Health Insurance Act 1973 has been granted.
These items also can not be provided to a person who is an

The assessment

admitted patient of a hospital.

•

must be conducted by a CDE or AEP or APD
(registered with Medicare Australia) as an entry point
to any allied health group services available; and

•

can only be conducted once per calendar year for
each patient.

A generic assessment checklist is provided (Figure 2).
This assessment checklist should provide the basis for the
assessment conducted by any one of the three disciplines.
Additional discipline specific assessment should be
undertaken as required and as relevant to the type of group
program requested.
As the assessment is generic in nature a CDE or AEP or APD
can then direct patients to any type or combination of group
services. For example, a person newly diagnosed with type
2 diabetes may not be appropriate for inclusion into a group
program targeting participants with longstanding diabetes
but may be suitable for another program being offered in
the local area. Similarly, patients with limited spoken English
and/or specific cultural needs may not suit your program/s
but may be suitable for another group service where these
particular needs are met.



Figure 2: Assessment checklist and outcomes
CLIENT DETAILS

PATIENT ELIGIBILITY AND REFERRAL PARTICULARS

•

Name

•

Confirm that the person has been diagnosed with type 2 diabetes.

•

Date of birth

•

•

Contact details

Confirm patient is eligible for Medicare rebates for the group
intervention.

•

Next of kin and contact details

•

•

Occupation

Confirm that the patient has a relevant care plan in place under
Medicare

•

Social / family

•

Not exceeded eight group interventions in calendar year

•

Identifies as Aboriginal or Torres Strait Islander
YES/NO

•

Check that patient understands that the referral involves
participation in a group program.

CORE ASSESSMENT
Diabetes History

Medications

•

Year of diabetes diagnosis

•

Family history of diabetes/CVD

•

Complications/co-morbidities

•

Recent hypoglycaemic episodes (frequency/severity)

•

Review of BGL log book

•

Self blood glucose monitoring (frequency / self efficacy)

•

Any change in medical history since GP referral

•

Carries ID

•

Carries ‘hypo’ treatment (if applicable)

•

NDSS registration

Previous diabetes care/education

•

Prescribed (type, dose)

•

Over the counter

Current Self Care

•

Diabetes educator/diabetes education program

•

Dietitian

•

Exercise physiologist

•

Vision

•

Other

•

Hearing

•

Physical

•

Cognitive

•

Literacy

•

English as a second language

•

Need for interpreter

•

Any current signs / symptoms of hyperglycaemia

Biomedical
•

Glycosylated haemoglobin

•

Lipid profile

•

BP

Anthropometry
•

Weight, height, BMI

•

Waist circumference

Current activity level
•

Current activity

•

Contraindications to physical activity

•

Mobility issues

Smoking status

Relevant Special needs

Readiness to change and ability to participate
•

Previous experience in group programs

•

Stage of change specific to proposed intervention

•

Willingness / capacity to participate in group program as
specified (eg, capacity to participate in exercise program,
willingness to discuss eating issues in nutrition program or
confidence to manage feelings in a group setting with regard to
their diabetes)

Alcohol Intake
OUTCOMES OF THE ASSESSMENT
•

Discuss outcomes of assessment and suitability for specified group program with patient

•

Check the patient understands the focus, content, timeframe, costs and billing arrangements for the group program

•

Make arrangements for enrolment in specified group program or discuss alternative intervention in conjunction with
referring medical practitioner



Possible Format for Group
Services
Practitioners may develop a sequential program with sessions
building on different aspects of diabetes management, or
stand alone sessions that may be “cherry picked” according
to patient needs. An example of the content of an eight
week sequential program delivered by all three professionals
working in their scope of practice might include:
1.

Program introduction and overview, professional
introduction, participant introduction, group
guidelines for success, overview of type 2 diabetes
(CDE or AEP or APD).

2.

Introductory nutritional principles for type 2 diabetes,
including glycaemic index, glycaemic load, fats,
protein, carbohydrates, portion sizes & food labelling
(APD).

3.

Hypoglycaemia and hyperglycaemia, blood test
results, blood glucose monitoring (CDE).

4.

Physical activity overview, physical activity guidelines
for people with type 2 diabetes and strategies to
overcome barriers to participation (AEP).

5.

Associated healthcare issues for people with type
2 diabetes - foot care, kidney function, eye tests,
vascular function etc (CDE).

6.

Nutrition guidelines for weight management and
optimal cardiovascular function (APD).

7.

Exercise strategies for weight management and
optimal cardiovascular function (AEP).

8.

Review of core program components, Q&A,
evaluation & participant feedback (CDE or AEP or
APD).

Possible Program Variations
While the evidence supports a multidisciplinary team
approach this may not always be possible (for example
in rural and remote locations). Group sessions will still be
available under the group item for patients who are assessed
as suitable whether one or a combination of the three eligible
professions deliver the group program.
A practitioner who is dual qualified may deliver separate
discipline-specific group sessions and have the claims lodged
under the relevant items for the discipline. For example a
dual qualified AEP/APD can run a physical activity-specific
group session and a separate nutrition-specific group session
with the sessions being claimed under MBS items 81115 and
81125 respectively.
Groups may also be designed for Indigenous, culturally
and linguistically diverse (CALD) communities and other
groups with specific needs. Groups may target specific
aspects of diabetes management or different stages of the
diabetes continuum (for example weight loss, managing
cardiovascular disease, interpreting self monitoring of
blood glucose, insulin therapy in type 2 diabetes). Suitable
patients may also access a group program that includes
people without diabetes providing the program is delivered
by an eligible provider and includes topics to assist with the
management of their diabetes.
Examples of such programs include general weight loss
programs, healthy heart programs and general physical
activity programs. There must be at least 2 Medicare-funded
patients in any of these groups for the new Medicare items
to apply.



Tips for conducting
successful group programs
Engaging with your local GP Division/s
•

Advertising groups sessions through the Division via
newsletters.

•

Using flyers to target local GPs

•

Posters in GP surgeries

•

Offering flexible session times for varying clientele

•

Ensuring your practice and group services are listed
on your Association website

•
•

Evaluation is an essential process to assist with quality
assurance within your group practice.
Process Evaluation
This is related to the program activities (quality and
implementation) and reach (of target group and within target
group)16.
Possible indicators of success include;
•

Referrals to the program

•

Requests for further consultation

Offering an information session at a GP continuing
education event or meeting

•

Feedback from participants and GP

•

Satisfaction of participants and GP

Liaison with practice nurses/practice managers

•

Attendance/dropouts

•

Audience involvement/participation

Maximising group attendance
•

Offering flexible session times for varying clientele

•

Reminder letters or telephone calls

•

Encouraging support (within group/bring a partner)

•

Social engagement: incorporating educational outing
(supermarket tours, walks)

•

Giving participants “homework” for the next session

•

Allow opportunities to make-up or “cherry pick”
sessions within a suite of potential sessions

Maintaining group dynamics



Program Evaluation

•

Establishing group / program ‘rules’

•

Time allocated at commencement of each session for
participants to share experiences in achieving goals
set the previous week, barriers encountered and
group problem solving

Impact Evaluation
This is related to the immediate effects of the program16.
Possible indicators of success include;
Change in pre-/post-testing of
•

self-management behaviours: physical activity, diet,
medications achieving set goals, problem solving

•

knowledge and skills

•

self-efficacy, empowerment, coping, quality of life,
stress

•

Fasting glucose, glycosylated haemoglobin levels

Reporting
The CDE or AEP or APD must provide a report to the referring
GP after the assessment and after the last group service in the
program.
The assessment report needs to include the following:
•

an outline of the assessment undertaken

•

whether the patient is suitable for group services

•

the nature of the group services proposed

At the completion of the group program a written report
for each Medicare patient is required which includes the
following:
•

attendance record

•

a description of the group services provided
for the patient

•

outcomes achieved

Useful Resources,
References and Links
•

Department of Health and Ageing:
www.health.gov.au/epc

•

Medicare Australia:
http://www.medicareaustralia.gov.au/providers/

•

Australian General Practice Network (AGPN)
www.agpn.cam.au

•

Australian Diabetes Educators Association:
http://www.adea.com.au

•

Australian Association for Exercise and Sports
Science: http://www.aaess.com.au

•

Dietitians Association of Australia:
http://www.daa.asn.au

•

Diabetes Australia:
http://www.diabetesaustralia.com.au/



Acknowledgements

7.

Brown SA, Garcia AA, Kouzekanani K et al. Culturally
Competent Diabetes Self-Management Education for
Mexican Americans: The Starr County Border Health
Initiative Diabetes Care 2002; 25: 259-268.

8.

Wendel I, Durso SC, Zable B et al. Group diabetes
patient education. A model for use in a continuing
care retirement community. J Gerontol Nurs. 2003; 29:
37-44.

9.

Sarkadi A, Rosenqvist U. Experience-based group
education in Type 2 diabetes: a randomised
controlled trial. Patient Educ Couns. 2004; 53: 291-8.

This booklet has been funded by the Australian Better Health
Initiative: A joint Australian, State and Territory Initiative.
The Advisory Group developing this booklet included
representatives from DoHA, AGPN, ADEA, AAESS and DAA.
We wish to express our gratitude to the various members of
ADEA, AAESS and DAA for their assistance in preparing this
document.

References
Deakin T, McShane CE, Cade JE et al. Group based training for
self-management strategies in people with type 2 diabetes
mellitus. Cochrane Database Syst Rev. 2005: CD003417.
1.

2.

Trento M, Passera P, Tomalino M et al. Group visits
improve metabolic control in type 2 diabetes: a 2-year
follow-up. Diabetes Care. 2001; 24: 995-1000.

3.

Mauldon M, Melkus GD, Cagganello M. Tomando
Control: a culturally appropriate diabetes education
program for Spanish-speaking individuals with type
2 diabetes mellitus--evaluation of a pilot project.
Diabetes Educ. 2006; 32: 751-60.

4.

10

Barnard J. Group intervention services for people
with type 2 diabetes: A literature review. Canberra:
Dietitians Association of Australia, Australian Diabetes
Educators Association, and Australian Association for
Exercise and Sports Science, 2007.

Trento M, Passera P, Miselli V et al. Evaluation of the
locus of control in patients with type 2 diabetes after
long-term management by group care. Diabetes
Metab. 2006; 32: 77-81.

5.

Jenhani M, Gaha K, Nabouli R et al. Effectiveness
of patient education on glycemic control in insulin
treated patients in general practice. Diabetes Metab.
2005; 31: 376-81.

6.

D’Eramo-Melkus G, Spollett G, Jefferson V et al. A
culturally competent intervention of education and
care for black women with type 2 diabetes. Appl Nurs
Res. 2004; 17: 10-20.

10. Tankova T, Dakovska G, Koev D. Education and quality
of life in diabetic patients. Patient Educ Couns. 2004;
53: 285-90.
11. Jiang Y-D, Chuang L-M, Wu H-P et al. Assessment
of the function and effect of diabetes education
programs in Taiwan. Diabetes Research and Clinical
Practice 1999; 46: 177-182.
12. Anderson-Loftin W, Barnett S, Bunn P et al. Soul
food light: culturally competent diabetes education.
Diabetes Educ. 2005; 31: 555-63.
13. Rosal MC, Olendzki B, Reed GW et al. Diabetes selfmanagement among low-income Spanish-speaking
patients: a pilot study. Ann Behav Med. 2005; 29:
225-35.
14. Colagiuri R, Goodall S. Information and Education
for People with Diabetes: A ‘Best Practice’ Strategy.
Canberra: Diabetes Australia, 2004.
15. Hawe P, Degeling D, Hall J. Evaluating Health
Promotion: A Health Worker’s Guide. Artarmon:
MacLennan & Petty Pty Limited, 1990.
16. Diabetes Australia Western Australia.
Living With Diabetes: Western Australia Department
of Health.
17. McGough S, Mitchell H and Hille V. Living with
Diabetes Program (2nd edition). 2005. Diabetes WA,
Perth, Western Australia.

11

Adopted: January 2018
To be reviewed: January 2021

Diabetes Role Statement
Role Statement for Accredited Practising Dietitians
practising in the area of Diabetes
Developed by members of the Diabetes Interest Group

Introduction
Accredited Practising Dietitians (APDs) are recognised professionals with the qualifications and skills to
provide expert nutrition and dietary advice. APDs are qualified to advise individuals and groups on nutrition
related matters.
APDs have sound university training accredited by DAA, undertake ongoing professional development and
comply with the DAA guidelines for best practice. They are committed to the DAA Code of Professional
Conduct and Statement of Ethical Practice, and to providing quality service.
APD is the only national credential recognised by the Australian Government, Medicare, the Department of
Veterans Affairs and most private health funds as the quality standard for nutrition and dietetics services in
Australia. It is a recognised trademark protected by law.

Purpose of this Role Statement
The purpose of this Role Statement is:




To define the role an APD may fulfil when working in the area of Diabetes
To promote the knowledge and expertise of an APD, broadly and in the area of Diabetes
To advocate for dietetic services

Knowledge and skills in this area of practice:
Entry level dietetic competencies ensure all APDs can conduct comprehensive assessments (assessment,
diagnosis, intervention, monitoring and evaluation). Within a particular practice area, APD skills and
knowledge will range from entry level to highly skilled. Within this continuum APDs can either fully manage
the patient, seek support (clinical supervision, secondary consultation, mentor) to continue seeing the patient
or choose to refer the patient on.
The following is a list of skills and knowledge required to work in the Diabetes area:

Skills:






Ability to undertake appropriate assessment of an individual, including detailed nutrition and
carbohydrate assessment (amounts, type, timing) in relation to their diabetes management
plan/targets, medications or insulin, blood glucose patterns, and other factors affecting glycaemia (e.g.
physical activity).
Ability to provide individualised medical nutrition therapy appropriate to age, type of diabetes,
comorbidities/health concerns, risk of hypoglycaemia and management targets; integrating lipid, blood
pressure, glycaemic and weight management goals with physical activity and healthy eating strategies.
Ability to provide nutrition education to people with diabetes both individually and within a group
setting, using a variety of tools such as: food/blood glucose records, carbohydrate counting, glycaemic
index, portion modelling, meal planning, label reading, cooking/recipe adjustments and behaviour
modification.
A 1/8 Phipps Close, Deakin 2600, ACT | T 02 6189 1200| E nationaloffice@daa.asn.au | F 02 6282 9888 | W daa.asn.au
ABN 34 008 521 480



Behaviour change, self-management and client centred counselling skills to facilitate long-term and/or
community-based management.

Knowledge:








Pathophysiology of all types of diabetes including: risk factors; diagnostic criteria; usual presentation;
acute emergencies; co-morbidities; complications; optimal and suboptimal blood glucose profiles.
Standard diabetes management goals & strategies for different client populations, while understanding
the need for individualised targets including: targets for HbA1c, blood glucose, lipids, blood pressure;
complications screening and advice regarding foot care; exercise; home blood glucose monitoring;
insulin delivery; and which clinicians are best placed to address each area.
Classes of oral and injectable diabetes medications and insulins including: actions; side effects and
nutritional implications.
Current, evidence-based medical nutrition therapies for diabetes and related complications/co-morbidities
such as obesity, cardiovascular diseases, kidney disease, coeliac disease and disordered eating (See
related role statements).
Available diabetes services and schemes, and client access/eligibility including: local diabetes centres &
hospital services; private diabetes related clinicians; National Diabetes Services Scheme and Medicare
initiatives.

Activities entry level APDs would conduct:




Provide individualised medical nutrition therapy for low complexity cases within skill and experience
level, and consult with a diabetes-experienced APD for complex cases until further training/upskilling has
been undertaken. For example, an entry level APD may feel confident seeing diet- and tablet-treated
pre-diabetes, Type 2 DM and GDM; however, they may require assistance with Type 1 DM, Type 2
DM/GDM on multiple daily insulin doses, complex obesity, multiple co-morbidities, pregnancy in preexisting diabetes and paediatric cases, depending on prior experience.
Deliver nutrition group education for pre-diabetes, Type 2 DM and GDM including optimal meal patterns;
carbohydrate amounts and types; and nutrition strategies to address comorbidities.

Activities APDs working at a higher level would conduct:







Provide individualised medical nutrition therapy for complex diabetes cases (eg highly unstable blood
glucose, insulin pump therapy, morbid obesity, gastroparesis).
Provide advanced carbohydrate counting education (individual and/or group) and assessment of
suitability/readiness for flexible insulin therapy and/or insulin pump therapy, based on carbohydrate
counting knowledge and skills.
Conduct detailed analysis of the impact of carbohydrate and other macronutrients, physical activity,
alcohol, disordered eating and diabetes medications/insulin on glycaemia, using information from
diabetes technologies, such as insulin pumps, continuous/flash glucose monitors and mobile device
applications.
Provide input into diabetes team treatment decisions, where these relate to the individual’s diet (eg
insulin-to-carbohydrate ratios) and use of insulin bolus types for specific meals.

Activities Dietitians working in this area of practice do not usually undertake:



Manage individuals without the involvement of other members of a diabetes multidisciplinary team,
such as GP, Endocrinologist and/or Diabetes Educator.
Provide diabetes education, counselling or interventions beyond dietetic skill-base, such as in-depth
psychological interventions, diabetes self-management education, foot assessments, adjusting insulin
dosages, activities involving skin penetration (including insertion of insulin pump or continuous/flash
glucose monitor) without undertaking the appropriate steps to extend scope of practice. Refer to
Scope of Practice Decision Tool below and Role of APD vs CDE.

Any individual practitioner should refer to the Scope of Practice Decision Tool to determine if a task is within
their scope of practice.
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Appendix 1
Background
Diet is a major contributor to glycaemic control in diabetes, and is also a key feature of multiple comorbidities, including cardiovascular diseases and risk factors, overweight/obesity and chronic kidney disease.
Improved glycaemic control reduces diabetes complications, which are extremely costly to health services
and society in general. In addition, diet is a major contributor to hypoglycaemia in people with diabetes; the
consequences of which can range from minor to severe. Studies have shown dietetic input improves health
outcomes, and is cost saving to health services1-2. Programs showing improved health outcomes for people
with diabetes, often have dietetic interventions as a key component3-5. Of all clinicians involved in diabetes
management, Dietitians alone are trained in medical nutrition therapy, which involves individualised
assessment and counselling for the implementation of nutrition therapy recommendations6. Although
general nutrition information can be provided by other clinicians, this is often insufficient to address individual
needs and dietary habits7. Consequently, publications from key stakeholder organisations acknowledge the
need for dietetic input in diabetes management8-10.
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DAA interest in this consultation
DAA is the peak professional body for dietitians in Australia and responsible for
the Accredited Practising Dietitian (APD) program as the basis for self-regulation
of the profession.
DAA advocates for a safe and nutritious food supply in which the community has
confidence and which meets the nutritional needs of all Australians, including
groups with special needs.
As experts in nutrition, APDs assist the general population and groups with
special dietary needs to meet their nutritional needs. APDs also assist with the
translation of food labels and nutrition content claims.
Recommendations
DAA has provided recommendations in response to the questions posed by the
Health Star Rating Advisory Committee (HSRAC). A summary of the key
recommendations is as follows:
•

DAA recommends the Health Star Rating (HSR) system should be better
aligned with the Australian Dietary Guidelines (ADGs). A number of issues have
been identified and discussed in response to the questions posed by the
HSRAC: currently, whole fruit, vegetables and nuts do not score well; some
minimally processed products are disadvantaged (due to inability to be
reformulated, or as unpackaged, whole foods are unable to carry a HSR),
while some discretionary foods are scoring too highly.

•

DAA would like to see the HSR algorithm modified to correct issues of highscoring discretionary products or lower-scoring core food products. The
current HSR of some food products is inappropriate, largely due to a single
nutrient, however this ignores the overall health impact and how the food fits
within the context of the overall diet.

•

DAA recommends greater consumer education efforts are required,
particularly regarding how the HSR system is to be used (comparing products
within a food category), and in alignment with the ADGs.

•

DAA notes the action taken on reported anomalies by the HSRAC to date has
not been adequate and reported issues are not being acted on. DAA
recommends greater publicly available detail on the rationale for HSRAC
determination on anomalies should be provided in future.

•

DAA notes the HSR is not to advise on the healthiness of a diet, however DAA
also notes there has been little investment in the ADGs which do advise on
diet. This limits the public health benefits associated with the HSR system.
DAA recommends greater investment in the promotion of the ADGs by the
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Department of Health, and particularly, the promotion of the two public
health strategies in tandem.

Discussion
1. Are there any significant barriers or limitations to including the HSR system on
packaged foods? If yes, please describe and provide examples.
DAA acknowledges the HSR system can be useful but it is also complex. The
system is not a complete solution to assisting consumers in making healthier food
choices.
DAA is pleased to see an increase in the uptake of the HSR across an increased
number of products on supermarket shelves. Overall, it would be ideal for all
packaged food products to carry a HSR.
The HSR is not a complete solution for choosing foods that are aligned with the
ADGs. The HSR system was designed for use on packaged, processed products
not unpackaged, whole foods such as fruit, vegetables and nuts, and therefore,
does little to encourage consumption of core foods. Overall, DAA notes there has
been little investment by the Department of Health in promotion of core foods or
healthy dietary patterns as outlined in the ADGs.
DAA sees there are some limitations to including the HSR on various packaged
foods and would like to highlight two issues to address:
•
•

Inclusion of fruit, vegetables and nuts in the HSR system
Scoring of oils high in unsaturated fatty acids.

Fruit, Vegetables and Nuts
DAA recommends that it is imperative that fruit, vegetables and nuts be better
incorporated into the HSR system, which would correct some existing anomalies
and better align with the ADGs. DAA would like to see fruit, vegetables and nuts
carry the HSR in some form as a priority.
More often fruit, vegetables and nuts are now sold in packages as a way for
businesses to differentiate and innovate since reformulation is not an option.
Such products include pre-cut fruit and vegetables, ready-made salads in bowls,
nuts in bags, as well as canned, dried and frozen fruit and vegetable options.
Some manufacturers are already including HSRs on these products.
Fruit, vegetables and nuts are also considered a home brand or private label of
supermarkets, and most supermarkets include the HSR on all packaged private
label brands, thus packers of fruit and vegetables, as well as nuts, are being asked
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to include a HSR on the label. DAA recommends that all such core food products
should, in some form, carry a HSR to encourage consumption, however also note
a possible unintended consequence that must be dealt with may be an increase in
packaging of fresh produce to allow a HSR to be displayed, which DAA does not
encourage.
An example of a way that fruits and vegetables could be promoted more widely in
the community under the HSR messaging comes from some research that has
been undertaken in Australian IGA supermarkets by Deakin University researcher
Adrian Cameron (1). Posters were displayed, with the 5 Health Stars, indicating
“All fresh fruit and vegetables are a healthy choice.” The effect of these posters
on the sale of fruit and vegetables were evaluated separately and showed a small
positive change (+0.3%) when comparing the pre- to post period change in
intervention, and compared to control stores. Furthermore, this signage is
continuing to be used by retailers to indicate that fresh fruit and vegetables are a
5 star choice (Appendix 1). This research also looked at in-store shelf tag signage
for packaged fruit and vegetable products, including frozen and canned fruit and
vegetables, and resulted in a +0.8% change in sales (1). Improvements in sales of
fruit and vegetables would likely be higher if such an initiative were widely
adopted and accompanied by a social marketing campaign promoting fruit and
vegetables as 5 star choices.
DAA notes not all fruits and vegetables score a 5 HSR in the current system. Most
fruit lose 0.5 stars due to the natural sugar content, and many vegetables and
nuts lose 0.5 to 1 star due to lower fibre content or a higher natural sodium or
saturated fat content.
DAA supports fruit, vegetables and nuts carrying a HSR and have outlined
recommendations throughout our response to this public consultation to
overcome some current limitations, including recommending a policy ruling for all
minimally processed fruit and vegetables to carry a 5 HSR.
Oils
DAA supports consumption of oils high in monounsaturated and polyunsaturated
fatty acids, consistent with the ADGs (2). However, the anomaly that sees a
number of oils receive more stars than extra virgin olive oil may potentially be
misleading and confusing to consumers. This is a limitation to including the HSR
on oils, as whilst the main intent may be to assess the saturated fat content in the
oil, this does not take into consideration the scientific evidence which has proven
the health benefits of mono- and polyunsaturated oils, including extra virgin olive
oil. For example, the PREDIMED Mediterranean Diet study was a large, long-term
clinical trial following some 7,400 participants for 4.8 years on average, over 16
study centres in Spain (3). The study compared two Mediterranean diets – one
with 50ml of extra virgin olive oil a day, and the other with 30g of mixed nuts a
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day - with a reduced fat diet (3). The ethics committee ceased the study early due
to the results they found. Those consuming nuts and extra virgin olive oil had
reduced risks of several chronic diseases, such as heart disease, diabetes,
metabolic syndrome and overall mortality, compared to those following the
reduced fat diet (3). The researchers have published over 240 peer reviewed
papers on the study and they highlight the importance of unsaturated fats, as well
as polyphenols and other phytochemicals found in plant foods.
This HSR system ignores all other positive nutrients for oils and only assesses
them on saturated fat content. This is a misleading assessment as these oils have
positive health effects despite their saturated fat content. A solution may be to
include positive nutrients such as monounsaturated and polyunsaturated fats,
and polyphenols into the HSR algorithm. DAA is aware that high saturated fat
dairy products, that are eligible to make nutrient content claims for calcium, are
categorised differently. DAA proposes a similar option for oils (refer to DAA
response to Question 6).
Furthermore, while avocado, macadamia, peanut and olive oils score 2.5 to 3.5
HSRs in the fats category, reduced fat monounsaturated margarines are able to
score a 4 HSR through reformulation. This is a limitation to these oils scoring a
comparable HSR as they cannot be reformulated. The ADGs clearly state in
Guideline 3:
Replace high fat foods which contain predominantly saturated fats such as butter,
cream, cooking margarine, coconut and palm oil with foods which contain
predominantly polyunsaturated and monounsaturated fats such as oils, spreads,
nut butters/pastes and avocado (2).
In this regard, the HSR system is doing little to encourage Australians to achieve
Guideline 3 of the ADGs.
A consumer education campaign may clarify some of these issues around oils such
as healthy fats, healthier choices within the oils category and types of fats.

2. Thinking about making comparisons between products in the supermarket, how
appropriately are consumers using the HSR system? Please provide comments.
Evaluation of the HSR system by the Heart Foundation in July 2016 (4) showed the
majority of consumers are not using the system correctly in relation to comparing
products across different categories. However, they are using it appropriately to
compare products within the same category.
Specifically, the Heart Foundation progress report found 58% of consumers
agreed with the statement that the HSR makes it easier for them to compare
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products that are in different categories in the supermarket (4). Seventy-two per
cent agreed it helped them compare products within the same category (4).
These figures indicate the majority of consumers are not fully aware of how to
appropriately use the HSR system. A more visible consumer education campaign
may assist with consumer understanding.

3. Has stakeholder engagement to date been effective in providing information
about the system and addressing stakeholder implementation issues? Please
describe how, including examples where appropriate.
Stakeholder engagement through industry workshops have been beneficial to
raise key issues with the HSR algorithm and the implementation strategy.

4. How effective has the implementation of the HSR system to date been in meeting
the overarching objective of the HSR system? Please rate below.
Tick box 4 – Satisfactory.
The implementation of the HSR system has been effective in meeting some of the
overarching objectives as listed. DAA has provided further details regarding each
objective below:
Objective 1. Enable direct comparison between individual foods that, within the
overall diet, may contribute to the risk factors of various diet related chronic
diseases;
There is some concern that many consumers may not be aware that the HSR is a
measure of relative nutritional value of individual foods within food product
categories, and instead interpret it as a measure across all food product
categories. The Heart Foundation progress report (July 2016) (4) showed 58% of
consumers agreed with the statement that ‘Health Stars make it easier for me to
compare products that are in the different categories in the supermarket,’
indicating confusion does exist in this area. Furthermore, it may be unclear for
consumers that the HSR can be carried on processed, packaged products only.
A consumer education campaign should be considered to minimise consumer
confusion. DAA suggests that an education campaign could increase awareness
about making healthier choices within a food product category (e.g. juice A versus
juice B) and within the context of the overall diet – encouraging fresh foods like
fruits, vegetables and nuts (e.g. making a snack choice where fruit, vegetables
and nuts are available as a choice).
DAA notes the term “processed packaged food” may also need to be
reconsidered, as more foods are being processed and packaged for convenience
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such as fruit, vegetables and nuts. If the scope of the HSR were expanded to
include minimally processed whole foods, the education campaign would need to
reflect this.
Objective 2. Be readily understandable and meaningful across socio-economic
groups, culturally and linguistically diverse groups and low literacy/low numeracy
groups;
DAA supports the HSR system as an easy way to compare products at a glance. It
is positive that the system is a visual and evaluative system, which the research
shows helps consumers make fast and effective product comparisons. In a study
by Talati et al., participants preferred the HSR system regardless of age, gender or
socio-economic grouping (5). It has also been shown that consumers would
prefer one, consistent labelling system across all packs, with multiple and
inconsistent systems perceived as more difficult to understand (6). However, only
54% of Australians and 47% of New Zealanders surveyed by CHOICE felt they had a
good understanding of the HSR (7).
In 2015, a gap in awareness of the HSR was evident between low socio-economic
status (SES) and medium-high SES groups, with lower-SES groups and those
speaking languages other than English at home being more likely to be uncertain
of how to use the HSR (8). More recently, a report by CHOICE indicated that
recognition of the HSR varies by income category, with less people on lower
incomes having seen the HSR compared to those on higher incomes (7). DAA
recommends further research be undertaken to explore whether the HSR is
meaningful across culturally and linguistically diverse groups and low literacy, low
numeracy groups. The next Australian Bureau of Statistics Health Survey plans to
assess health literacy in 2018, which has not been completed since 2006. DAA
suggests this may also be an opportunity to assess Australians’ literacy of the HSR
system.
Furthermore, as previously outlined, DAA suggests an education campaign
specifically targeting these sub-groups is warranted and would be beneficial.
Objective 3. Increase awareness of foods that, within the overall diet, may
contribute positively or negatively to the risk factors of diet related chronic diseases.
As previously outlined, DAA recommends unpackaged whole foods which are
physically unable to carry a HSR, such as fruit, vegetables and nuts, should still be
able to be promoted as part of the HSR system. Furthermore, clarification is also
needed regarding discretionary foods which may carry a HSR.
Consumers may be confused about a discretionary food choice carrying a HSR.
For example, consumers have questioned how potato chips and foods high in
sugar can receive high HSRs (7). Talati et al., reported that study participants
spontaneously queried the appropriateness of the HSR on discretionary foods,
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such as ice-cream, chocolate and chips (5). It was noted that participants
expressed beliefs that they purchased discretionary foods for non-health-related
reasons and that due to their unhealthy nature it was pointless to search for
healthier alternatives (5). On the other hand, the HSR can offer consumers
guidance on making a healthier choice between similar food products.
DAA recommends a modified approach for discretionary foods is required so the
HSR system is better aligned with the ADGs. Increased consumer awareness of
the importance of core foods and the health impacts of discretionary foods is
needed. DAA has made recommendations regarding discretionary foods in
response to Questions 5 and 6.

5. Do you think the HSR currently scores foods appropriately? Please provide
evidence to support your response.
DAA does not believe that the HSR always scores all foods appropriately. By way
of example, a variant of Naturally Nood Bars made up of 50% cashews and 50%
dates, scores a 4 HSR (9). While this is an example of a healthier food choice with
only whole food ingredients, the saturated fat component of the cashews and/or
sugar component of the dates prohibit the bar scoring a 5 HSR without diluting
the content of the nuts or the dates (e.g. with a refined carbohydrate product).
This highlights just one example of where foods are not scored appropriately.
Further examples and have been described below, to highlight some of the key
issues:
Fruit, Vegetables and Nuts
DAA acknowledges the HSR may only be carried on processed, packaged
products, however as previously outlined, DAA suggests it is imperative that fruit,
vegetables and nuts are acknowledged within the HSR system.
DAA recommends fruit, vegetables and nuts which are minimally processed but
still whole foods (for example, products bagged, sliced, portioned, etc.) should
carry a 5 HSR, achieved via a policy decision where all unprocessed fruit,
vegetables and nuts automatically receive a 5 HSR (as is currently the case for
water).
This approach may also assist with correcting some other anomalies within the
Fruit, Vegetables and Nuts Category:
•

Orange juice (100% fruit juice) scores a 5 HSR which is higher than a whole
orange which scores a 4 HSR. Whilst these examples are across food
categories, consumers may still be confused as to how a fruit juice can score
higher than a whole piece of fruit.
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•

Prunes and plums, fresh and dried apricots score a 4.5 HSR, but grapes and
sultanas do not – with grapes scoring a 4.5 HSR and sultanas (dried grapes)
scoring only a 3 HSR. Research shows that dried grapes fit within the context
of a healthy diet (10) and do not cause dental caries as once thought (11). Dried
grapes should be treated like prunes and dried apricots with a consistent HSR.

•

It can be seen that all fruit loses half a star due to sugar content, except for
raspberry, lime and passionfruit, while vegetables also tend to lose half a star
for numerous and varying reasons, e.g. celery loses half a star due to a higher
natural sodium content. These inconsistencies are nonsensical and provide
evidence that the HSR system does not always score foods appropriately.

•

Macadamia and brazil nuts lose 1 to 1.5 stars because they are naturally higher
in saturated fat, despite the research showing that both macadamia and brazil
nuts, help lower blood cholesterol, regardless of their saturated fat content
(12).

These types of examples of unfitting scoring may raise doubt and distrust of the
HSR system in consumers’ minds. DAA suggests modifications to the scoring and
algorithm to amend these types of issues and allow core foods to use the HSR
system. This will ensure the HSR system is more consistent, trustworthy, and may
help to reduce consumer confusion.
Whole Grains
DAA suggests recognition of the nutritional value of whole grains when
determining a product's HSR should be considered. Currently, whole grain
content of foods is not factored into the HSR algorithm. This is despite the ADGs
encouraging Australians to "Eat a variety of grain foods, mostly wholegrain and/or
high fibre varieties" (2), which reflects the evidence that whole grain intake is
associated with reduced risk of chronic diseases.
DAA is aware foods may already be scored on fibre content, however recognising
whole grain content of foods in the HSR system could preferentially advantage
core foods with whole grains and/or may have the potential to encourage
reformulation toward higher whole grain content of foods, which may offer
additional health benefits. Based on the 2011-13 Australian Health Survey, analysis
of Australians' whole grain intakes concluded 73% of all participants aged ≥9 years
did not reach the whole grain Daily Target Intake of 48g specified by some groups
(13). Recognising the nutritional value of whole grains in the HSR algorithm would
improve alignment with the ADG to "Eat a variety of grain foods, mostly wholegrain
and/or high fibre varieties" and may assist consumers to meet recommendations
to eat more whole grains.
Discretionary foods
DAA is concerned that some discretionary foods (as classified within the ADGs)
currently carry a high HSR.
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A research report from Dunford et al., showed that the HSR system generally
aligned with the ADG concepts of core and discretionary foods, with core foods
scoring 3.5 to 5 HSRs and discretionary foods scoring 0.5 to 3.5 HSRs (14). The
report showed that 79% (n=4883) of foods and beverages classified as core foods
scored ≥3.5 HSRs, however 14% (n=760) of discretionary foods and beverages also
scored ≥3.5 HSRs (14). Therefore, it can be seen that improvements in appropriate
scoring could be made for discretionary foods. A list of ‘outliers’ (i.e. discretionary
products that scored ≥ 3.5 HSRs) is available from Dunford et al., with product
categories (and the percentage of outliers in that category) summarised below
(14):
•
•
•
•
•
•
•

Snack bars (24%)
Dairy desserts (47%)
Ice blocks & ice-creams (11%)
Coated frozen fish (97%)
Oven baked potato products (100%)
Processed meats (30%)
Salty snacks, chips, pretzels (41%)

DAA would like to highlight that to align with the ADGs, discretionary foods
should not make up a substantial portion of the total diet, yet they currently
provide up to one third of the total daily energy intake of Australians (15).
A recent study by Peters et al., showed that using added sugars in the calculation
of the HSR score resulted in improved discrimination between core and
discretionary foods when compared to using total sugars, however there were
still overlaps with some discretionary foods receiving high HSRs (16).
Whilst a possible solution to the challenge of appropriately scoring discretionary
foods has been raised as applying a ‘ceiling’ or ‘cap’ on the HSR that a
discretionary food can receive, DAA notes this poses its own challenges in that
there is no clear definition of “discretionary foods” given in the ADGs.
Furthermore, it has been noted, “The HSR may be useful for some discretionary
food categories to indicate a healthier choice within the category. However, as
these products are not required to be consumed as part of a nutritious diet,
caution should be taken when applying a HSR cut-off to discretionary categories
as the overall goal is to limit their consumption” (14).
Therefore, DAA recommends the HSR system/algorithm be revised to better
reflect the ADGs in regards to discretionary foods.
Added vs. Naturally-occurring sugars
Further to the point regarding added sugars, DAA notes some foods that are high
in added sugars, but low in saturated fat and sodium are scoring too highly. In
addition, by using total sugars in determining the HSR of a food, intrinsic sugars
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naturally present in fruits, vegetables and dairy products are considered in the
same way as sugars added during food processing (16), contributing to "negative"
sugar points.
The World Health Organisation Guideline on sugar intake for adults and children
focuses on limiting free sugars, noting their association with poor dietary quality,
obesity and chronic disease risk (17). Free sugars refer to "monosaccharides (such
as glucose or fructose) and disaccharides (such as sucrose or table sugar) added
to foods by the manufacturer, cook or consumers in addition to sugars naturally
present in honey, syrups and fruit juices and fruit concentrates" (17).
This approach is also aligned with that taken in the European nutrient profile
model (18) and US Food and Drug Administration changes to the Nutrition Facts
Label where added sugars must displayed on the label from June 2018 (19).
DAA recommends the distinguishing between natural and added sugars in the
HSR algorithm. This would enable manufacturers to appropriately determine the
amount of sugar in a fruit flavoured yoghurt, for example, while the natural
sugars in the milk and the fruit would not contribute negative points to the HSR.
This would also provide more clarity for consumers in making a purchase decision
between different breakfast cereals which contain dried fruit or added sugar. It
may also help address the problem of unprocessed fruit not achieving a 5 HSR due
to its natural sugar content.

6. Can you suggest how the algorithm and/or the generation of a star rating might
be improved? Please provide worked examples illustrating the effect of any
modifications you propose.
DAA has outlined below some suggestions for how the algorithm can be
improved:
•

Unprocessed/minimally processed fruit, vegetables and nuts should all receive
a 5 HSR. As previously outlined, this could be achieved by a policy decision to
automatically grant these products a 5 HSR (as is currently the case with
water).

•

Currently the HSR calculator defines 10 HSR calibration categories (based on
the Australian Guide to Healthy Eating), which are associated with 6 HSRC
categories. We note that “non-core foods” are included in the same HSRC
category as core cereals, fruit, protein and vegetables (Appendix 2). DAA
recommends non-core foods be considered in a separate category with point
allocations specific to this category. In order to determine which products
should be classified as “non-core”, DAA suggests utilising the principles and
cut-off points used for the Discretionary Food List from the Australian Health
Survey 2011-13, which was developed based on the ADGs (20).
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•

A review of ‘outliers’ (i.e. high-scoring discretionary products or lower-scoring
core food products) within each category will assist in generating a more
appropriate HSR for some products. For example, as previously discussed
regarding oils, extra virgin olive oil scores less than a number of other monoand polyunsaturated oils. This is potentially misleading consumers to think it is
a less healthy option, when in fact all monounsaturated and polyunsaturated
fats are recommended for use in small amounts by the ADGs, outlined in
Guideline 3 (2). The ADGs list a number of sources of oils that are equally
healthy options (2). In determining the HSR for oils, it is apparent that the
differentiating factor is saturated fat (SAFA) content since energy density is
the same for all oils (3400kJ/100g) (refer to Appendix 3). Therefore, DAA
suggests the allocation of points for SAFA content be revised in order to
ensure a consistent HSR across all mono- and polyunsaturated oils.
Alternatively, additional nutrients such as monounsaturated fats,
polyunsaturated fats and polyphenols could be included in the algorithm to
ensure minimally processed oils score a higher HSR.

•

The algorithm for sugar could be improved by differentiating between natural
and added sugars or assigning points for added sugars only. For this purpose,
added sugars could be defined in line with the US FDA definition of added
sugars (21) which includes guidance on treatment of fruit juices and fruit
concentrates, and is based on the WHO recommendation to reduce added
sugars in the diet.

•

To recognise the nutritional value of whole grains in the scoring system, a
possible mechanism is to include whole grain content in the algorithm along
with %FVNL. DAA recognises that - like fruit, vegetable, nut or legume content
of food – whole grain content contributes to fibre content of foods and has
potential to contribute to F point. However, while FVNL content of foods
contributes to HSR V points, whole grain content does not contribute to V
points.

7. Is the HSR Calculator easy for industry to use? If not, why not.
DAA notes that product category classification is not always clear when using the
HSR calculator. Providing more examples or descriptions of the range of foods
that fit into each category, in the online and excel version, would improve ease of
use. Beyond this, the HSR calculator is easy to use and the provision of the excel
version is beneficial to industry.
As mentioned in DAAs response to the consultation on the form of the food (as
prepared) rules for the HSR system, a potential issue with using the HSR
calculator is that a product’s HSR category may change based on whether it is
calculated as sold or as prepared (e.g. a chocolate powdered drink based on as
sold may be categorised as non-core; as prepared it may be categorised as a
beverage or dairy beverage). Updating the HSR calculator to ensure HSR category
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classification is clear should be considered based on the outcomes from the
consultation on the form of the food (as prepared) rules for the HSR system.

8. Are the process and guidance documents for the HSR system (HSR system Style
Guide, Guide for Industry to the HSR Calculator, artwork file, anomaly process and
dispute process) adequate and do they provide clear guidance? Please provide detail
and examples to support your answer, and rate any of the materials you are familiar
with.
The HSR system Style Guide, Guide for Industry to the HSR Calculator and artwork
file are adequate and provide clear guidance. The dispute process appears
adequate, however DAA notes the HSR website has not published a de-identified
register of disputes on their website, so further comment is limited.
The anomaly process is adequate to instigate a process to review anomalies,
however DAA is concerned that the HSRAC determination process is not
adequately considering underlying issues with the algorithm. The rejection of
most of the anomalies to date and no further action planned on these is
concerning as many of these issues reported as anomalies are important issues
with the HSR system, and may be indicative of issues requiring review. Provision
of greater publicly available detail on the rationale for HSRAC determination on
anomalies should be provided in future. This would assist all stakeholders to
better understand the basis of the HSRAC determination and also clarify
precedent on these determinations, minimising duplication.

9. Do you think the informative elements provide additional useful information to
consumers? If not, why not? Please provide evidence to support your response.
The informative elements provide additional useful information, however it is not
clear whether industry is using these options, whether this information is
understood, or if it is being used by consumers to inform better decisions on food
choices. Capturing their use and impact on consumer decision making should be
considered in ongoing research and evaluation of the HSR system.
The additional informative elements allow flexibility for industry to express
additional information to consumers.

10. Is the HSR graphic easy to understand for all consumers, including people from a
non-English speaking background and those with low levels of literacy? If not, why
not?

Five year review of the Health Star Rating System

Page | 13

Evaluation of the HSR by the Heart Foundation in July 2016 showed the majority
of consumers are not using the system correctly (refer to response to Question 2)
(4). This questions the current level of understanding of the HSR graphic and how
to use it appropriately by consumers. DAA feels the investment in promotion of
the system and public education on how to use the system to date has been
inadequate. An example being the key message of ‘the more stars, the healthier
the choice’, does not make it clear that it is based on comparing foods within one
category and consumers may think that by buying all 5 HSR foods they are
assured of eating a healthy balanced diet.
There is evidence that the HSR system, among other easily accessible front of
pack labelling schemes, may assist consumers to make healthier food choices (22),
however DAA recommends that a greater level of investment in consumer
education and awareness is needed to ensure the HSR graphic is recognised,
understood and is used appropriately by consumers to inform healthier choices.

12. How effectively are the key messages of the HSR system communicated to
different stakeholders (consumers, industry, government and public health groups)?
Please clearly outline whether your response relates to the Australian or New
Zealand campaign.
This response relates to the Australian campaign.
The high degree of misunderstanding about use of the HSR to compare products
across different categories (as outlined in the response to Question 2), indicates
the key messages of the HSR system are not being communicated effectively to
consumers. In addition, 17% of consumers report that they believe they can eat as
much as they like of a product that contains a higher star rating (4). This message
is contrary to the ADGs which recommend choosing amounts of food to meet
energy needs, in order to achieve and maintain a healthy body weight (2).
The key messages for industry are unclear. The information for industry on the
HSR website lacks context and while it provides clear steps on how to calculate
the HSR and how to apply it on packaging, there are no other key messages that
link the program to its overall aims and objectives.
There is evidence that industry is reformulating foods to increase the HSR of a
product, however in some cases, the reformulation leads to lower nutrient
density, therefore not aligning with the intention of the ADGs. An example is the
reformulation of a nut and seed bar to reduce the concentration of nuts and
seeds while increasing the amount of starch in the product. This reduces the
energy and saturated fat content of the formulation, which may be beneficial for
those looking for lower kilojoule products, but may not be useful for promoting
higher nutrient intakes. This indicates that the key messages of the program ‘the
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more stars, the healthier the choice’ may not be in alignment with industry efforts
to reformulate. Furthermore, some products are being misclassified to enable the
use of a different algorithm that in turn leads to a higher HSR. For example,
spreads that have been classified in category 3, rather than category 2, therefore
obtaining a 5 HSR – rather than a lower HSR. This nullifies the benefits of within
category comparisons and indicates more detailed guidance may be required for
industry around product classification and program intention.
DAA does not feel that public health groups and health practitioners have been
communicated to effectively. As experts in nutrition, Accredited Practising
Dietitians assist the general population and groups with special dietary needs to
meet their nutritional needs, and also assist with the translation of food labels. It
is therefore imperative that more effective communication on the key messages
of the HSR system is provided to health professionals and public health groups,
such as DAA.

13. Are the government communication resources and materials for the HSR system
useful and meaningful i.e. campaign material, stakeholder kit, website, fact sheets
etc.? Please note whether these resources are part of the marketing campaign in
Australia, New Zealand, or both.
These answers are based on the Australian campaign.
While it is commendable to have a single, simple message such as ‘the more stars,
the healthier the choice’, this message becomes complex when considering the
quantities of a single food which may be included in the diet. Consumers eat
foods in combination and to make up their total dietary pattern. For, example, the
addition of a very small quantity of a poorly rated product to an otherwise healthy
meal (e.g. the inclusion of a tablespoon of cream in a pasta dish made with
wholemeal pasta, vegetables and fish) may not make the meal a poor choice
overall. The overall dietary pattern is the most important consideration when
promoting healthy eating. The HSR system is therefore not necessarily
meaningful when considered in the context of the overall diet.
The single food approach is also highlighting a number of anomalies which are
undermining consumer confidence in the HSR system and can contribute to
consumer confusion, rather than providing clarity.
There is insufficient emphasis in the campaign materials given to the inclusion of
unpackaged whole foods, many of which are core foods, as a way of achieving a
healthy eating pattern. For example, all whole fruit, vegetables and nuts are
considered valuable additions to the diet yet may be rated with variation (as
outlined in response to Questions 4 and 5).
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14. Do you think there are additional opportunities to monitor the HSR system? If so,
please provide examples of what the opportunities are, and how additional
monitoring may be conducted
Ultimately the aim of a front of pack labelling system is to improve the health of
the population and, in particular, to assist with reducing rates of chronic disease,
overweight and obesity. Awareness of the HSR is a limited way of evaluating the
effectiveness of the program as the more packaging that carries the HSR the
greater awareness. This does not necessarily translate into a change in behaviour
or an improvement in weight status or nutritional intake. DAA recommends these
endpoints require evaluation in order to determine if the system is making a
difference.

15. Do you consider the operational structure of the HSR system, including the
effectiveness of HSRAC and the New Zealand HSR Advisory Group and their
associated working / sub groups, appropriate?
DAA considers the operational structure of the HSR system, including the
effectiveness of HSRAC and the New Zealand HSR Advisory Group and their
associated working / sub groups, appropriate. However, greater communication
and transparency of the anomalies process and outcomes need addressing and
may require appropriate staffing.

17. To what extent do you agree that the HSR is, or has the potential to be, a
successful public health intervention? If not, why not?
DAA is supportive of front-of-pack labelling, and suggest the HSR system has the
potential to be a successful public health intervention if the areas for
improvement outlined in our response to this consultation are addressed.
•

As the best available scientific evidence on the types of foods, food groups
and dietary patterns that aim to promote health and wellbeing, reduce the risk
of diet-related conditions and chronic disease (2), greater alignment with the
ADGs is needed. This includes consideration of whole foods, such as fruit,
vegetables and nuts, in the HSR system.

•

Additionally, the HSR algorithm should be modified to correct issues of highscoring discretionary products or lower-scoring core food products. This
includes consideration of added sugars, as opposed to total sugars, and
additional nutrients such as monounsaturated and polyunsaturated fatty acids
(as outlined in response to Questions 5 and 6).
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•

As outlined, the current system may be confusing and misleading for
consumers, and research has shown that consumers are not using the HSR
system appropriately. DAA would like to see greater consumer education
efforts regarding how the HSR system should be used (comparing products
within food a category), and promotion of the ADGs to guide selection of
healthy food choices. This consumer education should also be appropriate
across socio-economic groups, culturally and linguistically diverse groups and
low literacy and low numeracy groups.

18. Does the HSR graphic help consumers choose healthier foods? If not, why not?
DAA recognises there is evidence that a star rating system, among other easily
accessible front of pack labelling systems, can assist consumers to make healthier
food choices (22, 23). Despite lacking in adequate promotion of the HSR system,
DAA also recognises the HSR system is aligned to suggested best practice frontof-pack labelling systems, as recommended by the US Institute of Medicine (24).
However, to date, the effect the HSR system has on consumer food choices or
overall diet quality is not clear. The evaluation of the HSR by the Heart Foundation
in July 2016 showed the majority of consumers are not using the system correctly
(outlined in response to Question 2) (4). Furthermore, a survey of 1200 consumers
recruited on exit from supermarkets in New Zealand in 2016 found that the
presence of the HSR label had a significant depressive effect on consumer
preference (25).
This early research on the HSR system indicates consumer misunderstanding
about use of the HSR. This highlights the need for a greater level of investment in
promotion of the HSR system and a consumer education campaign for
appropriate use among consumers.
In addition, DAA recommends further, ongoing research is needed to evaluate
consumer understanding, and the impact of the HSR system on food choices of
consumers.

19. Do you think the HSR will encourage positive reformulation of foods by industry?
Please provide evidence supporting your response.
The HSR has the ability to encourage positive reformulation of food by industry,
however it equally has the ability to encourage negative reformulation. One
example, as outlined in response to Question 5, is a variant of Naturally Nood Bars
made up of two whole food ingredients only (50% cashews and 50% dates), yet
this bar scores a 4 HSR (9). The saturated fat component of the cashews and/or
sugar component of the dates prohibits the bar scoring a 5 HSR without diluting
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the content of the nuts or the dates (e.g. with a refined carbohydrate product).
This simple, whole food bar is an example of a healthier food choice given it
contains only whole food ingredients and no additives. Alternatively, nut bar
manufacturers have also explained that reducing the nuts in bars and replacing
them with high glycemic index rice puffs enabled them to score a higher HSR.
These examples highlight an unintended consequence of the HSR algorithm,
when the focus is solely on nutrients and not the whole food matrix. Diluting
nutrient-rich, whole food ingredients with nutrient-poor, processed ingredients
should not be the solution to improving the HSR of a product.
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Appendix 1: In store signage at IGA stores stating that ‘All fresh fruit and vegetables are
a healthy choice’ with the logo of Health Star Rating – 5 stars

Source: Cameron AJ. Nudging supermarket customers toward healthy eating. Australian
and New Zealand Obesity Society Annual Meeting, Invited Speaker, Brisbane 2016.
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Appendix 2: Health Star Rating Calibration Categories*

HSR Calibration Category from the
AGHE groups

The associated HSRC Categories for
the categories to the left

Beverages, non-dairy

1 - Beverages

Core Dairy - beverages

1D - Dairy Beverages

Core Cereals

2 - Food

Fruit

2 - Food

Non-core foods

2 - Food

Protein

2 - Food

Vegetables

2 - Food

Core Dairy - yoghurt, soft cheese

2D - Dairy Food

Fats, oils

3 - Oils and spreads

Core Dairy - cheese

3D - Cheese and processed cheese

*Adapted from MS Excel version of HSR Calculator
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Appendix 3: Saturated fat (SAFA) points, total points and HSR calculation

Oil type

Almond
Blended
mono
Canola
Safflower
Sunflower
Grapeseed
Maize
Macadamia
Soybean
Blended
poly
Sesame
Olive
Peanut
Rice bran

SAFA
SAFA
Total
Star
b
content
points points rating
a
(g/100mL)
5.5
5
15 4.5
6.3
6
16 4.5

Corresponding
points range
14-16
14-16

6.7
8.6
9.8
10.5
12.1
12.5
13.5
14.0

6
8
9
10
12
12
13
14

16
18
19
20
22
22
23
24

4.5
4
4
4
3.5
3.5
3.5
3

14-16
17-20
17-20
17-20
21-23
21-23
21-23
24-27

14.0
14.1
16.6
21.1

14
14
16
21

24
24
26
31

3
3
3
2

24-27
24-27
24-27
31-34

a

NUTTAB 2010.
http://www.foodstandards.gov.au/science/monitoringnutrients/nutrientables/nuttab/Pages/defa
ult.aspx
b
all SAFA points +10 (for kJ > 3350/100mL) as all oils have 3400kJ/100mL
SAFA points, total points and HSR calculated according to 2016 Guide for Industry
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Labelling of sugars on packaged foods and drinks
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The Dietitians Association of Australia (DAA) is the national association of the dietetic
profession with over 6000 members, and branches in each state and territory. DAA is a
leader in nutrition and advocates for food and nutrition for healthier people and
healthier nations. DAA appreciates the opportunity to provide feedback on the targeted
consultation on the labelling of sugars on packaged foods and drinks by the Food
Regulation Standing Committee.
Contact Person:
Position:
Organisation:
Address:

Hannah Ryrie
Professional Services Dietitian
Dietitians Association of Australia
1/8 Phipps Close, Deakin ACT 2600

Facsimile:
Email:

02 6282 9888
psdietitian@daa.asn.au

DAA interest in this consultation
DAA is the peak professional body for dietitians in Australia and responsible for the
Accredited Practising Dietitian (APD) program as the basis for self-regulation of the
profession.
DAA advocates for a safe and nutritious food supply in which the community has
confidence and which meets the nutritional needs of all Australians, including groups
with special needs.
As experts in nutrition, APDs assist the general population and groups with special
dietary needs to meet their nutritional needs. APDs also assist with the translation of
food labels and nutrition content claims.

Discussion
Question 1. Do you support the statement of the problem presented on page 7? If you do
not support this statement, please justify your reasons. If you would like to provide an
alternate problem definition, please justify your statement with evidence.
● DAA agrees with the problem statement, that food labels should provide
adequate contextual information about sugars to enable consumers to make
informed choices in support of the Australian Dietary Guidelines.
● DAA is not clear on the definition of ‘added sugars’ and ‘free sugars’ in the
consultation document, attachment A (page 39). The document appears to
suggest added sugars include free sugars. According to the World Health
Organisation (WHO), it is the opposite, with the term ‘free sugars’ referring to “all
monosaccharides and disaccharides added to foods by the manufacturer, cook or
consumer, plus the sugars that are naturally present in honey, syrups and fruit
juices”1. DAA encourages the consultants to consider adapting this definition, as
the WHO are tasked with directing international health within the United
Nations2.
● DAA additionally advocates for the importance of promoting the intake of whole
foods (without labels), however acknowledges there is a place and necessity for
packaged foods in Australia’s food supply. Having said that, DAA highlights that
Australians are eating too much sugar, sodium and saturated and/or trans-fat which is not aligned with the Australian Dietary Guidelines.
● DAA has indicated its support for mandating the Health Star Rating system,
including the addition of added sugars into its algorithm to align fully with the
Australian Dietary Guidelines. DAA acknowledged that the Health Star Rating
System this is currently under review, and advises that any review of labelling
should take this into consideration before making policy decisions.
References:
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Diet, nutrition and the prevention of chronic diseases: report of a Joint WHO/FAO Expert
Consultation. WHO Technical Report Series, No. 916. Geneva: World Health Organization;
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Question 2: Are you aware of any form of information about added sugars that is
provided on food labels in addition to those identified above?
● DAA notes that some manufacturers are distinguishing between added sugars
and natural sugars from whole foods by making nutrient claims on their product
labels, for example Tip Top Raisin toast states it is “Made with No Added Sugar”.
A cross-sectional study of ultra-processed food labelling in Australia by Pulker et
al. 1 noted that added sugar was described in 34 different ways.
Reference:
1.

Pulker CE, Scott JA, Pollard CM. Ultra-processed family foods in Australia: nutrition claims,
health claims and marketing techniques. Public Health Nutr. 2018; 21: 38-48.

Question 3: Are you aware of other sources of information (publically available or
otherwise) on the added sugars content of foods available in Australia and New Zealand,
beside those described above?
● DAA are aware that there is public information available online regarding sugar
sweetened beverages through rethinksugarydrink.org.au1 and their partner
websites, including recommendations, advertising campaigns, statistics and
education.
Reference:
1.

Rethink Sugar Drink [internet]. Victoria (AU): Cancer Council Victoria; 2016 Dec 8
[cited 2018 Aug 31]. Rethink Sugary Drink. Available from:
http://www.rethinksugarydrink.org.au/about.

Question 4: Do you agree with the desired outcome of this work proposed above? If not,
please suggest an alternate desired outcome and justify your suggestion.
● DAA recognises that the desired outcome only seeks to provide consumers with
information, however there is scope for policy changes to concurrently improve
consumer purchases. Moreover, there is a public health need for policies that can
improve population health1. To protect consumer health and safety ‘by reducing
risks related to food’– an overarching objective of the Food Regulatory System2 –
it is paramount that this work seeks to be more comprehensive and address the
full potential of labelling.
● DAA suggests that this can be done by using a multifaceted approach to labelling,
with several policy options outlined, in order to provide adequate contextual
information to consumers from various backgrounds and socioeconomic statuses.
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● DAA notes that diet-related health issues such as obesity disproportionately affect
those of lower socioeconomic positions. The health equity implications of any
selected strategy should be considered, and the desired outcome should be to
enable and promote healthy choices for all socioeconomic groups3-5.
● DAA recognises that there have been some efforts to improve population diets,
however these have not occurred on a national level and thus have been limited in
reach6-8. The desired outcome should therefore bridge this gap and focus on both
enabling and promoting healthy choices1.
References:
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Rev Endocrino. 2018; 14(7):430-7.
2. Food Regulation [internet]. Canberra, ACT: Commonwealth of Australia; 2015.
Aims and Objectives: 2016 Nov 12 [cited 2018 sept 13]. Available from:
http://foodregulation.gov.au/internet/fr/publishing.nsf/Content/system-aims-andobjectives
3. Devaux M, Sassi F. Social inequalities in obesity and overweight in 11 OECD
countries. Eur J Public Health. 2013; 23(3):464-9.
4. Backholer K, Spencer E, Gearon E, Magliano DJ, McNaughton SA, Shaw JE, et al.
The association between socio-economic position and diet quality in Australian
adults. Public Health Nutr. 2016;19(3):477-85.
5. Stringhini S, Carmeli C, Jokela M, Avendaño M, Muennig P, Guida F, et al.
Socioeconomic status and the 25 × 25 risk factors as determinants of premature
mortality: a multicohort study and meta-analysis of 1·7 million men and women.
Lancet. 2017 Feb 1; 389(10075):1229-37. doi: 10.1016/S0140-6736(16)32380-7.
6. Carey R, Caraher M, Lawrence M, Friel S. Opportunities and challenges in
developing a whole-of-government national food and nutrition policy: lessons
from Australia's National Food Plan. Public Health Nutr. 2016; 19(1):3-14.
7. Wutzke S, Roberts N, Willis C, Best A, Wilson A, Trochim W. Setting strategy for
system change: using concept mapping to prioritise national action for chronic
disease prevention. Health Res Policy Syst. 2017; 15:1-13.
8. Bastian A. The future of public health nutrition: a critical policy analysis of Eat Well
Australia. Aust N Z J Public Health. 2011; 35(2):111-6.
Option 2: Education on how to read and interpret labelling information about sugars
Question 5: How effective would this option be in addressing the policy issue and
achieving the desired outcome? Please provide evidence to justify your views.
●

DAA advocates for consumer education, including social marketing campaigns to
support any evidence-based nutrition labelling initiative. However, contends that
education alone will be insufficient to meet the proposed sugar labelling policy
objective. It has been found that nutrition education is most effective in
conjunction with other interventions and over prolonged periods1. The short time
frame of this approach will ultimately render it very difficult to achieve the desired
impact.
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● DAA observes that objective measures of nutrition label use have been found to
be low, and use decreases as complexity of information increases 2. At-risk
consumer groups (e.g. the elderly, those with a disability, or those with lower
levels of education and income) have been found to have the greatest difficulty
interpreting nutrition labels 3. Any education campaigns should particularly target
these at-risk consumer groups.
● DAA supports that use of education campaigns including social marketing should
follow best-practice design and encourages both short-term evaluation (to test
for consumer acceptability and understanding), and long-term evaluation (to
assess consumer impact) 4.
● As per the Tipping the Scales suite of policy options5, DAA note that successful
education campaigns need to be maintained over time to be effective (and
therefore need consistent funding over time).
● DAA identifies that education-based interventions rely on individuals to make
healthy choices and select healthier alternatives. Therefore, it is important to
consider education policies as complementary to other policies that may also
support at-risk consumer populations (such as Option 6, pictorial labelling).
● DAA encourages that education campaigns should acknowledge sugar labelling is
only currently on packaged foods. In order to be consistent with the policy
objective and the Australian Dietary Guidelines, education campaigns should
encourage not only selection of packaged foods lower in sugar, but also packaged
foods lower in fat and salt, and above all emphasize consumption of the core food
groups.
● DAA highlights that, in contrast to an education-only campaign, the alternative
labelling interventions proposed (Options 3 to 6) may also stimulate manufacturer
reformulation to reduce added sugar content. This will also allow for targeted
approaches, such as identification of high sugar foods to be restricted from sale in
school canteens 6.
References:
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Journal of Public Policy & Marketing. 2002; 21: 3-13.
5. Obesity Policy Coalition [internet]. Melbourne, Australia: Obesity Policy Coalition
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10]. Available from: http://www.opc.org.au/downloads/tipping-the-scales/tippingthe-scales.pdf, accessed Aug 10 2018.
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Commonwealth of Australia; 2014. National Healthy School Canteens: guidelines
for healthy foods and drinks supplied in school canteens [cited 2018 Aug 10].
Available from: https://www.health.gov.au/.
Question 6: How would this option impact you? Please provide impacts and cost relevant
to you.
● DAA views its members as a key resource for nutrition education in the
community, with broad reach in traditional and social media, including through
the DAA spokesperson program. DAA advises that dietitians should be consulted
in the development of any educational campaign. Strategies for a specific
education campaign should be communicated to the broader dietetic community
to enable dissemination through key nutrition information channels and settings.

Option 3: Change to statement of ingredients
Question 7: How effective would this option be in addressing the policy issue and
achieving the desired outcome? Please provide evidence to justify your views.
● DAA supports Option 3 as a viable option to meet the policy objective. However,
DAA identifies there is a lack of evidence to support its effectiveness compared to
other options.
● If Option 3 was to be implemented, DAA would recommend a bracketed approach
in identifying added sugars. This is to reduce confusion with allergen ingredients,
which are frequently bolded in ingredients lists. A bracketing approach may
conflict less with existing labelling practices and would be consistent with the
Canadian approach and the market practice of using Food Standards Code
Schedule 10 Generic names of ingredients and conditions for their use 1 to group
ingredients such as vegetables together. If this was adopted the definition of
sugars in Schedule 10 would need amendment to remove the prohibition on using
the word ‘sugars’ in a statement of ingredients.
● DAA strongly disagrees that sugars should be bolded on the ingredients list.
Consumers with allergies and their carers are taught to rely on the industry
practice of bolding declarable allergens to make safe food choices. The DAA is
concerned that bolding of non-allergenic ingredients may compromise consumer
comprehension of allergen declarations. Enabling consumer identification of
allergens should be prioritised in line with the aims of the Food Regulation System
in Australia, including to “protect the health and safety of consumers by reducing
risks related to food” 2.
● The use of an asterisk to identify sugar may avoid confusion with allergens,
however it will add an additional coded element in the ingredients list. DAA are
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concerned this is likely to increase complexity for consumers. High complexity
may reduce consumer ability to use information 3, and reduce saliency of sugar
information, therefore not achieving the policy objective.
● In a Committee meeting with APDs on the Dietitians Association of Australia Food
Regulatory and Policy Committee (August, 2013), it was agreed that DAA
members frequently report consumer confusion with the names of different
ingredients. This includes those that may be used as added sugars, including those
that may be marketed as ‘healthy’ alternatives to added sucrose/glucose (e.g.
fruit juice concentrates or rice malt syrup). Therefore, DAA does support the use
of clear, generic names for individual sugars in the statement of ingredients for
consumer transparency. In addition to Option 3, a front-of-pack labelling
approach (such as Option 5 or 6) is likely to have higher consumer saliency.
● DAA has identified some studies that found approximately 52-64% of participants
reported using the ingredients list 4, 5. Those that used ingredients lists the most
were individuals with higher income and education levels. Therefore, the
effectiveness of a policy involving changes to the ingredients list may have
greater impact on this population, and research indicates they have better
nutrient intakes to begin with 4-6. Overall, the ingredients list is reportedly used to
a lesser extent than the nutrition information panel (NIP), by approximately 10% 7.
This may infer that updates to the NIP (option 4) area better approach. Updates to
the NIP also align with what is already done for fats, and may provide more
meaningful dater to consumers looking to compare packaged products.
● DAA highlights some concern with adopting Option 3 as a priority, as there is not
sufficient evidence to support adoption of the ‘bracketing’ approach to sugar
identification in the ingredients. Nor does there appear to be evidence of the
actual usage of updated labels or behavior change impact.
References:
1. Australia New Zealand Food Standards. Code 10 Generic names of ingredients and
conditions for their use [internet]. Canberra, ACT: Federal Register of Legislation;
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http://foodregulation.gov.au/internet/fr/publishing.nsf/Content/system-aims-andobjectives.
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systematic review. Public Health Nutr. 2005; 8: 21-28.
4. Ollberding NJ, Wolf RL, Contento I. Research: Food Label Use and Its Relation to
Dietary Intake among US Adults. J Am Diet Assoc. 2011; 111(Supplement):S47-S51.
5. Bleich SN, Wolfson JA. Differences in consumer use of food labels by weight loss
strategies and demographic characteristics. BMC Public Health. 2015; 15(1):1-8.
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review of the literature. Appetite. 2015; 92:207-16.
7. Food Labelling Issues: Quantitative Research with Consumers [internet].
Canberra, ACT: Food Standards Australian New Zealand; 2013 June [cited 2018
August 7]. 42 p. Evaluation Report Series No. 4. Available from:
http://www.foodstandards.gov.au/publications/pages/evaluationreportseries/foo
dlabellingissuesquantitative/Default.aspx.

Question 8: How would this option impact you? Please provide impacts and cost relevant
to you.
● DAA identifies that dietitians may need to spend more time explaining ingredients
lists to their patients and clients.
● DAA understands that food industry/consulting dietitians can assist food industry /
business to implement this policy. Industry will need education tools to assist in
calculating added sugars from product recipes; DAA recommend Food Standards
Australia New Zealand should provide tools on its website similar to the Nutrition
Information Panel generator.
Question 9: Referring to Table 1 in Section 3.1, which implementation mechanism would
be most appropriate for this policy option? Please provide the pros and cons of your
selected implementation mechanism.
● Given the key importance of the ingredients list to allergen identification and
informed consumer choices, DAA advocate for a regulatory approach to ensure
consistency in this key area. This may increase costs for manufacturers and the
monitoring burden for Food Standards Australia New Zealand, however will be
important to maintain the integrity of the allergen identification system.

Option 4: Added sugars quantified in the NIP
Question 10: How effective would this option be in addressing the policy issue and
achieving the desired outcome? Please provide evidence to justify your views.
● The adoption of Option 4 is recommended by DAA, in combination with a front of
pack labelling scheme (Option 5 or 6, and/or the Health Star Rating), to ensure
policy options that are equitable across different demographics and literacy
levels. It underpins the ability to implement many of the other proposed options
and provides transparency and additional contextual information for consumers.
● DAA agrees that the quantification of added sugars in the Nutrition Information
Panel (NIP) is in line with current approaches for single nutrients (e.g. fat etc.). As
identified by FSANZ 1, the NIP is the label element most commonly used by
consumers to select a healthier (lower sugar) product. Therefore, leveraging
current consumer behavioral practices may reduce the burden on consumers to
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generate awareness, knowledge and use of a new label element. The new
American NIPs also require the display of added sugars 2.
● DAA do not recommend enhancing the NIP with contextual information (i.e.
Low/Medium/High ratings). This is based on a lack of evidence for this approach
and potential confusion with existing labeling systems 3. Enhancing quantification
with additional contextual information of Low/Medium/High classifications may
lead to undue emphasis on added sugar (over other key nutrients such as sodium,
saturated or trans-fats). Providing %DI (Daily Intake) for all nutrients on the NIP
may avoid this effect, however, there is a lack of evidence for the effectiveness of
this approach. In an online study based on hypothetical questions, Vanderlee et
al. 4 found no improvement in the proportion of consumers who correctly
identified a product as containing added sugar when %DV (American equivalent to
%DI) provided in addition to added sugar information on the NIP (compared to
added sugar in NIP only). DAA understand that, at present, there are no regulated
reference values for %DI for added sugars used to calculate %DI. In order to
appropriately label added sugar content as Low/Medium/High, extensive research
and consultation would be required to determine what these range values should
be.
● DAA highlights the implementation of this option in Chile provides good guidance
that could be used to inform a similar approach in Australia 5.
● DAA acknowledged that the inclusion of added sugars in the Health Star Rating is
a separate issue to the current submission, however identifies the importance of
considering it when deciding on policy for sugar labelling. Some evidence
indicates that option 4 would improve the performance of the existing Health Star
Rating system 3, as such, it would improve the current status quo in promoting
diets that align with the Australian Dietary Guidelines. DAA continues to advocate
for added sugars to be included in the Health Star Rating system. Including added
sugars has been found to increase Health Star Rating performance in
distinguishing between discretionary and core foods3.
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Question 11: How would this option impact you? Please provide impacts and cost relevant
to you.
● DAA has no comment to provide.

Question 12: How would the proposed option impact existing elements of a food label
(both mandatory and voluntary)? Would adopting this option require another element of
a food label to be removed from the package? If so, which labelling elements would be
removed?
● DAA do not recommend the use of Low/Medium/High added sugar identification
in the Nutrition Information Panel, as this could be confusing for consumers
attempting to reconcile this information with the Health Star Rating system which
currently does not account for added sugar. DAA has previously submitted to the
Health Star Rating review, support for distinguishing between added sugars and
total sugars in the Health Star Rating algorithm. Including added sugars has been
found to increase Health Star Rating performance in distinguishing between
discretionary and core foods 1.
● DAA recommend that if this policy option is adopted, the ‘low in sugar’ claim on
product labels should be discontinued, and instead replaced with a ‘low in added
sugar’ claim. ‘Low in sugar’ claims should not be further permitted, as relevant
healthy products would be captured under a ‘low in added sugar’ definition. The
‘no added sugar’ claim under Food Standards Code 1.2.7 2 currently permitted for
healthy foods/core foods should remain for those healthy foods that do not
contain any added sugar.
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2. Federal Register of Legislation. Australian New Zealand Food Standards Code.
Standard 1.2.7 Nutrition, health and related claims [internet]. Canberra, ACT:
Federal Register of Legislation; 2017 [cited 2018 Sept 13]. Available from:
https://www.legislation.gov.au/Details/F2017C01048.
Question 13: Referring to Table 1 in Section 3.1, which implementation mechanism would
be most appropriate for this policy option? Please provide the pros and cons of your
selected implementation mechanism.
● DAA recommend a regulatory approach for this option. The NIP is a key piece of
consumer information and therefore must be protected and consistency assured
through a regulatory approach.
● This aligns with DAAs advocacy for mandating the Health Star Rating on packaged
foods, and the inclusion of added sugar into its algorithm.

Option 5: Advisory labels for foods high in added sugars
Consultation question 14: How effective would this option be in addressing the policy
issue and achieving the desired outcome? Please provide evidence to justify your views.
● In principle, DAA supports Option 5 (Advisory labels), when accompanied by
policy Options 4 and 6. It is important to note that, at present, DAA only supports
Option 5 to be applied to sugar-sweetened beverages (SSBs). DAA recognises
that SSBs are of no nutritional value beyond their energy content and are a key
source of added sugar in the Australian diet 1. The majority of studies examining
advisory or warning labels to date have applied specifically to SSBs 2.
● DAA is concerned about unintentional implications of advisory or warning labels
on packaged food related to the criminalising of one food over others. DAA does
not support that one food is responsible for the health status of Australians,
however does support evidence-based interventions that can improve health.
● DAA strongly encourages short term evaluation (to test for consumer
acceptability and understanding), and long term evaluation (consumer impact). If
proven successful, DAA supports this policy to be rolled out for other foods high
in added sugars. In order to align with the Australian Dietary Guidelines, DAA
encourages this policy to be considered for foods high in saturated and/or trans
fats and sodium content.
● DAA encourages that this policy should be used in conjunction with labelling that
provides information on healthier alternatives such as the Health Star Rating. DAA
acknowledged that, for this to be effective, the Health Star Rating would need to
take into consideration added sugar, and become a mandatory system across all
packaged foods in Australia.
● DAA highlights evidence in support of the effectiveness of this policy option:
o In an American online experimental settings, front of pack (FOP) textbased warning labels have been demonstrated to significantly reduce
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intended purchases of SSBs by adolescents’ and their parents by
approximately 20% 3, 4.
o An online study in New Zealand found that a text-based warning label and
to a greater extent a graphic warning label, led to a significant reduction in
young adults reported likelihood of purchasing SSBs 5. Text-based warning
labels have also demonstrated the potential to improve accuracy in
estimating the sugar content of SSBs and increasing awareness that
consuming SSBs can lead to diet-related diseases 3,4.
o An Australian study 2 similarly found that FOP labels, particularly those with
graphic warnings, have the potential to reduce intended SSB purchases.
This study also found that those labels identifying healthier alternatives
(through use of the Health Star Rating system, without warning labels)
may influence consumers to substitute SSBs with healthier drinks.
o Other research has encouraged policy makers to apply learnings from the
tobacco experience when considering advisory or warning labels on SSBs
6
.
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Question 15: How would this option impact you? Please provide impacts and cost
relevant to you.
● DAA has no comment to provide.
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Question 16: How would the proposed option impact existing elements of a food label
(both mandatory and voluntary)? Would adopting this option require another element of
a food label to be removed from the package? If so, which labelling elements would be
removed?
● DAA is concerned that, given the Health Star Rating does not currently include
added sugar, warning labels may seem to provide conflicting information for
some food categories, which may not overall enhance consumers’ ability to select
healthier options. Including added sugars has been found to increase Health Star
Rating performance in distinguishing between discretionary and core foods1.
Reference:
1. Peters SA, Dunford E, Jones A, Ni Mhurchu C, Taylor F, Woodward M et al.
Incorporating added sugar improves the performance of the Health Star Rating
Front-of-Pack Labelling System in Australia. Nutrients [internet]. 2017 Jul 5 [cited
2018 Aug 10]; 9(7): 701. doi: 10.3390/nu9070701.
Question 17: Referring to Table 1 in Section 3.1, which implementation mechanism would
be most appropriate for this policy option? Please provide the pros and cons of your
selected implementation mechanism.
● DAA supports a regulatory approach to this policy option. Given that this option is
likely to meet strong industry opposition, it should be overseen by government to
ensure effective oversight and consistent implementation. There is a strong
commercial disincentive for manufacturers to place warning labels on their
products. Industry will need education tools to assist in calculating added sugars
from product recipes; DAA recommend Food Standards Australia New Zealand
should provide tools on its website similar to the Nutrition Information Panel
generator.

Option 6: Pictorial approaches to convey the amount or types of sugars in a serving of
food
Question 18: How effective would this option be addressing the policy issue and
achieving the desired outcome? Please provide evidence to justify your views.
● DAA supports this option to be considered on sugar sweetened beverages (SSBs).
Research 1-4 shows that pictorial approaches to convey the amount of sugars in
servings of food and drink enhances the impact of advisory labels. In an American
real-world intervention study, point-of-sale signage displaying the number of
teaspoons of added sugar within SSBs reduced actual purchases of SSBs 5. After
the intervention finished, the impact of the pictorial approach was persistent in
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decreasing SSB consumption. Billich et al. also found that FOP labels of sugar
content reduced intended purchases of SSBs by half, in an online experiment 4.
Pictorial approaches may also be useful for visually impaired persons.
● DAA is concerned about unintentional implications of advisory or warning labels
on packaged food related to the criminalising of one food over others. DAA does
not support that one food is responsible for the health status of Australians,
however does support evidence-based interventions that can improve health.
● DAA strongly encourages short term evaluation (to test for consumer
acceptability and understanding), and long term evaluation (to assess consumer
impact). If proven successful, DAA supports this policy to be rolled out for other
foods high in added sugars. In order to align with the Australian Dietary
Guidelines, DAA encourages this policy to be considered for foods high in
saturated and/or trans-fats and sodium content.
● DAA can see the importance of this intervention to provide equitable policy
options across different socioeconomic and lower literacy groups.
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Question 19: How would this option impact you? Please provide impacts and cost
relevant to you.
● DAA has no comment to provide.

Question 20: How would the proposed option impact existing elements of a food label
(both mandatory and voluntary)? Would adopting this option require another element of
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a food label to be removed from the package? If so, which labelling elements would be
removed?
● DAA acknowledges that this policy option may cause some confusion with the
current Health Star Rating system, which does not take into account added
sugars. This does not preclude either labelling element from being on packaging.
DAA recommend that the review of added sugar labelling be done in consultation
with the Health Star Rating review, noting DAA’s previous recommendation for
added sugars to be included in the Health Star Rating and for the Health Star
Rating to become mandatory. Including added sugars has been found to increase
Health Star Rating performance in distinguishing between discretionary and core
foods1.
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Question 21: Referring to Table 1 in Section 3.1, which implementation mechanism would
be most appropriate for this policy option? Please provide the pros and cons of your
selected implementation mechanism.
● DAA recommends a regulatory approach. As with advisory labels, the greatest
benefit of this policy would be derived from having consistent labelling to allow
consumers to compare foods and identify products lower in added sugar. A
mandatory regulatory approach is most likely to achieve consistency.

Option 7: Digital linking to off label web-based information about added sugars content
Question 22: How effective would this option be in addressing the policy issue and
achieving the desired outcome? Please provide evidence to justify your views.
● DAA does not support this policy option, as it has several limitations. DAA is
concerned that it relies on consumers to take substantial action to follow-up
information. Existing apps such as FoodSwitch
(https://www.foodswitch.com.au/#/home) already facilitate comparison of
products using NIPs through consumer scanning of barcodes, therefore making
added sugar information available on NIPs would facilitate these existing marketdriven services, without compromising the ability for consumers without smart
phones or internet access to access this information.
● DAA is aware of the limitation that digital linking will require a database of foods,
which will have to be kept up to date to be effective. This will require extra
investment into employing staff to manage, particularly if barcodes are used and
these frequently change on products.
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● DAA identifies that this policy option would be inequitable, as not all Australians
have access to a smart phone or the internet, and is likely to preferentially benefit
higher socioeconomic groups who are more frequent users of nutrition
information 1. There is a distinct lack of access to technology by those from low
socio-economic groups, marginalised communities, and those from remote and
regional communities 2. In particular, Indigenous Australians are more likely to live
in rural and remote settings with limited access to mobile phone and internet
services 3.

Reference:
1. Ollberding NJ, Wolf RL, Contento I. Research: Food Label Use and Its Relation to
Dietary Intake among US Adults. J Am Diet Assoc. 2011; 111(Supplement):S47-S51.
2. Edmonds F, Rachinger F, Waycott J, Morrissey P, Kelada O & Nordlinger R.
‘Keeping Intouchable’: A community report on the use of mobile phones and
social networking by young Aboriginal people in Victoria. Melbourne, VIC:
Institute for a Broadband-Enabled Society (IBES), University of Melbourne; 2012
Aug [cited 2018 Aug 10]. 32 p. Available from:
http://www.academia.edu/32525723/Keeping_Intouchable_a_community_report_
on_the_use_of_mobile_phones_and_social_networking_by_young_Aboriginal_p
eople_in_Victoria
3. Rice ES, Haynes E, Royce P, Thompson SC. Social media and digital technology use
among Indigenous young people in Australia: a literature review. Int J Equity
Health [internet]: 2016 May 25 [cited 2018 Sept 19]; 15(81).
https://doi.org/10.1186/s12939-016-0366-0.
Question 23: How would this option impact you? Please provide impacts and cost
relevant to you.
● DAA has no comment to provide.

Question 24: How would the proposed option impact existing elements of a food label
(both mandatory and voluntary)? Would adopting this option require another element of
a food label to be removed from the package? If so, which labelling elements would be
removed?
● DAA highlights that codes other than the pre-existing barcodes e.g. QR codes,
would occupy space on a label, providing a challenge to manufacturers. DAA
views that using existing barcodes for this intervention is the most suitable
option. Instructions will need to be included for consumers. DAA indicates a
challenge for this intervention would be keeping track of all products if barcodes
change regularly on the same product.
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Question 25: Referring to Table 1 in Section 3.1, which implementation mechanism would
be most appropriate for this policy option? Please provide the pros and cons of your
selected implementation mechanism.
● DAA does not recommend this policy alternative.

Questions about all proposed options
Question 26: Are there additional options that should be considered to address the policy
issue and achieve the desired outcome? If so, please describe your suggested option and
how it addresses the policy issue and would achieve the desired outcome? Please also
describe the cost of implementing your proposed option.
● DAA are aware of the report ‘Tipping the Scales’, a joint project led by the Obesity
Policy Coalition and Deakin University’s Global Obesity Centre (GLOBE) 6. DAA
support this report and its findings. The report identifies eight clear, practical, and
evidence-based actions the Australian Federal Government can take to address
Australia’s serious obesity problem, including mandating the Health Star Rating by
2019. It also highlights that successful education campaigns need to be
maintained over time to be effective (and therefore need consistent funding over
time).
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Question 27: Is the description of the strengths and weaknesses of the proposed options
(compared to the status quo) accurate? Please justify your response with evidence.
● DAA believes the strengths and weaknesses are accurate, however have
identified some additional in question 28.

Question 28: Are there additional strengths and weaknesses associated with the
proposed options (compared to the status quo)? Please describe what these are?
● DAA identifies the following:
o A weakness of option 2 is that research indicates education and the use of
nutrition labelling approaches may preferentially benefit those of higher
socioeconomic status 1, potentially increasing the existing inequalities in
dietary intake of sugar.
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o A weakness of option 3 is the lack of evidence to support effectiveness of
this approach to achieve the proposed objectives.
o Options 4, 5 and 6 are most structural in nature and likely to have the
greatest reach. As such, they have the potential to achieve the dual goals
of enabling and promoting healthy choices.
o The potential benefits to health equity are strengths to options 4, 5 and 6
The potential negative implications for health equity are notable
weaknesses of the remaining options and complementary strategies
should be implemented if these options are enforced
Reference:
1. Cowburn G, Stockley L. Consumer understanding and use of nutrition labelling: a
systematic review. Public Health Nutr. 2005; 8: 21-28.
Question 29: If you proposed a different option at question 26, please detail the
strengths and weaknesses of you proposed option, compared to the status quo.
● N/A
Question 30: Should the proposed options apply to all packaged foods in the Australian
and New Zealand food supply, or only particular foods or food categories? If so, which
option(s) should apply to particular foods or food categories and what would these
foods or food categories be?
●

DAA recommends that options 2 and 4 be prioritised for implementation on all
packaged food. Option 2 is necessary to provide consumers the knowledge of the
changes and their justification, option 4 will underpin the ability to implement the
other proposed options.
● DAA supports Option 5 and 6 but on sugar-sweetened beverages (SSBs) only, as
this is where the evidence exists at present. SSBs are of no nutritional value
beyond their energy content and are a key source of added sugar in the Australian
diet 1. DAA advises that these policies will be insufficient to achieve the policy
objective on its own, and should be combined with Options 2 and 4. DAA supports
that, if option 5 continues to provide positive effects, it should be rolled out to
other products that provide no nutritional value beyond their energy content, and
are high in total fat and sodium.
● DAA does support option 3 (Statement of Ingredients), however identifies option
4 as better for achieving the policy objective, and can better align with the Health
Star Rating system and the Australian Dietary Guidelines. If option 3 was to be
implemented, DAA would recommend a bracketed approach to reduce confusion
with allergen ingredients. DAA does support the use of clear, generic names for
individual sugars in the statement of ingredients for consumer transparency.
● DAA highlights the universal need for mandatory system on packaging to allow
the food supply to be monitored as a whole.
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Question 31: Is the description of the pros and cons of the different implementation
mechanisms in Table 1 accurate? Please justify your response with evidence.
● DAA agree with the pros and cons described in Table 1, except for as described
below in Q32.

Question 32: Are there other pros and cons associated with the different implementation
mechanisms? Please describe what these are.
● DAA supports a regulatory approach, as it has the additional benefit of providing a
level playing field for all businesses, in contrast to voluntary approaches where
adopting manufacturers may be subject to additional costs.

Question 33: Are there any other benefits or costs associated with the proposed
labelling options which have not been identified above?
● DAA has nothing further to add.
Question 34: Should there be exemptions or other accommodations (such as longer
transition periods) made for small businesses, to minimise the regulatory burden? If so,
what exemptions or other accommodations do you suggest?
● DAA recommend resources be made available to assist in calculating added sugars
from product recipes, particularly for smaller businesses.
● DAA recommend allowing longer transition times for small businesses to enable
changes to label artwork to occur within normal review time.

Question 35: What would be the cost per year for the industry to self-regulate (e.g.
voluntary code of practice- industry driven)? Please justify your response with hours of
time, and number of staff required. Please specify which country (Australia or New
Zealand) your evidence is based on.
● DAA has nothing further to add.

Question 36: Would industry pass any of the costs associated with implementing the
proposed options on to consumers? What is the basis for your view?
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● DAA has nothing further to add.
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