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The EFHIA explores MDEW, a program implemented within the Western NSW Local Health District in September 2011.
The EFHIA was originally written as an assignment for a subject within a Master of Public Health. To meet the framework of the assignment elements of MDEW and information presented in the EFHIA have been altered. Further, to maintain confidentiality, staff member’s position titles and towns have been de-identified.
The EFHIA will be used locally to guide future phases of MDEW and reduce inequities that exist within the program.
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Executive Summary
This prospective desk-based Equity Focused Health Impact Assessment (EFHIA) aims to examine the equity issues relating to Marang Dhali Eating Well (MDEW). MDEW is a locally designed Aboriginal food and cooking program to improve food security in four Aboriginal communities within the Western New South Wales Local Health District (Western NSW LHD). This EFHIA makes predictions about the potential health impacts of MDEW and recommendations to maximise health gains and minimise health risks. 
This EFHIA was requested by the Project Organising Committee (POC), which is the governing committee responsible for the development, implementation and evaluation of MDEW. Members of the POC acted as the EFHIA Project team. This report details the EFHIA process undertaken to ensure MDEW utilises culturally appropriate and evidence-based practice that reduces health inequities. 
This report uses the Health Impact Assessment framework detailed in the, Health Impact Assessment: A practical guide (Harris et al., 2007).
Literature was obtained using journal database search engines and desktop research, which was used to complement the search. Key search words included: equity, Aborig (truncated), food, insecurity, security, community kitchen, program (truncated), rural and health. 
The literature identified broad reaching determinants of food security, including factors impacting on food availability, access and use. This report attempts to explore these factors and strategies to reduce the inequities relating to MDEW. The literature highlighted several crucial components required for a successful Aboriginal food security initiative. This included, but not limited to engaging partners drawn from across the food supply system; forming partnerships that emphasise and create inter-sectoral action and partnership; and ensuring Aboriginal community consultation and engagement support decisions throughout all of the projects phases.
Analysing MDEW against the available research concluded MDEW will increase participant’s knowledge and confidence preparing food and improve social inclusion; however, will produce little to no impact on food behaviour, choices or insecurity. To impact Aboriginal food insecurity, initiatives must address the social determinants of health and both sides of the food security equation (food availability and access).

The EFHIA identified several equity issues within MDEW, which were not considered during initial project design. These include the unjust allocation of MDEW; limitations in project reach and participation of those most at risk of food insecurity, a lack of democracy relating to community consultation and uncertainty concerning MDEW cultural appropriateness.
Recommendations include making additional investments at the system level utilising a population health approach; re-scoping MDEW and; reviewing internal project planning processes to improve the equity of future projects developed by the Health Promotion Unit. 
Introduction
In early 2011, an Aboriginal food and cooking program MDEW was developed to improve food security. Four months prior to implementation, major concerns were raised regarding the equity, effectiveness and appropriateness of MDEW. This has been attributed to fundamental planning and research not occurring. 
A small window of opportunity existed to complete an EFHIA, to influence project decisions and reduce equity issues. An EFHIA has two functions; it “determines the potential differential and distributional impacts of a ... project on the health of the population ... and secondly, to assess whether the differential impacts are inequitable” (Harris-Roxas, Simpson & Harris, 2004, p 4).
Conducting an EFHIA on MDEP was used to determine whether potential negative health impacts, which are disproportionately distributed, exist within the program. Recommendations have been developed to improve MDEW, project planning processes and achieve better health outcomes.
By undertaking an EFHIA, it creates an opportunity to increase the awareness and importance of analysing and planning future health promotion initiatives through an equity lens.

Screening

Screening “determines whether a HIA is appropriate and required” (Harris et al., 2007, p.4). The outputs include “a brief overview of the proposal; an introduction to the potential health impacts of the proposal; potential resource requirements of the HIA; a description of the opportunities to influence decision-making; and screening recommendations” (Harris et al., 2007, p. 11).

Background
Australia’s Aboriginal population is the most disadvantaged in the country. Data available regarding the socio-economic and health status indicates the population has higher rates of unemployment, lower education achievement, live in poorer housing and have a lower health status than that of other Australians. As a result, they are most likely to experience inequity and food insecurity. 
The majority of Western NSW LHD is classed as low socio-economic. It has a high Aboriginal population and the associated poor health outcomes. Aboriginal Australians have higher rates of mortality and morbidity (AIHW, 2011), with a “life expectancy 17 years less than the national average” (Browne, Laurence, & Thorpe, 2009). Socio-economic disadvantage and chronic disease risk factors such as high blood pressure, physical inactivity and poor nutrition from food insecurity are more prevalent in Aboriginal and rural and remote communities (Browne et al., 2009). According to the results of a NSW Population Health Survey, 11.7% of the Aboriginal participants living in the former Greater Western Area Heath Service, now Western NSW LHD experience food insecurity (Centre for Epidemiology and Research, 2010, p 13).
Browne et al. (2009) reported the consumption of a nutritionally dense diet, high in fat and salt is significantly contributing to the burden of chronic disease and poor health status of the Aboriginal population. In a 2004-2005 study, “60% of Indigenous people aged 15 years and over were overweight or obese” (AIHW, 2010, p. 244). Being overweight surprisingly can be a result of food insecurity (Browne et al., 2009). Further, evidence collected in Victorian suggests, “the risk of obesity is 20% - 40% higher in people experiencing food insecurity” (Burns, 2004, p. 4). 

Food security is a social determinant of health. “It [food security] is clearly a determinant for a lot of things - life, health, dignity, civil society, progress, justice and sustainable development” (McIntyre, 2003, p 46). Foley, Ward, Carter, & Coveney (2009) continue stating that, “food is a powerful indicator of social inclusion or exclusion and the extent of food insecurity in the community is indicative of inequality and poverty (p. 219).
Numerous definitions of food security exist.  The World Health Organisation defines food security existing when “all people at all times have access to sufficient, safe, nutritious food to maintain a healthy and active life” (WHO, n.d.). Within this report however, food security will be defined as, “not having sufficient food; experiencing hunger as a result of running out of food and being unable to afford more; eating a poor quality diet as a result of limited food options; anxiety about acquiring food; or having to rely on food relief” (Rychetnik, Webb, Story, & Katz, 2003 p. 6).

Food security is built on the following three pillars:
	1. Food availability:
	Sufficient quantities of food available on a consistent basis

	2. Food access:
	Having sufficient resources to obtain appropriate foods for a nutritious diet.

	3. Food use:
	Appropriate use based on knowledge of basic nutrition and care, as well as adequate water and sanitation (WHO, n.d.).


Overview of MDEW
MDEW is a food and cooking literacy program. It aims to improve Aboriginal food security within Western NSW LHD. It was developed by the District’s Health Promotion Unit. MDEW has a budget of $55 000 and will operate from 2011 to 2012. The allocation of MDEW to four communities (Town A, Town B, Town C and Town D) within the District was decided on by management. These towns were chosen not because of their incidence of food insecurity, but because limited programs had been delivered in that part of the District.
MDEW fits within a food security framework; albeit a very small component of food use. MDEW aims to increase individual’s food skills and knowledge, which is hoped to create healthier food behaviour. Participant’s food knowledge; budget shopping and cooking skills are intended to improve by attending six cooking workshops, once a week over a six week period, thus improving participant’s food insecurity.
Aboriginal heath workers in these four communities have been trained as facilitators to deliver MDEW locally. Participants attending MDEW receive cooking resources which they retain once the program has been completed. By providing participants with resources this supports them to continue to prepare healthy meals in the home. 
MDEW Target Population
The target population for MDEW are Aboriginal community members of four communities with Western NSW LHD - Town A, Town B, Town C and Town D. No specific intervention group within this population has been established. Town B is a large regional centre with good infrastructure. Town A, Town C and Town D are small rural towns with a strong agriculture economic base and high rates of unemployment.  Each community is located within a 225 kilometres radius and has a higher Aboriginal population compared to the state.
The socio economic index for areas (SEFIA) scores, which measures socio economic disadvantage, has been reviewed. Town A, Town C, and Town D have a low decile value of 2-3 (ABS, 2008). This score indicates high levels of disadvantage. Based on the community’s socio-economic status and geographic isolation, coupled with the knowledge that the Aboriginal population is at greater risk of food insecurity (Booth & Smith, 2001, p. 152), (Innes-Hughes, Bowers, King, Chapman & Edan, 2010), (Foley et al., 2009), (Rosier, 2011, p.3), approval to deliver MDEW to these specific communities was granted.
Policy Framework and Principles
MDEW meets one principle of the Ottawa Charter for Health Promotion - Developing personal skills, which “supports personal and social development through providing information, education for health, and enhancing life skills” (WHO, 2011, p. 3).
MDEW fits within the organisation’s, Strategic Health Plan 2010-2012 contributing to “reduce key risk factors contributing to poor health outcomes through progression of activities and programs targeting risk drinking, smoking including ‘smoke check’, illicit drug use, overweight/obesity, nutrition, fall injuries (65+) & potentially avoidable deaths” (Greater Western Area Health Service, 2010, p. 19). 

It also fit within the, National Aboriginal and Torres Strait Islander Nutrition Strategy and Action Plan 2000-2010 (NATSINSAP). The NATSINSAP recognises poor diet is central to the poor health and disproportionate burden of chronic disease experienced by Aboriginal Australians. It aims to improve access to nutritious and affordable food across urban, rural and remote communities (National Aboriginal and Torres Strait Islander Nutrition Working Party, 2001).
MDEW Stakeholders
MDEW stakeholders include internal health staff only. Table 1 identifies the health programs involved and their responsibilities. 
Table 1: MDEW stakeholders

	Program
	Responsibility

	District Executive, Western NSW Local Health District 
	Approval to Implementation MDEW and utilise health funds 

	Health Promotion Unit
	Funding, Project design, implementation and evaluation

	Aboriginal health workforce
	Identified Aboriginal workforce in Town A, Town B, Town C and Town D become MDEW facilitators and deliver MDEW to participants

	Aboriginal population
	Town A, Town B, Town C and Town D Aboriginal population to attended six (6) cooking workshops


Screening Tool
At the screening meeting the screening tool developed by Mahoney, Simpson, Harris, Aldrich & Stewart Williams, was used to assess the links between MDEW, health and equity. Outcomes are provided as Appendix 1. 
Potential health inequities of MDEW
Potential inequities have been detailed below in Table 2.
Table 2: Health inequities
	Equity Issue
	Impacts

	Lack of Democracy:
	· During MDEW’s design, Aboriginal community members were not involved in project design.

	Culturally Inappropriate Service:
	· The Aboriginal community was not consulted. MDEW was developed by non-Aboriginal people, thus it is unknown if MDEW is culturally appropriate.

	Effectiveness
	· MDEW trains individual. It doesn’t fit into the inclusive concept of Aboriginal family/community. 
· Project design, lack of consultation and potential cultural inappropriateness has the potential to affect access and impact.

	Reach and Participation:
	· Each facilitator identifies participants. Participants chosen may be inappropriate for MDEW i.e. school children who do not purchase food or who may not make family cooking decisions.

· Only two programs will be delivered in each community, consisting of 10 people per program. A total of six food and cooking workshops are delivered in the year. Therefore, a total of 20 people in each of the four communities will have access to MDWE. Many Aboriginal people will be excluded from attending.

	Gender:
	· Given the general domestic role of women, men who buy and prepare the family meal may be alienated from attending by facilitators. 
· Mixing the genders of the groups may also be seen as culturally inappropriate.

	Access to the Program:
	· Infrastructure to support attendance is not provided i.e. transport or child minding. This could negatively affect reach and participation due to gender issues.

	Geographical location of MDEW:
	· Only four Aboriginal communities within Western NSW LHD will receive MDEW. 

· The process of identify the communities to receive MDEW was not based on the risk or need of improved food security. It was allocated by management who felt the Eastern sector of the District lacked health promotion activities. This process is inequitable.


Positives related to MDEW
· Food and cooking knowledge and confidence may be increased. 
· Social isolation may be improved. MDEW provides an opportunity for community members to come together, talk and share experiences and learn new skills. This connectedness could stimulate improved social supports and unity and may also stimulate or strengthen community action.

· Participants are provided with cooking resources, which they retain during and after MDEW.
Barriers to successfully implementing MDEW
· MDEW is a health promotion initiative, however it does not utilise an upstream or population heath approach. It develops individual skills and aims to create behavioural change. 

· MDEW does not address the environment in which people live. Participants receive training, but may be unable to implement these skills or changes because: they do not have the funds to purchase healthy food; fresh food is not available locally; they do not have the kitchen facilities to prepare or store food safely; the proximity of the food store is too far from their home and they do not have access to a vehicle, public transport or walk ways.
· MDEW does not address food access or availability. The other two components of the food security equation are missing from this initiative. MDEW only looks at a small component of food use, such as skills and knowledge. It is unlikely MDEW will address food security in these communities.
Screening meeting results
· POC recommended conducting a desk-based EFHIA due to the numerous health and equity issues identified.
· Recourses to conduct the EFHIA were kept to a minimum
· Three (3) POC members were allocated to conduct the EFHIA. This decision was due to the tight timeframe the report was required and their knowledge of MDEW.
1. Scoping

The scoping step sets the perimeters for the EFHIA (Harris et al 2007, p. 12). The scope of the MDEW EFHIA was determined at a scoping meeting on Wednesday, 03 June, 2011. Governance structure, values and the terms of reference were also established. 

Level of EFHIA 
The scope of the HIA was determined utilising the scoping checklist and table provided in (Harris et al., 2007). Given MDEW had not been implemented, a prospective desk- based EFHIA was chosen. A prospective EFHIA is “undertaken prior to the implementation of the policy, program and project that is being assessed” (Harris, 2007, p. 6). The decision to complete a desk-based EFHIA was based on the tight time frame to make recommendations prior to project implementation, level and number of impacts and available resources.  The MDEW Scoping Checklist is attached as Appendix 2.
Only secondary information was collected utilising Medline, Nursing @ Ovid and Informit Humanities Database search engines. Desktop research using Google was also used to complement the search. The review focused on collecting relevant Aboriginal health data and Australian and international research concerning food security practices, equity issues, barriers and successful initiatives. 

Governance structure
It was decided by POC that an EFHIA steering committee was not required. Instead an EFHIA project team was established, reporting to POC. POC was therefore responsible for signing off the EFHIA and making major decisions. The project team consisted of three POC members, who worked in the Health Promotion Unit.  
Terms of Reference
The MDEW EFHIA, Project Team Terms of Reference is attached as Appendix 3. A Chair of the Project Team was appointed. Secretarial support was provided on a rotating basis by the two other members.
Values and perspectives to guide EFHIA
Health: 
A holistic view of health will be used and defined within this EFHIA. The to be used is, “health does not just mean the physical well being of the individual but refers to the social, emotional and cultural well being of the whole community” (MWAHS, 1999, p. 8).
Equity in health: 
“Equity in health is not about eliminating all health difference so that every one has the same level of health, but rather to reduce or eliminate those which result form factors which are considered to be both avoidable and unfair. Equity is therefore considered with creating equal opportunities for health and with bringing health differentials down to the lowest level possible” (Ottawa Charter, 1986 cited in South East Health, 2003, p. 2).
Cultural security: 
“Ethical commitment that the construct and provision of services offered by the health system will not compromise the legitimate cultural rights, views, values and expectations of Aboriginal people” (Kelecher & MacDougall, 2009, p. 105).
Democracy: 
“The right of people to participate in the formulation and decisions of proposals that affect their lives, both directly and through elected decision-makers. In adhering to this value, the HIA method should involve and engage the public, and inform and influence decision-makers” (Quigley., as cited in Bhatia, 2011, p. ix).
Valuing the evidence
Peer-reviewed research took preference over grey material obtained from desk-based research. Particular emphasis was placed on Australian Aboriginal food security research.
Aim and objective
The aim of the prospective desk-based EFHIA was to minimise the potential negative health impacts and improve equity of MDEW.
The objective was to determine whether MDEW and the way it was developed has the potential to create inequalities. Further, the EFHIA intended to assist the Project Team to determine whether the impacts of MDEW are disproportionate, unfair and avoidable.

Impacts to be addressed
Due to the scope of project, only a minimal number of Aboriginal people in the four communities will be able to access MDEW. Those in greater need in other communities will not have access to this intervention. This is an inequitable distribution of resources. 
MDEW aims to increase individual food and cooking knowledge, skills and confidence, while contributing to social inclusion and improving social capital. Developing these skills however will not improve food security. The unintended consequence, due to weak project design means little affect will be experienced (direct/indirect, positive or negative). 
Therefore, within this EFHIA, specific attention focuses on poor project design and its negligible impact on addressing Aboriginal food insecurity. Impacts include: Lack of Democracy; Culturally Inappropriate service; Effectiveness; Reach and participation; and Geographical location of MDEW. Given the constraints of this report, gender and access to MDEW will not be explored.
EFHIA Workplan and Gantt Chart
A deadline of nine (9) weeks was allocated to complete the EFHIA process. The report therefore had to be completed and delivered to the POC by Monday 8, August 2011.
An EFHIA workplan is provided as Appendix 4. This includes strategies, actions, timeframes and responsibilities. A Gantt chart is also provided as Appendix 5. It was developed to ensure the project achieved the identified milestones and finished on schedule.
3.
Identification
The identification step aims to “develop a community profile likely to be affected and collects information to identify the potential impacts of a proposal” (Harris et al., 2007, p. 19). Town A, Town B, Town C and Town D community demographics are provided. This includes socio-economic status and geographical isolation impacting on resident’s food insecurity, food insecurity at-risk populations and risk factors. Furthermore, MDEW’s capacity to effectively impact food security is explored.
Profiling affected communities

Town A, Town B, Town C and Town D exist within four separate local government areas of Western NSW LHD. An affected community profile detailing comprehensive demographic, socio-economic and household data is provided as Appendix 6. An overview of the findings, however are provided below.
Each of the four communities has a higher than state Aboriginal population. The socio-economic index for areas (SEFIA) score measures socio-economic disadvantage and can be compared using a decile scale. Deciles are based on a scale from one to ten and rated from most to least disadvantaged (ABS, 2008). Using this scale, Town A, Town C, and Town D have a low decile value, thus higher levels of disadvantage. Town B, Town C and Town D have significantly higher percentage of Aboriginal unemployment than the non-Aboriginal population (ABS, 2008). The Accessibility/Remoteness Index of Australia (ARIA) illustrates the restrictions to accessibility to goods, services and opportunities for social interaction. Using the ARIA matrix, marked as Appendix 7, Town A experiences the most restriction and is classified as remote (GWAHS, 2008).

At a District level, Aboriginal one-parent households are three times than NSW’s (29.9% compared to 6.8%). Town A and Town B’s rates are much higher still at 38.9% and 29.9%. Town C and Town D reported slightly lower rates of 17.6% and 20.9% (GWAHS, 2008). In NSW, non-Aboriginal household size was smaller at 2.6, compared to 3.2 for Aboriginal households. Town A, Town B, Town C and Town D, Aboriginal households were larger than non-Aboriginal householders in each town. Householder ranged from 3.1 to 3.4, and was higher than 3.2 for NSW (GWAHS, 2008).
The above data indicates substantial socio-economic disadvantage in each community. This disadvantage places the Aboriginal community at particular risk of food insecurity. Due to MDEW’s limitations, other populations at risk of food insecurity in other towns and non-Aboriginal single women headed households with children and the unemployed in these four towns will not have access to MDEW.
At risk population
Several sub groups within Australia are particularly vulnerable to food insecurity. These include: Indigenous people (24%); Unemployed people (23%); Single-parent households (23%); Low-income earners (20%); Rental households (20%); and Young people (15%) (Rosier, 2011, p.3). The Aboriginal population however, is specifically venerable to ill health and at greater risk of food insecurity (Booth & Smith, 2001, p. 152), (Innes-Hughes, Bowers, King, Chapman & Edan, 2010), (Foley et al., 2009).
When compared to the non-Aboriginal community, a higher percentage of the Aboriginal population experience food insecurity. Browne et al., (2009) revealed in “2004-2005, 24% of Indigenous Australians aged 15 years and over reported they ran out of food in the last 12 months, compared to 5% of non-Indigenous Australians”. Results from the 2006-2009 New South Wales Population Health Survey identified, “just over 1 in 10 Aboriginal adults (11.7 per cent) experienced food insecurity in the last 12 months” (Centre for Epidemiology and Research, 2010, p. 12). This rate is much higher when compared to the non-Aboriginal population.
Single women (Aboriginal and non-Aboriginal) with dependent children are at particular risk of food insecurity. A New Zealand study explained the higher prevalence of food insecurity in females was contributed to the “difference in social role, which is focused on feeding and caring for the family; they [women] may compromise their food intake to feed their children or husbands when the family is threatened by food insecurity” (Carter, Lanumata, Kruse, & Gorton, 2010, p. 604).

Risk Factors

Risk factors such as economic, environmental and social status affect Aboriginal food security. Friel & Broomp (as cited in Friel, 2009, p. 4) highlights that “in Australia, like most other risk factors for ill-health, excess body weight tends to be more prevalent among people further down the social and economic scale”. The conventional risk factors influencing food security include, “poor income; access to transport and storage and cooking facilities, there are also confounding issues relating to history, identity, racism and the quality of relationship to the wider mainstream” (Browne et al., 2009).
Factors underpinning food security inequality and vulnerability include “low income, environmental and social situations experienced by many Indigenous families, which in turn influence health and nutritional status” (National Aboriginal and Torres Strait Islander Nutrition Working Party, 2001, p. 18). Freil further highlights, “what, and how much, people eat, drink and smoke and how they expend energy are responses to their socio-political, socio-economic, socio-environment and socio-cultural environments” (2009, p, i). Further, research highlighted, “people who are socio-economically disadvantaged are more likely than people from more advantaged backgrounds to experience food shortages; are less likely to purchase foods recommended for good health, including foods lower in fat, salt and sugar, and high in fibre; and generally consume fewer types of fruit and vegetables” (Coveney & O’Dwyer, 2009, p. 45).
Having a low income combined with high food costs results in many Aboriginal people spending a larger percentage of their income on food and going without food. The mean weekly income of the Aboriginal population is much lower than non Aboriginal people. At the time of the 2006 Census the “median gross income for all Indigenous people was $278 per week compared to $473 for all non-Indigenous people” (ABS, n.d.). The Aboriginal community’s capacity to purchase a sound nutritious diet is restricted due to financial availability. A key finding from the 2006 NSW Cancer Council Food Basket Survey was, “low income families in NSW would have to spend on average 56% of their household budget to maintain a healthy diet; this is compared to 22% for a family on an average income” (Innes-Hughes et al., 2010, p. 9). 

One proposed ‘Close the Gap’ equity targets was, “by 2018, 90% of Indigenous families could access a healthy food basket for under 25% of their income” (Lee, Leonard, Moloney, & Minniecon 2009, p 547). Income plays a vital role in the food security equation. In the same article, Foley et al. identified, “food cost plays a significant role in mediating food choice among low-income people, who often have to cut back on food spending to make room for other essentials such as housing and utilities, leading to decreased food security” (2009, p. 215).

Literature also revealed the availability of resources and infrastructure impedes access to food and places restrictions on those most vulnerable. In rural and remote areas, “availability of and access to healthy affordable foods particularly fresh vegetables and fruit is a major issue which continues to compromise the health and nutritional wellbeing…. Without healthy and affordable foods, Aboriginal and Torres Strait Islander peoples are unable to choose foods which promote good health” (National Aboriginal and Torres Strait Islander Nutrition Working Party, 2001 p.18).

Associated with poor income; poor household infrastructure and overcrowding have also been highlighted as barriers to food security for urban and rural Aboriginal families. In Browne et al. (2009), it was reported that in New South Wales, Victoria, Tasmania and the Australian Capital Territory between 9% and 10% of Aboriginal Australians were living in overcrowded housing.
Anticipated effects and efficacy of MDEW
Literature supports POC’s original concerns of the likely failure of MDEW to effectively and appropriately improve food insecurity and health inequalities. Developing individual skills and behavior will not improve food insecurity. Inter-sectoral collaboration and community consultation has also not occurred. Additionally, due to small numbers of potential participants, MDEW will fail to reach intended recipients.
Developing individual skills and behaviour change
Research concluded food and cooking programs will increase participant’s level of knowledge, confidence preparing food and deceases social isolation. Developing individual knowledge and skills however, produces little to no impact on food behaviour, choices and insecurity (Strategic Inter-Governmental Nutrition Alliance of the National Public Health Partnership, 2001), (Mello, Gans, Risica, Kirtania, Strolla, & Fournier, 2010). 

Activities aimed at changing behaviour and knowledge will struggle against underlying structural factors that affect equitable food access. These include town planning, public transport, food supply systems and prices. Food is more expensive in locations with high concentrations of disadvantaged people, particularly Aboriginal and some rural communities. The food choices are also limited in these locations (Strategic Inter-Governmental Nutrition Alliance of the National Public Health Partnership, 2001).

Little gain will be made solely focusing on nutrition education and skills, without simultaneously addressing the other factors impeding food security. What is required is “long term commitment, inter-sectoral partnerships and action and multiple strategies addressing the wider determinants of health and environments” (Strategic Inter-Governmental Nutrition Alliance of the National Public Health Partnership, 2001). Therefore improving eating habits of low income individuals should focus on food education in conjunction with improving food access and availability (Mello et al., 2010, p. 1906). To achieve realistic and sustainable impacts on Aboriginal food insecurity, “initiatives must address the social determinants of health, such as poverty and underemployment and both sides of the food security equation, that is, to modify food availability and access” (Rychetnik et al., 2003, p. 2). Thus modification to MDEW is necessary to ensure an appropriate impact on local food security and health inequalities is achieved.
Stakeholder consultation
During MDEW design, establishing partners or multi-level strategies addressing the social determinants did not occur. Engaging partners from across the food supply system and forming partnerships creating inter-sectoral action is vital. It is essential to deliver effective and consistent initiatives that support collaboration with local government, welfare and housing sectors, health and community-controlled Aboriginal organisations.
Community consultation

MDEW was developed in isolation and without consultation, which completely ignores democracy. Aboriginal community consultation and ownership has shown to improve project success (House of Representatives Standing Committee on Health and Ageing, 2009). In other projects, success has been strongly attributed to consultation with Aboriginal stakeholders (Jamieson & Heron, 2009, p. 9).
Health Impacts

Current project planning will negatively impact MDEW’s relevance and appropriateness. To effectively deliver MDEW, Aboriginal community engagement supporting decisions throughout all project phases should have occurred. Improvements in this area are necessary to enhance the product and empower and better engage the community. 
MDEW is inappropriately individually focused. Available literature reports that the “focus for nutrition programs should be within a family and community context and include all adults and children” (National Aboriginal and Torres Strait Islander Nutrition Working Party, 2001 p.8).
4. Assessment 

The assessment stage “synthesises and critically analyses the information collected during the identification stage, in order to priorities health impacts” (Harris et al., 2007, p. 24). The assessment of MDEW was conducted at the Project Team meeting. It was led by the chair and all members were present. It was concluded upon assessment that it was highly likely MDEW would fail to be effective, culturally appropriate, reach the necessary recipients or improve local Aboriginal food insecurity. An assessment matrix was used to synthesise and priorities potential impacts. Initial recommendations have been developed to mitigate negative impacts and maximise positive impacts of MDEW.
Degree of Impact
Synthesising the evidence provided in the identification stage, it was concluded MDEW will be unsuccessful reaching the most at risk population. This represents a missed opportunity where a positive change to the health status of the inequitable could have been achieved. Therefore, marginalised groups will continue to be disproportionately exposed to food insecurity, and their subsequent poor health status maintained. Implementing MDEW in its current form will result in the current health inequalities remaining. A comprehensive assessment matrix from the, ‘Health Impact Assessment: A practical Guideline’ was used to assess impacts and make initial recommendations. This is attached as Appendix 8. 
The five (5) impacts assessed were:
1. Lack of democracy; 
2. Culturally inappropriate service;
3. Effectiveness;
4. Reach and participation; and
5. Geographical location of MDEW
Impacts 1, 2, and 3 are fundamentally interconnected. Recommendations therefore to maximise and minimise health impacts are similar. 

Together, Town A, Town B, Town C and Town D’s Aboriginal population totals 6497 (GWHAS, 2008), however the potential reach of MDEW is 80 participants. This represents 1.2% of the total Aboriginal population residing in these communities (GWHAS, 2008). Although MDEW is a weak initiative, the non-Aboriginal community affected by food insecurity, are being ignored. MDEW is not working upstream or from a population health approach. If altered however, MDEW could potentially improve food security for many vulnerable groups in the community.
It is clear from the evidence presented that MDEW will do little to improve food insecurity. This is a result of MDEW being funding driven before its conception; site allocation and project development has occurred in isolation of good evidenced-base practice, partnership development, equitable planning processes and good common sense. Given this context, it is likely MDEW with its flaws and impacts will be implemented unchanged and the recommendations within this report ignored by management. 
Impact prioritisation
During impact prioritization the MDEW Project Team found the process of prioritising impacts fraught with challenges. This was particularly evident in those team members who were close to the Aboriginal community affected and/or involved in the development MDEW. To assist this, the below Impact Prioritisation Matrix was used, marked as Table 3. Additionally, when conflicts arose the principles and values established during scoping were used to assist decision making (Harris et al, 2007, p.26). The impact prioritisation is “a matrix that assesses impacts by assigning a weight for how modifiable each impact is against how important it is” (Harris et al., 2007, p. 26).
Table 3 details the outcome of the impact prioritisation process. Impact 4 and 5 were assessed as ‘high modifiability’ and ‘high important’. Those two impacts will be given priority over 1, 2 and 3 which were accessed as ‘low modifiability’ and of ‘high importance’.

Records of the decision making process and outcomes have and will be maintained in the future for transparency and to assist justification upon review, or once the report is released publically.

Table 3: Impact Prioritisation Matrix – MDEW EFHIA

	Impact Prioritisation: MDEW - 1, 2, 3, 4, 5

	
	High Importance
	Low Importance

	High Modifiability
	4[image: image1.png]
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	Low Modifiability
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Source: (Harris at al., 2007)

5. Decision making and recommendations

On Monday, 01 August, 2011 the EFHIA Project Team provided the draft report to POC. POC members reviewed the report and developed the final recommendations in line with the “EFHIA’s scope, prioritisation impacts and actions to enhance positive impacts and mitigate negative impacts” (Harris et al., 2007, p. 29). Several decisions were made and are presented below.  A total of ten (10) recommendations were agreed upon by all POC members. Recommendations are not listed in priority or order of completion. It is noted recommendations vary in difficultly and the level of investment required. Achieving these will depend upon the continued commitment and support of POC and Western NSW LHD. To improve food security however, commitment to systematic and sustainable investments are necessary 
It was agreed that POC will be responsible to priorities and identify when to action each recommendation. This will take into consideration the allocated priority rating given to each impact during the assessment stage of the EFHIA. POC will also be responsible for allocating responsibilities for each recommendation to internal or external stakeholders. They will also monitor and review the implementation of the MDEW EFHIA. It was also agreed immediate action was required if alterations are to be made to MDEW prior to project implementation, which is due in one month. Lastly, POC agreed, regardless of which communities receive MDEW, due to their local context and issues associated with food access and availability, each community will experience different risk factors. Moreover, local issues should be considered when developing food insecurity interventions and local adjustments to District-wide projects supported. 
Final recommendations

1. Re-scope MDEW’s individual focus (skills, knowledge and behavioural change) to address food availability and access at the system/upstream/population health level. To achieve this, additional investments, which complement or replace MDEW to appropriately address local food insecurity will be required.
2. Across Western NSW LHD, food mapping should occur; District’s demographic data reviewed; and consultation with communities conducted to identify the most at risk communities requiring food security initiatives.
3. Alter MDEW to be delivered in an Aboriginal community/family context.
4. Focus initiatives on improving the social, economic and environmental determinants of health and food security, incorporating local government, education, employment, and people involved in the food supply chain. Successful interventions include “establishing community gardens, community fruit tree orchards and edible landscapes; implementing anti-hunger programs in the community and school based food programs; food waste diversion or food policy councils; conducting food scans and improving the proximity of food retailers; and reviewing takeaway food access versus affordable healthier options” (Mendes, 2008, p 943).
5. Improve Aboriginal community engagement and collaboration processes. Appropriate community ownership will assist MDEW meeting local needs and better fit the local environment i.e. incorporate community members onto the POC and complete a community needs assessment.
6. Strategies and principles outlined in this report should be incorporated into MDEW Facilitator training; providing direction for facilitators during local implementation.
7. Further develop Aboriginal workforce nutrition skills to support local food security initiatives. Research supports the use of developing the Aboriginal Health Workforce in nutrition, as this is an effective approach to working with the community and delivering information in a culturally appropriate manner. (Browne et al., 2009). 
8. Develop an organisational wide project planning template, consisting of minimal expected project requirements. This tool would incorporate a compulsory inbuilt community consultation and equity lens.
9. Conduct research regarding Aboriginal food security to build a local evidence-base. Although there has been qualitative and quantitative research completed on individual programs, this is not enough to establish an evidence base (Wrieden, Anderson, Longbottom, Valentine, Stead, Caraher . . . 2007), (National Aboriginal and Torres Strait Islander Nutrition Working Party, 2001), (Innes-Hughes et al., 2010), (Browne et al., 2009). Implementing this recommendation will contribute to the literature and local practice, which is lacking.
10. Undertake a process and impact evaluation with all stakeholders involved with the development, implementation and evaluation of MDEW (POC, trainers, facilitators, partners and participants).
6. Evaluation and follow up

Ongoing monitoring and follow-up is essential to ensure the EFHIA recommendations are implemented and reviewed. As previously mentioned, POC will take on this role and monitor milestones achieved. The methodology of the how, what, where and by who the information will be collected will not be discussed within this report, but will be identified by POC.
POC has agreed however, that process and impact evaluations will be conducted at various stages of the implementation of the EFHIA and MDEW (pre, during, post and at three (3) and twelve (12) months intervals, incorporating all stakeholders.

Process evaluation
Process evaluations will be developed with particular reference placed on how the EFHIA was undertaken and inequalities addressed; how prioritisation occurred and the range and how evidence was used to develop recommendations (Harris et al, 2007).
Impact evaluation
Impact measures will attempt to measure if the aims and objective of MDEW were achieved. Additionally, attention will be placed on whether the recommendations were endorsed or rejected and the reasons behind these decisions (Harris et al, 2007).

Outcome evaluation
An outcome evaluation will not be conducted.
Appendix 1

Appendix 1: Screening tool
1. Is it necessary to consider health within this policy or practice?

· Health is a key factor within MDEW and needs to be considered. 

2. Does this policy have any potential health impacts?

· This project relates to food security which is linked to obesity and chronic disease.

3. Are these health impacts likely to be differentially distributed by socioeconomic status, ethnicity, gender, location or some other factor?
· Several sub sections of the population would be affected by the distribution of health impacts. 
· This includes people who have low socioeconomic status, Aboriginal people, females and people living in rural and remote areas.

4. Are these differential impacts fair?

· They are not fair.

5. Are these differential impacts avoidable?

· They are avoidable.

6. Do the benefits of changing the program to moderate or remove these differential impacts outweigh the costs or disadvantage of doing so?

· Altering MDEW to moderate or remove the differential impacts would benefit the population and outweigh the cost of doing so.

Source: (Mahoney, Simpson, Harris, Aldrich & Stewart Williams, 2004).
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Appendix 2: MDEW Scoping Checklist
	Issue
	Question
	Response to question
	Guidance on the appropriate level of tool
	More/less comprehensive
	Depth decided

	Scale of the proposal

(e.g. type, topic,

investment)
	Are the size and importance of the proposal significant?
	No. Small size and small investment
	The greater the size and importance, the more comprehensive the HIA should be.
	Less
	Desk based

	Significance of health

impacts, based

on screening
	Are there significant potential health impacts of proposal?
	Limited health impacts based on MDEW
	The greater the significance of potential health impacts, and the higher the degree of uncertainty, the more comprehensive the HIA should be.
	Less
	Desk based

	Timing
	How urgent is the completion of the HIA to influence decisions?
	HIA is urgent. 2/12 timeframe complete process and make recommendations
	If there is relatively high urgency then select a less comprehensive HIA.
	Less
	Desk based

	Timing
	Is the timing critical in relation to other policies/ programs/ projects/ issues?
	No. MDEW is currently stand alone program
	If timing is critically linked to other policies/ programs/ projects developments and timeframes are short, select a less comprehensive HIA.
	Less
	Desk based

	External interest
	What is the level of political interest?
	No political interest at the time of scoping
	 The higher the level of political interest, the more comprehensive the HIA should be.
	Less
	Desk based

	External interest


	What is the level of public interest?
	No public interest at present but no public announcement has occurred.
	 The higher the level of public interest, the more comprehensive the HIA should be.
	Less
	Desk based

	External interest


	Are there other political & public considerations?
	There is potential if the project fails that the District could be placed under scrutiny by the public for spending funding poorly.
	The more complex the considerations, the more comprehensive the HIA should be.
	More
	Rapid

	Timing /external interest
	 Is there a ‘window of opportunity’ for the work?
	A very small window of opportunity exists.  Training MDEW facilitators commence in three months time.
	Consider if there is a window of opportunity (i.e. timeliness, currency, political support). If the window is close, select the less comprehensive tool.
	Less
	Desk based

	Capacity (in-house)


	What is the in-house level of expertise in HIA?
	Low level of experience exists internally. One staff member was involved in a rapid HIA. Her role was minimal. One other staff member has attended HIA training.
	The higher the level of expertise, the more comprehensive the HIA should be.
	Less
	Desk based

	Capacity (in-house)


	What level of staff resources and support are available?
	Three internal full time staff are available. Staff, will minimise their involvement in other projects and focus heavily on completing the HIA.
	The higher the resource and support level, the more comprehensive the HIA should be.
	Less
	Desk based

	Capacity (external)
	 What level of expert support is available?
	Nil 
	The higher the level of expert support, the more comprehensive the HIA should be.
	Less
	Desk based

	Resources
	What funds are available for the HIA?
	Nil additional funds are available.
	The higher the level of funding, the more comprehensive the HIA should be.
	Less
	Desk based

	Resources
	What data associated with the proposal is available? And accessible? What is the health evidence base associated with the proposal?
	Secondary data will only be collected during this process. Existing data will is readily accessible through external data bases and search engine. Internal data is also available though delays obtaining this could be experienced if accessing from other internal programs. From initial investigation a moderate level of information is available regarding food security and food and cooking programs. Relevant Aboriginal specific is lower, though is not surprising. Overseas Aboriginal research will also be included.
	If more data is available and accessible, the more comprehensive the HIA should be.
	More
	Rapid

	Check list Results
Information detailed in this checklist has been used determining that a desk based HIA will be conducted for MDEW EFHIA. The above information is a true and accurate record of a scoping meeting conducted by the MDEW EFHIA Project Team on 10/06/2011. All MDEW Project Team members present:

Name:
Chair , Project Team


Date: 10/06/2011

Signature: Chair, Project Team 
Name:
Health Promotion Officer


Date: 10/06/2011

Signature: Health Promotion Officer
Name:
Health Promotion Officer


Date: 10/06/2011

Signature: Health Promotion Officer
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Appendix 3: MDEW Terms of Reference

Marang Dhali Eating Well Project 2011 - 2013

Equity Focused Health Impact Assessment - Project Team
TERMS OF REFERENCE

	GENERAL MEETING INFORMATION:

	Name of meeting
	Equity Focused Health Impact Assessment (EFHIA) Project Team

	Inaugural meeting date
	July 2011


	TERMS OF REFERENCE:

	Date of adoption
	July 2011

	Frequency of review
	Six monthly

	Date to be reviewed
	December 2011


	PURPOSE OF MEETING:

	This is a subcommittee of the MDEW Project Organising Committee (POC). 

Its purpose is to undertake a prospective desk-based EFHIA for MDEW.  By completing an EFHIA it is hoped inequities relating to the development and implementation of MDEW will be identified. Recommendations will be made concerning the differential health impacts to maximise health benefits and minimise health risks. 

The steps outlined in the, Health Impact Assessment: A practical Guide developed by the Centre for Health Equity Training, Research and Evaluation will be utilised as the EFHAI framework. This framework consists of six steps: screening, scoping, identification, assessment, decision making and recommendations and follow up.

A total of eight meetings will occur to complete each step and develop a draft EFHIA report, which the POC will endorse and be responsible to implement, monitor and review. 


	COMMITTEE MEMBERSHIP:

	Organisation
	Name

	Health Promotion, Western NSW LHD
	Chair

	Health Promotion, Western NSW LHD
	Health Promotion Officer

	Health Promotion, Western NSW LHD
	Health Promotion Officer


	COMMITTEE QUORUM:

	One half of Project teams members plus one


	INVITEES:

	The Project Team may invite any person to attend a meeting as a non-voting member.


Marang Dhali Eating Well Project 2011 - 2013

Equity Focused Health Impact Assessment
TERMS OF REFERENCE (Continued)

	AGENDA:

	Set agenda items
	By email and whiteboard on the day 

	Distribution
	Email 3 days prior to the meeting date


	MINUTES:

	Format
	Dot points in follow up email or as per Health Promotion Minute format as appropriate

	Minute taker
	Rotated among POC members

	Distribution
	Within 1 week of the meeting date

	Distribution list
	All current members


	MEETING VENUE:

	By teleconference or face to face and progress business by email exchange between meetings


	MEETING DATES/TIMES:

	Date/Frequency
	Monthly or as appropriate to undertake each step within the EFHIA. 

A total of eight meetings will occur. A meeting for each EFHIA step , with two additional to explore literature review and develop recommendations

	Time
	As appropriate


	EVALUATION:

	Format
	As per Western NSW LHD Meeting Guidelines

	Frequency
	Six-monthly

	By whom
	All members


	REPORTING RESPONSIBILITY:

	Provide written updates on progress to POC meetings (circulated 3 working days prior to meeting)


	CONFIDENTIALITY:

	Matters discussed at this meeting may be of a confidential nature and must be treated as such by committee members.  All data presented will be de-identified.
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Appendix 4: EFHIA Project Workplan

Project Workplan: MDEW Equity Focused Health Impact Assessment Project Team

June - August 2011

	Project Aim: Endorse draft EFHIA report for MDEW by 30 August 2011 - (start date 06/06/2011)

	Strategy
	By Whom
	By When
	Progress

	Screening: Week 1 

	Develop overview of MDEW
	HP Officer
	13/06/2011
	Completed

	Identify the potential impact of MDEW
	Project Chair
	13/06/2011
	Completed

	Determine the appropriate resources required to complete the EFHIA
	HP Officer
	13/06/2011
	Completed

	Detail the opportunities to influence the decision making
	HP Officer
	13/06/2011
	Completed

	Make screening recommendations
	Project Chair
	13/06/2011
	Completed

	Scoping: Week 2

	Establish EFHIA Project Team 
	HP Officer
	20/06/2011
	Completed

	Identify appropriate level for EFHIA
	Project Chair
	20/06/2011
	Completed

	Identify the impacts that will be assessed within the EFHIA
	HP Officer
	20/06/2011
	Completed

	Develop terms of reference for Project Team
	HP Officer
	20/06/2011
	Completed

	Develop project plan to complete EFHIA
	Project Chair
	20/06/2011
	Completed

	Obtain organisational support to conduct EFHIA
	HP Officer
	20/06/2011
	Completed

	Set the scope of how evidence will be collected (Literature review - no stakeholder survey)
	HP Officer
	20/06/2011
	Completed

	Identification: Week 3

	Develop a population profile
	Project Chair
	27/06/2011
	Completed

	Develop a summary report of the type and range of information collected, why they were used, their strength and limitations
	Project Chair
	27/06/2011
	Completed

	Assessment: Week 4

	Develop an overview of the information collected during the identification stage 
	HP Officer
	04/07/2011
	Completed

	Synthesise and critically assess information
	HP Officer
	04/07/2011
	Completed

	Complete assessment report
	HP Officer
	04/07/2011
	Completed

	Decision marking & recommendations: Week 6 - 9

	Develop draft recommendations report
	Project Team
	18/07/2011
	Completed

	Develop draft complete MDEW EFHIA Report
	Project Team
	18/07/2011
	Completed

	Meet with POC to endorse MDEW EFHIA report and recommendations
	Project Team
	01/08/2011
	Completed

	Implement Recommendations
	POC
	08/08/2011
	Completed

	Evaluation & follow up

	Monitoring MDEW EFHIA recommendations
	POC
	2012
	Active

	Conduct process and impact evaluation of the MDEW EFHIA
	POC
	2012
	Active


Note: HP Officer – Health Promotion Officer. 
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Appendix 5: MDEW EFHIA Gantt Chart

	MDEW EFHIA Report Gantt Chart 2011

	Week commencing:
06/06/2011
	 

	Weeks: 


Nine (9)
	Week 1
	Week 2
	Week 3
	Week 4
	Week 5
	Week 6
	Week 7
	Week 8
	Week 9
	Week 10
	Year
	Year

	Due By:


 01/08/2011
	6-Jun
	13-Jun
	20-Jun
	27-Jun
	4-Jul
	11-Jul
	18-Jul
	25-Jul
	1-Aug
	8-Aug
	2012
	2012

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Actions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Screening: Week 1 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop overview of MDEW
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Identify the potential impact of MDEW
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Determine the appropriate resources required to complete the EFHIA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Detail the opportunities to influence the decision making
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Make screening recommendations
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Scoping: Week 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Establish EFHIA Project Team 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Identify appropriate level for EFHIA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Identify the impacts that will be assessed within the EFHIA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop terms of reference for Project Team
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop project plan to complete EFHIA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Obtain organisational support to conduct EFHIA
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Set the scope of how evidence will be collected
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


	
	Week 1
	Week 2
	Week 3
	Week 4
	Week 5
	Week 6
	Week 7
	Week 8
	Week 9
	Week 10
	Year
	Year

	
	6-Jun
	13-Jun
	20-Jun
	27-Jun
	4-Jul
	11-Jul
	18-Jul
	25-Jul
	1-Aug
	8-Aug
	2012
	2012

	Identification: Week 3
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop a population profile
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop a summary report of the type and range of information collected, why they were used, their strength and limitations
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assessment: Week 4
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop an overview of the information collected during the identification stage 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Synthesise and critically assess information
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Complete assessment report
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Decision marking & recommendations: Week 6 - 9
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop draft recommendations report
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Develop draft complete MDEW EFHIA Report
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Meet with POC to endorse MDEW EFHIA report and recommendations
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Implement Recommendations
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Evaluation & follow up
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Monitoring MDEW EFHIA recommendations
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	· Conduct process and impact evaluation of the MDEW EFHIA
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Appendix 6: Affected Community Profile
	Community profile: Demographic

	Towns (LGA)
	Total Persons
	Gender
	LGA ATSI 
	NSW ATSI
	Australian ATSI

	
	
	Male
	Female
	No.
	Male
	Female
	%
	
	

	Town A
	6,669
	3,332
	3,337
	993
	460
	533
	14.9%
	2.10%
	2.30%

	Town B
	37,843
	18,324
	19,519
	3,910
	1,925
	1,985
	10.3%
	
	

	Town C
	9,361
	4,637
	4,724
	630
	309
	321
	6.7%
	
	

	Town D
	14,281
	7,100
	7,181
	1,024
	498
	526
	7.2%
	
	


Source: (GWAHS, 2008) from Census 2006
	Community Profiles - Socio Economic

	Towns (LGA)
	SEIFA (Decile)
	Unemployment
	Median weekly individual income
	ARIA
	Classification**

	
	
	Non 
ATSI %
	ATIS %
	Non ATSI
	ATSI
	(Mean)
	

	Town A
	2
	6.4%
	6.3%
	800
	726
	6.5
	Remote

	Town B
	6
	5.3%
	22.1%
	1,192
	1,164
	2.9
	Accessible

	Town C
	3
	6.0%
	25.7%
	880
	909
	3.8
	Moderately Accessible

	Town D
	2
	8.3%
	25.7%
	997
	867
	4.2
	Moderately Accessible


Source: (GWAHS, 2008), ** (ABS, 2008) from Census 2006
	Community Profiles - Households

	Towns (LGA)
	One Parent Families
	ATSI one parent households
	(Other) one parent households
	One parent households Total
	Mean household size

	
	No.
	%
	 No.
	%
	No.
	%
	No.
	Non ATSI
	ATSI

	Town A
	253
	14.1%
	88
	38.9%
	138
	61.1%
	226
	2.4
	3.3

	Town B
	1,810
	18.5%
	491
	29.9%
	1,151
	70.1%
	1,642
	2.5
	3.4

	Town C
	448
	17.9%
	73
	17.6%
	342
	82.4%
	415
	2.4
	3.1

	Town D
	628
	16.5%
	125
	20.9%
	472
	79.1%
	597
	2.4
	3.2

	GWAHS
	12,610
	16.7%
	2,533
	21.9%
	9053
	78.1%
	11,586
	N/A
	N/A

	NSW
	275,799
	16.1%
	17,264
	6.8%
	237,243
	93.2%
	254,507
	2.6
	3.2


Source: (GWAHS, 2008) from Census 2006
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Appendix 7: Accessibility/Remoteness Index of Australia (ARIA) Matrix

	ARIA Matrix

	Classification
	ARIA Score
	Details

	1. Highly Accessible
	(0 - 1.84)
	Relatively unrestricted accessibility to a wide range of goods, services and opportunities for social interaction.

	2. Accessible
	(1.84 - 3.51)
	Some restrictions to accessibility to some goods, services and opportunities for social interaction

	3.
Moderately Accessible
	(3.51 - 5.80)  
	Significantly restricted accessibility to some goods, services and opportunities for social interaction

	4. Remote
	(5.80-9.80)  
	Very restricted accessibility to some goods, services and opportunities for social interaction


Source: (ABS, 2008)
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Appendix 8: Comprehensive Assessment Matrix - MDEW EFHIA
	Activity: 1
	Lack of Democracy

	Relevant Determinants of health
	Food security

	Source of information (See Typology)
	Literature review, policy review

	Typology weight (See Typology)
	Literature review (+++), policy review (++)

	Nature of Impact (-Ve, +Ve, Unclear)
	-VE: Ignoring cultural rights, views, values and expectations of Aboriginal people

	Timing of Impact
	Short-term

	Size of Impact/ magnitude
	Small numbers affected: only 80 participants

	Likelihood
	Probable

	Groups, Communities or Populations bearing differential impacts
	· Potential disadvantage for Aboriginal people based in Town A, Town B, Town C and Town D. This includes young mothers, women, men, low socio economic status and people with a mental illness. 

· Potential to disadvantage MDEW participants: The program aiming to improve their food security will not deliver on promise.

	Nature of Differential Impacts
	+VE, -VE, Unclear
	-VE: 

· Potential lack of access and effectiveness of MDEW for target population, particularly those most vulnerable (single household families with children, low socio-economic and the unemployed). 
· MDEW aims to improve health but may have a negligible impact. 

	
	Is this avoidable
	· Yes. 
· The District could take action to review MDEW and ensure it is targeting the most at risk Aboriginal communities most vulnerable of food insecurity and incorporate culturally security into this project.
· Development of MDEW was funding and management driven not community or evidence based driven.

	
	Is this fair
	· No. 
· Those that actually need to the program may find it does not meet their cultural or health needs and is unfair

	Scope for recommendations to be adopted and acted up
	· Moderate to high likelihood MDEW could be modified. 

· Would require delay in implementation and altering key MDEW components.

	Initial Recommendations
	· Maximise positive impact on cultural wellbeing by developing local policy making community consultation a prerequisite to project planning.

· Minimise the potential for MDEW to have a negative impact on cultural wellbeing: Conduct a literature review and Aboriginal community food security needs assessment within each of the four MDEW site.


	Activity: 2
	Culturally inappropriate service

	Relevant Determinants of health
	Food security

	Source of information 
	Literature review, policy review

	Typology weight 
	Literature review (+++), policy review (++)

	Nature of Impact (-Ve, +Ve, Unclear)
	-VE: 

· Ignoring cultural rights, views, values and expectations of Aboriginal people

	Timing of Impact
	Short-term

	Size of Impact/ magnitude
	Small numbers affected: only 80 participants

	Likelihood
	Probable

	Groups, Communities or Populations bearing differential impacts
	· Potential disadvantage for Aboriginal people based in Town A, Town B, Town C and Town D. This includes young mothers, women, men, low socio economic status and people with a mental illness. 

· Potential to disadvantage MDEW participants: The program may not meet their cultural or health needs

	Nature of Differential

Impacts
	+VE, -VE, Unclear
	-VE: 

· Potential lack of  access and effectiveness of MDEW for target population

	
	Is this avoidable
	· Yes. 
· The District could engage and work in collaboration with targeted communities.

	
	Is this fair
	· No. 
· Those that actually need to the program may find it does not meet their cultural or health needs and is unfair

	Scope for recommendations to be adopted and acted up
	· Moderate to high likelihood MDEW could be modified. 

· Would require delay in implementation and altering key MDEW components. 

	Initial Recommendations
	· Minimise potential negative impact on cultural wellbeing: Develop a Health Promotion project plan template, incorporating specific sections for Community consultation and an equity lens. Future projects would need to meet requirements before project development began

· Maximise potential positive impact on cultural wellbeing: Modify MDEW in line with research and community findings to be more responsive of community needs and build Aboriginal self determination through grass roots community ownership of MDEW.


	Activity: 3
	Effectiveness

	Relevant Determinants of health
	Food security and social exclusion

	Source of information
	Literature review, policy review

	Typology weight 
	Literature review (+++), policy review (++)

	Nature of Impact (-Ve, +Ve, Unclear)
	-VE: Ignoring cultural rights, views, values and expectations of Aboriginal people

	Timing of Impact
	Short-term

	Size of Impact/ magnitude
	Small numbers affected: only 80 participants

	Likelihood
	Probable

	Groups, Communities or Populations bearing differential impacts
	· Potential disadvantage for all Aboriginal MDEW participants

· Potential disadvantage for Aboriginal people based in Town A, Town B, Town C and Town D. This includes young mothers, women, men, low socio economic status and people with a mental illness. 

	Nature of Differential Impacts
	+VE, -VE, Unclear
	+IV:
· MDEW has the potential to decrease isolation or contribute to improved social capital in target population. 

-VE: 
· Has potential to create tension within Aboriginal community between those who have access to MDEW and those that do not. 

· Potential lack of access and effectiveness of MDEW for target population

· Limited or no increase in food and cooking knowledge and skills, if those attending already have these skills, but are unable to implement them due to their socio-economic status and geographical isolation. I.e. factors impacting food access and availability.

	
	Is this avoidable?
	· Yes. 

	
	Is this fair?
	· No. Those that actually need to the program may find it does not meet their cultural or health needs and is unfair.

· A program has been specially designed to address local Aboriginal food insecurity, but does not is unfair and inappropriate use of resources.

	Scope for recommendations to be adopted and acted up
	· Moderate to high likelihood MDEW could be modified. 

· Would require delay in implementation and altering key MDEW components.

	Initial Recommendations
	· Modify MDEW from an individual to a family/community concept. 


	Activity: 4
	Reach and participation:

	Relevant Determinants of health
	Food security

	Source of information 
	Literature review, policy review

	Typology weight
	Literature review (+++), policy review (++)

	Nature of Impact (-Ve, +Ve, Unclear)
	-VE: 

· Participants could be chosen who are not most at risk of food insecurity in the community. 
· More vulnerable sections of the community will not have access to MDEW.

	Timing of Impact
	Short term

	Size of Impact/ magnitude
	Large number of people affected

	Likelihood
	Definite

	Groups, Communities or Populations bearing differential impacts
	· Potential disadvantage for all Aboriginal participants

· Potential disadvantage for Aboriginal people based in Town A, Town B, Town C and Town D. This includes young mothers, women, men, low socio economic status and people with a mental illness.
· Potential disadvantage of non Aboriginal community (low socioeconomic, single parent household with children, unemployed) who may be particularly vulnerable to food security, but will not have access to initiative

	Nature of Differential 

Impacts
	+VE, -VE, Unclear
	-VE:

· Potential lack of access of most vulnerable population to MDEW (low socio-economic, single parent households)

	
	Is this avoidable
	Yes

	
	Is this fair
	No

	Scope for recommendations to be adopted and acted up
	· High likelihood for recommendations to be adopted and acted: Altering MDEW target would be potentially easy.

· Low to moderate likelihood for recommendations to be adopted and acted: Altering MDEW approach would require continued and additional commitment to food security by the District.

	Initial Recommendations
	· Establish prescriptive criteria for participants to ensure those sections of the community most vulnerable to food security are able to attend.

· Re-scope MDEW from a downstream to an upstream, systems focused, population health approached initiative


	Activity: 5
	Geographical location of MDEW:

	Relevant Determinants of health
	Food security

	Source of information (See Typology)
	Literature review, policy review

	Typology weight (See Typology)
	Literature review (+++), policy review (++)

	Nature of Impact (-Ve, +Ve, Unclear)
	-VE:

· The process of identify communities involved in MDEW was not based on food security risk, need or evidence. 
· Most vulnerable to food insecurity with Western NDW LHD will not be able to access MDEW

	Timing of Impact
	Short term

	Size of Impact/ magnitude
	Large number of people affected.

	Likelihood
	Definite

	Groups, Communities or Populations bearing differential impacts
	· Aboriginal community residing in Western NSW LHD

· Potential disadvantage for Aboriginal people based in Town A, Town B, Town C and Town D. This includes young mothers, women, men, low socio economic status and people with a mental illness.

	Nature of Differential 

Impacts
	+VE, -VE, Unclear
	-VE:

· Potential lack of access of most vulnerable population to MDEW (low socio-economic, single parent households)

	
	Is this avoidable
	· This inappropriate allocation is avoidable through appropriate research and analyse of literature and making decisions based on evidence 

	
	Is this fair
	· It is inequitable the way communities were allocated access to MDEW. 

· MDEW is a specifically funded and designed project. It has been developed without engaging the communities affected if this was a local health priority that had community support. 

· Funding has driven MDEW, not community need or evidence.

	Scope for recommendations to be adopted and acted up
	· Low to moderate likelihood recommendations will be adopted and acted upon considering additional investment and resources required to re-allocate MDEW to other communities within the District.

	Initial Recommendations
	· Identify most at risk Aboriginal communities within Western NSW LHS and offer MDEW or re-scoped initiative. 

· Map food access, availability, affordability, use and proximity throughout Western NSW LHD
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