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ABSTRACT

Trauma and social disadvantage are strongly associated with higher rates of chronic disease, partly driven by modifiable risk
factors such as physical inactivity and poor diet. Despite strong evidence supporting exercise and dietary interventions for both
physical and mental health, access to allied health professionals—particularly exercise physiologists, physiotherapists and dieti-
tians—remains profoundly inequitable. Current prevention efforts predominantly reach individuals with stable living conditions
and sufficient resources, ultimately privileging the privileged and entrenching health disparities. To close these gaps, these work-
forces must be reoriented: embedded within trusted community settings and delivered earlier in the care pathway, in ways that
are trauma-informed and responsive to social context.

JEL Classification: Health occupations, Environment and public health, Sports medicine, Nutritional and metabolic diseases,
Health services administration
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1 | Introduction

Trauma and social disadvantage are major drivers of health
inequity in Australia, contributing to disproportionate rates
of chronic disease, multimorbidity and psychological distress
[1]. Much of this burden is linked to physical inactivity and
poor diet, two powerful yet modifiable determinants of health.
Interventions targeting these behaviours are among the few
strategies that improve both physical [2, 3] and mental [4]
health and are recommended in Australian and international
guidelines for the management, treatment and prevention of
chronic conditions, including depression [5, 6], cardiometa-
bolic disease and obesity [2]. However, the effectiveness of
these interventions is shaped by the social and economic con-
ditions in which people live, including access to nutritious
food, safe environments, and the time and resources needed
to engage in health-promoting behaviours. Access to allied
health professionals trained to deliver such interventions re-
mains profoundly inequitable. In 2022-2023, fewer than 1% of
Australians accessed exercise physiology or dietetic services,
and individuals in the lowest socio-economic quintile received
40% fewer services than individuals in the highest [7]. People
experiencing trauma and social disadvantage (including ref-
ugees and asylum seekers, survivors of sexual and gendered
violence, people facing homelessness or food insecurity) are
among those least likely to benefit from these preventive strate-
gies [8-10]. These inequities reflect not only differential access
to care but also the limitations of clinic-based, referral-driven
models that are often inaccessible or unacceptable to those
with complex social needs. This mismatch entrenches health
gaps and raises a pressing question: how can these allied
health services be delivered earlier and within trusted commu-
nity settings, in ways that are trauma-informed and responsive
to the social conditions that shape engagement?

2 | Why Reorienting Allied Health Services
Matters?

Exercise and dietary interventions are among the few strategies
that improve both physical and mental health. Their benefits ex-
tend across conditions including depression, obesity, diabetes,
and cardiovascular disease, and the interventions are endorsed
as first-line or adjunctive care in both Australian and interna-
tional guidelines [1, 2, 11]. Yet, despite the strength of the ev-
idence, translation into practice remains uneven. The third
report of the Lancet Psychiatry Physical Health Commission [12],
published in August 2025, shifts the focus from why programs
work, to how they can be equitably and sustainably embedded
within routine care. This imperative is echoed in the World
Health Organization (WHO) 2025 Guidance on mental health
policy and strategic action plans [13], which frames exercise and
dietary interventions as rights-affirming, person-centred and
community-embedded, with outcomes extending beyond symp-
tom reduction to enhancement of dignity, autonomy, resilience,
hope and social connection. Demand for mental health and pri-
mary care continues to rise [14, 15], while bulk-billing declines
and wait times increase [16], placing growing pressure on ex-
isting systems. Together, these trends create a window of op-
portunity to reorient allied health services towards prevention,
community settings and populations currently underserved.

The challenge of reorienting allied health services earlier and
closer to community settings is particularly urgent in Australia.
Although Australia has a highly trained allied health workforce
including over 8000 Accredited Exercise Physiologists (AEPSs)
and 9000 Accredited Practising Dietitians (APDs), these pro-
fessionals remain concentrated in private, clinic-based models
outside of the acute sector [17]. Access to care is shaped by finan-
cial barriers, Medicare rebates, out-of-pocket costs and private
insurance. In addition, trauma and related psychosocial factors
can contribute to distrust, avoidance of healthcare settings and
difficulties engaging with treatment [18], further limiting access
for people experiencing disadvantage. For these populations, the
combined impact of economic constraints and trauma-related
challenges renders evidence-based, preventive care largely
inaccessible.

Unless allied health services are reoriented earlier and closer
to community settings, that is upstream in the care pathway,
and delivered outside traditional clinic-based models, pre-
vention will remain a privilege [19], not a right. Australia has
both the workforce and the evidence; the challenge is recon-
figuring systems to deliver these interventions where they are
needed most.

3 | Translating Allied Health Innovations From
Clinical to Community Settings

Several recent innovations demonstrate how allied health mod-
els developed within clinical services can be adapted and em-
bedded within community settings to improve access and equity.
One such example is Keeping the Body in Mind (KBIM) [20-22],
developed in south-east Sydney, which integrates exercise phys-
iology and dietetics into an early psychosis program with a spe-
cific focus on preventing antipsychotic-induced weight gain. It
improved physical health outcomes and has since been adapted
in other mental health settings. KBIM proved that lifestyle inter-
ventions can become part of core business rather than optional
extras when allied health is embedded in the treatment plan.

Building on KBIM's success in clinical settings, the Addi Moves
initiative [23] illustrates how allied health can be embedded in
community contexts. Delivered in partnership with the Addison
Road Community Organisation in inner west Sydney;, it provides
free, trauma-informed exercise physiology primarily to women
and families affected by displacement, violence and social dis-
advantage [23]. Sessions are flexible in timing and format, and
delivered in safe, supportive environments that foster trust and
respect participants' lived experiences. The program also in-
cludes child-friendly spaces, allowing women to attend with
their children and fully engage in the activities. Preliminary
evaluation indicates high engagement and consistent improve-
ments in mood following sessions, with no reported serious
adverse events. Addi Moves is sustained through a structured
pipeline of student placements under professional supervision
and reaches people already engaged with Addison Road's food
relief and community programs (which support around 9000
people each week) and is now expanding to integrate nutrition
and dietetic support through Addi Eats. This partnership model
ensures services reach those most in need, rather than relying
on referral into traditional clinical systems.
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Another innovation developed in a clinical setting is Keeping
Our Staff in Mind (KoSiM) [24, 25], a workforce-focused model
that enables clinical and non-clinical frontline staff in mental
health services to experience lifestyle interventions themselves.
This approach builds confidence, capacity and cultural change
before staff are asked to deliver or refer. Its primary impact lies
in embedding lifestyle care as a sustainable element of routine
practice. Although KoSiM is situated within clinical services, it
demonstrates how workforce-focused approaches can support a
shift towards prevention and lifestyle-oriented care within exist-
ing systems and can be adapted to community-based contexts.
This aligns with the WHO call to expand the mental health
workforce through task-shifting, enabling a broader workforce
to contribute to trauma-informed, rights-based care. Similar
workforce-focused principles have also been applied within
community settings, including Addi Moves. Together, these
initiatives demonstrate that reorienting allied health services
earlier and closer to community settings is both feasible and im-
pactful. By embedding allied health within trusted services, co-
designed with communities and supported by innovations such
as student placements and reflective supervision, these models
extend prevention beyond traditional clinic-based care into the
settings where people experiencing trauma and disadvantage
already seek support.

4 | Reorienting Allied Health for Equity

To achieve sustainable and equitable reorientation of allied
health services, several structural and workforce strategies must
be considered. Reorienting allied health requires locating ser-
vices where people already are, rather than expecting those most
affected by trauma and disadvantage to navigate complex refer-
ral systems. Partnerships with trusted organisations including
food pantries, homelessness services, refugee health programs
and sexual violence support services, provide direct pathways
to populations who stand to benefit most from preventive care.
Embedding lifestyle-based allied health services within these
contexts can help ensure interventions are delivered in safe, cul-
turally responsive environments, alongside the supports people
are already accessing. It also creates opportunities for the spe-
cialised staff within these services to mentor and support allied
health students. These specialised staff hold unique expertise
in working with hard to reach populations who may otherwise
be less likely to engage in help seeking behaviour. This recip-
rocal process generates new knowledge and ways of working,
rather than simply transplanting existing models of care. In Seye
Abimbola’s terms, it ‘connects a system to more of itself’, [26]
strengthening the links between health and community in mu-
tually reinforcing ways.

5 | Student Placements as a Workforce Strategy

A critical enabler of this approach is the student placement
pipeline [27, 28]. Exercise physiology, dietetics and physiother-
apy programs produce thousands of graduates each year, yet
opportunities to train in community and trauma-informed
settings remain limited. Structured placement models, such
as those used in Addi Moves, allow students to contribute to
service delivery under professional supervision while gaining

invaluable experience in equity-focused practice. Emerging ev-
idence suggests that allied health placements can also support
workforce capacity by strengthening service delivery, staff ca-
pability and care quality [28]. This experience helps cultivate
practitioners who are socially aware, engaged and better pre-
pared for work in settings shaped by trauma and disadvantage.
The dual benefit of expanding access while building the next
generation of practitioners offers a sustainable and scalable
workforce solution.

Relationships with frontline community organisations are
equally important. By working alongside services already trusted
by people experiencing disadvantage, allied health can be nor-
malised as part of holistic support rather than an additional
hurdle. In this way, prevention becomes accessible, acceptable
and integrated into daily life. Reorienting allied health closer
to community settings is therefore not about creating parallel
systems, but about embedding evidence-based interventions
into the very services that already sustain communities. This
may also include community-based supports accessed through
individualised funding models, including for some people with
National Disability Insurance Scheme (NDIS) support packages,
although access will depend on whether these services are vis-
ible, navigable and supported within existing care and funding
systems. Student pipelines and service partnerships together
provide a practical roadmap for shifting lifestyle care out of clin-
ics and into the spaces where it is most urgently needed.

Achieving this reorientation will require coordinated action
across multiple levels of the health system. Policy makers and
funders must support commissioning and reimbursement mod-
els that enable allied health services to be delivered within
community settings, rather than relying solely on clinic-based,
referral-driven care. This may require moving beyond fee-for-
service approaches towards funding models that support pre-
vention, continuity of care and multidisciplinary delivery. In
parallel, universities and training providers must expand place-
ment opportunities in community and trauma-informed set-
tings to build a workforce equipped to deliver equitable care.

Current allied health service models in Australia largely suit
those with stability and resources. It is time to re-imagine what
prevention-focused allied health care is, who it is for and where
it should be delivered. Rather than clinic-based extras for the
already well served, exercise and dietary support must be seen
as essential, rights-based care, aligned with the WHO call for
rights-based, holistic and community-integrated systems. This
means moving prevention into community spaces where peo-
ple affected by trauma and disadvantage already seek support,
building reciprocal partnerships with trusted organisations
that sustain communities and training a workforce equipped
for equity through student pipelines and culturally responsive
practice. Unless allied health is reoriented to engage earlier and
closer to community settings—upstream in the care pathway—
prevention will remain a privilege of the few.
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