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The Cost-effectiveness of Australia’s Active
After-school Communities Program
Marjory L. Moodie1, Robert C. Carter1, Boyd A. Swinburn2 and Michelle M. Haby3
The objective of this study was to assess from a societal perspective the cost-effectiveness of the Active After-school
Communities (AASC) program, a key plank of the former Australian Government’s obesity prevention program. The
intervention was modeled for a 1-year time horizon for Australian primary school children as part of the Assessing
Cost-Effectiveness in Obesity (ACE-Obesity) project. Disability-adjusted life year (DALY) benefits (based on calculated
effects on BMI post-intervention) and cost-offsets (consequent savings from reductions in obesity-related diseases)
were tracked until the cohort reached the age of 100 years or death. The reference year was 2001, and a 3% discount
rate was applied. Simulation-modeling techniques were used to present a 95% uncertainty interval around the costeffectiveness ratio. An assessment of second-stage filter criteria (“equity,” “strength of evidence,” “acceptability to
stakeholders,” “feasibility of implementation,” “sustainability,” and “side-effects”) was undertaken by a stakeholder
Working Group to incorporate additional factors that impact on resource allocation decisions. The estimated number
of children new to physical activity after-school and therefore receiving the intervention benefit was 69,300. For 1
year, the intervention cost is Australian dollars (AUD) 40.3 million (95% uncertainty interval AUD 28.6 million; AUD
56.2 million), and resulted in an incremental saving of 450 (250; 770) DALYs. The resultant cost-offsets were AUD 3.7
million, producing a net cost per DALY saved of AUD 82,000 (95% uncertainty interval AUD 40,000; AUD 165,000).
Although the program has intuitive appeal, it was not cost-effective under base-case modeling assumptions. To
improve its cost-effectiveness credentials as an obesity prevention measure, a reduction in costs needs to be coupled
with increases in the number of participating children and the amount of physical activity undertaken.
Obesity (2009) doi:10.1038/oby.2009.401

Introduction

Obesity interventions in the after-school hours care setting offer
potentially greater returns than interventions in other child care
settings given the large amount of discretionary time available
to increase physical activity and potential to reduce snack food
consumption during this period (1). Although there are a range
of obesity initiatives in Australia focusing on after-school hours
care programs (such as “Nikego” http://www.nike.com/nikebiz/
nikego/learn_whygo.jsp, “Eat Smart Play Smart” http://www.
noshsa.org.au/current_issues/eat_smart.htm, and “Nutrition
Ready-to-Go at Out-of-School Hours Care” http://www.noshsa.
org.au/current_issues/nutrition_project.htm), evidence-based
research in the after-schools hours setting is limited.
In 2004, the then Australian Government allocated Australian
dollars (AUD) 90 million over 4 years to an after-school physical
activity program known as Active After-school Communities
(AASC) program (2), as part of a package of primarily schoolbased measures designed to tackle childhood obesity. AASC
was part of the wider “the Building a Healthy, Active Australia”

initiative designed to address declining physical activity levels in
children (3). The program was premised on the fact that about
40% of Australian children aged 5–14 years miss out on outsideschool-hours sporting activity (4). In launching the program,
the government cited evidence about the optimality of the afterschool time slot for providing physical activity opportunities,
and the daily recommended requirements for physical activity.
Given the former Australian government’s commitment
of substantial funding to the roll out of the program and the
absence of other evidence-based interventions in the child care
setting, the cost-effectiveness of the AASC project was modeled and evaluated as part of the Assessing Cost-Effectiveness
in Obesity (ACE-Obesity) project (5) funded by the Victorian
Government, Department of Human Services.
Methods and Procedures
Overview
The economic evaluation methods are detailed elsewhere (R. Carter,
M. Moodie, A. Markwick et al., unpublished data) (6). A costeffectiveness evaluation was undertaken from a societal perspective,
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and the incremental cost-effectiveness ratio (ICER) calculated as the
cost AUD per BMI unit saved and disability-adjusted life year (DALY)
saved. The intervention was modeled as if applied to the Australian
population for 1 year in steady-state operation (i.e., it is implemented
and working at its full effectiveness potential, and trained personnel or
infrastructure are available). The time horizon for measuring the associated health-care cost-offsets and DALY benefits was rest of life or 100
years. All costs and benefits were discounted at 3% in accordance with
the recommendations of the US Consensus Panel on cost-effectiveness
(7). The reference year was 2001. In addition to the technical results, the
intervention was assessed by the stakeholder Working Group (comprising funders, academics, obesity experts etc.) against a series of secondstage filter criteria in order to incorporate additional factors important
to resource allocation decisions.
The intervention
The AASC program is auspiced by the Australian Sports Commission,
and provides small grants to participating schools and organizations to
deliver the program. Expressions of interest, including a school needs
analysis, were invited from all Australian primary schools (government,
Catholic, and independent) and child care benefit approved out-of-school
hours care (OSHC) services operating during the 3:00–5:30 pm timeslot.
Physical activity co-ordinators were appointed to work with national,
state, and regional sporting organizations to develop and deliver a physical activity program specific to the needs of each school/service. Selected
sites were required to offer 2–3 sessions per week, depending on student
numbers, for 8 weeks for each of four school terms per year.
Current practice
The intervention focused on the recruitment of children who were previously inactive during the after-school period, so the current practice
comparator equated with no intervention.
Assessment of benefit
The first stage of benefit assessment involved estimation of the health
gain attributable to the intervention using the DALY, a metric which
incorporates both mortality and morbidity impacts and facilitates comparison of the burden across different diseases. This required calculation
of the increase in physical activity due to the intervention, conversion
to BMI gain as children and then conversion to DALYs and cost-offsets
over their lifetime (5).
A range of available data was used to model the likely change in the
BMI of individual program participants (Table 1). The increased energy
expenditure for a child new to physical activity in the after-school timeslot was calculated by subtracting the average energy costs of playing sport
(5.0 metabolic units) from the energy costs of sitting quietly (1.0 metabolic unit) (8). The net 4.0 metabolic units was then multiplied by the
assumed weight (kg) of the target age children and the assumed time
spent in physical activity at the AASC program to derive the increased
energy expenditure (kJ/day). Given the absence of definitive evidence it
was assumed that there was no effect of the increased physical activity
in the after-school period on energy expenditure at other times or on
energy intake levels (9–14). The validated method of Swinburn et al. (15)
was used to convert changes in energy balance to changes in weight. The
resultant change in BMI was then converted to DALYs saved over the
lifetime of the child using the methodology reported elsewhere (5).
As there were no definitive data available, it was assumed that 50% of
program participants were not previously active after-school and would
reap the benefit from their involvement. A further 20% were assumed to
become more active in the after-school period (i.e., the program supplements other physical activity which they are already doing after-school),
so a benefit was attributed. For the remaining 30% of children, the program was assumed to be a substitute for some other physical activity
which they were previously doing, and no benefit was applied. This latter
group would include those children attending the program at an OSHCs
who previously had been participants in the centre’s after-school care
program which provided opportunities for physical activity.
2

The second stage of benefit assessment is dealt with later under the
heading “second-stage filter analysis”.
Simulation of the intervention
The intervention was simulated on the basis of the service delivery model
operated in Victoria by the Australian Sports Commission, although
where information was available on differences between states, this was
taken into account in the modeled cost-effectiveness analysis.
The program was open to all Australian primary schools and to child
care benefit approved OSHCs, but was always delivered in the afterschool hours time slot. Where a school delivered the program itself, this
was either because it did not have a child care benefit approved OSHCs,
or alternatively, it was predicted that the program was likely to attract
more students than the onsite OSHCs was registered to handle. Although
the actual intervention was provided at no extra cost to families, those
attending the program at an OSHC were required to pay the after-school
care fee.
The Victorian experience of recruiting schools/OSHCs to the AASC
program was extrapolated to the Australian situation (Figure 1). The
number of potential sites at a national level (3,300) was based on the
AASC’s appointment of 165 regional co-ordinators with an accepted
average ratio of one co-ordinator per 20 sites. As sites were required to
provide for a minimum of 15 and a maximum of 50 children per session, an average of 25 children per site was assumed. This translated to
a total of 82,500 children involved in the program. The 70% who gained
the program benefit were assumed to be equally spread across all grades
from Prep to Grade 6.
AASC program,
Victoria

Cost-effectiveness evaluation
modeled for Australia

Appointment of 40 regional
co-ordinators in Victoria to cater for
800 sites (ratio of 1:20)

Appointment of 165 regional
co-ordinators nationally to cater for
3,300 sites nationally

Contact all Victorian primary
schools (1,859) and child care
benefit approved OSHCS (720)
seeking expressions of interest

Contact all Australian schools (24)
(7,739) and child care benefit
approved OSHCS (25) (2,384) seeking
expressions of interest

Receive expressions of interest
from 1,300 sites (50.4% of all
potential sites)

Receive expressions of interest from
4,555 sites (45% of all potential sites)

Select 800 sites to participate in
program (61.5% of applicants)
based on the maximum available
funding in Victoria

Select 3,300 sites to participate in
program (72.4% of applicants) based
on the maximum funding available
nationally

An average of 25 children participate
per site, making a total of 82,500
children

70% of participants (57,757) receive a
benefit from their attendance

Figure 1 Recruitment to the AASC program. The number of children
participating and the number receiving a benefit shown here do not take
into account any uncertainty around these parameters. AASC, Active
After-school Communities; OHSC, out-of-school hours care.
www.obesityjournal.org
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Table 1 Modeled data to estimate reduced BMI for a single “average” child who participate in the AASC program
Prep to Grade 4
(age 5–9 years)
Height (m)

Grades 5 and 6
(age 10–11 years)

Boys

Girls

Boys

Girls

Comments

1.26

1.25

1.44

14.65

Mean height for specific age groups
(1995 National Nutrition Survey (26))

Weight (kg)

26.72

27.24

37.66

40.49

Mean weight for specific age groups (26)

BMI (kg/m2)

16.83

17.30

18.06

18.87

Mean BMI for specific age groups (26)

Estimated total energy
expenditure (MJ/day)

6.94

6.98

8.65

9.01

Estimated total energy
expenditure (kJ/day)

6,943

6,983

8,649

9,011

Increased METS—playing sport
(vs. sitting)

4.0

4.0

4.0

4.0

Extra time spent on after-school
physical activity (min)

60.0

60.0

60.0

60.0

Physical activity time (based on minimum
of 1 h in AASC funding guidelines)

Energy expenditure increase from
AASC participation (kJ/day)

449

458

633

680

Increase in individual energy expenditure
from after-school physical activity
(kJ/day) = weight (kg) × increased
METs × time (h) × factor for converting
kcal to kJ (4.2)

Average number of days of AASC
participation per week

2

2

2

2

Estimate of days of average attendance
at AASC per week

Number of potential weeks of
AASC participation per year

32

32

32

32

Number of weeks offered per year
(8 week per term by four terms)

Total number of days of AASC
participation per year

64

64

64

64

Number of days of AASC participation
per week × number of weeks

Energy expenditure increase
from after-school physical
activity (kJ/day)

79

80

111

119

Total increase in individual energy
expenditure from AASC participation ×
number of days of AASC participation
per year divided by 365

Relative increase in energy
expenditure with AASC
intervention

1.13

1.15

1.28

1.32

Average individual energy expenditure
from AASC participation as % of
estimated total energy expenditure
per day

Conversion factor

0.447

0.447

0.447

0.447

Factor for conversion of relative change
in energy balance to relative change in
body weight (15,28)

Relative lower weight with AASC
intervention

0.51

0.51

0.57

0.59

(1−(energy expenditure1/energy
expenditure2)0.45) × 100

Absolute lower weight with AASC
intervention (kg)

0.14

0.14

0.22

0.24

% Original weight

26.59

27.10

37.45

40.25

Original mean weight minus decrease in
weight as a result of AASC intervention

16.75

17.21

17.96

18.76

New weight divided by square of height

New weight (kg)
New BMI
Reduction in BMI

a

0.085

0.089

0.103

0.112

Total energy expenditure (MJ/day) =
(0.107 × weight (kg)) + (2.91 × height (m))
+.417 (27)
Conversion to kJ—multiply by 1,000
The playing of sport potentially covered
by the intervention entails metabolic
equivalents of between 2.5 and 9.0 (8).
In the modeling, a MET of 5.0 was used
which equates to additional energy
expenditure of 4.0 compared to 1 MET
for quiet sitting (28)

Original mean BMI minus new BMI. Note
that these means are higher than the
medians quoted in the results as they do
not take into account uncertainty around
the inputs

a
These figures are point estimates, which do not take into account uncertainty around any of the input parameters. As a result, they are different to the BMI changes
quoted in the results section.
AASC Active After-School Communities; METS, metabolic equivalent units.
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Set-up and research and development phase (not included in costing of the intervention)
•
•
•
•

Intervention set-up
Pilot of intervention by VicHealth
Development of AASC program materials
Appointment of project staff at state and national level

Central co-ordination and recruitment of schools/OSHCS to the program
•
•
•
•
•
•

National and state co-ordination of intervention program by the Australian Sports
Commission
Appointment of regional co-ordinators as employees of ASC
Contact all schools/OSHCS seeking expression of interest
Interested schools/OSHCS prepare and lodge expressions of interest
Schools/OSHCS prepare and lodge needs assessments
Assessment of submissions by Australian Sports Commission

Program delivery planning
•
•
•
•
•
•
•

Appointment of site co-ordinators
Selected schools/OSHCS contacted by local regional co-ordinator who provides
feedback on their grant application
Regional co-ordinator submits applications to Grant Administrator for approval
Once approved, funds distributed to schools/OSHCS
Delivery arrangements by school/OSHSC—purchase equipment, hire venue, staff
as appropriate
Establish links with local sporting clubs, providers
Promote program within school and recruit children on a term basis

Routine operation of the program
•
•
•

Launch of the program by specific school/OSHCS
Offer program for one term in accordance with the particular model applied for
Continue (or repeat) delivery of program each term

Routine support, monitoring, and evaluation
•
•

Regional co-ordinators provide ongoing support to delivery sites
Schools complete on a term basis the process evaluation requirements set down
by the ASC

External evaluation and program maintenance (not included in the costing)
•
•

External evaluation beyond a routine level
Maintenance of program materials and policies

Source: ACE-Obesity project

Figure 2 Intervention pathway. AASC, Active After-school Communities; ASC, Australian Sports Commission; OHSC, out-of-school hours care.

Assessment of costs
Pathway analysis was used to identify the component activities of
the intervention in order to ascertain the associated resource utilization (Figure 2). The costs included, unit costs and their sources, and
the assumptions employed are specified in Supplementary Table S1
online. All costs were adjusted to real prices in the 2001 reference year
using the relevant consumer price index (16).
Given a societal perspective, all costs to the health sector, participants
and families, and other sectors involved in the delivery of the intervention were included (Figure 2). Because the intervention was assumed
to be operating in “steady state” (that is, fully implemented without
workforce or learning curve issues), costs associated with the initial
research, design and set-up of the intervention and the pilot phase and
the development of program materials were excluded.
Uncertainty analysis
Uncertainty analysis was conducted to address issues of uncertainty in the results due to sampling error and the need to make
assumptions given the lack of evidence for some important parameters (Table 2). Simulation-modeling techniques (using the @RISK
software and Monte Carlo simulations) were used to facilitate the
4

presentation of a 95% uncertainty range around the health benefits,
costs, and ICERs.
Sensitivity analysis
Sensitivity analysis was undertaken to test the impact of changing
key design features of the intervention. The following scenarios were
modeled as univariate sensitivity tests: (i) reduction in the ratio of
sites per regional co-ordinator from 1:20 to 1:30; (ii) reduction in the
number of state level co-ordinators from 18 to 11; (iii) application
of the same wage rate to all site co-ordinators irrespective of the site
being a school or OSHC; (iv) a combination of scenarios (i), (ii), and
(iii); (v) all participants receive full intervention benefit.
Second-stage filter analysis
This involved consideration by the stakeholder Working Group of issues
that either influenced the degree of confidence that could be placed
in the cost-effectiveness ratio (“strength of evidence”), or broader
issues that needed to be taken into account in decision making about
resource allocation (“equity,” “acceptability to stakeholders,” “feasibility of implementation,” “sustainability,” and “potential for side-effects”)
(R. Carter, M. Moodie, A. Markwick et al., unpublished data) (6).
www.obesityjournal.org
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Table 2 Uncertainty analysis
Parameters
Height, weight of participants
% Schools, OSHCs submitting an expression
of interest
Time taken for a site to complete an
expression of interest (h)
Children enrolled per site
% Total selected sites which are schools
Increase in METs arising from physical activity
Extra minutes spent on physical activity
No. of days attended AASC program per week
Factor for conversion of % change in energy
balance to % change in body weight
Grant funding to schools
% Participants not previously active
after-school

Values

Uncertainty distribution

Sources and assumptions

Mean, s.e.

Normala

National Nutrition Survey 1995 (26)
adjusted for 2001 cohort effect

35%, 45%, 60%b

Triangularc

ASC

0.2, 0.5, 1.0b

Triangularc

Minimum-ASC

15, 25, 50b

Triangularc

ASC

65%, 75%, 85%

Triangular

Estimate

1.5, 4, 7b

Triangularc

(8)

45, 60

b

c

Uniform

Estimate

1, 3d

Uniforme

Based on program guidelines

0.38, 0.45, 0.51b

Triangularc

(15)

$3,000; $5,000; $10,000b

Triangularc

Estimate

0.5, 0.7, 0.8b

Triangularc

Estimate

d

e

$, Australian dollars; AASC, Active After-school Communities; ASC, Australian Sports Commission; METs, metabolic equivalent units; OSHC, out-of-school-hours care.
a
Values have a normal bell-shaped distribution. bValues are minimum, most likely and maximum. cIn a triangular distribution, the greatest probability of being chosen is the
value representing the top of the triangle (the most likely value), whereas the probability of other values being chosen tapers off toward the extremes of the base of the
triangle (the minimum and maximum values). dValues are minimum and maximum. eIn a uniform distribution, every value in the specified range has an equal probability
of being chosen in each iteration of the simulation.

Results

Discussion

The marginal benefit per participant was a decrease of 0.07
BMI units for individual boys and girls in Prep to Grade 4 and
0.08 BMI units for boys and 0.09 for girls in Grades 5 and 6
(Table 3).
Based on current assumptions, the ICERs were marginal in
terms of net costs per DALY saved (AUD 82,000) (Table 3). Of
the 3,000 iterations modeled, there was only an 8.9% chance
that the ICER would be less than the cost-effectiveness benchmark of AUD 50,000 per DALY saved (with cost-offsets). The
key sources of uncertainty around the ICERs were the number
of children enrolled per school (r = −0.67) and grant funding
per school (r = 0.399).
Of the intervention cost of AUD 40.3 million, the largest
components were the costs of the regional co-ordinators, and
the cost of the funding grants to selected sites. Apart from the
fees payable by parents whose children were new to OSHCs,
most costs fell on government and varied in relation to the
number of sites recruited to the program.
Although each of the cost-cutting measures modeled
improved the intervention’s cost-effectiveness credentials,
none of them alone were sufficient to bring it under the costeffectiveness threshold (Table 3). If the intervention targeted
only children who were previously inactive in the after-school
timeslot, meaning that 100% of participants received the full
intervention benefit, it would approach cost-effectiveness.
However, this scenario is most unlikely.
A consideration of second-stage filters for the intervention is
summarized in Table 4. The key decision points were around
the lack of evidence of effectiveness, sustainability and potential for negative side-effects.

The AASC program was the major initiative in the Howard
government’s childhood obesity package; substantial levels of
funding were directed to the program’s roll out. Just recently,
the current Federal Government acknowledged its support
for the program as an obesity prevention strategy by recommending its continuation and expansion to more sites across
the country (17). However, although the AASC program has
intuitive appeal, it was not cost-effective in terms of its effect
on obesity in children on the basis of the assumptions made
in this modeled evaluation. Even when the cost-offsets arising
from future reductions in obesity-related disease were taken
into account, the ICERs did not come close to approaching the
usually acceptable threshold level of AUD 50,000 per DALY
saved. No comparative ICERs were available to place these
results in a broader cost-effectiveness context.
The evidence around stand-alone physical activity interventions in the school setting is generally weak, and furthermore,
most such studies do not assess the impact on overall physical activity levels nor have BMI as an outcome (18). Generally,
evidence from studies within the school setting have shown no
significant effect of physical activity programs on BMI (19,20),
although there were promising results (in terms of reduction
in skinfold thickness) from one Australian study involving
high levels of physical activity (21). The evidence suggests that
the level of physical activity required to significantly lower
BMI is in excess of what a school today could manage within
the curriculum. A recent study of an after-school program in
Spain, showed that even with substantial extra physical activity (three 90-min sessions per week for 24 weeks), there was
improvement in the children’s body fat mass, but not BMI (22).

obesity
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Table 3 Cost-effectiveness results
Total BMI units saved

4,200 (1,700; 9,100)

Median BMI reduction per child

Prep to Grade 4—boys and girls
0.07 (0.03; 0.15)
Grades 5 and 6 boys 0.08 (0.03;
0.18)
girls 0.09 (0.04; 0.19)

Total DALYs saved

450 (2,450; 770)

DALYs saved per person

Prep to Grade 4—boys 0.006
(0.003; 0.011)
girls 0.005 (0.002; 0.011)
Grades 5 and 6 boys 0.007
(0.003; 0.016)
girls 0.006 (0.004; 0.014)

Total intervention cost

$40.3M ($28.6M; $56.2M)

Total intervention cost by sector
•

“C1”: health sector

•

$0 (0% of total cost)

•

“C2”: client/family

•

$2.6M (6.4% of total cost)

•

“C3”: other sectors

•

$38.2M (93.6% of total cost)

(key sector: sport and
recreation)
Gross cost per BMI unit saved

$8,200 ($4,400; $15,900)

Gross cost per DALY saved

$90,000 ($48,000; $175,000)

Total cost-offsets

$3.7M ($2M; $6.3M)

Net cost per DALY saved (with
cost-offsets)

$82,000 ($40,000; $165,000)

Scenario analysis

Net cost per DALY saved
(+cost-offsets)

1. Reduce ratio of sites per regional
co-ordinators from 1:20 sites
to 1:30

$73,000 ($35,000; $149,000)

2. Reduce total number of state
level co-ordinators from 18 to 11

$79,000 ($39,000; $164,000)

3. Apply same wage rate to all site
co-ordinators irrespective of site
being a school or OSHCs

$75,000 ($37,000; $146,000)

4. Combine scenarios 2, 3, and 4

$67,000 ($26,000; $112,000)

5. All participants receive full
intervention benefit

$54,900 ($26,000; $112,000)

Values are medians; figures in brackets show the 95% uncertainty interval.
$, Australian dollars; DALY, disability-adjusted life years; M, million; OSHC, outof-school-hours care.

Although there is a paucity of physical activity programs which
show effectiveness in the school setting in terms of reducing
BMI gain, there is a complete absence of such studies which
have been subjected to economic evaluation (23).
Although the intervention was designed as an obesity prevention initiative, there would need to be considerable changes
in terms of key design features to make it cost-effective from
this respect. Its cost-ineffectiveness was a product of its highcost structure, coupled with the small level of benefit gained
per participant.
6

Furthermore, in the absence of available data, the assumptions
made in the intervention modeling around program participation and effectiveness were generous. Broad assumptions
were made about the numbers of children who might be
new to physical activity in the after-school period. Although
the program was intended to attract “inactive” children, no
information was forthcoming on the strategies employed to
gain their participation. There is also a potential danger that
children already attending OSHCs may be discouraged from
continuing to attend, which could have the effect of moving
them to the “nonactive” group. However, despite these significant gaps in data availability, the ACE-Obesity Working Group
considered it important to model the intervention given that
it represented a major element of the then Commonwealth’s
government obesity strategy.
A major concern was the top-heaviness of the intervention
in terms of costs, and in particular, its heavy reliance on a large
number of regional co-ordinators. Scenario analysis was used to
illustrate ways in which the intervention costs could potentially
be reduced, but cost-cutting measures alone were insufficient to
make the program cost-effective. Such measures would need to
be combined with other initiatives to increase participation of
previously inactive children both in terms of numbers involved
and the time spent engaged in physical activity to render significant improvement in the intervention’s performance. The
modeling assumed that the program provided for 1 h of physical activity in accordance with the minimum requirement set
down under the conditions of the funding grants to approved
providers. Anecdotal evidence, however, suggests that the children are not necessarily active for the full hour, given that they
spend some time receiving instructions, observing skills demonstrations, etc. However, even if the full hour was spent being
“physically active”, this additional amount of physical activity is
insufficient to make significant gains in terms of lowering BMI.
The recent Spanish after-school study (22) offered higher levels
of physical activity than the AASC program, yet resulted in no
BMI differences between the intervention and control groups.
In terms of the second-stage filters, key decision points of the
intervention were “strength of evidence,” “sustainability,” and
“potential for negative side-effects”. The lack of data surrounding the program’s effectiveness was a key limitation. Although
data may be potentially forthcoming from the Australian Sports
Commission evaluation about the numbers of participants new
to physical activity after school, the mean benefit per child would
still be reliant on modeling as participants were not subjected to
“before” and “after” anthropometric measurements. The longterm “sustainability” of the intervention is also of concern, given
the need for ongoing funding and support and reliance on a large
complement of regional co-ordinators who account for 25% of
the program costs. (The program continues to operate under the
new Labor government.) There may also be some potential for
negative side effects, although there is no hard evidence about this.
Likewise, whilst there is scope for a number of positive outcomes
from the program, none of these benefits have been proven.
To improve the AASC program’s cost-effectiveness credentials as an obesity prevention measure, a reduction in the cost
www.obesityjournal.org
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Table 4 Second-stage filter analysis
Level of evidence

Equity

• May not be available
 o evidence of
N
to some children
effectiveness
in rural or remote
• No level I or II
areas, or
evidence
• Their use of such
• Evidence used in
may be restricted by
modeling is based
reliance on school
mostly on level IV,
bus service for
parallel evidence and
transport home
programme logic
• Potential to decrease
• Other studies of
inequity as designed
physical activity
to encourage lower
within school settings
SES children to
have shown no
participate
significant effect on
• Some schools
BMI (19,20), except
(at least in NSW)
for very intense
offer program on a
interventions (1.25 h/
rotating basis, so
day for 14 weeks) (21)
children unable to
participate for all four
terms
• Potential to attract
already active
children rather than
those who most
need it
•

Acceptability

Feasibility

Sustainability

Side-effects

May be issues of
acceptability to
• children
–depend on whether
they perceive their
attendance to
indicate that they
are “fat”;
• parents
–changes nature of
OSHCs;
–acceptability
depends on costs
that they incur
• local clubs: may be
issues regarding
extra demand for
membership

No real issues
as program is
already in place

Issues likely to arise:
• Program
requires ongoing
funding and
support, which
may not be
sustainable
• Reliance
on regional
co-ordinators
may not be
sustainable
• Change of
government
may affect
sustainability

Positive:
• May encourage
local sporting club
participation and
membership
• Improve motor skills
of children
• Improved attitudes
of children toward
structured physical
activity
• Enhanced
community capacity
to deliver programs
Negative:
• May discourage
regular OSHCs
users from attending
for fear of being
labeled “fat”

Any such issues need
to be addressed

No real issues

Considerable issues
of long-term funding

Potential for both
positive and negative
side-effects

Decision point:
No evidence of
effectiveness at this
stage

Some issues

Policy considerations

The AASC program was the major initiative in the Howard government’s childhood obesity package, to which it directed
substantial levels of funding (AUD 90 million) for roll out over the period 2004–2008. To date, there is no evidence
available of its effectiveness or participation rates, although external evaluators have been appointed. In modeling the
intervention, broad assumptions were made about the numbers of children new to physical activity in the after-school
period. Whilst the program was intended to attract “inactive” children, it is unclear what strategies were employed to gain
their participation. There is a potential danger that children already attending OSHCs may be discouraged, which could
have the effect of simply moving them to the “nonactive” group. The program is reliant on the intense involvement of
regional co-ordinators, who account for 25% of program costs. The extent to which it would be sustainable in the longterm if the regional co-ordinator role was removed is unclear.

AASC, Active After-School Communities; OSHC, out-of-school-hours care.

of operating the program needs to be coupled with a rise in
the number of participating children, and an increase in the
amount of physical activity undertaken.
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