
1 Investment in public health nutrition

Reasons to invest in 
public health nutrition
The relationship between diet and health is well
established.1 Good nutrition is now acknowledged 
as a major factor affecting not only an individual’s 
growth and development but also general physical 
and mental health and quality of life.

Burden of diet-related disease
Poor nutrition is a well established risk factor for
development of chronic and life-threatening diseases
and conditions such as cardiovascular disease (including
coronary heart disease and stroke), some cancers, obesity,
high blood pressure and Type 2 diabetes.

Cardiovascular disease is the leading cause of death in
NSW, accounting for approximately four in 10 deaths each
year. It also accounts for more than one-third of years of
life lost due to premature death.2 Forty-five percent of
deaths from cardiovascular disease are estimated to be
due to poor nutrition.3 Important nutritional risk factors
are imbalance of saturated and polyunsaturated fat,4

low consumption of vegetables and fruit,5 high intake
of sodium6 and excess body weight.7

Cancer is the second leading cause of death in NSW,
accounting for just over one in four deaths each year.8

Nutrition has been linked to cancers of a number of
different sites and is estimated to contribute to 30 
to 40 percent of cancers.9,10 A low consumption of
vegetables and fruit is the best-established dietary 
risk factor, and alone, it is estimated to account for 
11 percent of deaths and disability from cancer in
Australia.11 Overweight and inadequate physical 
activity are also significant risk factors.

Diabetes is an emerging epidemic in Australia with 
ratesin adults trebling since 1981.12 In NSW in 2000,
eight percent of deaths had diabetes as an underlying or
contributing cause. Self-reported diabetes or high blood

sugar was nearly four percent for men and just over 
three percent for women.13 However, experts estimate 
that half of cases of Type 2 diabetes are undetected.
A recent survey showed that almost one in four Australians
aged 25 years and over has either diabetes or impaired 
glucose metabolism; conditions that significantly increase
the risk of heart disease, kidney failure, blindness,
amputations and birth defects.14 The majority of older
people with diabetes have Type 2 diabetes.15 Family 
history is relevant but overweight and low levels 
of physical activity are the major risk factors and 
important means of prevention and management.16

A diet high in plant foods, with a moderate glycaemic 
load and low in saturated fat has a significant role in
managing diabetes to prevent the complications
listed above.

Other major contributors to diet-attributable morbidity
in NSW17 and other parts of Australia18 are constipation 
and haemorrhoids, gallbladder diseases, osteoporotic
fractures in older people, dental caries, obesity, eating
disorders and anaemia.

Breastfeeding is associated with improved general health,
growth and development of infants and protection against
a number of acute and possibly chronic diseases. Reviews
of research19,20 provide evidence that breastfeeding
decreases the incidence and/or severity of several 
short-term illnesses in infants and young children:
including gastrointestinal infections, lower respiratory
infection, otitis media, bacteraemia, bacterial meningitis,
botulism, urinary tract infection and necrotising
enterocolitis. Breastfeeding reduces the risk of SIDS21

and has been suggested as a possible protective factor 
for a range of chronic disorders in childhood and later 
in life. These include cow’s milk allergy, asthma, obesity,
Type 1 (insulin dependent) diabetes, inflammatory bowel
disease, atherosclerosis and lymphoma.22,23 Breastfeeding
has also been related to possible enhancement of
cognitive development. Further work is required to 
draw definitive conclusions on the longer term 
effects of breastfeeding.24
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Costs of poor diet
There are considerable social and economic costs of
poor nutrition to individuals and society. Experts conclude
that inadequate consumption of vegetables and fruit,
obesity and high blood cholesterol (related mainly to high
saturated fat intake) contribute significantly to the total
burden of disease and disability in Australia.25

Estimates of direct health care costs attributable to
poor diet (costs of hospitals, medical expenses, allied
health professional services, pharmaceutical expenses 
and nursing homes) and indirect costs (due to sick leave
and foregone earnings due to death) are available for
Australia although they are now over 10 years old.26

The direct cost was estimated to be $1.4 billion and
the indirect cost $0.6 billion. Diet-related conditions
included in these estimates were cardiovascular disease,
hypertension, stroke, Type 2 diabetes, some cancers,
osteoporosis, diverticular disease, constipation,
haemorrhoids, gallbladder diseases, dental caries,
and anaemia.

The potential cost-saving to the healthcare system in
Australia if obesity (BMI ≥ 30) was reduced by 20 percent
between 1992 and 2000 was estimated to be $59 million
and a saving of 2,300 years of life.27 This included
the cost of obesity related to diabetes, coronary heart
disease, high blood pressure, breast and colon cancers
and gallstones but excluded the cost of interventions 
to achieve these targets.

Considerable savings could be made on health care costs
each year in Australia if the prevalence of breastfeeding at
three months (13 weeks) was increased from 60 percent
to 80 percent.28 Savings would arise due to reduction in
the costs of hospitalisation due to gastrointestinal illness
and necrotising enterocolitis, outpatient and general
practitioner treatment for eczema, educational costs
associated with neurodevelopmental impairment and 
costs in NSW for children and adolescents with 
Type 1 diabetes.

Cost-of-illness studies that focus on health and 
economic indicators do not capture the costs of reduced
quality of life for individuals. The reduced quality of life
for obese individuals, for example, includes fewer social
opportunities, and discrimination in employment and many
aspects of life.29,30 Continual dieting and other weight loss
procedures also have considerable financial and emotional
costs for individuals.31

Health inequities related to poor diet
Socioeconomic disadvantage is an important predictor of
premature mortality in Australia, contributing an estimated
seventeen percent of the burden of disease and injury.32

Groups with lower socioeconomic status experience 
higher rates of diet-related illness throughout the life
cycle including low birth weight babies, childhood 
and infant anaemia, lowered immunity from infectious
diseases, dental caries, obesity, hypertension, Type 2
diabetes, heart disease and stroke.33 With regard to
Aboriginal people, high rates of diabetes coupled with
limited access to appropriate services, results in high 
rates of hospital admissions for complications of the
disease. Age adjusted hospital separation rates for
diabetes are about six times higher for Aboriginal
people.34 Aboriginal people consistently have 
higher rates of cardiovascular disease compared 
with non Aboriginal people.33

Food and nutrition affect more than just the physical
aspects of our health and wellbeing. Buying, preparing
and eating food are part of everyday life. For many, food is
a focus for interaction with friends and family. For some it
is also an economic concern. Food insecurity, or lack of
access to adequate food, has a high cost to individuals,
families and society due to reduced physical, mental,
spiritual and social health and wellbeing.35

Food insecurity due to limited resources affects at
least five percent of the general population and is 
much higher amongst some groups36 including those 
in remote areas, indigenous people, homeless people,
injecting drug users and those on low or insecure
incomes. Young people, older people, single person
households, unemployed people, people with disabilities
and some immigrants and their families are also 
likely to be at higher risk due to relative poverty.
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Dietary patterns and trends
Healthy diet is defined by NHMRC dietary guidelines
for three groups; all Australians,37 older Australians38

and children and adolescents.39 Although they vary 
slightly for each group, the essence of the guidelines 
for all groups for good nutrition and health is the same
and includes advice to eat a variety of healthy foods, eat
plenty of vegetables (including legumes), fruit and cereal
foods, include lean meat, fish, poultry or alternatives and
reduced fat dairy foods (but full fat for young children),
only moderate intake of saturated fat, salt, sugars and
alcohol, breastfeed infants, observe food safety practices
and control body weight with physical activity and
appropriate food intake. The core food groups40 and the
Australian Guide to Healthy Eating41 define appropriate
quantities of foods for different age groups.

The 1995 National Nutrition Survey, based on 24-hour
recall, provides the most recent comprehensive data on
eating habits in Australia and NSW.42 The survey highlights
low intakes of fruit by males and primary-school aged
children, low intakes of vegetables by almost all groups,
low intakes of cereal foods by women, low intakes of dairy
foods by adolescents and women, low intakes of iron by
adolescent girls and women, higher frequency of skipped
meals amongst adolescents, more meals eaten away from
home amongst adolescents and adult males, and greater
fat content of foods consumed away from home.

The 1997/98 NSW Health Survey43 of persons 16 and
over also found vegetable, fruit and cereal food intakes
significantly below the recommended intakes. The only
trend data available were for low fat milk consumption.
Since 1994, five percent more men and seven percent
more women in consumed low fat milk.

Both the National Nutrition44 and the NSW Health Surveys
found high and increasing rates of overweight and obesity
in all ages and sexes.45,46

It is difficult to assess breastfeeding initiation and
cessation trends in NSW because there is no routine
monitoring at a national or state level and inconsistent
terminology and methods of assessment.47 Macro-analysis
and comparison of state-based surveys suggests that
breastfeeding rates fell to an all-time low in the 1970s
but rose again to plateau at current levels since the
mid-1980s.48

Building on strong foundations
Significant public health nutrition action has occurred
in NSW in response to the previous strategic directions
statement Food and Nutrition: Directions for NSW 
1996-2000.49

Formal networks have been established. Policies, training
packages for non-nutrition workers, and other resources
have been developed and implemented and increased
our capacity to address nutrition issues in childcare,
schools, and hospital food service.

Ongoing funding of the NSW School Canteen 
Association has helped sustain state level programs,
including a school canteen award (accreditation) and
healthy product registration program. Strategy guidelines
for promoting breastfeeding in NSW have been developed
and disseminated.50

NSW nutrition monitoring was significantly improved
with the development of a state monitoring plan, the
development of modules for measuring key aspects of
food habits and food intakes in population-based surveys
in NSW, incorporation of key nutrition questions in relevant
population health surveys, eg NSW Health Survey,
validation of monitoring instruments and methods and
through commissioning reports on a NSW subsample 
of the 1995 National Dietary Survey.

Capacity for planning, managing and evaluating public
health nutrition interventions has also increased with
the establishment of the NSW Centre for Public Health
Nutrition through NSW Health funding. The Centre has
been established in collaboration with the Sydney
University Research Foundation and is located on the
university campus. The Centre’s purpose is to assist the
public health workforce in NSW to use research evidence,
creativity and principles of good management to plan,
implement and evaluate better population nutrition
policies and programs.

A NSW Nutrition Network with representation from
NSW Health, each Area Health Service and some non-
government organisations meets regularly for planning,
training and exchange of information. The network
maintains a register of recent and current public 
health nutrition projects in NSW.
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NSW Health is also a member of the Strategic
Governmental Nutrition Alliance (SIGNAL). This is 
a national partnership of government health authorities.
Established as the nutrition arm of the National Public
Health Partnership, the primary goal of SIGNAL is to
provide strategic direction and coordination of national
nutrition priorities. SIGNAL has the capacity to work
cooperatively with the food industry, professional
associations, government and non-government
organisations and consumer groups at a national 
level. Hence, SIGNAL is an important national structure
that can support public health nutrition action in NSW.

Opportunities for action
Food and nutrition are integral to many aspects of
the daily life and health of people at all life stages from
different backgrounds and in different settings. Nutrition
is relevant to many health and social policies and actions.
This document aims to identify ways that nutrition
priorities can be integrated into existing programs
and policies.

The focus in this document is on policies within the 
health sector. The next step will be to identify opportunities
to integrate nutrition action into policies and programs in
other sectors. We have identified potential key partners
for each of the priority areas.

Purpose of Eat Well NSW
The overall purpose of this statement of strategic
directions for public health nutrition in NSW is to 
guide and facilitate measurable population food 
and nutrition improvements in NSW.

The statement provides:

• directions for integrating food and nutrition into public
health policies and programs in NSW

• a guide to modifying or re-orienting current public
health nutrition policies, strategies and programs

• priorities for new work and new investment in public
health nutrition programs

• guiding principles for selecting public health
approaches to improve nutrition

• a basis for negotiation with non-health sectors about
the impact of their policies and programs on food and
nutrition issues.

Development process
Development of Eat Well NSW was auspiced by
the NSW Department of Health’s Centre for Health
Promotion and guided by a steering committee comprised
of representatives of key nutrition, public health, health
promotion and food industry organisations (Appendix 1).

The development process (Appendix 2) included
consideration of the priorities identified in the national
public health nutrition strategic plans Eat Well Australia51

and NATSINSAP, review of progress with the previous 
NSW strategic directions statement for 1996-2000,52

preparation of a discussion paper and three rounds
of consultation to develop and refine the proposed 
goals, objectives and actions.

Participants in consultations included experts, peak
consumer organisations, members of the NSW Nutrition
Network and their strategic partners, relevant senior
managers and planners in health services and other 
sector partners named in the document or considered
relevant to its implementation.

The NSW Centre for Public Health Nutrition was an
ongoing source of valuable technical support and strategic
advice throughout the development process. In particular,
the NSW Centre for Public Health Nutrition led the priority
setting exercises, conducted a selected literature review
and prepared the first draft of the strategy for discussion
by the steering committee.
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About this document 
Eat Well NSW was developed for use within the NSW
public health system to plan public health nutrition action
relevant to broader health policies. The relevance of the
key priorities identified for public health nutrition in NSW
to key NSW health-related policies and action plans is
presented in detail in Appendix 5.

The main users are expected to be the nutrition 
workforce and health service planners within health
services. However, the priorities and recommended actions
are relevant to the work of NSW Health personnel working
in many areas including public health, health promotion,
primary care, community health, maternity, child and

family health, youth health, women’s health, men’s
health, aged care, chronic diseases and continuing 
care, Aboriginal health and mental health.

The document should also be useful to other health
sector organisations such as Divisions of General Practice,
the Heart Foundation – NSW Division, Diabetes Australia,
NSW Branch and the NSW Cancer Council and will provide
a basis for discussion and negotiation with other sectors.

An important principle of Eat Well NSW is to build on 
and develop partnerships between disciplines within the
health sector and between the health and other sectors.
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Vision
Better health for all people in NSW through effective
and focused public health action to promote healthy 
eating and good nutrition.

Guiding principles
The guiding principles for the development and
implementation of Eat Well NSW reflect the guiding
principles for public health53 and health promotion54

in NSW as well as issues unique to food and nutrition.
These are:

• population and prevention focus

• reduction of health inequities

• relevance and acceptability to the community

• work in partnerships, comprehensive approach

• effective and sustainable actions

• support of innovation.

More details are given in Appendix 3.

Priorities for 2003-2007
The following public health nutrition priorities have been
identified for action in NSW in 2003-2007:

• promoting healthy weight

• promoting increased consumption of vegetables 
and fruit

• promoting breastfeeding

• achieving improved food security

• achieving effective and sustainable action in
public health nutrition.

The process and criteria for priority selection are described
in Appendix 4.

Strategic directions for priorities
About this section
This section of the document describes each priority
and strategic direction in detail. It includes key elements
for planning such as justification as a priority, goals,
objectives, areas for action and potential partners.

Specific strategies and outcome indicators are not 
defined. Reviews of evidence to identify ‘best buy’
interventions and development of indicators to measure
progress at both the state and local level will provide
guidance and will be products of the first stage of
implementation of Eat Well NSW.

Selection of specific strategies and methods of 
monitoring of implementation is expected to occur 
at both the state and Area Health Service level in
consultation with key partners including the community.
Examples of current food and nutrition initiatives by NSW
Area Health Services and other key agencies are available
from the NSW Nutrition Network register through the NSW
Centre for Health Promotion of NSW Health.

2 Framework for planning and action



Promoting healthy weight 
Overview
Healthy body weight is desirable for optimal physical 
and mental health at all ages. Overweight and obesity 
are far more prevalent than underweight in NSW.

Overweight and obesity have serious social and health
consequences but are largely preventable through lifestyle
changes. The global epidemic of obesity is related to
technological, social, economic and environmental
changes that have reduced physical activity and
increased food access and passive energy 
consumption.55,56

Effective prevention of weight gain and management
of overweight and obesity will require a population rather
than individual focus involving sustained action in many
sectors of society.

Public health action to promote healthy weight in 
children and to prevent weight gain in adults should
minimise potential adverse effects, particularly disordered
eating, and/or stigmatisation of those outside the healthy
weight range.

Key facts

Overweight and obesity
• The body mass index (BMI) provides the most 

useful method for classifying overweight and obesity
in adults57 (see Table 1) and the most appropriate
method for children and adolescents (see Appendix 7).

• Only a third of the adult population in NSW
are of healthy body weight (defined by BMI 18.5
to 24.9).58,59

• Overweight and obesity affect over half of the adult
population in NSW. Estimates vary depending on the
survey, age of participants and use of measurement
or self-report.60,61 The best estimate from measurement
by a trained interviewer in the National Nutrition
Survey is that 54 percent of women (19 years 
and over) and 63 percent of men in NSW were
overweight or obese in 1995.62

• The prevalence in 1997 of overweight and obesity
in NSW school children aged 7 to 15 years was 
19 to 23 percent.63

• Underweight (BMI < 18.5) affects less than one
percent of men and three percent of women in NSW.64

• Rates of overweight and obesity in Australian adults
and children are increasing at almost one percent per
year (10.7-11.7% in 1985 to 19.5-21.1% in 1995 for
7-15 year old)65 (47.6% in 1980 to 65.0% in 2000 for
men 25-64 years and 26.7% in 1980 to 44.8%
in 2000 for women 25-64 years).66

• The prevalence of obesity (BMI 30) doubled in
Australian adults67 and tripled in Australian children68

in the 10 years to 1995.

• Obesity is a disease in its own right but it is also a key
risk factor for Type 2 diabetes, coronary heart disease,
hypertension, dyslipidaemia, insulin resistance, some
cancers, hyperuricaemia, breathlessness, sleep
apnoea, impaired fertility, osteoarthritis of the 
knees and low back pain.69

• Overweight and obesity contributed over four percent
to the total burden of illness and disability in Australia
in 1996.70

• The direct cost of obesity in Australia, such as cost of
hospital admission and management was $510 million
in 1992.71 Indirect costs such as time lost from work
and premature death were an additional $330 million.

• The health benefits and quality of life
improvements seen with moderate weight 
loss among those overweight are substantial.72

Direct clinical benefits include improvement of
glycaemic control, reduced blood pressure, reduced
blood cholesterol and improved fertility. Quality of life
benefits include improvements in social interaction,
anxiety, depression and mental wellbeing.

2 Framework for planning and action
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Table 2. Classification of overweight
in adults according to BMI

Classification BMI (kg/m2 ) Risk of 
co-morbidities

Underweight <18.5 Low (but risk
of other clinical 
problems 
increased)

Normal range 18.5-24.9 Average

Overweight ≥ 25.0
• Pre-obese 25.0-29.9 Increased
• Obese class I 30.0-34.9 Moderate
• Obese class II 35.0-39.9 Severe
• Obese class III >40.0 Very severe

Source: WHO, 2000

Note: These BMI categories are independent of age and sex.
However, because of differences in body proportions, BMI values 
may not correspond to the same degree of fatness in all individuals
and populations.

Diet
• Some traditional foodstuffs are being replaced by

high-fat, high energy-dense food that is appetising,
packaged attractively, pre-processed for convenience,
widely advertised and relatively inexpensive.

• Up to a third of food energy consumed in Australia
is derived from foods prepared by commercial and
institutional food services and consumed away
from home.73

• Foods consumed away from home may contribute 
more fat to the Australian diet than foods prepared
at home.74

• Food prepared in commercial/institutional food 
services may be served in larger portion sizes
than desirable for weight reduction and weight
maintenance.75

• There is good evidence to suggest that exposure
to television food advertising76,77 and eating meals in
front of television78 influences food selection amongst
children and adolescents. Television advertising 
of foods in Australia is predominantly for energy 
dense drinks, snack foods, ‘take away’ foods 
and confectionary.79,80

2 Framework for planning and action
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Physical activity
• There are no specific recommendations for the

level of physical activity required for the maintenance
of healthy body weight. Current public health
recommendations for physical activity are for 
30 minutes of moderate intensity physical activity 
each day, which provides substantial health benefits
for sedentary adults.89 Recent recommendations from
the Institute of Medicine in the US have advised that
adults try to build up to 60 minutes of moderate
intensity per day.81 Exercise at this level may reduce
the risk of weight gain over time, and provide
additional health benefits beyond 30 minutes 
of activity per day.

• In Australia, the National Physical Activity Guidelines
for Australians have been established.89 These
guidelines recommend physical activity at levels to
promote health and wellbeing, rather than specifying
activity levels required for the maintenance of body
weight. The Guidelines are shown in Figure 1.

• Based on review of over 40 national physical activity
studies worldwide, it has been suggested that adults
should sustain a Physical Activity Levelc of 1.75 or
more to avoid weight gain. Physical Activity Level 
of sedentary people living in cities is typically 
1.55-1.60 and falling.80

• An investigation has recently been performed 
using the NSW data from the 1997, 1999 and 
2000 Active Australia surveys. This analysis shows
that the proportion of those who could be considered
‘sufficiently active’ for health (where sufficiently 
active is defined as 150 minutes of moderate intensity
physical activity per week) has decreased slightly in
both men and women during the 1997-2000 period.82

These declining trends however, are generally 
smaller than those observed in other Australian 
states and territories.83

• Representative data on the physical activity levels of
children and adolescents is limited,83 but estimates
indicate that approximately 20 to 25 percent are
insufficiently active for health benefit, including
the prevention of overweight.84



• In children, sedentary behaviours are key to 
the understanding of overweight in young people.
Research has consistently indicated that television and
video viewing is directly related to levels of overweight
and obesity in children.85,86,87 Moreover, short-term and
sustained weight losses appear to be greater in
children who are instructed to decrease sedentary
behaviour compared to increasing exercise.88

Figure 1. National Physical Activity Guidelines 
for Australians84

National Physical Activity Guidelines for Australians

Think of movement as an opportunity, not an inconvenience.

Be active every day in as many ways as you can.

Put together at least 30 minutes of moderate intensity activity on
most, if not all days of the week.

If you can, also enjoy some regular vigorous exercise for extra
health and fitness.

Mental health
• The Australian Women’s Longitudinal Health study 

found that two-thirds of the young women aged 
18-23 years had a BMI within the healthy weight
range. However, only 22 percent of these women 
were happy with their weight and almost half had
dieted to lose weight in the last year.85

• A study of over 1,300 Australian secondary students
showed that 57 percent of girls and 18 percent of boys 
had dieted at some time. Higher frequency of dieting
and earlier dieting onset among young women are
associated with poorer physical and mental health
(including depression), more disordered eating
(bingeing and purging), weight and shape
dissatisfaction and more frequent general 
health problems.86

• Providing information about inappropriate weight
control methods has been found to be ineffective
in the prevention of disordered eating behaviours
among adolescents and has in fact been shown 
to have undesirable effects such as the promotion 
of weight control methods and the glamorisation of
eating disorders. More effective prevention strategies
have been based on improving self-esteem and
problem solving skills.87

2 Framework for planning and action
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Groups most affected
• At every age, men in NSW are more likely to be more

overweight than women.88

• Younger men experience more abdominal obesity and
the increased associated risks such as cardiovascular
disease but abdominal obesity is also an issue in 
older women.89

• Higher rates of overweight and obesity in NSW
are associated with socioeconomic disadvantage
(especially for women) and living in rural areas.90

• Aboriginal and Torres Straight Islander women
have higher rates of overweight and obesity than
the general population.91

• Vulnerable periods of life for development of future
obesity have been identified.92 These include during
foetal life, the period of ‘adiposity rebound’ between
five and seven years of age, adolescence, early
adulthood, pregnancy and menopause.

• Children are at greater risk of obesity when their
parents are overweight. In a longitudinal Australian
study93 there was a four-fold increase in risk of obesity
at age 18 in sons and daughters of obese fathers 
and an eight-fold difference in risk if their mothers
were obese. Physical inactivity was the strongest
predictor of increased BMI.

• Pre-adolescent and adolescent girls are the most
vulnerable to development of poor body image, which
may lead to a lifetime of disordered eating and
inappropriate dieting to lose weight.94

Context for action
• The causes of overweight and obesity are complex.

They include inherited characteristics, social and
psychological factors, but the base cause is an
imbalance between energy intake and expenditure.

• The WHO has described overweight and obesity as 
a global epidemic. The findings and recommendations
for prevention are the basis of the WHO Technical
Report Series 894 Obesity: Preventing and Managing
the Global Epidemic 2000.95



• Overweight and obesity have been identified as a
priority for action in health plans for Australia (Chronic
Diseases Strategy, National Diabetes Strategy, Eat Well
Australia, NATSINSAP, Acting on Australia’s Weight) and
NSW (HP 2005) as a means for reducing diet-related
chronic disease.

• The increasing rates of obesity are probably the result
of gradual but significant decreases in physical activity
and passive over-consumption of food as a result of
modern lifestyles.96,97

• Reported success rates for long-term weight loss 
are low98,99 and dieting has been implicated as a risk
factor for eating disorders.100 The best prospect for
reducing obesity is prevention of weight gain.101

• Reducing sedentariness and increasing incidental
activity as part of daily life as well as reducing food
portion sizes and energy density of foods (from fat,
alcohol and sugar) are likely to have the most effect 
on prevention of weight gain102 and weight
management.103,104

• Psychosocial factors such as self-esteem and 
self-efficacy are important predictors of success 
in achieving and maintaining a healthy diet and 
other health behaviours.105,106,107

• Consultations to guide the development of this 
strategy highlighted the need for shared responsibility
for interventions across the health sector as well 
as with consumers, communities, food industry 
and governments.

• Public health action to promote healthy weight
in children and to prevent weight gain in adults 
should minimise potential adverse effects, particularly
disordered eating and/or stigmatisation of those
outside the healthy weight range.108,109,110

Reviews of effectiveness of action
• The WHO Consultation Report on preventing 

and managing obesity111 observed that two types 
of public health intervention strategies can generally
be used to tackle obesity, namely those that aim to
improve the knowledge and skills of individuals in the
community and those that aim to reduce the exposure
of populations to the underlying environmental causes
of obesity.

• To date virtually all public health interventions 
aimed at control of obesity in the population have 
used the former approach using mass media,
workplace interventions, school-based programs and
skills training through community networks. Generally
community awareness and participation is high and
short term success is experienced by individuals but
the impact on the average BMI and prevalence of
obesity is minimal.

Concentration on the latter approach, to deal
with environmental and societal factors such as
transportation, urban design, advertising and food
pricing to help reduce sedentariness, increase physical
activity levels and improve the quality of the diet 
was recommended by the WHO report and others.112

However, few of these approaches have been tried 
or evaluated for their effectiveness with regard to
obesity prevention.

• A population-based intervention portfolio for 
promoting active transport in Australia has been
devised, based on literature review and expert
consultation, but has still to be implemented.113

• A systematic review of intervention studies on eating
disorders prevention found few that targeted social,
political and environmental influences on disordered
eating at the population level.114

2 Framework for planning and action
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Potential partners
State government Community Services, Sport and Recreation Education, Social services, Transport, Infrastructure,
department Planning and Natural Resources, Women, Local Government.

Non government National Heart Foundation-NSW Division, Cancer Council, Diabetes Australia NSW Branch,
or organisations Dietitians Association of Australia, Australian Society for the Study of Obesity, NSW School

Canteen Association, Nutrition Australia (NSW Branch), Australian Dental Association.

Local government Sports facilities, parks.

Sport and  Gyms, sports clubs.
recreation sector

Food service sector Takeaway/restaurants, schools, childcare centres.

Food manufacturers

Food suppliers

Weight loss sector Respected commercial weight loss groups, eg Weight Watchers.

Academic/education Schools, academics, TAFE/adult education, Smart Food Centre.
sector

Health sector Dietitian-nutritionists, physical activity coordinators, mental health, GPs, cardiologists/
endocrinologists, diabetes educators, health service treatment based services (clinical/
community health), existing weight loss services, health care funds, drug companies,
Aboriginal/ethnic health, aged care.

Transport sector Public and private transport.

Community sector Community organisations, eg Rotary, Country Womens’ Association.

Media/advertising Local media, Consumer groups for action on public transport, cycling, walking, better nutrition etc,
sector and consumer community representatives.
sector

2 Framework for planning and action
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Goal

To promote healthy weight in children and adolescents and prevent weight gain in adults.

Objectives 

1 To reduce environmental exposure to risk factors causing weight gain during vulnerable periods of life.

2 To reduce the prevalence of eating patterns that lead to passive over-consumption of energy from food.

3 To decrease time spent engaged in sedentary behaviours (watching TV or videos, using computers or video games,
inactive transport).

4 To increase the prevalence of physical activity patterns providing sufficient daily energy expenditure to prevent weight gain.

5  To minimise any unintended effects of weight management strategies that encourage disordered eating.

Areas for action

•  Increase the will, capacity and commitment of the health sector to initiate and sustain public health action on physical
activity and healthy eating to achieve healthy population weight.

•  Identify and disseminate information about effective population strategies to support healthy eating, adequate physical
activity and positive mental health to prevent weight gain.

•  Engage sectors outside those directly related to nutrition and physical activity to address environmental and social
determinants of weight gain.

•  Implement systems for monitoring healthy eating, physical activity and healthy weight and the effectiveness and health
outcomes of interventions to address them.

Health policy/strategy links

Acting on Australia’s Weight, Eat Well Australia, NATSINSAP, NSW Aboriginal Health Strategic Plan, NSW Government Action
Plan 2003-2007: Prevention of Obesity in Children and Young People, Chronic diseases prevention/continuing care, RACGP 
Red Book, National Diabetes Strategy, National Cancer Prevention Policy, NSW Health Eating Disorders Policy, Health and 
Equity Statement, Families First, Getting Australia Active: towards better practice for the promotion of physical activity,
National Physical Activity Guidelines for Australians.

NSW Health example

Undertake the NSW Childhood Obesity Summit to make recommendations for action in the context of a whole of 
government approach, community participation and collaboration of key stakeholders and assist in implementation 
of the NSW Government obesity action plan.

Area Health Service example

Work with the community, local government, food retailers, food services and others to improve local opportunities for 
physical activity and healthy food choices.



Promoting increased consumption
of vegetables and fruit
Overview
There is growing and consistent epidemiological and
clinical evidence that as well as contributing to good
nutrition and general health, an adequate consumption
of vegetables and fruit protects against a number of
common chronic diseases.

The recommended daily intake is at least four serves
for children and seven serves for adults.115 On average,
most groups in the population eat less than the
recommended amounts, particularly of vegetables.

Consumption is influenced by cultural, attitudinal,
cognitive, behavioural, environmental and structural
factors.116 Achieving increased consumption will require
identification of the key influences for specific groups 
and effective action to address these. This may require
a comprehensive, consistent effort across a wide range 
of sectors to influence fruit and vegetable supply, access
and consumer demand.

Key facts
• Increasing consumption of vegetables and fruit

decreases risk of major chronic diseases117 such 
as coronary heart disease,118 hypertension,119 stroke,120

Type 2 diabetes121 and many forms of cancer.122

• Because vegetables and some fruits are high in folate,
maternal diets high in vegetables and fruit contribute
significantly to dietary folate intake. A high intake of
folate helps to prevent major birth defects such as
spina bifida.123 There is also emerging evidence 
of a possible protective effect of vegetables and
fruit against recurrent infections124 and development 
of cataracts in older people.125,126

• The bulk and low energy content of vegetables and
fruit may have specific benefits in weight control by
displacing other foods, particularly those high in fat
and energy.

• The texture and high fibre content of many 
vegetables and fruit have potential benefits for oral
health. Chewing encourages healthy jaw development
in children. The abrasive action of fibre helps to reduce
plaque build-up. However, dried fruit that stick to teeth
are cariogenic and people with chewing disabilities
may require vegetables and fruit of modified texture.

• Different vegetables and fruit contain different
amounts and types of nutrients, antioxidants and 
other phytochemicals. There is no firm evidence that
any single vegetable or fruit is protective; consumption
of a wide variety is desirable. All forms including fresh,
frozen, canned and dried are acceptable.

• Inadequate consumption of vegetables and fruit
accounts for around three percent of the total 
burden of disease and disability in Australia.127

• Supply- and demand-related factors that limit
vegetable and fruit consumption are summarised
in the NSW Health Fruit and Vegetable Tool Kit.128

• Availability, quality and price are important
immediate determinants of vegetable and fruit
consumption.129,130,131 Intermediate determinants include
transport practices and costs, particularly in remote
areas; handling and promotion at retail level, and
access issues in urban fringe areas.

• Attitudinal and behavioural limitations on 
consumption include perceptions of already eating
enough; perceived high cost particularly of fruit;
perception that vegetables are time consuming to
prepare; personal and family eating preferences and
habits that are difficult to change; and lack of skills
in preparation of tasty and convenient fruit and
vegetable dishes.132,133,134,135,136

• Almost half (47%) of those in NSW aged 12 years 
and older eat less than the recommended minimum
intake of fruit and the majority eat less than the
minimum recommended intake of vegetables. A third
of vegetable intake is potato, including hot chips.137

Groups most affected 
• At a national level, adolescents and younger 

adults have the lowest intakes of vegetables 
(other than potatoes).138

• More males (51%) than females (44%) eat less
than the recommended minimum two serves of 
fruit each day.139

• The percentage of people reporting consumption of
less than the recommended two serves of fruit rises
sharply in adolescents and young adults, particularly 
in males. This low level of consumption continues
into their 30s and early 40s with over 55 percent 
of men in these age groups usually consuming 
sub optimal levels of fruit or none at all.140

2 Framework for planning and action
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• Unemployed people in NSW and those with less than
10 years of education appear to be the least likely to
eat some fruit.141 The reasons for low consumption
by these specific groups have not been identified.

• There are some differences across Area Health
Services in the percentage consuming the minimum
recommended intake of vegetables (11-38%) and 
fruit (32-57%), but intakes are generally low 
across all Area Health Services.142

• Area Health Service consultations suggest that
vegetable and fruit access issues are important in
remote areas, isolated rural areas and urban fringe
areas and are compounded by low income.

• Access issues relevant to urban fringe areas 
include a deficit of food retail shopping facilities 
in new housing developments, inadequate public
transport to supermarkets, and growth of takeaway
and convenience food stores that rarely include 
a range of healthy foods, particularly vegetables
and fruit.143

Context for action
• The Australian Guide to Healthy Eating recommends

at least two serves of fruit (300g) and four to five
serves (300-375g) of vegetables per day for adults
and one to three serves fruit and two to nine serves 
of vegetables per day for children and adolescents
depending on age.144 As indicated above, current
population intakes are significantly lower than
recommended and variety of intake is limited.

• Promotion of vegetables and fruit is identified 
as a priority for action in national health plans 
(Eat Well Australia, National Cancer Prevention 
Policy 2001-2003) and NSW (Healthy People 2005).

• SIGNAL identified vegetable and fruit promotion
in its priority work plan145 and appointed a project
officer to facilitate national and state-level action 
on fruit and vegetable promotion.

• SIGNAL has developed guidelines for promoting
increased consumption of vegetables and fruits.
These guidelines emphasise consumption of a
variety of non-starchy vegetables.146 This approach
reflects limited data on consumption of potatoes,
the dominance of potatoes in the Australian diet and
the need to encourage variety of consumption.147

• Significant media and point-of-sale campaigns
that have been conducted in Western Australia,148

Victoria,149 and nationally,150 provide insights for
intervention to increase demand for vegetables 
and fruit in the Australian context.

• A number of programs and strategies have 
been implemented at Area Health Service level 
in NSW to increase demand eg the Fruit and
Vegetable Toolkit,151 Tooty Fruity Vegie Project,152

and supply/access, eg Mt Druitt Food Project,153

Hawkesbury Food Program,154 Sydney Fresh 
Food Bowl Network, Penrith Food Project.155

These may be adaptable for use in other 
Area Health Services.

• Planning of action to address barriers to supply 
of quality, affordable produce requires knowledge of
vegetable and fruit supply pathways and consumption
at state and local level. Consultations revealed that the
public health workforce in most Area Health Services
had little knowledge of local pathways. The Australian
Food and Nutrition Monitoring Unit is considering
national standards for monitoring the food system.
It would be desirable to collect data at state and 
local level that is consistent with agreed national
standards and based on existing routine data
collections.

Reviews of effectiveness of action
• A review of interventions in various settings to

promote vegetables and fruit156 and a planning 
process commissioned by SIGNAL and the NPHP
has identified a portfolio of best practice interventions
to promote fruit and vegetable consumption in
Australia.157 As part of the review, best practice
for promoting vegetables and fruit through social
marketing and through each of the following 
settings was defined; supermarkets, schools,
worksites and food service.

• The 5-a-Day program in the United States158

made a significant commitment to identifying 
effective interventions to promote vegetables 
and fruit. The process and outcome evaluation 
of interventions with a range of target groups in
different settings are reported in a dedicated edition 
of the Journal Health Education and Behaviour.159

Settings include primary and high schools, rural
African American churches, women, infants and
children’s programs (WIC) and worksites.



Potential partners

Supplier sector Growers, grower associations, Australian Horticulture, Department of Agriculture regional 
officers, producers of canned, frozen and other vegetable and fruit products.

Distribution sector Fruit and vegetable markets, local fruit and veg shops, supermarkets, food coops/
charity organisations.

Transport sector

Food service sector Restaurants/takeaways, workplaces, childcare facilities, aged care facilities, NSW School 
Canteen Association, sporting, worksite and school canteens.

Education sector TAFE, schools-home economics.

Promotion sector Non-government organisations, regional food promotion groups, local government/tourism/ 
farm gate, sponsors.

Media Journalists, professional and business media.

Community Community representatives.

Local government Health workers, Area Health Services, Oral Health, Aboriginal Medical Services.
sector

2 Framework for planning and action

16



2 Framework for planning and action

17

Goal

To increase the daily vegetable and fruit consumption of the NSW population.

Objectives 

1  To increase the proportion of the NSW population that consumes vegetables and fruit every day.

2  To increase the average daily amount and variety of vegetables and fruit consumed by the NSW population, particularly
low consumers.

Areas for action

•  Increase consumer knowledge of the recommended minimum intake of vegetables (other than potatoes) and encourage 
self-assessment of intake so that awareness of need to eat more and greater variety is increased.

•  Increase the knowledge, skills and confidence of people to select and prepare fresh and processed vegetables and fruit
in ways that are convenient, low cost and tasty.

•  Increase the availability of quality fresh and processed vegetables and fruit at affordable prices, especially for segments 
of the population disadvantaged by location, eg rural, remote and urban fringe.

•  Audit fresh and processed vegetable and fruit supply pathways at state and local level to identify barriers to and 
facilitators of supply of quality, affordable produce.

•  Identify existing routine data collection on fresh and processed vegetable and fruit supply with a view to augmenting for 
monitoring purposes.

•  Disseminate evidence-based options promoting fruit and vegetable consumption.

NSW Health example

Establish partnerships to review the fruit and vegetable supply system to investigate assumptions on critical factors 
impacting on cost, quality and access especially for people disadvantaged by location. identify barriers to supply and
increased consumption; and provide statewide leadership to overcome these barriers.

Health policy/strategy links

Dietary Guidelines for Australians, Dietary Guidelines for Children and Adolescents, Dietary Guidelines for Older Australians,
Eat Well Australia, NATSINSAP, NSW Government Action Plan 2003-2007: Prevention of Obesity in Children and Young People,
NSW Aboriginal Health Strategic Plan, HP2005, NSW Health Chronic Diseases Prevention Strategy, NSW Health and Equity
Statement, Families First, The Start of Good Health: Improving the health of Children in NSW, 1999, Young People’s Health:
Our Future, Healthy Aging Framework.

Area Health Service example

Work with local councils and in institutional settings such as schools, child care centres, worksites, nursing homes to explore
opportunities for vegetables and fruit promotion and increased access.
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Promoting breastfeeding 
Overview
Breastfeeding is the physiological norm for feeding infants.
Exclusive breastfeeding is recommended for the first six
months with introduction of complementary foods and
continued breastfeeding thereafter until at least 
12 months of age.

Breastfeeding is associated with improved general 
health, physical growth and mental development of 
infants and protection against a number of acute and
chronic diseases during childhood and adult life.

Influences on initiation and maintenance of breastfeeding
vary. Initiation of breastfeeding is high in most but not all
population groups in NSW but early cessation is also high.
Achieving higher rates of sustained breastfeeding will
require changes in societal and health sector attitudes 
and supports for breastfeeding as well as supports 
for individual families.

Key facts
• As well as providing the nutritionally ideal food for

human infants, human breastmilk also contains many
components that facilitate optimum development and
function of the infant’s immature digestive, vascular,
neural, renal, hepatic and immune systems.160

• Breastfeeding promotes optimum growth as well
as other developmental benefits for infants including
reduced malocclusion due to the effects of suckling 
on jaw shape and development, improved visual acuity
and psychomotor development due to polyunsaturated
fatty acids in the milk, and higher IQ scores either due
to factors in the milk or greater cognitive stimulation.161

• Reviews of research162,163 suggest that breastfeeding
decreases the incidence and/or severity of several
short-term illnesses in infants and young children:
gastrointestinal infections, lower respiratory infection,
otitis media, bacteraemia, bacterial meningitis,
botulism, urinary tract infection and necrotising
enterocolitis.

• Breastfeeding reduces the risk of SIDS164 and has 
also been suggested as a possible protective factor 
for a range of chronic disorders in childhood and later
in life. These include: cow’s milk allergy, asthma,
obesity, Type 1 diabetes, inflammatory bowel disease,
atherosclerosis and lymphoma.165,166

• Exclusive and predominant breastfeeding
provide greater protection for infants than partial
breastfeeding, but any breastfeeding provides 
greater immunologic and nutritional benefits 
than no breastfeeding at all.167 Benefits occur
to infants from all socioeconomic groups.

• Breastfeeding is usually beneficial to women’s
physical and mental health.168,169 Breastfeeding women
have less bleeding postpartum, contraceptive benefits
of delayed resumption of ovulation, improved bone
remineralisation postpartum, and less ovarian and
premenopausal breast cancer. The maternal hormones
of prolactin and oxytocin reduce response to stress
and stimulate the development of maternal behaviour
and bonding.170

• Maternal nutrition before and during pregnancy is
important to ensure adequate nutrient stores during
lactation. The nutritional status of undernourished
mothers may be further compromised by lactation,
particularly in the case of closely spaced
pregnancies.171,172 When maternal dietary intake 
of protein, fat, energy and calcium is inadequate
during lactation, the mother will draw on body 
stores in fat, muscle and skeleton.

• The nutritional status of the mother appears to
influence the fatty acid composition and immunological
properties of breastmilk. Some nutrients such as the
vitamin C, folate and the B group vitamins are not
stored in large amounts in the body so levels in
breastmilk will fall if the mother’s dietary intake
is not adequate during lactation.173

• A WHO Expert Consultation174 has recommended
that breastmilk is the only source of nutrition of
healthy infants until they are six months old. WHO175

also recommends that children should continue
to be breastfed up to two years of age or beyond 
while receiving nutritionally adequate and safe
complementary foods.

• Initiation of breastfeeding is high but early cessation
is also high in NSW – rates in 1995 for exclusive
breastfeeding were 78 percent at hospital discharge,
57 percent at 13 weeks, and 17 percent at 25 weeks;
partial and exclusive breastfeeding at 13 weeks was
60 percent and at 25 weeks was 44 percent.176

• Breastfeeding rates in NSW compared to most other
states are at the low end of the range for all indicators
of initiation and duration.177

18



2 Framework for planning and action

19

• Substantial savings could be made each year if
the prevalence of exclusive breastfeeding at three
months (13 weeks) was increased from 60 percent 
to 80 percent.178 These savings result from reduction
in the costs of hospitalisation due to gastrointestinal
illness and necrotising enterocolitis, outpatient and
general practitioner treatment for eczema, educational
costs associated with neurodevelopmental impairment 
and costs in NSW for children and adolescents 
with Type 1 diabetes. A recent report from the USA
estimates huge potential savings that could arise 
with increased breastfeeding rates in line with
recommendations by the Surgeon General.179

• Early cessation of breastfeeding is attributable
to many factors including the views and experience
of breastfeeding mothers, the influence of their
significant others, and an environment in which there
are many disincentives, and few incentives to continue
breastfeeding during the first year of life.180

• The decision to breastfeed is made before or early
in pregnancy.181 Establishment of breastfeeding as
the social norm through school-based education,
antenatal education, social marketing and public 
policy is important.

Groups most affected
• Some groups of mothers have been identified as 

being at risk of low breastfeeding rates.182 These
include mothers less than 25 years old, single
mothers, mothers with no post-school qualifications,
mothers residing in lower socioeconomic areas (SEIFA
quintile 1) and mothers born in countries/regions
other than Australia, Oceania, Europe or America.

• The groups least likely to initiate breastfeeding 
and continue to breastfeed at three months and six
months are younger mothers and those with less 
than 12 years of education.183,184

• In Australian culture, the father’s influence 
is important in the decision to breastfeed, and
indirectly with the length of time that a mother
continues to breastfeed.185 Therefore fathers need 
a full understanding of reasons to breastfeed and
appropriate supports of breastfeeding, particularly
when difficulties are experienced.

• Mother’s return to paid employment is a key
determinant of breastfeeding duration in the United
States, particularly amongst lower income women.186

Comparable data is not available for Australia but
the issue is of sufficient concern for development 
by the Commonwealth Government of an information
package and guidelines for women and workplaces,
Balancing Breastfeeding and Work.187

• Working mothers who have convenient access to
their infant for breastfeeding during the working day
breastfeed for longer than those who were separated
from their infants.188 Similarly, working mothers 
who express breastmilk at the time of missed 
feeds breastfeed for a longer duration than 
mothers who do not express at work.

Context for action
• Former recommendations in Australia and NSW

encouraged exclusive breastfeeding for the first four
to six months and then continued breastfeeding while
complementing with other foods/drinks until at least
12 months of age.189 The revision of the NHMRC
dietary guidelines for children and adolescents and
infant feeding guidelines190 has followed the lead
of the WHO and has changed the recommended
duration of exclusive breastfeeding to six months.

• There are very few situations where breastfeeding
is absolutely contraindicated. The Guidelines provide
specific information for assisting women to overcome
difficulties with breastfeeding, including limited milk
supply. Breastfeeding is not recommended for a very
small percentage of mothers including those who 
are HIV positive, have active TB, have brucellosis,
or untreated syphilis. These conditions are rare in
Australia. Certain other difficult situations need to
be considered in tailoring recommendations on infant
feeding method such as mothers who are using
drugs, or who are seriously ill or have seriously
ill infants.189
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• A number of projects that may be applicable in 
NSW have been developed as part of the 1997
National Breastfeeding Strategy.191 These include
breastfeeding projects related to indigenous health
services; professional education including an antenatal
education package and factual information about
breastfeeding problems for general practitioners and
other health workers, national accreditation standards
for child and family health services; promotional
materials for families, including disadvantaged
families; employer and employee workplace 
support; and development of indicators to 
monitor breastfeeding.

• NSW Health supports the Baby Friendly Hospital
Initiative (BFHI) which is a joint UNICEF and WHO
project aimed at encouraging a global standard
for maternity services, defined as baby-friendly care.
Implementation of the BFHI provides a best practice
model for promoting and supporting the initiation of
breastfeeding in hospital. Based on the 10 Steps
for Successful Breastfeeding, it provides maternity 
units specific and measurable criteria for both 
staff and parental support in the early postpartum
period.192,193,194 The Royal Hospital for Women 
is the first tertiary referral hospital to receive 
BFHI accreditation in NSW. The NSW Midwives
Association is the BFHI state coordinating body 
for NSW.

• A number of NSW government, non-government and
community organisations have policies and provide
services for breastfeeding promotion and support but
Area Health Service consultations suggest that these
may not be well known or integrated at local level.

• Implementation of NSW government policy
including the NSW Child Health Strategy, Families
First and new legislation requiring employers to
accommodate employees’ carers’ responsibilities
provide opportunities for promotion of breastfeeding,
particularly increased duration of breastfeeding.

• Anti-discrimination laws prohibit discrimination 
on the basis of carer responsibilities, including
breastfeeding.195

• There are existing intersectoral national guidelines on
mother-friendly, breastfeeding-friendly workplaces.196

• Provision of longer paid maternity leave (12 months)
so mothers can stay at home longer and breastfeed
children is one of a number of factors believed to
contribute to sustained high rates of breastfeeding 
at six and 12 months in Scandinavia.197 Similar
provisions recently introduced in some work sectors 
in Australia, eg Catholic universities, provide important
precedents for other workplaces. Universal provision 
of paid maternity leave may be desirable to avoid
increasing inequities between women of different
employment status.

• Local governments and other community 
organisations have a role to play and have 
become involved in breastfeeding. For example, the
‘Parenting Facilities Policy’ developed as part of the
Penrith Food Project provides a model for provision
of breastfeeding support at local government level.

• The Australian Food and Nutrition Monitoring Unit
has prepared a document outlining a nationally
standardised approach to monitoring breastfeeding
practices in Australia. It recommends several
breastfeeding indicators for Australia, to be monitored
through the National Health Survey program and State
and Territory health surveys.The recommendations 
also cover standardised definitions of breastfeeding
terms, and methods for measuring and calculating
the indicators.198

Reviews of effectiveness of action
• Reviews199,200 of the effectiveness of strategies to

increase duration and/or initiation of breastfeeding
recommend five types of initiative; health education
initiatives that provide factual information (eg small
groups and problem based literature), health 
service initiatives that improve professional practice 
(eg policies and education) and delivery of services 
(eg maternity ward and hospital policies such as 
BFHI accreditation), peer support programs that advise
and support mothers, media campaigns that challenge
social norms, motivate and promote positive images,
and community based initiatives that focus on children
and families and address underlying social deprivation
and exclusion.
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Potential partners

Health professionals Lactation consultants, GPs, pharmacists/pharmacies, obstetricians, midwives, Aboriginal 
medical services, women’s health, speech pathologists, child and family health services,
Midwives Association, dietitian-nutritionists.

Community sector Australian Breastfeeding Association, Aboriginal elders, playgroup associations/ parent groups,
community representatives.

Work places Managers/supervisors, staff welfare committees, staff counselling and support services,
occupational health and safety.

Local government Town planners/social planners/community development officers, community services section 
of councils.

Local business Chambers of commerce, shopping centre management.

Child welfare sector Childcare providers.

Media Journalists, local media.

2 Framework for planning and action

• A 1995 overview of strategies to promote
breastfeeding, commissioned by NSW Health,201

provided a description of a wide range of strategies
that could be used by public health agencies to
promote breastfeeding, particularly to extend the
duration of breastfeeding. This review recommended
that an intersectoral approach that considers ‘key’ 
(not all) factors that undermine breastfeeding 
would be worthwhile considering in NSW.

• Scandinavian countries have the highest breastfeeding
initiation and duration rates in the world. Although
strategies have not been systematically evaluated,
commentators202,203 attribute the high rates to the
combination of a range of interventions including
provision of problem-based information, social norms
and peer-support from the majority of women who
have successfully breastfed, maternity ward practices
that increase mother-infant contact and autonomy
and paid maternity leave for 12 months with
guaranteed return to previous employment.

21
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Goal

To increase the initiation and duration of breastfeeding.

Objectives

1  To increase proportion of mothers who breastfeed infants exclusively to six months.

2  To increase the proportion of mothers who breastfeed infants to 12 months.

3  To decrease the proportion of mothers who introduce solids to infants before six months.

4  To increase support for breastfeeding at all levels of the NSW health system.

5  To increase support for breastfeeding in the wider community in NSW.

Areas for action

•  Promote breastfeeding as the normal and most beneficial method of infant feeding.

•  Foster realistic family expectations about the breastfeeding experience and knowledge of appropriate supports.

•  Shift public attitudes, knowledge and behaviours towards appropriate support for breastfeeding.

•  Shift health decision maker and service provider attitudes, knowledge and behaviours toward appropriate support
for breastfeeding.

•  Reduce barriers to breastfeeding for working mothers, particularly those with lower status employment.

•  Use nationally agreed standards to monitor key breastfeeding practices in NSW and consider this data in planning
interventions to promote breastfeeding.

Health policy/strategy links

NHMRC Infant Feeding Guidelines, Dietary Guidelines for Australians, Dietary Guidelines for Children and Adolescents,
Eat Well Australia, NATSINSAP, NSW Aboriginal Health Strategy, HP2005, NSW Health Chronic Diseases Prevention Strategy,
NSW Government Action Plan 2003-2007: Prevention of Obesity in Children and Young People RACGP Breast Feeding 
Position Statement, NSW Health Equity Statement, Families First, NSW Start of Good Health: Improving the Health of 
Children in NSW,1999, Young People’s Health: Our Future, Child and Family health Services.

NSW Health example

Provide leadership to develop policies and programs that foster favourable public and health professional attitudes towards
breastfeeding as the normal and most beneficial method of infant feeding.

Area Health Service example

Develop a coordinated approach to breastfeeding promotion and support within the Area Health Service that is linked 
to existing services and initiatives (such as maternity services, child and family health services, Families First initiatives,
initiatives for pregnant teenagers and RACGP policies concerning breastfeeding promotion in general practice) and 
informed by best practice guidelines (eg NHMRC infant feeding guidelines).



Improved food security
Overview
Food security is defined as access at all times 
to sufficient food for an active and healthy life.204

At a minimum, food security involves the ready availability
in local communities of nutritionally adequate food that 
is safe, culturally acceptable and affordable at competitive
prices. Sustained food access should be assured 
in socially acceptable ways without resorting to 
emergency food supplies, scavenging, stealing 
and other coping strategies.

Food security is determined by peoples’ local food supply
and their own ability and resources to access and use that
food. Determinants of food supply include the location of
food outlets, price, quality, variety and marketing. Access
to food depends on factors such as people’s financial
resources, transport, knowledge, skills, storage,
preparation and cooking facilities.

Promotion of healthy food choices through traditional
nutrition education assumes that a choice is available.
This is not always the case. While nutrition education 
has an important role when nutritious options are
available, it has little relevance when nutritious foods 
are not available, or when other barriers such as 
high prices and poor quality limit true choice.

Groups known to experience food insecurity include 
those in remote areas, indigenous Australians, homeless
people, injecting drug users and those on a low or
insecure income. Young people, older people, one-person
households, unemployed people, people with disabilities
and some immigrants and their families are likely to 
be at higher risk of food insecurity due to relative poverty.

The contributing factors to food insecurity are 
numerous and interact in a complex way. Many are 
related to social issues linked to a cycle of poverty.
As such, the development of solutions and strategies 
to alleviate the problem will be a slow process and 
will require action across many sectors.

Key facts
• Food insecurity is closely related to poverty.

In Australia, homeless people and some Aboriginal
communities are known to experience absolute
poverty.205

• Relative poverty, or lack of resources to have 
the living conditions or to participate in activities as
expected in the society in which they live, affected 
one in six (16.7%) of Australians in 1990. Single
parent families, people aged 15 to 24 years,
unemployed people, Aboriginal people and
some immigrants were most affected.

• People on low incomes spend a greater proportion 
of their money on food compared to those on 
higher incomes.206

• In NSW in 2001, parents from low income areas 
were three times more likely to report that they had
run out of food and could not afford to buy more 
than parents from wealthier areas (10 percent 
versus three percent).207

• Groups with lower socioeconomic status have
poorer intakes of micronutrients, fibre, vegetables 
and fruit.208

• The 1995 National Nutrition Survey showed that 
people at high risk of food insecurity (in the last 
12 months ran out of food and had no money to buy
more) had significantly higher intakes of milk and milk
products but significantly lower intakes of meat and
fruit. Energy intakes were not affected but intakes of
iron, folate and vitamin C were lower, suggesting
poorer dietary intakes.209

• In the short-term food insecurity causes hunger,
fatigue and mental anguish.210 In the long-term it 
has a high cost to individuals, families and society 
due to reduced physical, mental, and social health 
and wellbeing.211

• Groups with lower socioeconomic status experience
higher rates of diet-related illness throughout the 
lifecycle including low birth weight babies, childhood
and infant anaemia, lowered immunity from infectious
diseases, dental caries, obesity, hypertension, Type 2
diabetes, heart disease and stroke.212

• Socioeconomic disadvantage is an important 
predictor of premature mortality in Australia.213

Seventeen percent of the burden of disease and 
injury is estimated to be due to socioeconomic
disadvantage. Food insecurity and poor nutrition is 
one of a number of possible contributors to ill health
associated with socioeconomic disadvantage.

2 Framework for planning and action
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Groups most affected
A review of food insecurity in Australia identified the
following groups as at high risk of food insecurity:214

• Low income households including unemployed 
and self-funded retirees.

• Residents of rural and remote areas due to lower
income and higher food costs.

• Aboriginal families living in remote, rural and inner city
areas due to isolation, poverty and cultural transition.

• Homeless people including youth, due to poverty,
unreliable food access and lack of food storage 
and preparation facilities.

• People with a disability/disabilities due to 
employment exclusion, income deprivation,
social service inadequacy (all leading to poverty) 
and physical inaccessibility.

• Older people due to low income, disability and
increasing need with age, even if not disabled, for
assistance with everyday activities.

• Political asylum seekers and migrants on resettlement
programs due to unfamiliarity with foods and financial
difficulties.

Groups and individuals are considered at risk of poor food
access215 when there is:

• no local food supply within 2.5km (walking distance)

• no real choice in local food outlets

• limited local food choice (food type, unit size,
packaging, quality cost)

• absence of local food outlets that sell low cost cooked
or prepared meals

• disability or illness that limits walking, reading labels,
selecting, preparing food (trauma, physical disability or
injury, mental illness, ageing)

• addictive behaviour (alcoholism, drugs, gambling) or
food faddism

• low income and need for careful budgeting to pay
essential household bills

• no food garden

• limited choice of housing and limited access to food
storage and preparation facilities

• low food preparation skills

• low literacy and numeracy skills and education level.

Low income or rural or remote area residence combined
with one or more of the factors listed above significantly
increases risk of poor food access.

• Indicators of socioeconomic status include
employment and income, home ownership and
education. Aboriginal people in NSW in 1996 had
unemployment rates three times higher than the
general population and were almost twice as 
likely to have an income less than $400 a week.
They were also twice as likely to live in rented
accommodation and half as likely to have 
post-secondary educational qualifications.216

• Aboriginal people who report worrying about food 
are 1.6 (women) to 1.9 (men) times more likely to
have lower self-rated health status than those 
without such worries.217

Context for action
• The World Food Summit 1996218 declared ‘the right of

everyone to have access to nutritious food, consistent
with the right to adequate food and the fundamental
right of everyone to be free from hunger’.

• Data is limited on the extent of food insecurity in 
NSW but there are large numbers of people in the
groups at high risk. Measurement of food insecurity
is problematic.219,220 Reliable indicators and routine
monitoring are needed and are being considered 
at the national level by the AFNMU.

• There is limited understanding of the term 
‘food insecurity’ or ‘food security’ in Australia.
At a community, media and often, professional
level, it is usually assumed that people can act 
upon ‘healthy’ food messages and can access
‘healthy’ food. Choice is assumed, but it does not
always exist and when people eat ‘unhealthy’ foods,
victim blaming can occur. There is a need to provide
factual information about the nature and extent of
food insecurity and its implications for food choice.

• The widespread recognition of social conditions as
major determinants of health221,222 has raised the profile
of food insecurity as an important area for action to
achieve health gain.223
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• The contributing factors to food insecurity are
numerous, deeply rooted in social structures and
interact in complex ways. There are no quick solutions
but action to understand and address key issues
should begin. Community-led, comprehensive,
intersectoral strategies are indicated.224

• The development of a NSW Health and Equity
Statement to address health inequities provides an
opportunity to advance issues related to food security.

• The National Aboriginal and Torres Strait Islander
Nutrition Strategy and Action Plan (NATSINSAP)
provides an outline for addressing food supply 
in remote and rural communities, nutrition issues 
in urban areas, food security and socioeconomic
status, and family focused nutrition promotion.

• NATSINSAP was developed with wide consultation 
of indigenous populations around Australia. There 
is a need for consultation with NSW Aboriginal
communities on the implementation of the 
action plans in NSW.

• Environmental policies including Sustainable
Agriculture in NSW225 and a Strategic Plan for
Sustainable Agriculture in the Sydney Region226

acknowledge the health and nutrition significance
of linking the community with its food supply.

• Multi-strategy intersectoral projects that focus 
on community food and nutrition systems help to
improve food security for disadvantaged communities.
Examples of such projects in NSW include the 
Mt Druitt Food Project,227 Hawkesbury Food Program228

and Penrith Food Project.229 These projects require
leadership by the public health nutrition workforce,
substantial commitment by local government 
councils and members of the community and
sustained effort over a number of years.

• Within these projects and in other contexts it has
been important to implement strategies that address
the needs of groups at high risk as well as system-
wide reforms. When interventions are universal rather
than targeted there may be improvements in the
overall health of the population generally but a 
growing health inequality between those who 
are the most and the least disadvantaged.230

• Emergency relief strategies such as food banks,
food parcels and soup vans are valid responses to
crisis situations as part of a comprehensive range 
of strategies in a continuum of responses. They have
been criticised for being short term and distracting
effort from long-term food security.231

Reviews of effectiveness of action
• Interventions to improve food access and food 

security have evolved largely from community
development approaches and adaptations of models
that have appeared to provide social and nutritional
support. Although there have been some formative,
process and reflective evaluations of system-wide
interventions and outcome evaluation of specific
components of projects, there is little indication 
of the effect on sustainable food security and 
health outcomes.

• The lack of impact and outcome evaluation has
been attributed to a number of factors,232 including
insufficient resourcing and time allowed by funders
for the long-term follow-up needed to demonstrate
outcomes, the complexity of the interventions and the
tensions concerning which outcomes (eg coalition
building or nutrient intake) to measure and how to
measure them. There is general agreement233,234 that
relevant indicators are needed and that these should
capture the range of effects that were intended for
the intervention.

• A review of 25 food projects that aimed to reduce
health and social inequities in the United Kingdom
found that six elements were required to make food
programs work. These were: flexibility; community
ownership where local people are regarded as equal
partners in the project; patience; committed backup;
training and support and access to funding that was
long term and not only focused on innovation.235
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Potential partners

Health sector Area Health Services (primary health, community care, acute care) drug, alcohol and mental 
health groups, Corrections Health, Aboriginal Medical Services, dietitian-nutritionists.

Non-government  Welfare agencies-refuges, Centrelink, neighbourhood centres, religious groups and ministers 
agencies of religion, financial advisors, National Council of Social Services.

Government sector Department of Housing, transport authorities (transport to shops), Department of Community
Services, Department of Infrastructure, Planning and Natural Resources, Premier’s Department,
Department of Ageing, Disability and Home Care.

Local government Local councils, social planners, community transport, community gardens, markets.

Aboriginal sector Community development and employment employment programs/Aboriginal and Torres Strait
Islander Commission and local aid councils, Aboriginal and Torres Strait Islander community
councils, land councils.

Community sector Community organisations and consumers from vulnerable groups, eg culturally and linguistically
diverse groups, refugees, older people, drug, alcohol and mental health support groups, people
with disabilities, community representatives.

Business sector Retailers-transport to shops, Small Business Associations

Academic/education Schools, TAFE, university academics, Centre for Health Equity Training Research and Evaluation.

Media funding bodies
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Goal

To improve food security in NSW.

Objectives

1  To increase access to, and supply of, healthy food for groups disadvantaged by their circumstances, particularly location,
disability and/or socioeconomic status.

2 To improve food access and nutrition of indigenous groups in urban, rural remote and remote NSW.

Areas for action

•  Develop a planning framework and options for action.

•  Measure and monitor who is at risk and issues that limit food access and food security.

•  Advocate amongst key decision makers for food security issues in NSW.

•  Develop and initiate a process for consultation with disadvantaged communities on food access and nutrition issues.

•  Develop skills amongst health and other workers to work intersectorally and particularly with the community to 
solve-multi-sector problems that affect food security.

•  Identify effective initiatives, disseminate details, adopt or adapt to meet local needs, initiate targeted interventions.

Health policy/strategy links

Eat Well Australia, NATSINSAP, NSW Aboriginal Health Strategy, HP2005, NSW Health Chronic Diseases Prevention Strategy,
the draft NSW Health and Equity Statement, Families First, The Start of Good Health Improving the Health of Children in 
NSW, 1999, Young People’s Health: Our Future, Healthy Aging Framework, NSW Health Partners in Health initiative.

NSW Health example

Advocate for improved food security within NSW. This could include: Compilation and dissemination of information related
to food insecurity; review and dissemination of evidence of effectiveness of interventions to improve food access and food
security; development of monitoring tools for routine collection of data about food access and food security; and support 
of training of the nutrition workforce in coalition building, community development and advocacy to improve food security.

Area Health Service example

Develop partnerships with local councils and other key stakeholders to promote local food system reforms that improve
access to safe, nutritious and affordable food. Activities may include a community audit of the food supply system to identify
barriers to food security; establishment of community gardens, food cooperatives and local farmers’ markets to strengthen
links between the community and local food production and distribution; development and implementation of local planning
policies that promote improved access to food retail outlets and related transport services. The Mt Druitt Food Project,
Hawkesbury Food Program and Penrith Food Project are useful models.
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Achieving effective and sustainable 
effort in public health nutrition
Overview
Improving nutrition of the population requires multi-level,
multi-sectoral interventions and long-term sustained effort.

Capacity to meet objectives for public health nutrition
will depend on adequate workforce and resources 
to implement programs, knowledge and skills of the
workforce, leadership to provide direction and motivation
and organisational support and partnerships to 
sustain effort.236

The size of the nutrition workforce varies across Area
Health Services in NSW and will require input from other
partners to achieve the objectives of Eat Well NSW. The
main opportunity for implementation of nutrition action
lies with integration into existing policies, programs and
services and inclusion in Area Health Service Public Health
plans. For the most effective use of resources, planning 
of nutrition action should be evidence-based.

Key facts
• Nutrition services provided in the NSW health 

system range from clinical dietetics, through
community dietetics, community nutrition to public
health nutrition (Appendix 6). Delineation between
services is not absolute, but the community and 
public health nutrition workforce are most relevant 
to sustained implementation of Eat Well NSW.

• At least 750 dietitians (Table 1, Appendix 6) were
employed in NSW in 2001 but only 10 percent were
employed in predominantly public health nutrition 
roles (community health centre and government).

• The estimated public health nutrition workforce per
head of population is less in NSW (12.2 per million)
than the Australian average (15.4 per million)
(Table 1, Appendix 6).

• The size, roles and organisational structure of the
nutrition workforce varies across Area Health Services
in NSW but the number per head of population and
the distribution between clinical, community and 
public health nutrition in each Area Health 
Service is not routinely collated.

• Comprehensive nutrition action is strongest in 
Area Health Services where there is a critical mass 
of trained nutrition workforce, a public health nutrition
coordination role, continuity of staff and funding and
long term planning.

Current context
• There is strong emphasis in health service planning 

on evidence-based practice and measurement of
outcomes. This is based on the need to know what
works and which are the best investments of limited
resources in public health.

• The NSW Centre for Public Health Nutrition has been
funded to review literature regarding the range of
strategies, evidence of effectiveness, and implications
for implementation of nutrition policies and programs.
This material will form the published evaluations of the
effectiveness of nutrition policies and programs and
to produce authoritative documents and guidelines 
to steer nutrition interventions in NSW.

• The main opportunity for implementation of 
nutrition action lies with integration into existing
policies, programs and services. Enrolment of others 
in the health workforce to integrate nutrition action
into their roles needs to be justified by wider policies
and inclusion of nutrition priorities in three-year 
Area Health Public Health Plans. Realistic goals 
and feedback on short-term intermediate outcomes
are important to maintain support and interest.

• The nutrition workforce in some Area Health Services237

is already reviewing and reorganising organisational
structure and communication.

• The nutrition workforce is already attempting to
address some or all of the priority areas of this
strategy238 but some injection or reallocation of funds
or other resources will be needed if there is to be a
significant increase in public health nutrition action.

• Grants for joint research with clinical services 
or universities and special project funds, eg
Commonwealth Child Health Nutrition grants have
provided opportunities to develop new nutrition
initiatives. Significant investment has helped 
in the adoption of other public health strategies,
eg physical activity, falls prevention.
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Potential partners

Academic/training NSW Centre Overweight and Obesity, NSW Centre for Public Health Nutrition, NSW Centre for 
sector Physical Activity and Health, Australian Centre for Health Promotion, Nutrition and Public Health

training programs.

Nutrition sector NSW Nutrition Network, Area Health dietitians/nutritionists, Dietitians Association 
of Australia, Nutrition Australia.

Health sector NSW Physical Activity Networks, non-government organisations, health promotion officers,
Aboriginal Health management and staff, Community Health staff, Area Health management,
Public Health Unit management and staff, NSW Health Public Health, Health Promotion
management.

Food sector Food producers, manufacturers, distributors, retailers; food service industry and sites.

Other sectors School principals and teachers, voluntary agencies, community service organisations.
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• There is a need for advocacy in some area health
services concerning the potential role of nutrition
action in increasing health gain, the role of the
trained nutrition workforce in public health nutrition,
and the evidence for effective intervention.

• Strategic planning and coordination of others 
inside and outside the health sector requires
considerable time. A dedicated position is needed 
in each Area Health Service to coordinate planning
and implementation of public health nutrition action.

• The NSW Nutrition Network provides an
implementation structure for public health 
nutrition workforce training and collection and
dissemination of local program information.

• There is varying capacity for effective public health
nutrition action across the health system in NSW.

Reviews of effectiveness of action
• Capacity building is an important element of effective

public health practice but it is sometimes described 
as the ‘invisible’ work of health promotion because 
it has not traditionally been documented as a method
or measured as an outcome of public health action.

• NSW Health has published A Framework for Building
Capacity to Improve Health.239 The Framework draws 
on a number of developmental projects in capacity
building. It describes the principles that underpin
practice, provides a basis for action and gives
examples of activities that might help in 
capacity building.
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Goal

To achieve effective and sustainable effort in public health nutrition in NSW.

Objectives

1  To increase the capacity of the health workforce to address food and nutrition priorities in NSW.

Areas for action

•  Advocacy concerning the potential role of nutrition action in increasing health gain.

•  Integration of nutrition action into existing policy frameworks, programs and services.

•  Identification, documentation and dissemination of evidence of effectiveness of interventions and appropriate 
outcome measures.

•  Review and reorganisation of nutrition workforce allocation, management and communication structures to promote
sustained public health nutrition action.

•  Review of NSW Health and Area Health Services resource allocation for public health nutrition in the context of public 
health expenditure.

Health policy/strategy links

Eat Well Australia, NATSINSAP, HP2005, Health Framework for Building Capacity to Improve Health, NSW Health Chronic
Diseases Prevention Strategy, the draft NSW Health and Equity Statement, Families First, NSW Aboriginal Health strategy,
The Start of Good Health Improving the Health of Children in NSW, 1999, Young People’s Health: Our Future, Healthy Aging
Framework, Partners in Health, Health Promoting Schools.

NSW Health example

Development, inservicing and dissemination of workforce support products such as:

•  Reviews of evidence for effectiveness of PHN strategies to address priority areas.

•  Good practice guidelines for aspects of public health nutrition (eg advocacy, building and working in partnerships); 
reports on the state of food and nutrition in NSW.

•  Review of workforce models for nutrition action in Area Health Services.

Area Health Service examples

Cooperative projects between Area Health Services.

Assessment of area and local level workforce development needs for planning and implementing initiative to address 
NSW Nutrition Priorities for 2003-2007.

Inclusion of nutrition priorities in Area Health Service three-year Public Health Plans.



Introduction 
Eat Well NSW is a statement of strategic direction for
public health in NSW. It has been developed for use 
within the NSW Health system to plan public health
nutrition action relevant to broader health policies.

The NSW Centre for Health Promotion of the NSW
Department of Health has auspiced the development 
of the document and will continue to manage the
implementation.

The NSW Centre for Health Promotion will establish a
strategic implementation management group involving
representatives of NSW Health, Area Health Services,
NSW Centre for Public Health Nutrition, the NSW Nutrition
Network, non-government organisations, consumers
and independent experts. The role of the strategic
implementation management group will be to ensure 
a coordinated approach to the implementation and
evaluation of the strategy. Implementation will be 
staged to take account of current government 
directions and available resources.

In recognition of the increasing urgency for dealing 
with the epidemic of overweight and obesity, the NSW
Government held the NSW Childhood Obesity Summit
in 2002. The three-day Summit proposed 145 resolutions
contained in the NSW Childhood Obesity Summit
Communiqué. The response of the NSW Government
to this Communiqué will provide strong direction for the
implementation of Eat Well NSW, particularly with regard
to the area of promoting healthy weight. A senior officers
coordinating committee was set up to develop a whole 
of government action plan to progress the Summit’s
resolutions. The Eat Well NSW Strategic Implementation
Management Group will establish mechanisms to liaise
with the sectors responsible for the implementation of
the NSW Government Action Plan 2003-2007: Prevention
of Obesity in Children and Young People.

The strategic implementation management group 
will need to consider the varying capacity among health
services and other agencies to respond to the public
health nutrition issues. A flexible menu of opportunities is
desirable to allow agencies to adopt strategies that match
their capacity to respond, that are consistent with the
strategic directions and which also address local
determinants. Cooperative projects between agencies 
and pilot projects will be encouraged.

Consumer participation will be actively encouraged
at state and local level in line with NSW Health
commitments.240 Specific areas of consumer 
involvement will include consumer representation 
on Eat Well NSW implementation working groups.

The principles and checklist in The NSW Health 
Aboriginal Health Impact Statement and Guidelines241

will be applied in the development of all major strategy
initiatives during the implementation of Eat Well NSW.

Role of the NSW Nutrition Network
The NSW Nutrition Network and its members will play 
a crucial role in the management and implementation 
of Eat Well NSW.

Members will be encouraged to seek inclusion of 
Eat Well NSW priorities in planning and resource 
allocation decisions at Area Health Service level 
and provide leadership in developing, implementing 
and evaluating interventions.

The Network will continue to provide a structure for
communication and workforce training.

Supporting products and resources
NSW Health will fund the NSW Centre for Public Health
Nutrition to produce a range of products and services to
support implementation of Eat Well NSW including:

• reports that identify a range of actions that represent
‘best buys’ within selected priority areas

• reports that identify a ‘menu of options’ of strategies
and outcome measures for priority areas. These will
include reviews of the evidence to justify intervention,
the evidence of effectiveness of potential interventions
and outcome indicators and measures

• workforce development workshops to 
disseminate reports

• other products and services developed in 
consultation with NSW Health, the NSW Centre 
for Public Health Nutrition Advisory Committee,
and Area Health Services.
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