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Prague 2013..

Last year’s presentation based on an 
evaluation of the Coffs Coast 
‘Innovation Farm’ attempt to support 
long-term unemployed people to re-
enter paid workforce through adopting 
new practices. Became a case study 
featuring embedded social 
disadvantage and how many 
participants found a sense of place 
/social inclusion and therapeutic 
horticulture through the program. 

Staff worked beyond the call of duty 
called by ethical impulse. However, 
we can report that the funding finished 
& after 3 years of operation the Farm 
was wound up with little or no 
understanding or support for staff, 
participants. 

As a newly formed social enterprise, trading in 
organic market produce, it was arguably naïve 
but also given insufficient time. 



Clarence Valley

Economic development in Northern 
NSW is moving towards globally 
connected services - education, health, 
conservation, & general commerce. 
Away from 150 years of agriculture, 
timber & family tourism. 

Manual workers, those with low levels 
of education and skills (esp. digital 
literacy), geographically remote, often 
traumatised Aboriginal communities, 
socially isolated, people with disabilities 
and those suffering mental health 
issues being left in the shadows.

A beautiful place but with a tough & 
sometimes brutal history  & a place of 
(social) capital outflow….

Behind the idyll that this place is/was 
for many, it’s one of most 
disadvantaged areas in NSW (Vinson 
2005, 2007). Nambucca, Bowraville, 
Sawtell, Iluka, Kempsey amongst many 
others. 

The ABS SEIFA index puts the 
Clarence Valley at 919.4 

It’s population is older, less educated, 
more remote, more disadvantaged and 
less healthy & has a higher Aboriginal 
population than NSW average and 
Metropolitan areas. 

Bernard Salt (2010) argues that 
Australia has become 2 nations. RRR 
and the rest. 
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Obesity epidemic

Emerging epidemics of lifestyle related 
diseases, obesity, diabetes, blood 
pressure, heart disease & disability 
through physical immobility are 
characteristic of socially disadvantaged 
communities (Crawford et al 2010) in 
regional and rural Australia as well as 
equivalent populations throughout the 
western world (Sallis & Glanz 2009). 

Concerning social welfare bodies, 
government agencies and health 
authorities.

Why? Food - Working families not 
adapting? Relatively cheap high calorie 
foods. ‘Sedentary behaviors’. Leisure 
- industry marketed at us daily 
promotes screen-based passive 
games, films, sport, TV (Martin & 
Schumann 1996).

Australia statistics

Fourteen million Australians are overweight 
or obese & more than five million 
Australians are obese. 

Obesity has overtaken smoking as the 
leading cause of premature death and 
illness in Australia. 

Obesity has become the single biggest 
threat to public health in Australia.

On the basis of present trends we can 
predict that by the time they reach the age 
of 20 our kids will have a shorter life 
expectancy than earlier generations simply 
because of obesity.

Aboriginal and Torres Strait Islander 
Australians are 1.9 times as likely as non-
indigenous Australians to be obese.

- Monash University Obesity & Diabetes 
Institute



Healthy Clarence 
Communities 

Part of a Commonwealth- funded 
initiative - $71.8 million over 5 years 
targeting LGAs with high levels of 
social disadvantage including the 
Clarence Valley.

Fifteen different programs and 
activities delivered over 2 years 
across 10,441sq km by an army of 
community exercise and healthy living 
“providers”.

The aims simple – get fit, eat better, 
lose weight.

The impact complex – socially 
isolated communities engaged, 
individual confidence re-built, sense of 
community fostered.   



Evaluation methodology

Consultations with Council & steering 
group. 

Data gathered through ‘participant 
questionnaires’ & ‘provider activity log’ 
for each of the programs.

Focused on participation 
characteristics & experiences. 
Gender, postcode, number of 
participants enrolled/completed, self-
description, motivation, description of 
experience, What would make the 
program easier? What would make 
the local community healthier?

Data accumulated & analysed each 1-
2 months and feedback thematised.  

‘Double-loop, semi-structured focus 
groups with providers, Council staff & 
other stakeholders (Schon & Argyris 
1996).

Findings presented as statistics, 
enabler/barrier themes & 
recommendations against initial 
program aims. 

Considerations 

- National evaluator carried out 
numbers in/out but no access to this.

- Evaluation both formative & 
summative.

- No access to medical 
data/outcomes. 

- Approach consistent with 
acknowledging social power 
differences between the evaluators 
and many of the HCC participants. 
Using this method the evaluators were 
able to be sympathetic and 
responsive (Bourdiueu 1999). 



Findings

Access to information increased

All 5 target groups participated - long-
term unemployed, Aboriginal 
community, overweight, over 65 & 
people with disability

1000 people participated in 15 
programs and activities with 
‘completion rate’ of 50% or more 

Walking, gentle exercise, weight loss 
programs, tai chi, aqua fitness, gym 
works, cooking & nutrition classes…..

60+ service providers, entrepreneurs 
and organisations involved

Outdoor exercise equipment, water 
drinking outlets installed & ‘healthy 
environments’ planning guidelines  
commissioned

However

No access to weight (loss) data

Men less than 10% of participants of most 
programs (men not a particular target group) & 
the scope of the HCC did not include youth.



Quotes from Providers

‘The participants look forward to this 
program. They want it to continue and 
would like to exercise more days each 
week.  There have been 
improvements in health, weight and 
blood pressure.   Continued funding 
would make it easier to deliver this 
program in the future’. Provider: HEAL

‘I always enjoy watching the 
participants’ fitness and health 
improve as the program goes through. 
I also like watching people who are 
not used to exercising get excited by 
the improvements it makes to their 
lives’. 
Provider: Beginners Circuit

‘The participants were able to relax 
and have more confidence’.
Provider Tai Chi

‘I loved the challenge of changing the 
participants’ mindsets, making them keen 
on fun and teamwork as exercise.  I found 
they had challenges on knowledge about 
nutrition and I think a bigger part of the 
program should be based on nutrition 
classes’. 
Provider: Biggest Loser





Barriers & enablers to delivery 
&/ engagement

People, community & place -
Importance of key people, 
organisations, local entrepreneurs, 
mentors, committed staff and 
services. Clarence Valley community 
as a place of resilience. 

Funding - facilities - venues, 
equipment, swimming pools, kitchens, 
walk and cycle ways, subsidies, 
information, advertising, websites and 
long-term funding to support shifts in 
lifestyle culture. 

Organisation - Skilled and committed 
organisation, administration capacity 
and effective evaluation.

Community aspects - Understanding 
& appreciation of characteristics, 
culture and challenges of local 
communities in the Clarence Valley. 

Education & practice - Awareness of 
impacts of processed food & passive 
entertainment. Availability of healthy 
foods & drinks. Positive lifestyle 
messages. Participation leads to 
increased happiness and self-esteem, 
body mobility and reduced social 
isolation. 



Innovation & entrepreneurship

Theses entities are flexible, resilient, 
creative…

They have local knowledge & 
commitment

They will exist after funding has finished

Organisations – Clarence Valley Council, 
CHESS, CRANES Support Services , 
Medicare Local, Indigenous Community 
Links , AMS Bulgar Ngaru, Cancer Council, 
Grafton Superclinic, Austswim; print and 
radio media, Dieticians Association of 
Australia, Co-Ops, GPs, Rotary …

NSW Health Professionals – Community 
Health – Grafton Maclean – Dietician, 
Health Promotion Officers, Chronic Care 
Nurses , Diabetic Educator, Cardiac 
Rehabilitation Nurse, Falls Prevention.

Community Groups and Individuals : 
seniors centres, Salvation Army, RSL 
Auxiliary, Men’s shed Grafton, Iluka 
Residents Association, U3A, New 
School of Arts South Grafton; Festival 
organisers.

Consultants: Active Living and Urban 
Design (Briggs & Mortar) , Southern 
Cross University, Lighthouse 
Marketing

Resource Providers: Heart 
Foundation, Diabetes Vic, Veterans 
Affairs, NSW Health

Businesses: Fruit and vegetable shops 
, Grafton Shopping World, Exercise 
Fitness Equipment Suppliers, Exercise 
Providers /Gyms: over 12 were 
accessed

Mentors & ‘Community Champions’



Life changing stories 

- Gym for love

- Eating turtles again

- Cooking for the first time



2) Peoples’ lifestyle/health struggles 
are profoundly impacting the well 
being of individual people, families, 
communities, and economies. 

3) On-going public investment is 
needed at this early-intervention level 
on order to head off far greater health 
and other costs in the future. 

4) This (3) requires funding to create, 
support and sustain programs that are 
made available to dispersed, 
marginalised groups and individuals. 
The HCC project should be extended 
to Men & Youths.  

5) The timeframes for funded support 
to supply life-changing healthy living 
opportunities to marginalised groups 
and individuals need to be realistic. 
Preferably would be continuous, 
failing which, should be at least over a 
decade. 

Recommendations 

1) Emerging health epidemic can only be 
partially attributed to need for 
information/education, and to individual 
people’s personal struggles to live positive 
self-caring lifestyles. The over-arching 
cause of this serious health crisis is 
escalating social disadvantage. 



6) Success cases such as this project 
should be celebrated & learnt from. 
Community-sensitive evaluations are 
needed to appreciate  complex, trans-
disciplinary problems & projects.

7) Governments and communities 
need to be prepared to regulate 
marketing, sale & consumption of 
unhealthy foods and drinks.

8) The role of local businesses, 
service providers and social 
entrepreneurs should be recognised 
and encouraged. 

9) Place-based solutions & facilities 
are needed to support healthy lifestyle 
choices, in addition to community 
based approaches 

10) There needs to be strategic 
support for people who have become 
involved in healthy living activities 
beyond the end of this funded 
program.



- Decline in regional anywhere. Are 
future regional economies in terminal 
decline? Capital drained/draining, 
superseded & skilled & educated 
leave when they can. Dual economy 
retreat to metropolitan areas/ 
globalised workforces. 

- Extending social policy of 
(consumption) harm minimisation 
(already smoking, drinking, health & 
hygiene, pharmaceuticals/drugs…) to 
industrialised food – through 
information, choices, taxation, limiting 
& banning? Countering marketing. 
Also for sedentary behaviours ??

What are links between social 
disadvantage & food sovereignty?
Why, in Australia, is food growing 
seen as subversive by middle classes 
(only)?

Broad issues, concerns & 
questions…

- The ethics of ‘doing to’ socially 
disadvantage people. 
Short term funding arrangements. 
Tendency to ‘study down’. Tendencies 
to moralise…

- Verifying outcomes from funded 
social (wicked problem) programs that 
are ‘soft’, social, practice-focused, 
community-based, complex, 
ambiguous, messy versus provision of 
place-based facilities that are easier to 
show as an output

- The importance of a ‘tool’ like this to 
evaluate the above
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