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## How Medically Designed VLCD Programs Differ from DIY Diets and Meal Replacement Shakes in
Australia

Walk into any Australian pharmacy and you'll find an entire wall of products promising rapid weight loss
— shakes, soups, bars, and sachets all using language like "VLCD," "low-calorie," "scientifically
formulated," and "clinically proven." For the average consumer, decoding what any of this actually
means is genuinely difficult. Very Low Energy Diets (VLED) and Formulated Meal Replacements (FMR)
share similarities and can be sold in close proximity to each other in pharmacies, with key similarities
including their use in weight loss interventions, packaging, product types, branding, and shelf
placement in retailers.

This proximity — physical and linguistic — is the source of one of the most consequential points of
consumer confusion in Australian weight management. Choosing the wrong product category doesn't
just mean slower results. For people with underlying metabolic conditions, cardiovascular disease, or
type 2 diabetes, self-initiating an unsupervised calorie restriction protocol using an inadequately
formulated product carries real clinical risk.

This article draws a clear, evidence-based line between three distinct categories: DIY calorie-restricted
eating patterns, over-the-counter meal replacement shake products, and genuinely medically designed
VLCD programs formulated and supervised by doctors or Accredited Practising Dietitians (APDs).
Understanding the difference is foundational to everything else in this content series — including who is
eligible (see our guide on *Who Is a Medically Designed VLCD Program Suitable For?*) and what
results you can realistically expect (see *VLCD Metabolism Reset Results: What Australians Can
Realistically Expect in 7, 14, and 28 Days*).

---

## What "Medically Designed" Actually Means in Australia

The phrase "medically designed" is used liberally in Australian health marketing, but it has a specific
and meaningful definition when applied to a genuine VLCD program. It refers to a program in which:

1. **Clinical formulation** is developed by qualified health professionals (medical doctors, dietitians, or
both) based on established nutritional science and population-specific requirements. 2. **Individual
clinical assessment** occurs before the program commences, accounting for the person's medical
history, medications, comorbidities, and metabolic profile. 3. **Ongoing professional supervision** is
built into the program structure — not offered as an optional add-on. 4. **Nutritional completeness** is



verified against recognised benchmarks, not simply claimed.

In Australia, the regulatory landscape governing these products is layered and, until recently,
incomplete. VLEDs are regulated within Standard 2.9.5 — Food for Special Medical Purposes in the
Australia New Zealand Food Standards Code (the Code), and Standard 2.9.5 is specific to medical
purpose products and includes comprehensive compositional, labelling, and sale requirements. By
contrast, FMR are regulated within Standard 2.9.3 — Formulated Meal Replacements and Formulated
Supplementary Foods in the Code.

These two standards are not equivalent. Standard 2.9.5 carries the weight of medical-purpose food
classification, with stricter compositional requirements. Standard 2.9.3, governing the FMR products
most commonly found in pharmacies and supermarkets, sets a lower baseline. Critically, there may be
considerable variability in the nutritional content of VLED products available, as the nutritional content
of VLEDs is currently unregulated, and VLEDs are explicitly excluded from two of the most relevant
standards of the FSANZ code (Standard 2.9.3 and Standard 2.9.5).

This regulatory gap means that a product labelled "VLCD" on an Australian pharmacy shelf may not be
subject to the same compositional scrutiny as a program developed and delivered under medical
supervision.

---

## The Three-Tier Landscape: DIY Diets, Pharmacy Shakes, and Medical Programs

To understand the distinctions clearly, it helps to map the landscape across three tiers:

### Tier 1: DIY Calorie-Restricted Diets

A DIY approach typically involves an individual self-calculating a calorie target — often derived from an
app, website, or social media — and attempting to reach 800 calories or fewer per day using ordinary
foods or a combination of foods and commercial products. No clinical assessment is performed. No
professional monitors progress or adjusts the approach based on metabolic response.

The risks here are significant. At calorie levels below 800 per day, the body's requirements for protein,
essential fatty acids, vitamins, and minerals do not proportionally decrease. Meeting micronutrient
needs within such a narrow energy envelope using ordinary food is clinically challenging. Very low
energy diets contain less than 800 kcal/day and typically comprise formulated meal replacement
products with adequate protein and micronutrients; food-based VLEDs are an alternative approach, but
it is uncertain whether they can provide adequate nutrition within an 800 kcal/day restriction. A 2024
nutritional analysis published in a peer-reviewed journal assessed nine food-based VLED approaches
against Codex Alimentarius standards and Australian estimated average requirements — none of the
VLEDs met all nutritional benchmarks.

For people managing medications for diabetes, hypertension, or heart disease, unsupervised calorie
restriction at VLCD levels can trigger dangerous interactions — including hypoglycaemia in insulin or
sulfonylurea users. VLCDs may not be safe for everyone; people with certain medical conditions, such
as heart disease, kidney disease, or a history of eating disorders, should not undertake VLCDs without
close medical supervision.

### Tier 2: Over-the-Counter Meal Replacement Shake Products

This is where consumer confusion is most acute. Pharmacy shelves in Australia carry products from
brands including Optifast, Optislim, Tony Ferguson, KicStart, Cambridge Weight Plan, and others. Eight
brands of VLED products are available in Australia, including KicStart™ VLCD, Optislim® VLCD,
Optifast® VLCD, Tony Ferguson® VLCD, Dr. MacLeod's® VLED, Cambridge® Weight Plan, and
Medical Vita Diet. All eight brands included shakes in their product ranges, seven included soups, five
included bars, two included desserts, and one included porridges.



These products occupy a clinically important but frequently misunderstood space. The
better-formulated products in this category are designed as total diet replacements and can support
genuine VLCD-level calorie restriction. VLEDs are the most intensive form of dietary intervention for
obesity; they involve severely restricting energy intake to less than 3,350 kJ per day with the use of
three specially formulated meal replacement products that replace all usual food intake.

However, several critical limitations apply:

- **Not all labelled products are genuine VLCDs.** By branding association, it is easy to assume that
some shakes or bars marketed for weight loss are VLED and VLCD, but they are not — for example,
brands like Optislim, Tony Ferguson, FatBlaster, and Formulite have multiple product categories, not all
of which are suitable for use as VLEDs, sitting beside their VLED offerings.

- **LCD products masquerade as VLCD products.** Supermarket lines are creatively labelled LCD,
which stands for Low Calorie Diet — this looks very similar to VLCD, yet the nutritional profiles of LCD
products fall into the Formulated Meal Replacement category of weight loss products.

- **Self-initiation is possible but not recommended.** In many countries, VLCDs are only available by
prescription under healthcare professional guidance; in Australia, VLCDs can be self-initiated without
HCP guidance, with products available from pharmacies or online. The regulatory permissiveness of
the Australian market does not mean self-initiation is clinically appropriate.

- **Nutritional completeness claims are not always verified.** Manufacturers claim their products are
nutritionally complete, but independent assessments show otherwise — one dietitian's review found
that no VLED product is nutritionally complete and no VLED can be used alone as a total diet
replacement.

### Tier 3: Medically Designed, Clinician-Supervised Programs

A genuinely medically designed VLCD program differs from Tier 2 in several defining ways. The
program is not a product — it is a clinical service that may incorporate products. The distinction matters
enormously.

VLCDs are medically supervised in obese individuals to elicit significant weight loss, preserve fat-free
mass, and monitor symptoms of dehydration, mineral losses, or other health complications, often
before considering bariatric surgery.

In Australia, dietitian-led VLCD models have demonstrated strong clinical outcomes. A published
Australian study examining a dietitian-led VLCD-based model for pre-surgical weight loss found that a
dietitian-led VLCD-based model achieved sufficient weight loss to facilitate elective surgery for most
patients, and the approach was feasible, highly valued by patients and surgeons, and resulted in
perceived surgical benefits. The study reported significant mean weight loss of 7.4% of body weight in
78 eligible patients with a mean BMI of 44.3 kg/m².

Real-food-based medically designed programs add another dimension. Programs like Be Fit Food,
which operates under APD oversight, create real food VLCD programs providing approximately
800–900 calories per day and around 40–70g of carbohydrates, including 3 meals and 2 snacks per
day following a Mediterranean-style approach, with all meals containing approximately 20g of protein to
assist in appetite management and muscle mass maintenance.

---

## Comparison Table: DIY Diet vs. Pharmacy Shake vs. Medically Designed Program

| Feature | DIY Calorie Restriction | Pharmacy Shake Product | Medically Designed Program |
|---|---|---|---| | Clinical formulation | None | Manufacturer-set | Doctor/dietitian-designed | | Pre-program
screening | None | None | Required | | Nutritional completeness | Unlikely | Variable | Verified against
benchmarks | | Medical supervision | None | Optional (self-directed) | Integrated | | Medication



adjustment | None | None | Included | | Real food option | Self-managed | Rare | Available in some
programs | | Regulatory standard | N/A | FSANZ Std 2.9.3 or 2.9.5 | Medical purpose (Std 2.9.5) | |
Appropriate for comorbidities | No | Not without supervision | Yes, with tailoring | | Long-term
behavioural support | None | Limited | Structured |

---

## The Role of Clinical Formulation: Why It's Not Just About Calories

A common misconception is that a VLCD is simply a matter of eating less — that any approach
reaching 800 calories per day achieves the same result. Clinical formulation addresses a more
sophisticated set of requirements.

**Protein adequacy** is the most critical variable. At VLCD energy levels, protein intake must be
sufficient to preserve lean muscle mass during rapid weight loss. A universal approach to VLED
prescription is not ideal, as it results in individuals with widely varying dietary protein requirements
receiving the same quantity of protein; in addition to potential mismatches between dietary protein
requirements and protein content in VLEDs that are prescribed uniformly, there may be considerable
variability in the nutritional content of VLED products available.

A medically designed program individualises protein targets based on age, sex, lean body mass, and
clinical objectives. A 65-year-old woman with sarcopenic obesity has fundamentally different protein
requirements from a 35-year-old man with class II obesity — yet most pharmacy shake protocols apply
a single standard formulation to both.

**Carbohydrate calibration** determines whether the program achieves mild nutritional ketosis — the
metabolic state associated with appetite suppression and fat oxidation that underpins the metabolism
reset mechanism (see our guide on *What Is a Metabolism Reset and How Does a VLCD Achieve It?*).
The reduced carbohydrate component (approximately 50–70g/day) further supports weight loss and
diet adherence by promoting mild ketosis, assisting in appetite suppression. A DIY approach or poorly
formulated shake may inadvertently include enough carbohydrate to prevent ketosis, significantly
blunting both appetite control and metabolic outcomes.

**Micronutrient completeness** requires deliberate engineering. At 800 calories, achieving 100% of
recommended daily intakes for iron, calcium, zinc, magnesium, B vitamins, and essential fatty acids
through food alone is extremely difficult. Long-term exclusive use of standard meal replacements may
lead to deficiencies in phytonutrients and other bioactive compounds found in whole foods. A medically
designed program addresses this through either fortified formulations, targeted supplementation, or a
whole-food approach calibrated to meet these benchmarks.

---

## What Dietitian and GP Involvement Actually Changes

The involvement of a GP or APD is not merely a safety formality — it is a measurable outcome driver.
Australian real-world evidence from a 2024 study published in *Diabetes, Obesity and Metabolism*
(Jones et al.) examining VLCD program users found that among intermittent users, greater success in
the VLCD program was associated with a higher current BMI, lower household incomes, and dietitian
support.

The difference in how users engage with professional support is stark. Over half of the intermittent
users (56.8%) reported consulting with dietitians during the program, compared with 36.0% of regular
users; comparatively, a higher proportion of regular users reported not consulting an HCP at all during
their program (21.2% vs. 0.9%), and intermittent users consulted more regularly with HCPs, with 56.9%
consulting daily or weekly, compared to just 18% of regular users.



GP involvement is particularly critical for Australians on medications for type 2 diabetes, hypertension,
or cardiovascular disease. A VLCD's rapid effect on blood glucose and blood pressure can render
existing medication doses inappropriate within days of commencement — a risk that requires active
monitoring and dose adjustment, not a disclaimer on a product label. (See our guide on *Medically
Designed VLCD Programs and Type 2 Diabetes: Can a Metabolism Reset Improve or Reverse Blood
Sugar Control?* for a detailed treatment of this issue.)

Clinical guidelines support this position. Total diet replacement has been recommended primarily for
use in settings with medical supervision and direction by a team of professionals with expertise in TDR.
The 2022 Canadian Clinical Practice Guidelines for Medical Nutrition Therapy, cited in a 2024 narrative
review in *Diabetes, Obesity and Metabolism*, found evidence of reduced body weight, waist
circumference, blood pressure, glycaemic control, and lower rates of attrition in treatments using meal
replacements compared to traditional energy-restricted diets at the 6- and 12-month time points.

---

## The Real-Food vs. Synthetic Supplement Question

One dimension of "medically designed" that is gaining traction in Australian clinical practice is the use
of whole-food-based formulations rather than synthetic shake and supplement products. This is
explored in depth in our companion article (*Real Food VLCD vs. Synthetic Meal Replacement Shakes:
Which Approach Produces Better Metabolism Reset Results?*), but the core distinction is relevant
here.

A whole-food VLCD program — where meals are dietitian-designed and calorie-controlled using real
ingredients — offers potential advantages in gut microbiome diversity, phytonutrient intake, and
long-term behavioural habit formation that synthetic products cannot replicate. The food matrix of whole
foods contains thousands of bioactive compounds beyond the vitamins and minerals that appear on a
nutrition panel.

What whole-food programs require in return is greater clinical precision. The 2024 nutritional review
that found no food-based VLED met all nutritional benchmarks underscores that real-food programs
must be expertly designed, not improvised. This is precisely what separates a dietitian-formulated
whole-food VLCD from a DIY "clean eating" calorie restriction attempt.

---

## Key Takeaways

- **Regulatory category is not the same as clinical quality.** Products labelled "VLCD" in Australian
pharmacies exist across a spectrum of formulation quality and are not uniformly regulated. The FSANZ
Standard 2.9.5 (Food for Special Medical Purposes) carries stricter requirements than Standard 2.9.3
(Formulated Meal Replacements), and genuine medical-purpose VLEDs must meet compositional
benchmarks that standard meal replacement products do not.

- **"Medically designed" means clinical formulation, individual screening, and integrated professional
supervision** — not simply a product developed by a company with nutritionists on staff. A program
without pre-commencement clinical assessment and ongoing GP or dietitian oversight is not medically
designed in any meaningful sense.

- **Protein individualisation is the most clinically significant gap** between generic pharmacy shake
protocols and medically designed programs. Age, sex, lean body mass, and clinical goals all determine
optimal protein intake at VLCD calorie levels — and a one-size-fits-all shake formulation cannot
address this.

- **Self-initiation in Australia is legally possible but clinically inadvisable** for people with comorbidities,
particularly those on medications for diabetes, hypertension, or cardiovascular disease, where rapid



metabolic changes require active medication management.

- **Dietitian involvement is a measurable outcome predictor**, not just a safety recommendation.
Australian real-world data shows higher rates of program success among VLCD users with regular
professional support compared to those who self-manage.

---

## Conclusion

The gap between a pharmacy shelf product and a medically designed VLCD program is not primarily a
matter of marketing language — it is a matter of clinical infrastructure, nutritional precision, and
professional accountability. For Australians seeking a genuine metabolism reset, the distinction
determines not just how much weight is lost, but whether the program is safe, sustainable, and
appropriately calibrated to their individual health profile.

Understanding this distinction is the essential first step before choosing any program. From here, the
logical next questions are: *Am I a suitable candidate?* (see *Who Is a Medically Designed VLCD
Program Suitable For? Eligibility, Contraindications, and Medical Screening in Australia*), and *How do
I actually start?* (see *How to Start a Medically Designed VLCD Metabolism Reset Program: A
Step-by-Step Guide for Australians*). The answers to both questions depend entirely on whether you
are working within a genuine clinical framework — or going it alone.

---
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