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The Community Nutrition Service (CNS) is a community based outreach service delivered by 

dietitians based in Nelson Bays Primary Health Organisation (NBPHO) in Nelson, and Kimi 

Hauora Wairau (KHWPHO) in Blenheim. The objective of the CNS is to reduce the incidence 

of lifestyle related chronic conditions over the long term, and over the shorter term improve 

the health status of those already experiencing them. The CNS delivers on this objective 

primarily through individual consultations, self management education sessions and 

workforce development activities.  The service is currently funded by the Nutrition and 

Physical Activity Programme (NPA) and it delivers against objectives incorporated into the 

operational plan of NPA under its Chronic Conditions Action Area. 

 

 

 

 

The purpose of this evaluation is to describe and evaluate current service delivery to aid 

decision makers and service providers in the future provision and development of the 

service in their region. More specifically the objectives of this evaluation are to: 

1. Describe the service and evaluate the process of service delivery. 

2. Assess the short term outcomes and benefits of the service for the participants and 

the value of the service for primary health and the wider community 

 

 

 

The evaluation design is based on the CIPP (Context, Inputs, Process and Product) evaluation 

model (Stufflebeam, 1983) and is aligned with the overarching NPA evaluation framework 

which is adapted from the Centres for Disease Control and Prevention Framework for 

Evaluation of Public Health Programmes (CDC, 1999). The collaboratively designed 

evaluation used mixed methodology and sourced data from 14 key stakeholder interviews, 

two group interviews, and programme data and documentation from NPA and the two CNS. 

 

 

Design of the Evaluation 

Purpose of the Evaluation 

The Community Nutrition Service 

Summary: The Community Nutrition Service 

A Process Evaluation 



 

 

 

 

The CNS are established in Nelson and Blenheim and are firmly embedded, indeed a crucial 

component, in the public health infrastructure of the district. The services are delivering 

against their contracts, supported and influenced by the infrastructure and culture of their 

respective PHOs.  By late 2009 the service had delivered across the district: 

 1146 individual consultations (mostly for weight issues, diabetes and CVD 
management)  

 134 group education sessions (on a variety of topics relating to prevention and/or 
self-management with wide ranging audiences) 

 36 formal workforce development sessions. Additional less formal sessions have 
also been provided and capacity is also boosted through various indirect methods. 

  CNS has disseminated dietetic resources which represent current evidence based 
best practice, many of which have been adapted or created to meet local demand. 

Stakeholders consulted for the evaluation conveyed high levels of satisfaction with the 

service and appreciated the accessibility, professionalism and wellness approach taken. The 

impact on service users and wider primary care appears to have been positive; benefits 

include increased awareness, knowledge and confidence, with behaviour change indicated 

but not captured by current monitoring and evaluation practice. A key challenge for CNS is 

maintaining a balance between the preventative, management and workforce development 

aspects of the contract as responding to service user demand will not deliver on the strategic 

aims of the service.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The evidence provided in this evaluation of the CNS suggests that the programme is well on its way to 

meeting the goals that it has set out to achieve. The CNS is a highly valued, well functioning service. The 

programme is innovative in its approach, in that it brings a public health perspective and mandate to a 

traditionally more clinical primary care setting. The services are delivering well against their contractual 

obligations in a way that is highly relevant for the communities they serve, as was reflected in the positive 

stakeholder feedback. There is ongoing demand for this service and to build on this success it is 

recommended that: 

 The DHB retains a community based nutrition service, preferably in the PHO setting. 

 The funder, NPA or other, should guide the service with respect to the preventative, management 
and workforce development elements to ensure their long term strategic aims are reflected 
operational activity across the district. Common reporting templates would enable a more accurate 
account of service reach across the district. 

 The providers of CNS must be proactive and, where not already happening, expect health 
professionals who have been up-skilled as part of workforce development to take on more routine 
nutritional assessments, freeing up dietitians to focus on those with more complex chronic disease 
management problems.  

 CNS providers need to build in more robust monitoring and evaluation systems that are consistent 
across the services and explore opportunities to systematically capture meaningful outcomes.  
System improvements should also consider the need to demonstrate effective engagement with 
Maori as this has been shown to be difficult to establish. 

 The CNS providers should continue to share the development of resources and also learnings. 
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1. Introduction 
The Community Nutrition Services (CNS) is a community based outreach service delivered by 

dietitians based in Nelson Bays Primary Health Organisation (NBPHO) in Nelson, and Kimi 

Hauora Wairau (KHWPHO) in Blenheim. The service objective is to reduce the incidence of 

lifestyle related chronic conditions over the long term, and shorter term, improve the health 

status of those already experiencing them. The CNS delivers on this objective primarily 

through individual consultations, self management education sessions and workforce 

development activities.  The service is currently funded by the Nutrition and Physical activity 

Programme (NPA) and it delivers against objectives incorporated into the operational plan of 

NPA under its Chronic Conditions Action Area. 

This evaluation was undertaken by the School of Population Health at the University of 

Auckland and commissioned by NPA to compliment the generic evaluation of the NPA 

programme.  

1.1 Evaluation Objectives 

The aim of this evaluation is to assess the current service delivery, and it is envisaged that 

the findings from this evaluation will aid decision makers and service providers in the future 

provision and development of the service in their region. Therefore, the objectives of this 

evaluation are as follows: 

3. To describe the service and evaluate the process of service delivery 

4. To assess the short term outcomes and benefits of the service for the participants 

and the value of the service for primary health and the wider community  

 

This evaluation seeks to do the following: 

1. To determine what resources are being used to deliver the service 

2. To describe the demand for the service and how that demand is being managed 

3. To describe the enablers and barriers to the implementation of the service 

4. To identify service reach and achievements 

5. To determine the short term outcomes, benefits and value of the service for the 

participants, primary health and the wider community 

1.2 Evaluation Approach 

The evaluation questions were developed based on the CIPP evaluation model (Stufflebeam, 

1983).   The CIPP evaluation model guides projects through four main components; Context, 

Input, Process and Product evaluation, as demonstrated in the Figure 1.  



 

 

 
Figure 1: CIPP Model, adapted from Stufflebeam, 2003 

 

The full list of evaluation questions and the evidence required are identified in the 

evaluation crosswalk in the accompanying Data Supplement report, Appendix 4. 

In addition, this evaluation approach aligns with the overarching NPA evaluation framework 

which is adapted from the Centres for Disease Control and Prevention Framework for 

Evaluation of Public Health Programmes (CDC, 1999). This framework is characterised by a 

continuous learning model, including participation and collaboration with providers and the 

community.  

1.3 Methodology 

To address the evaluation questions, documentation and programme data were shared with 

the evaluation team and a document analysis was conducted on the data. In addition, 

interviews were conducted with a range of key stakeholders and thematic analysis was 

performed on the coded interviews. The accompanying Data Supplement report, Appendix 

3, provides a detailed account of the methodology used for this evaluation.  

1.4 Considerations 

It is beyond the scope and timeframe of this evaluation to determine if the CNS is 

successfully reducing the incidence of lifestyle disease in the district; as a process evaluation 

it is predominantly concerned with the implementation of the programme against its 

objectives and any immediately resulting outcomes. Data has been supplied by the two CNS 

services during mid to late 2009 and interviews with stakeholders were conducted in 

October and November 2009. The findings reported therefore reflect the evidence supplied 

to the evaluation team and stakeholder views at that time. Report data to December 2009 

has been included in this final version of the evaluation report. 

Context Input

Process
Product 

evaluation

Goals            Plans 

 

 

 

Actions      Outcomes 

Core 

values 



 

 

1.5 Structure of the Report 

This report has been structured to address the evaluation questions outlined on page 11, 

focussing on context, inputs, process (service delivery) and outputs (short term benefits and 

value) of the service. The report begins by describing the context for a community nutrition 

service, before determining what resources are required to deliver the service.  This is 

followed by description of the service delivery of CNS, service demand and reach, including 

the factors which present as barriers or enablers. The impact of CNS delivery is explored to 

determine the short term outcomes, benefits and value of the service for the participants, 

primary health and the wider community. The final section of the report presents a 

discussion of the key results and provides a summary of recommendations for consideration. 

In some sections the reader will be guided to relevant appendices in the Data Supplement 

report for more detailed information, should this be required.  
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2. Describing the context of CNS delivery 

This section describes the context for CNS delivery in the Nelson Marlborough (NM) district. 

2.1 Community Nutrition in the Nelson Marlborough district 

Prior to 2007 dietetic support in the region was based in the public hospitals; a setting which limited 

its contribution to the implementation of the Primary Health Care Strategy in the district. The 

strategy promoted a central role for primary health care services in terms of population health and 

placed specific emphasis on the role of the community, health promotion and preventative care 

services. As such, PHOs presented as the appropriate setting for nutritional services. 

The services were contracted to NBPHO based in Nelson and serving the Nelson Tasman district, and 

KHWPHO based in Blenheim and serving the people in the Marlborough district from July 2007. At 

this time DHBs had a new requirement to report to the Ministry of Health on ten key health targets. 

In the 07/08 year these included improved diabetes services (improved management of the 

condition), improving nutrition and reducing obesity; targets which were reflected in ǘƘŜ 5I.Ωǎ 

District Annual Plan (DAP) and divisional (Primary and Community) and programme (NPA) planning. 

Cardiovascular disease management was specified in the health targets the following year and 

although reporting against nutrition and obesity targets was removed in 09/10 the DHB remained 

committed to the vision of reducing obesity. 

The following population information is provided to provide context for the CNS in the Nelson 

Marlborough region. Table 1 gives ŀƴ ƻǾŜǊǾƛŜǿ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴǎ ƛƴ ŜŀŎƘ ƻŦ ǘƘŜ ŘƛǎǘǊƛŎǘΩǎ ǊŜƎƛƻƴǎ ƛƴ 

comparison with New Zealand percentages for Maori and non Maori, as well as urban versus rural 

distributions.  

Table 1: Population demographics by percentage for the NM region  

 Nelson Region Tasman Region Marlborough Region New Zealand 

% of Maori 8% 7% 10% 14% 

% of Non-Maori 96% 97% 94% 92% 

% of Urban 98% 59% 77% 92% 

% of Rural 2% 41% 23% 14% 

Source: Statistics NZ (2008) 

 

In summary, there are fewer Maori in this region than in the general New Zealand population. 

Nelson is distinctly urban, whereas Tasman and Marlborough have more of their population living in 

rural areas.  

In general the socio-economic status of the population in this region is better than that for New 

Zealand as a whole, with a higher proportion of Nelson Marlborough district population living in 

Quintiles 1 and 2 (richer) than in Quintiles 4 and 5 (poorer) areas. 

Table 2 presents information from the NPA Baseline Survey undertaken in 2008 which reports the 

percentage of survey respondents who self reported problems with diabetes, hypertension, high 

cholesterol and heart disease, or their BMI was calculated to fall in the overweight or obese 



 

 

categories (McNeill, 2008). It is of note that there is a higher percentage of Maori with raised BMIs 

and diabetes (self-reported). It is possible that lower percentages for Maori in the other 

cardiovascular risk categories could reflect lack of awareness and screening rather than their true 

state of health.  

Table 2: Self reported diabetes, hypertension, high cholesterol, heart disease and raised BMI, as % of 

population.  

 

BMI 

Diabetes Hypertension 
High 

Cholesterol 

Heart 

Disease 
25-29.9 

Overweight 
>30 Obese 

Region 

Tasman 31.6 13.0 2.2 18.7 19.1 6.5 

Nelson 30.4 9.1 5.2 18.2 15.2 6.8 

Marlborough 29.8 14.7 5.0 21.9 15.6 8.0 

Ethnic Group 
Maori 33.5 20.3 5.2 15.8 13.4 4.8 

Non-Maori 30.4 11.6 4.2 19.9 16.8 7.3 

Source: NPA Baseline Survey (2008) 

 

2.2 The PHO Context 

The following sections briefly describe the two PHOs delivering CNS and the process each undertook 

prior to service delivery. 

NBPHO 

NBPHO has an enrolled population of just over 91,800 and has 26 general practices within its clinical 

network. Maori health providers, pharmacies, NGOs and community health providers, mental health 

services and government agencies are also part of the NBPHO network (NBPHO, 2009). This network 

serves a largely urban population in Nelson, but also provides services for more rural and dispersed 

populations in the Tasman District.  

The PHO brands iǘǎŜƭŦ ŀƴŘ ƛǘǎ ǇǊƻƎǊŀƳƳŜǎ ŀǎ ά.Ŝ²Ŝƭƭέ ǘƻ ǇǊƻƳƻǘŜ ƛǘǎ ǿŜƭƭƴŜǎǎ ōŀǎŜŘ ǇƘƛƭƻǎƻǇƘȅΦ 

The CNS at NBPHO was developed through four service development stages: 1) contract and policy 

analysis, 2) collection of potential patient statistics, 3) collection of best practice evidence and 

research, and 4) consultation with stakeholders and results analysis. Needs analysis of the Nelson 

Bays population conducted through these four stages led to the development of programmes to 

cover individual patient consultation, group education sessions in community settings, workforce 

development education sessions for health workers, and peer support for nutrition services, 

including the development of tools and resources that can be used by internal CNS staff or external 

nutrition services.  The BeWell Community Nutrition Service won the Collaborating for Health 

Improvement category and was the overall winner of the inaugural Nelson Marlborough District 

Health Board (NMDHB) Health Quality and Innovation Awards (HQ&IA) 2009, as a result of this 

process.  

 



 

 

KHWPHO 

KHWPHO is less than half the size of NBPHO with an enrolled population of approximately 41,600 

(KHWPHO, 2009), and serves ten GP practices1. Services provided by KHWPHO other than their CNS 

include an after-hours nursing service for GP practices, a primary mental health programme, as well 

as a range of GP based programmes such as smoking cessation and diabetes management 

programmes. KHWPHOΩǎ ŜƴǊolled population lives either in the main centre of Blenheim or is 

dispersed in a number of small towns and rural communities.  

The CNS was developed based on a shaping of the aims of the contract according to the PHO context 

of the Marlborough community following a survey of practice nurses and general practitioners in 

2007, to gauge the types of services that were expected from a community nutrition service.  As the 

CNS was initially served by one full time dietitian, it was decided that the full scope of the contract 

was too wide to be supported at that time and so the service initially limited its focus to assisting 

people at risk from chronic health conditions and assisting those who have already developed these 

conditions to manage their health.  The first year of the CNS mainly focussed on service and resource 

development, and developing responsive relationships with the community. The second year of the 

CNS was more focussed on developing self-management groups based on the ΨFit to LiveΩ concept.  

2.3 Summary 

The Nelson Marlborough district is made up of differing local communities; a service specification 

was developed to deliver against district requirements while offering flexibility to ensure that 

services could be developed in line with national strategies which reflected the local needs of the 

region served by each individual PHO.  The findings from the NPA Baseline Survey proved clear 

evidence for the demand for a CNS service. 

                                                      
1
 Personal correspondence from CEO 



 

 

3. Describing the Inputs and Resources for CNS Service Delivery 
This section describes the components and resources of CNS delivery; the service specification, the 

PHO setting and the professional knowledge and networks of the dietitians. 

3.1 Community Nutrition Service Specification 

The service specifications for both PHOs are as follows: 

Service Aims: 

The service specifications for the CNS, define the service as one which will provide tailored 

dietetic/nutrition advice to individuals and/or groups of people with a high risk of developing chronic 

lifestyle-related conditions and people with chronic conditions who need support to better manage 

their condition and prevent the development of complications. The service will also work to increase 

nutrition capacity in the wider health workforce and develop effective relationships to ensure a 

continuum of services to improve nutrition are available in the district. 

CNS Objectives and Service Requirements 

1. Assist in reducing the incidence of lifestyle-related chronic conditions 

2. Assist in improving health status and/or independence of people with lifestyle-related 

chronic conditions and to help prevent the deterioration of, or disability from, these chronic 

conditions 

3. Work with other health providers as part of a multidisciplinary team in the delivery of 

nutritional services.  

4. Assist with the resourcing/ updating/ training of other health professionals and community 

health workers to improve the overall quality of nutrition advice in the community. 

5. Assist with increasing capacity within the primary health care sector by up-skilling health 

professionals and community health workers on nutrition and chronic conditions prevention 

and management. 

6. Promote self-management, optimal independence and autonomy in nutrition and chronic 

conditions prevention and management. 

7. Improve the health and functional status of Maori by delivering services to best meet Maori 

health needs. 

8. Improve the health and functional status of other high need groups by delivering services to 

best meet their health needs. 

To achieve these objectives the following delivery components have been agreed; 

1. Assessment of clients to determine the need for improved nutrition. 

2. Education of and support for clients with a need for improved nutrition. 

3. Investigation, establishment, running and evaluation of group education sessions. 

4. Communication and liaison with referral services. 

5. Referral to other services as appropriate. 

6. Consultancy services to other health workers to assist them with management of 

patients/clients. 

7. Input into professional development sessions for health workers. 



 

 

3.2 Programme Logic 

A programme logic identifies the components and processes of a programme and links programme 

activities to expected results; the theory of how the programme works. 

The following programme logic reflects CNS programme theory, using the service specifications to 

depict the activities and related results the service is expected to achieve. This represents a template 

for delivery against the service specs. Each CNS developed programme logic from the specifications 

and these can be found in the Data Supplement, Appendix 14. 
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Figure 2: Contract Programme Logic: CNS 
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3.3 The PHO Setting 

PHOs bring together a range of health professionals to serve and meet the health needs of their 

enrolled populations. PHOs must respond to existing health needs whilst also addressing health 

inequalities and encouraging people to stay healthy. The setting and structure of PHOs has been 

identified by stakeholders as providing essential resources to the CNS service.  

The service specifications note a variety of resources, provided by each PHO, that are required to 

support the CNS including vehicle access, having a laptop with appropriate software, electronic 

scales and height ruler and mobile phones as well as administrative support. Other resources 

provided by the PHOs include management / organisational support, office space and support with 

accessing primary care facilities in their region.  

There were no complaints that resources were unavailable though nutritional analysis software had 

taken some time to arrive. The dietitians report they are adequately resourced and supported by 

their PHO.  

ά9ǾŜǊȅǘƘƛƴƎ ŦǊƻƳ ǘƘŜ ǘŜŎƘƴƻƭƻƎȅ ƛƴ ǘƘƛǎ ōǳƛƭŘƛƴƎ ǘƻ ǘƘŜ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ǘƘŜ ǎǳǇǇƻǊǘ ƴŜǘǿƻǊƪǎΣ ǘƘŜ 

ƎŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜǎΧ!ƴŘ Ƨǳǎǘ ōŜƛƴƎ here, just you know they always say the PHO leads and coordinates 

primary health care. And just to be under that umbrella and to have that philosophy is extremely 

ƘŜƭǇŦǳƭΣ ǊŀǘƘŜǊ ǘƘŀƴ ōŜƛƴƎ ƻǳǘ ƻƴ ȅƻǳǊ ƻǿƴΦέ 

The two PHOs delivering CNS were briefly summarised in section 2.2 of this report; the following 

paragraphs describe how resources are used from these PHOs to deliver the CNS. 

NBPHO 

The CNS team at NBPHO currently has three key dieticians, with a total staffing level of 2.1 FTEs2. 

The dieticians each serve different communities, providing individual consultations and community 

group education sessions. These communities are Stoke; Motueka, Golden Bay and Wakefield; and 

Richmond and Mapua. The dietitians also have particular skills and related designated 

accountabilities and work collaboratively to develop the workforce development programmes and 

peer support for other nutrition services and health workers.  

KHWPHO 

The CNS team at KHWPHO currently has two key dieticians, with a total staffing level of 1. By 2009 

the work of one CNS dietician was mainly related to Green Prescription, ΨFit to LiveΩ and other 

ŎƻƳƳǳƴƛǘȅ ōŀǎŜŘ ƛƴƛǘƛŀǘƛǾŜǎΦ ¢ƘŜ ƻǘƘŜǊ ŘƛŜǘƛŎƛŀƴΩǎ ǿƻǊƪ was more focussed on the pre-school 

initiatives of Sport Marlborough and other community based initiatives. Both were involved in ΨFood 

with AttitudeΩ.  

A restructure which commenced in 2009 resulted in the PHO providing a more supportive 

environment for the CNS than had been experienced previously and the role was also job shared. 

 

  

                                                      
2
 NBPHO averaged 1.8FTE to September 2009 



 

 

3.4 Professional Knowledge and Networks 

The dietitians employed are professionally trained dietitians who are registered with the Dietitians 

Board (http://www.dietitiansboard.org.nz/) and hold a current practising certificate.  

An intangible yet very valuable resource is the expertise and experience of the dietitians and their 

involvement in health before CNS started. This means they have not had to begin network and 

relationship building but rather have enhanced existing connections. This enabling factor will be 

explored further in the section 4.1. 

All dietitians spoke of the importance of having up-to-date evidenced-based information so that the 

messages shared are reliable and consistent. They use national guidelines and tools developed by 

ƻǘƘŜǊ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ŀƴŘ 5I.Ωǎ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜƛǊ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅ, amending to local requirements as 

necessary. 

ά²Ŝ ƪŜŜǇ ǳǇ ǘƻ ŘŀǘŜ ǿƛǘƘ ƴŀǘƛƻƴŀƭ ǊŜǎƻǳǊŎŜǎ ǎǳŎƘ ŀǎ aƻIΣ bICΣ 5ƛŀōŜǘŜǎ b½Σ b½ 5ƛŜǘŜǘƛŎ !ǎǎΦ ŀƴŘ 

promote and ŘƛǎǘǊƛōǳǘŜ ŀǎ ŀǇǇǊƻǇǊƛŀǘŜΧέ 

άhǳǊ ŦǳƴŘŀƳŜƴǘŀƭ ǊŜǎƻǳǊŎŜ ƛǎ ǘƘŀǘ ŜǾŜǊȅǘƘƛƴƎ Χ ōŀŎƪ ƎǊƻǳƴŘ ǇŀǇŜǊǎ ƘŀǾŜ ŎƻƳŜ ƻǳǘ ƻŦ ǘƘŜ ƳƛƴƛǎǘǊȅ ǘƻ 

insure evidence base information to insure that appropǊƛŀǘŜ ǘƘƛƴƎǎ ŀǊŜ ōŜƛƴƎ ǳǎŜŘέ  

3.5 Summary 

The key resources required to deliver CNS have been indentified here. The professional expertise, 

existing resources and networks of the dietitians have been enhanced by the PHO setting. The 

unique characteristics of each PHO have influenced the implementation and delivery structure of the 

CNS against service specifications. 

 

 

 



 

 

4. Describing the Service Delivery of CNS 
This section describes the general approach of delivery, the components of delivery the referral 

process and management of demand. This is followed by a summary of the factors which represent 

barriers and enablers to delivery of service. 

4.1 Approach to Service Delivery 

A review of the CNS quarterly and annual reports as well as interviews with the CNS Dietitians and 

the community providers revealed the following characteristics with regard to how they approach 

their work:  

 Community based focus. 

 Disease prevention and management to help reduce the incidence of lifestyle-related 

chronic conditions.  

 A whole lifestyle wellness / holistic approach. 

 Provide nutrition advice and support for individuals, as well as groups in the community.  

 People empowerment - Both CNS are working with the philosophy that lifestyle change is a 

gradual process, where patients are not told what to do, instead it is about giving them the 

knowledge and guidance so that they can come up with their own step by step solution to 

improve their lifestyle and consequentially their health.   

ά.ǳǘ ǿŜΩǊŜ ǘǊȅƛƴƎ ǘƻ ƭŜŀŘ ǇǊƛƳŀǊȅ ŎŀǊŜ Χ ƴƻǘ ǘƘŜ ƳŜŘƛŎŀƭ ƳƻŘŜƭ ǿƘŜǊŜ ȅƻǳ Ǝƻ ǘƻ ǘƘŜ ŘƻŎǘƻǊΣ 

ȅƻǳΩǊŜ ǘƻƭŘ ǿƘŀǘ ŘƻΣ ōǳǘ its ƳƻǊŜ ƭƛŦŜǎǘȅƭŜ ǿŜƭƭƴŜǎǎΣ ƭƛŦŜƭƻƴƎ ƧƻǳǊƴŜȅΧΦέ  

ά...the aim is to encourage self responsibility, and to encourage the patients to come up with 

soƭǳǘƛƻƴǎ ǘƻ ǎǳƛǘ ǘƘŜƳǎŜƭǾŜǎΦέ 

 Capacity building for health workers and community workers. 

 άhǳǊ Ǿƛǎƛƻƴ ƛǎ ŎƻƴǘƛƴǳŜ ŘƻƛƴƎ ǿƘŀǘ ǿŜΩǊŜ ŘƻƛƴƎΣ ōǳƛƭŘ ǘƘŜ ǿƻǊƪŦƻǊŎŜ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ǇǊƻǾƛŘŜ ŀ 

few more structured professional development sessions for primary care providers  

 Working towards CNS being part of a multidisciplinary team.  

άL ǿƻǳƭŘ ƭƛƪŜ ǘƻ ǎŜŜ ƛǘ ŘŜǾŜƭƻǇ ƛƴǘƻ ŀ ǿƘƻƭŜ ƭƛŦŜǎǘȅƭŜ ǎŜǊǾƛŎŜΣ ǿƘŜǊŜ ǿŜ ǎǳǇǇƻǊǘ ǇŜƻǇƭŜ ǘƻ ƳŀƪŜ 

lifestyle changes basically, with other aspects like mental health and physical activity as a part of 

ŀ ǘŜŀƳ ŀƴŘ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ƛƴ ŀƴ ŜƴǾƛǊƻƴƳŜƴǘ ǿƘŜǊŜ ǇŜƻǇƭŜ ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘŀǘΩǎ ŀ ǇƻǎƛǘƛǾŜ 

ƘƻƭƛǎǘƛŎ ǘƘƛƴƎΦέ  

ά...a multi-disciplinary team within the PHO, so the more it gets devolved from secondary to 

primary [care], and we have diabetes nurse specialists and physio[therapists]s and psychologists 

in because our work depends on working in a multidisciplinary way.έ 

 

4.2 Service Users 

The CNS is required to target two specific populations:  

1. People with higher risk of developing chronic lifestyle-related conditions.   

2. People with chronic conditions who need support to better manage their condition and help 

prevent the development of complications. 

The service is also required to: 



 

 

 Liaise with health agencies dealing with pregnancy, well child and young people 

 Provide individual or group assessment and advice; and 

 Support health professionals and community groups seeking nutritional input and needing 

workforce development.  

Therefore the CNS users not only include those with chronic conditions or at risk for developing 

chronic conditions but also health professionals and agencies within the region. 

 

4.3 Service Components 

The following sections describe the core components of service delivery including individual 

consultations, group education sessions, workforce development and resource development, and 

dissemination. 

Individual consultations 

Referrals for individual consultations are received from health professionals. Programme data to 

December 2009 revealed over 1,100 consultations had been delivered across the district. The main 

reasons given for referrals were overweight and Type II Diabetes followed by cardiovascular disease 

(CVD) (for further details refer to the Data Supplement, Appendix 10). Most individual patient 

consultations (as identified by NBPHO) were with New Zealand European adults, and the percentage 

of children seen ranged from 5% to 17% of clients within that 18-month period.  

ά²Ŝ ŘƻƴΩǘ Řƻ ǎŜƭŦ-referrals, so that thereΩǎ ŀƭǿŀȅǎ ŀƴƻǘƘŜǊ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭ ƛƴǾƻƭǾŜŘΦέ  

 άΧƛǘΩǎ ŀƭǎƻ ǊŜŀƭƭȅ ƎƻƻŘ ƛƴ ǘƘŀǘ ǎŜƴǎŜΣ ōŜŎŀǳǎŜ ŀƭǎƻ ǘƘŜ ǇǊƻǾƛŘŜǊǎΣ Ƴƻǎǘ ƻŦ ǘƘŜ ǘƛƳŜ ŀǊŜ ǊŜŀƭƭȅ ƎƻƻŘ ŀǘ 

identifying the people that do specifically need help or the health professional themselves feel out of 

ǘƘŜƛǊ ŘŜǇǘƘΣ ŀƴŘ ǘƘŜȅ ǿŀƴǘ ǎƻƳŜ ƎǳƛŘŀƴŎŜ ǿƛǘƘ ǘƘƛǎ ǇŜǊǎƻƴΦ {ƻ ƻŦǘŜƴ ǘƘŜȅΩǊŜ ǊŜŀƭƭȅ ƎƻƻŘ ŀǘ ƎƛǾƛƴƎ 

ŀǇǇǊƻǇǊƛŀǘŜ ǇŜƻǇƭŜ ΦΦΦέ  

Clients are seen for an initial consultation (up to an hour) for assessment and planning. KHWPHO 

conducts most of their individual consultations on site whereas NBPHO travels to meet people at 

their GP practice, school or other setting. Consultations may also include family/whanau members. 

At NBPHO the referring health professional is routinely involved, this occurred less often at 

KHWPHO. Involving health professionals supports effective MDT working and builds the capacity of 

the attending health professional as generic and client specific information is explained. 

! ŘŜǘŀƛƭŜŘ ƴǳǘǊƛǘƛƻƴ ŀǎǎŜǎǎƳŜƴǘΣ ōŀǎŜŘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻǾŜǊŀƭƭ ƭƛŦŜstyle and medical conditions, is 

conducted during the individual consultation. The dietitian then assists the patient in the processes 

of goal setting, prioritizing change in dietary behavior and the improvement of specific health 

measurements using motivational interviewing techniques and self management strategies.  

Initial consultations are followed up only as required with a small proportion of clients; reports to 

NPA indicate this is more likely at KHWPHO. As reporting is not consistent between the two services 

it is difficult to establish the degree to which further consultations are provided across the district. 

Different monitoring and reporting also prevents accurately determining the number of Maori 

reached across the district. 

Since inception, increasing demand has been reported for this component of the service. 



 

 

Group Education Sessions 

CNS responds to requests for group education sessions from a variety of organisations and 

community groups. Most of the group education sessions conducted are done in partnership and/or 

collaboration with other non government organisations(NGOs), PHOs and health organisations and 

ŀǊŜ ƻŦǘŜƴ ǎǇŜŎƛŦƛŎŀƭƭȅ ǘŀƛƭƻǊŜŘ ǘƻ ǘƘŀǘ ƎǊƻǳǇΩǎ ƴŜŜŘǎΦ Sessions were often delivered as part of a 

special project or event. Examples include ǘƘŜ мн ǿŜŜƪ ΨCƛǘ ǘƻ [ƛǾŜΩ ǇǊƻƎǊŀƳƳŜΣ ΨDŜǘ /ƻƻƪƛƴƎΩ and 

Ψ²Ŝƭƭ /ƘƛƭŘ ²ŜŜƪΩ.  

Sessions had a management and/or a preventative focus, depending on their audience. As health 

professionals or community health workers often attended with their groups, they also had 

elements of workforce development too. Sessions were delivered in a variety of settings including 

community centres, recreation centres, schools, Marae and supermarkets. 

Session participants and content varied enormously from advising parents on solid foods for babies 

to advising strategies for those cooking on a budget, in need of managing their diabetes or how to 

read and understand food labelling. Please refer to the Data Supplement, Appendix 11 for details of 

group education provision.  

By the end of 2009 at over 134 group sessions involving around 2,500 people were reported across 

the district, although variability in the quantity and quality of monitoring, evaluation and reporting 

of group sessions, makes it difficult to accurately describe the reach and impact across the district. 

Overall, sessions were delivered on request; NBPHO also described a more proactive approach to 

promote the benefits of these sessions and completed formal evaluations; results are included in 

Section 6 of this report. 

Workforce Development 

Workforce development education sessions aim to provide health professionals and other 

community health workers with updated nutrition and dietary information, to support and improve 

the capacity for chronic disease prevention and management in the greater health workforce. The 

CNS generally responded to requests to conduct workforce development sessions by PHO members, 

rest homes, NGOs, health professional associations and education institutes.  

 

By the end of 2009, 36 formal workforce development sessions were reported as delivered across 

the district, the majority in Nelson. KHWPHO believe this is partly a reflection of the type and 

number of health professionals in the region and also the tendency for centralised training to occur 

in Nelson. Please refer to the Data Supplement, Appendix 11 for available details of sessions and 

attendance numbers. Sessions vary from short presentations to full day seminars and again, 

variability in the quantity and quality of monitoring, evaluation and reporting of workforce 

development sessions, makes it difficult to accurately describe the reach and impact across the 

district. Only NBPHO completed any formal session evaluations; results are discussed in section 6 of 

this report 

It is important to note that formal sessions are the most obvious, but not the only, method of 

workforce development; CNS also develops capacity by less formal and indirect methods. Involving 

referrers in client consultations and group education sessions has already been noted but the 

incremental development gained through phone queries, feedback from referral and corridor 

conversations for example, also contributes to nutrition capacity building in the district. Involvement 



 

 

in PHO programmes such as CVD screening and MEND3, also promotes multidisciplinary working and 

learning. 

Resource Development and Dissemination 

The dieticians access and disseminate a range of resources which reflect evidenced based research 

and current best practice; ensuring messages shared are reliable and consistent across the district. 

National guidelines and other tools are used to support their service delivery, amending to local 

requirements as necessary. LƴŘƛǾƛŘǳŀƭǎ ŀƴŘ ƎǊƻǳǇǎ ŀŎŎŜǎǎ /b{ ǊŜǎƻǳǊŎŜǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ 5I.Ωǎ IŜŀƭǘƘ 

Promotion team. 

Where tools and teaching resources have not been available, the dietitians have developed their 

own resources based on the guidelines. Both services provided evidence of the tools they had 

developed.  

άLƴ ŀ ƴǳǘǎƘŜƭƭ ǿŜ ǘǊȅ ǘƻ ōŜ ŀ ƻƴŜ ǎǘƻǇ ǎƘop for nutrition resources whether it is sourcing something 

that already exists or modifying and developing something new for a particular need or developing a 

ƭŜǎǎƻƴ Ǉƭŀƴ ƻǊ tƻǿŜǊtƻƛƴǘΦέ  

At times the two services share their resources for example an update for Plunket developed by 

NBPHO was shared with KHWPHO to present to Plunket in their region. Likewise, the following 

quote illustrates that the dietitian at NBPHO adopted a resource that was developed by a dietitian at 

KHWPHO, and modified it to suit the target group. In addition, during the modification process 

Maori input was taken into consideration, so that final product is acceptable and appropriate for the 

target group.  

ά...one thing that [a ŘƛŜǘƛǘƛŀƴϐ Ƙŀǎ ŘƻƴŜ ƛƴ aŀǊƭōƻǊƻǳƎƘ ƛǎ ǎƘŜ ŘŜǾŜƭƻǇŜŘ Χ όǎhows the evaluator) to go 

alongside the programme ǘƘŜȅ ǿŜǊŜ ŘƻƛƴƎ ǿƛǘƘ DǊŜŜƴ tǊŜǎŎǊƛǇǘƛƻƴΦ ²Ŝ ƭƛƪŜ ǘƘŀǘΣ ōǳǘ ǿŜ ǎŀǿ ǿŜΩǾŜ 

got other opportunities to use this further in terms of the other programs that are going on in terms of 

ǇŀǘƛŜƴǘ ŎŀǊŜ ǇƭŀƴǎΦ ΧhǳǊ aŀƻǊi Diabetes Nurse was really keen to have that developed to allow some 

ǎƻǊǘ ƻŦ ǎǇŀŎŜ ŦƻǊ ƘŜǊ ǇŀǘƛŜƴǘǎ ǘƻ ǿǊƛǘŜ ǎƻƳŜǘƘƛƴƎ ŀōƻǳǘ ǘƘŜƛǊ ōƭƻƻŘ ǎǳƎŀǊ ƭŜǾŜƭǎΦ {ƻ ǘƘŀǘΩǎ ƻƴŜ ǘƘƛƴƎ 

ǿŜΩǊŜ ƭƻƻƪƛƴƎ ŀǘ ŘŜǾŜƭƻǇƛƴƎ ŦǳǊǘƘŜǊΦ .ŀǎŜŘ ƻƴ ώthe ŘƛŜǘƛǘƛŀƴϐΩǎ ƻƴŜ ōǳǘ ǘŀƛƭƻǊƛƴƎ ƛǘ to this region. But 

ŀƭǎƻ ǿŜ ǿŜǊŜ ǇƭŀƴƴƛƴƎ ǘƻ ƎŜǘ ǎƻƳŜ aŀƻǊƛ ƛƴǇǳǘ ƛƴǘƻ ƛǘ ŀǎ ǿŜƭƭΦ {ƻ ǘƘŀǘ ƛǘΩǎ ŀŎŎŜǇǘŀōƭŜ ǘƻ ǘƘŜƳ, and 

ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǘƘŜƳΦέ 

Examples of CNS resources are listed in the Data Supplement, Appendix 9.  

 

CNS is the only independent local professional source of dietetic resource and resource 

developmentΦ ¢ƘŜ 5I.Ωǎ IŜŀƭǘƘ tǊƻƳƻǘƛƻƴ ǘŜŀƳ ŘƛǎǎŜƳƛƴŀǘŜ ǊŜǎƻǳǊŎŜǎ ōǳǘ Řƻ ƴƻǘ ŎǳǊǊŜƴǘƭȅ ŜƳǇƭƻȅ 

a registered dietitian. 

 

The dietitians focus on resources needed for the CNS but also contribute to other resource and 

programme development, for example the development of vascular risk assessments and wider 

health promotion activities of the PHO. 

 

Both CNS are sensitive to the needs of Maori and Pacific Island clients and there is evidence they are 

conscious of the need to develop and deliver nutrition services that are acceptable and relevant.  

  

                                                      
3
 MEND is a programme for youth (aƛƴŘΣ 9ȄŜǊŎƛǎŜΣ bǳǘǊƛǘƛƻƴΧ 5ƻ ƛǘύ 



 

 

4.4 Referral Process  

General practice, hospital and community groups were the most common sources of referrals to the 

CNS.  KHWPHO do not screen referrals, seeing all referred for consultations at least once. The Data 

Supplement Report, Appendix 8 lists referring and associated organisations and their main referral 

requests to CNS, demonstrating the considerable reach of both CNS. Referrals are accepted either in 

written format or made verbally. 

4.5 Evidence of Service Demand  

All 14 interviewees described how they had need for the CNS services. The services required fell into 

three broad areas:  

1. Providing nutritional support to the organisations /providers 

2. Providing support to clients/ patients/ group members  

3. Supporting projects or special events.  

The way the dietitians supported organisations/ providers included the sharing of their expert 

nutritional knowledge with regard to specific patient needs, general dietary advice, in-service 

training, and the development / provision of resources and tools to supplement the resources of 

providers. The dietitians were regularly referred to when their expertise was required to work 

specifically with patients/ clients with complex healthy lifestyle or disease specific needs.  

Documentary evidence of CNS service growth was provided in annual and quarterly reports. The 

following graph (Figure 3) from the Nelson Bays 2009 Annual Report for the CNS demonstrates 

increasing demand for individual consultations. 

 
Figure 3: Number of individual consultations per quarter by age category and gender 

 
 

The dietitians also gave anecdotal evidence of the increasing need for their service supporting 

services in the community, supporting individuals and developing the workforce. 

άWe do get further enquiries from people wanting to up-skill, because they may have been to 

something that either one of us [has run]έ 



 

 

άThe number of different practices referring to us, and the number of different other places referring 

to us is growingέ 

άYeah, there are requests coming through from every level, from increasing the number of people 

ȅƻǳΩǊŜ ǎŜŜƛƴƎ ƛƴ ŀ ŎƭƛƴƛŎ ǘƻ ŘƻƛƴƎ ƳƻǊŜ ƎǊƻǳǇ ǎŜǎǎƛƻƴǎΣ ǘƘǊƻǳƎƘ ǘƻ ŘƻƛƴƎ ƳƻǊŜ ǿƻǊƪŦƻǊŎŜ ŘŜǾŜƭƻǇƳŜƴǘ 

anŘ ƛǘΩǎ ƎǊƻǿƛƴƎ ŀǘ ŀƭƭ ǘƘƻǎŜ ŘƛŦŦŜǊŜƴǘ ƭŜǾŜƭǎΦέ  

Further support for the continued need for the CNS was provided when stakeholders considered the 

effect on CNS of the NPA funding ceasing in June 20104.  All reflected positively on their use of the 

CNS, almost all believed it was meeting their needs and they would have ongoing demand for 

services. 

4.6 Evidence of How Demand was Managed 

The CNS is a free community service that serves the whole region and there is limited staffing FTEs 

to deliver the service, hence both services can become busy at times.  

The dietitians at KHWPHO find it difficult at times with their 1 FTE (job shared) and manage by 

dividing work based on their skills sets, networks and interests. Originally this service managed by 

responding predominantly to requests for consultations (all referred are seen), but has consciously 

managed this demand more recently by allocating a set amount of time each week for consultations. 

This is expected to free up time to engage in more group and workforce development activities in 

the future. 

The dietitians from NBPHO managed their workload demands firstly through communicating with 

service users to ensure realistic expectations and by sharing workloads between themselves as 

appropriate. The stakeholder consultation process undertaken suggested that the primary focus 

should be prevention strategies and early intervention, followed by disease management; principles 

which support management of demand and creation of realistic expectations for users of the 

service. Each dietitian on the team has responsibility for a geographical area and key tasks; however 

there is scope for flexibility to utilize the specific skills and knowledge of each team member as 

required.  

Faced with growing demand the two CNS have responded differently, based on local expectations, 

staffing resource and PHO influence. What appears to work well is the clear setting of expectations 

with referring organisations, communication and flexibility within the teams and awareness of the 

longer term strategic goals of the service. 

4.7 Inter-agency Links and Types of Interactions 

One way to gain an understanding of how a service operates is by looking at the diversity of people 

connecting with and using the service. Interviews and reports show that both CNS work closely with 

a high number and wide variety of services and organisations from the three main sectors; 

community providers and organisations; primary care providers; and the DHB. The working 

relationships CNS have with the key players in the three sectors shows evidence of two-way working 

relationships. Further information about agencies the CNS has engaged with is available in the Data 

Supplement Report, Appendix 8. 
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4.8 Service Reach 

The interviews and documents provided evidence that the CNS is reaching its target populations. 

Both CNS provided evidence of the multitude of ways they are targeting Ψŀǘ ǊƛǎƪΩ ǇŜƻǇƭŜΦ  !ƭƭ ƻŦ ǘƘŜ 

referring sources indicate the majority of their clients fall into one of the following categories; CVD 

risk patients; High need; High need- diabetes; Maori / Pacific; Maori with health issues. Furthermore, 

the NBPHO reports noted the demographics of the individual consultations (ethnic groups and CVD 

categories).  For a comprehensive list of target groups and key players reached by the CNS see the 

Data Supplement Report, Appendix 10. 

Error! Reference source not found.This table summarises the evidence of district wide delivery 

based on reporting and evaluation findings against service specifications. Delivery numbers based on 

CNS reports from service inception to December 2009. 

Table 3: Summary of service reach 

Specified Service Areas Overview from the evidence 

Assessment of clients to determine the 
need for improved nutrition 

Both CNS have undertaken large numbers of individual 
consultations which includes assessment.  Follow up sessions are 
arranged as required. Over 1146 consultations were completed 
by December 2009. 

1. Education of and support for clients 
with a need for improved nutrition 

Achieved through key activities; individual consultations, group 
education sessions, workforce development and resource 
dissemination.   

2. Investigation, establishment, 
running and evaluation of group 
education sessions 

Strong evidence that CNS is delivering. Over 134 sessions were 
delivered to around 2,500 participants by the end of 2009 
Sessions are held on request with content modified to audience 
needs. Evidence of session evaluation has been provided by 
NBPHO.  

3. Communication and liaison with 
referral services 

Many referrals are received by the CNS service, and effective 
communication and feedback processes are reported. The service 
is also connecting and providing dietetic advice to services that 
deal with pregnancy, well child and young people.   

4. Referral to other services as 
appropriate 

Evidence from interviews indicates the CNS make referrals to 
other services appropriate, for example, physical activity 
programmes. The CNS have wide reaching networks with many 
reciprocal relationships.  

5. Consultancy services to other health 
workers to assist them with 
management of patients/clients 

Strong evidence of community services accessing CNS expertise 
on a regular basis for this purpose. This is done on an informal 
basis and also more formally as part of client consultations, group 
sessions and resource development/dissemination. 

6. Input into professional development 
sessions for health workers 

Both CNS have both provided workforce development sessions. 
36 formal sessions were delivered to over 460 participants. 
NBPHO has been very proactive in holding workforce 
development sessions; KHWPHO has used a more informal 
approach to workforce development sessions when requested. 

Professional development also occurs less directly, through 
attending client consultations (standard practice at NBPHO), 
involvement in group sessions, resource development and 
dissemination and informally.  

 



 

 

In summary the service has reached its key target populations across the district by providing a 

range of services in collaboration with primary care, secondary services and a vast range of 

community organisations.  

 

4.9 Reporting Against Contract 
The two CNS are required to provide quarterly reports to their funder (NPA) and also meet regularly 

with the NPA Programme Manager. Both services report on their own templates, which can make 

district wide observations complex. For example NBPHO provided ethnicity data for consultations, 

which identifies the number of Maori accessing the service this way. KHWPHO combines Maori and 

Pacific Island ethnicities into one reporting category.   

 

Quantitative reporting of actual units of delivery from the two CNS is summarised in the tables 

below. Note that NBPHO has around twice the FTE of the KHWPHO service.  

 

Table 4: NBPHO reporting against contract for the period July 2007- December 2009 

NBPHO Individual 

Consultations 

Group Education 

Sessions 

Workforce 

Development Sessions 

Report period Total Number Number of sessions 

(participants) 

Number of sessions 

(participants ) 

Jan 08 ς Mar 08 
none reported 2(10+) 

1 

Apr 08 ς June 08 
70 8 

4 

July 08 ς Sep 08 
53 

9 (186) 4 (51) 

Oct 08 ς Dec 08 
52 3 (36) 

4 (76) 

Jan 09 ς Mar 09 
76 10 (94) 

4 (62) 

Apr 09 ς June 09 
135 4 (87) 

5 (93) 

July 09 ς Sep 09  
135 9(109+) 

4 (68+) 

Oct 09 ς Dec 09 
194 14(127+) plus MEND* 

2 (45) 

Total 715 57 (649+) 28 (395+) 

*  Two sessions per week with 11 participants 

 
 
 
 
 
 



 

 

Table 5: KHWPHO reporting against contract for the period July 2007- December 2009 

KHWPHO Individual 

Consultations 

Group Education 

Sessions 

Workforce 

Development Sessions 

Report period Total Number Number of sessions 

(participants) 

Number of sessions 

(participants ) 

Mar 08- Nov 08 112* 40 (900) 

 

5 

Dec 08 -Feb 09 127* 

 

5 (444 ) 

 

none reported 

Mar 09 - May 09 61* 

 

16 (100+) 3(65) 

June 09 - Aug 09 101 

 

16 (361+ ) 

 

2 

Sep 09 - Nov 09 no data 

 

no data 

 

no data 

Dec-09 30 

 

none reported 

 

none reported 

Total 431 

 

77(1805+) 

 

8 (65+) 

*includes Food With Attitude5 visits 

 

The reported service delivery illustrates that KHWPHO delivery is largely focussed on consultations 

and it reports high numbers of group education sessions but there is less emphasis on workforce 

development sessions. Delivery from NBPHO appears more balanced across these three activities. 

Group education and workforce development sessions may vary hugely in size and scope and it is 

difficult to determine the reach accurately when participant numbers are not always provided. 

These are the most quantifiable aspects of CNS delivery and do not capture all service activities. The 

reports also contain narrative information; this has improved over time with more evidence 

presented, particularly by NBPHO, as the contract has become established. The two CNS reports vary 

in the quantity and quality of reporting. 

 

  

                                                      
5
 Food With Attitude is a year long programme for children with weight issues whose family receive dietitian 

input and family visits. 



 

 

4.10 Enablers and Barriers to the Implementation of the CNS Service 

This section reports on the thematic analysis of the perceptions of CNS dietitians, community 

stakeholders and key stakeholders who were questioned about the enablers and barriers to the 

implementation of the CNS service. The following diagram (Figure 4) presents an overview of the 

enablers and barriers that will be presented in the sections that follow.  

 
Figure 4: Overview of enablers and barriers 

 

Factors identified as enablers for the successful implementation of CNS 

This section presents an overview of the perceptions of the dietitians and community providers on 

factors that enable the success of the programme and identifies areas of service strength. The main 

themes that were identified are: Structure; Philosophy; Relationships; Accessibility; and Dietitian 

attributes.  

Supportive structures  

The PHO structure assists the CNS to function, especially the community links and support systems 

the PHOs have developed. The dietitians believe they have efficient and effective processes. The CNS 

flexibility has been noted as a particularly useful enabler as it allows the dietitians freedom in how 

they work and how they prioritise their workloads. 

ά[GP] being able to pick up the phone and refer a patient over to the dietitian or if there is a distance 

to travel, then there is the ability to spend a few hours at the destination and see a few patients.έ 



 

 

Underlying philosophy  

The Primary Health Care Strategy that underpins the PHO strategic plan is seen an important guide 

for the dietitianΩǎ approach to their service. The dietitians believe that HEHAΩs6 focus on nutrition 

and physical activity in particular has directed them to take nutrition to another level, and not just 

do clinical consultations ŀƴŘ ǘƘƛǎ Ƙŀǎ ōŜŜƴ ŦǳǊǘƘŜǊ ǎǳǇǇƻǊǘŜŘ ōȅ bt!Ωǎ ŀǇǇǊƻŀŎƘΦ  

άώ²ƛǘƘϐ bt!Σ ǿŜΩǊŜ ŀƭǊŜŀŘȅ ǘƘŜǊŜΣ ǘƘƛǎ ƛǎ ǘƘŜ ƻƴƭȅ ǿŀȅ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ Ǝƻ ƛƴǘƻ ǘƘŜ ŦǳǘǳǊŜ ... by 

ŘŜǾŜƭƻǇƛƴƎ ƻǳǊ ŎƛǘƛȊŜƴǎΩ ǎƪƛƭƭǎ ŀƴŘ ƪƴƻǿƭŜŘƎŜΦέ   

As a consequence of having the freedom, guidance and support to do things differently the dietitians 

have set up their service to work with providers as well as patients and groups of patients. A 

Ψ²ŜƭƭƴŜǎǎΩ κ ƘƻƭƛǎǘƛŎ ƳƻŘŜƭ ƻŦ ŎŀǊŜ ǳƴŘŜǊƭƛƴŜǎ Ƙƻǿ ǘƘŜȅ ǿƻǊƪ ǿƛǘƘ ǘƘŜ ŎƭƛŜƴǘǎ ǘƻ ŎƻƳŜ ǳǇ ǿƛǘƘ ŀ 

health plan or solution instead of telling the patients what they should and should not do.  

ά!ƴŘ ƛǘΩǎ ŀ ǊŜŀƭƭȅΣ ǊŜŀƭƭȅ ǳǎŜŦǳƭ ƭŜǾŜǊ ŦƻǊ ǘƘŀǘ ǎŜƭŦ-management and self responsibility behaviour, which 

both our dietitians are really good at.έ   

Further, CNS works in a different way with health providers and both PHOs have set up systems to 

enable workforce development to occur whilst individual consultations are occurring. In particular 

one representative of NBPHO stated the following: 

άA dietitian will come and work in your building but only if one of you, either doctor or nurse, is in the 

[consulting] room.... it is now seen as a very good model of care.  I remember the day one of the 

dietitianǎΣ ǎŀƛŘ ǘƻ ƳŜΣ ŀ ƴǳǊǎŜ ŎŀƳŜ ǳǇ ǘƻ ƘŜǊ ŀƴŘ ǎŀƛŘΣ άL ǎŀǘ ǿƛǘƘ ȅƻǳ ǘƘŜ ƻǘƘŜǊ ƴƛƎƘǘΣ L ƴow know why 

ȅƻǳ ŘƛŘ ǎƻƳŜǘƘƛƴƎ ŀƴŘ LΩƭƭ Řƻ ǘƘŀǘ ŀƎŀƛƴ ƛƴ ǘƘŜ ŦǳǘǳǊŜέΦ  hƴŎŜ ǘƘŀǘ ƳŜǎǎŀƎŜ ǿŀǎ ǇŀǎǎŜŘ ŀǊƻǳƴŘ ǘƘŜ 

ƴǳǊǎŜǎΣ ώǘƘŜ ŘƛŜǘƛǘƛŀƴΩǎϐ ŎŀǎŜƭƻŀŘ ŀƴŘ ǊŜǉǳŜǎǘǎ ŦƻǊ ŀǎǎƛǎǘŀƴŎŜ ƘǳƎŜƭȅ ƛƴŎǊŜŀǎŜŘΦέ   

Finally interviewees shared how important it was that they are giving out consistent nutrition 

knowledge to the community.   

άLǘΩǎ ǊŜŀƭƭȅ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ ǿŜ ŀǊŜ ŀƭƭ ƎƛǾƛƴƎ ǘƘŜ ǎŀƳŜ ƳŜǎǎŀƎŜΦέ 

Relationships 

All dietitians and stakeholders spoke of the importance of relationships be they collegial with their 

peers in secondary services or in their community regions.  Both CNS recognise that their well-

established long-term working relationships and networks with the wider community enable the 

implementation of the CNS. They have also worked to establish and maintain relationships with 

Maori health groups. The stakeholders also reported that a good working relationship facilitates 

communication in the community. The dietitians are known and trusted to provide quality nutrition 

support when they were asked to.  

άΨL ǘƘƛƴƪ ǘƘŜȅ ŀǊŜ ǾŜǊȅ ŎƭŜǾŜǊ ŀǘ ǿƘŀǘ ǘƘŜȅ Řƻ ƛǎ ǘƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ǘǊȅ ŀƴŘ ǎŜƭƭ ƴǳǘǊƛǘƛƻƴ ŀƴŘ ǇƘȅǎƛŎŀƭ 

activity ... they do it in little blocks, they are building a really good foundation and credibility. Because 

in a little community like this, you know, if you lose your credibility then you might as well go home. 

!ƴŘ ǎƻ ǘƘŜǎŜ Ǝǳȅǎ ŀǊŜ ǊŜŀƭƭȅ ǾŜǊȅ ƎƻƻŘΧέ 

While acknowledging there were no Maori dietitians, service providers reported that they refer 

Maori to the CNS for both one-to-one and group education sessions and they felt that the service 
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  Healthy Eating Healthy Action (HEHA) is the Ministry of Health's strategic approach to achieving healthy 

weight for all by improving nutrition and increasing physical activity. 



 

 

was culturally appropriate. Examples of how cultural appropriateness is enhanced included engaging 

with Maori using visual and interactive approaches after consulting with a Maori Nurse.  Others 

reported dietitians making home visits to see Maori whanau. Furthermore, the KHWPHO dietitians 

met monthly with the Maori Health Group to talk about new clients.  

Accessibility 

All stakeholders shared how available and easy it is to access the service. Thus clients are seen in a 

timely manner and at more convenient meeting places or venues. Ease of referral processes was 

also appreciated.  

ά¢ƘŜȅ ŀǊŜ ǊŜŀŘƛƭȅ ŀǾŀƛƭŀōƭŜΤ ǘƘŜȅ ƻŦŦŜǊ ŀŘǾƛŎŜ ǿƘŜƴ ȅƻǳ ŀǎƪ ŦƻǊ ƛǘΦ ¢ƘŜȅ ŀǊŜ ǾŜǊȅ ƪƴƻǿƭŜŘƎŜŀōƭŜ ŀƴŘ 

ǊŜŀƭƭȅ ŀǇǇǊƻŀŎƘŀōƭŜΦέ 

The dietitians were responsive and reactive to the needs of participants from the community, and 

the education sessions delivered were participant-driven.  

ά¢ƘŜȅ ŀǊŜ ƭŜŘ ōȅ ǿƘŀǘ ǘƘŜ ƎǊƻǳǇ ǿŀƴǘǎΧ!ƴŘ ȅƻǳ ƪƴƻǿ ƛǘΩǎ ŀ ƘǳƎŜ ǇŀǊǘ ƻŦ ǘƘŜ tŀŎƛŦƛŎ ŀƴŘ aŀƻǊƛ 

community they want to know about food because they love food and the girls know that. They talk 

about the things that they eat and we talk about that, what can we change, what can we do to make 

it easier, what ƻǘƘŜǊ ŦƻƻŘǎ ǿƻǳƭŘ ȅƻǳ ƭƛƪŜΦέ 

CNS team mŜƳōŜǊǎΩ personal attributes 

Analysis revealed that there were several personal attributes the dietitians, as individuals or teams, 

had that enabled the service to be implemented. In particular interviewees spoke about them being 

passionate, approachable, proactive and positive. Dietitians are also friendly, supportive and realistic 

in their dealings in the community.  

 άL ǘƘƛƴƪ ƻƴŜ ƻŦ ǘƘŜ ōŜǎǘ ǘƘƛƴƎǎ ƛǎ ǘƘŀǘ ǎƘŜ Ƙŀǎ ŀ ǊŜŀƭƛǎǘƛŎ ŀǘǘƛǘǳŘŜ ŀōƻǳǘ ŘƛŜǘ ŀƴŘ ŦƻƻŘ ǇƭŀƴƴƛƴƎΤ ƛǘΩǎ ƴƻǘ 

ΨǘƘƻǳ ǎƘŀƭƭ ƴƻǘΩΣ ƛǘΩǎ ŀōƻǳǘ Ƙƻǿ ǿŜ ŎƻǳƭŘ ōŜǎǘ ƪŜŜǇ ȅƻǳ ƘŜŀƭthy type of thing which I think is very much 

ǾŀƭǳŜŘ ōȅ ǇŜƻǇƭŜ ǿƘƻ Řƻ ǘƘŜ ŎƭŀǎǎŜǎΦέ  

Further people shared how they were willing to work collaboratively to share knowledge/  

information and how creative they were about making the programme interesting.  

Factors Identified as Barriers for the CNS 

This section presents a discussion on the perceptions of the dietitians and community providers 

about the barriers or challenges to the success of the programme and indicates areas for 

improvement. 

The risk of funding not continuing 

At an executive level there is concern as to whether ongoing funding will be available for CNS after 

the contract finishes in June 20107. The evaluation team was informed that neither PHO have the 

funds to service the contract, yet both recognise the value of the programme for their region. When 

asked for their opinion about CNS funding, all stakeholders consulted want the service to continue, 

and believed it is best provided in the community within the PHO setting.  
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Workload demands 

As mentioned in the previous section there is a demand for CNS and it continues to grow, but with 

this success has come the challenges of servicing this growth. As one would expect this has resulted 

in time constraints, and the dietitians facing competing priorities.  

 άNone of the [CNS] objectives is harder to achieve than any of the others, but they are all likely to be 

ŎƻƳǇǊƻƳƛǎŜŘ ōȅ ƭŀŎƪ ƻŦ ǘƛƳŜέΦ 

There are also new initiatives, e.g. MEND8 and CVD screening programmes, which address key CNS 

objectives; focusing on them comes at the risk of other equally important programmes being 

compromised, due to limited staff hours to do both effectively. This is further complicated as there 

are not enough dietitians available to serve the region; one PHO was unable to fill all its FTE 

allocation for a period of time. Further there are no Maori or Pacific Island dietitians in the region.  

One off consultations versus longer term education sessions 

Aware that best practice evidence about adult learning and health promotion requires the sessions 

be run over a period of time rather than a one off education session, dietitians have occasionally 

ŜƴŎƻǳƴǘŜǊŜŘ ŀ ΨǘƛŎƪ ŀ ōƻȄΩ ƳŜƴǘŀƭƛǘȅ ǿƛǘƘ ǊŜƎŀǊŘ ǘƻ ǘƘŜƛǊ ƛƴǇǳǘ ǊŀǘƘŜǊ ǘƘŀƴ ƭƻƻƪƛƴƎ ǘƻ ƎŜǘ ōŜǎǘ ǾŀƭǳŜ 

from training.   

Service expectations  

Initial needs assessment revealed service users expectations were greater than CNS was able to 

deliver. Communication with the wider stakeholder group has allowed all to understand the CNS 

staffing limitations. 

ά¢ƘŜ ŎƘŀƭƭŜƴƎŜ ǿŀǎ ǘƘŀǘ ŜǾŜǊȅƻƴŜ ƘŀŘ ǎǳŎƘ ŘƛŦŦŜǊŜƴǘ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜΧ ǘƘŜȅ ŀƭƭ ǘƘƻǳƎƘǘ ǘƘŀǘ 

ǘƘŜƛǊ ƭƛǘǘƭŜ ǇƛŜŎŜ ƻŦ ǘƘŜ ǇƛŜ ǿŀǎ ƎƻƛƴƎ ǘƻ ōŜ ƛƴ ǘƘŜǊŜ ŀƴŘ ǿŜ ŎƻǳƭŘ ōŜ ŜǾŜǊȅǘƘƛƴƎ ǘƻ ŜǾŜǊȅƻƴŜΦέ 

Readiness to engage in healthy behaviour change 

Interviewees noted that one target population (younger people) is difficult to reach. They recognise 

promoting healthy behaviours can be difficult as those in this group do not often perceive they have 

a need. 

Need to balance chronic disease management with prevention sessions 

The dietitians shared how they find it difficult to find a balance between the chronic disease 

management and prevention components of their roles. Also service users focus on referrals for 

disease management more often than prevention.  

ά¸ŜŀƘΣ ǘƘŜ ǇǊŜǾŜƴǘƛƻƴΣ ǘƘŜȅ ǊŜŀƭƭȅ ǿanted us to focus on the prevention. But then the requests they 

ƎƛǾŜ ǳǎ ŀǊŜ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘ ŜƴŘΦ Χ²Ŝ ƴŜŜŘ ǘƻ ǇǳǎƘ ǘƘŀǘ ǇǊƻŀŎǘƛǾŜ ǎƛŘŜ ƻŦ ǿƻǊƪŦƻǊŎŜ ŘŜǾŜƭƻǇƳŜƴǘ 

ŀƴŘ ŜŀǊƭȅ ǇǊŜǾŜƴǘƛƻƴΦέ 

Lacking a multi-disciplinary team approach 

The dietitians realise the value of having a Multidisciplinary team (MDT) approach (for example 

having a psychologist as part of the team), in practice this has been difficult at times; availability has 
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also been an issue at KHWPHO to date. CNS attempts to fill gaps from within the community but find 

it time consuming.    

 άΧ ŜǾƛŘŜƴŎŜ ǎƘƻǿǎ ǘƘŀǘ ǎǳŎŎŜǎǎŦǳƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀǊŜ ōŀǎŜŘ ƻƴ ǎŜƭŦ ƳŀƴŀƎŜƳŜƴǘ ǇǊƛƴŎƛǇƭŜǎΣ ŀǊŜ Ƴǳƭǘƛ-

disciplinary and of long duration. We have to work within the possibilities, limitations and available 

funding of the heŀƭǘƘ ǎȅǎǘŜƳ ŀƴŘ ǘƘƛǎ ǊŜŀƭƛǘȅ ŘƻŜǎ ƴƻǘ ŀƭǿŀȅǎ ǊŜŦƭŜŎǘ ōŜǎǘ ŜǾƛŘŜƴŎŜΦέ 

Other barriers  

There were a few other barriers noted such as some members of the community still have the 

misconception that dietitians are the food police, and this can impact negatively on their desire to 

engage with CNS.  Also a few service users would prefer the CNS to be located closer still to the 

populations they service. Having adequate administrative support has been an issue in the past for 

KHWPHO.  

Summary of Enablers and Barriers to CNS Service Delivery 

Describing the process has revealed a strong and growing demand for CNS services; key enablers and 

relatively few barriers to delivering a service which has reached a considerable number of people 

across the district, servicing their very diverse needs. Emerging themes are discussed below: 

Working with and through others 

Both services are aware of the importance of working with other health providers as part of a wider 

team to promote and facilitate better health services for the community. A multidisciplinary team 

approach to health promotion is evidenced based and will strengthen CNS delivery options. There is 

a commitment to a MDT approach within the PHOs and it is hoped this will allow for appropriately 

qualified health professionals from appropriate disciplines, such as psychology to work with the 

dietitians.  

Delivering to Maori 

Both services recognised the importance of being culturally appropriate to facilitate work with Maori 

clients/whanau and health workers. However, programme reports appear to show the CNS are 

seeing fewer Maori patients in proportion to the prevalence of health issues of Maori. It may be that 

this population are being seen by Maori health providers and do not need specialist dietetic 

assessment, reports are not accurately recording Maori ethnicity, or that Maori are less likely to 

present themselves to health care services and hence less likely to be identified as needing 

assistance and being referred to the CNS.  

Therefore, to ensure excellent reach across Maori, other than encouraging all Maori health providers 

to refer patients who might benefit from nutrition support, it is important for CNS to ensure they are 

providing a service that is culturally acceptable to this population. Other ways of identifying Maori 

patients who are at high risk should be explored; district wide CVD and diabetes screening and 

encouraging hospital staff to refer discharged Maori patients in the target group, may help achieve 

this.  

Demand Management  

Given that both services have limited dietitian hours available to deliver core CNS services and that 

the demand for service is growing, it is important to prioritise the limited CNS time available so that 



 

 

other health providers can provide more nutritional support, and only those with complex needs 

requiring individual consultations are referred to dietitians. It is recommended, where this is not 

happening, that an increased focus is put on workforce development to build the nutrition capacity 

in the region, so that an increased number of health professionals and other community workers, 

such as the unregulated workforce in community support and food service roles, can provide 

nutrition support in the community. This has the potential to free up the dietitians to focus on 

consultations with clients with more complex requirements and provide mentoring support to 

health professionals and community workers who have received training.  

There is a need for both services to increase staffing FTE levels to meet demand, if the current 

growth of 1:1 consultations is continued unchecked, particularly by KHWPHO. It should be expected 

ǘƘŀǘ ŀ ΨǘƛǇǇƛƴƎ ǇƻƛƴǘΩ ǿƛƭƭ ōŜ ǊŜŀŎƘŜŘ ǿƘŜǊŜōȅ ƻǘƘŜǊ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ƛƴ ǘƘŜ ŘƛǎǘǊƛŎǘ ŀǊŜ ŀōƭŜ ǘƻ 

independently utilise their new skills and knowledge, thus becoming less dependent on CNS for 

more routine enquiries. This may be starting to happen but is mitigated by general staff turnover 

and new sources of referrals 

The KHWPHO reportedly reached a smaller range of health professionals and providers for 

workforce development. If this reflects the reality, the KHWPHO could proactively approach groups 

of health professionals or providers who might appreciate the opportunity for workforce 

development on nutrition, instead of mainly responding to service requests which is reliant on 

awareness of the CNS services. KHWPHO is aware the introduction of a CVD screening programme, 

and its associated training needs, will provide the impetus for a more proactive approach. 

Strategic aims 

For CNS to continue and go on to achieve all it has the potential to, there is a need to set clear 

priorities by funders linking service delivery to the longer term population health goals, otherwise 

there may be pressure to increase  actual or proportional resources to cover service demand for 

individual consultations. Further, balancing chronic disease management with the prevention 

components of the service requires the strategic goals of the service to be reflected in operational 

planning and perhaps targets, to allow time and support for the dietitians to develop and assist in 

the implementation of lifestyle courses.  

Monitoring, reporting and evaluation 

Variability in service monitoring, reporting and evaluation is evident, with NBPHO providing greater 

quality and quantity of information. Ideally, as a district wide intervention, both CNS could follow the 

same template, allowing for reporting of service delivery and ǇŀǘƛŜƴǘǎΩ demographic details in a 

consistent manner to the funder.  

 

  

 



 

 

5. Short Term Outcomes, Benefits and Value of the Service 

This section provides a summary of the evidence for the success of CNS beginning with a list of the 

CNS key achievements. The findings are presented by ΨǘŀǊƎŜǘ ƎǊƻǳǇΩΤ ǇŜƻǇƭŜ ƛƴ ƴŜŜŘ ƻŦ ŎƘǊƻƴƛŎ 

disease management, people at higher risk needing lifestyle education; and workforce. Findings in 

relation to outcomes, satisfaction, and benefits are presented for each of these target groups.  

 The outcomes represent short term outcomes only and highlight findings provided from an analysis 

of the available reports and interviews. Client satisfaction is an integral aspect of outcome 

evaluation and can inform decision making processes for planners and funders. In particular the 

following questions guided this section of the evaluation: 

 How satisfied are the users (both health providers and the public) with CNS? 

 What evidence is there of benefits? 

 Are health providers utilising the knowledge gained? 

5.1 Key Achievements 

The following are key CNS achievements: 

 .ƻǘƘ ǎŜǊǾƛŎŜǎ ŎƻƳƳŜƴŎŜŘ ƛƴ нллт ŦǊƻƳ ΨǎŎǊŀǘŎƘΩ ŀƴŘ ŘŜǾŜƭƻǇŜŘ ƛƴǘƻ Ŧǳƭƭȅ ŦǳƴŎǘƛƻƴƛƴƎ 

community based dietary services that are fully utilised by health providers.    

 The NBPHO CNS has been awarded the overall winner of the Sept 2009 Inaugural Nelson 

Marlborough District Health Board Health Quality and Innovation Awards (HQ&IA), for their 

outstanding achievement in the area of collaborating for Health Improvement. CNS was 

recognised as a service that could be reproduced elsewhere. 

 Another achievement for both CNS is the effort they put into investigating, planning and 

bringing the MEND programme into the community. MEND is an evidence-based programme for 

children whose weight is above the healthy range for their age and height, the programme helps 

children and families manage their weight better and leads to healthier lives.  

 The CNS are working with a wide variety of services and providers in their regions. These 

services and organisations sought the CNS for various reasons; including consultations, advice 

and support and programme development.  

 

Further, CNS is firmly embedded in a structure which facilitates the provision of holistic support and 

wellness for target groups. 

5.2 Outcomes for People in Need of Chronic Disease Management  

Evidence of outcomes  

As a wellness focussed service no quantifiable measures of change are collected or reported by CNS 

for individual clients. Evidence collected by the evaluation team (from interviews) relates to 

customer satisfaction. NBPHO has also provided data from formal evaluation of group sessions.  



 

 

Satisfaction with service received 

Individual consultations 

{ƻƳŜ ǎǘŀƪŜƘƻƭŘŜǊǎ ǎǇƻƪŜ ŀōƻǳǘ ǘƘŜƛǊ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ǇŀǘƛŜƴǘǎΩ ǎŀǘƛǎŦŀŎǘƛƻƴ ǿƛǘƘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ 

consultation services received. There was consensus that most patients referred to the CNS were 

satisfied with the service received:  

άDŜƴŜǊŀƭƭȅ ǇŀǘƛŜƴǘǎ ŀǊŜ ǾŜǊȅ ǎŀǘƛǎŦƛŜŘ ŀƴŘ ŀǇǇǊŜŎƛŀǘƛǾŜ ƻŦ ǘƘŜ /ƻƳƳǳƴƛǘȅ bǳǘǊƛǘƛƻƴ {ŜǊǾƛŎŜΦέ  

ά/ƭƛŜƴǘǎ ǘƘŜƳǎŜƭǾŜǎ ŀǊŜ ǾŜǊȅ ǎŀǘƛǎŦƛŜŘ ǿƛǘƘ ǘƘŜ ǎŜǊǾƛŎŜΦέ  

Moreover, stakeholders reported that families were happy with the service received; especially the 

continuity provided by having the same dietitians involved with the patient. 

άGenerally what happeƴǎ ƛǎ ΦΦ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŘƛŜǘƛǘƛŀƴ ƎƻŜǎ ǘƻ ǎŜŜ ǘƘŜƳ Χ  ǘƘŀǘ ǎŀƳŜ ǇŜǊǎƻƴ ǿƛƭƭ 

Ŧƻƭƭƻǿ ǳǇ ŀƴŘ ōŜ ǿƛǘƘ ǘƘŀǘ ŦŀƳƛƭȅΦ L ǘƘƛƴƪ ǘƘŀǘΩǎ ŀ ǊŜŀƭƭȅ ƛƳǇƻǊǘŀƴǘ ǘƘƛƴƎΦ ΧΦΦ ǎƻ ǘƘŀǘ ŦŀƳƛƭȅ Ƙŀǎ ŀ ƎƻƻŘ 

relationship just with that one person ŀƴŘ Ŏŀƴ ǘǊǳǎǘ ǘƘŀǘ ǇŜǊǎƻƴΦέ  

ά¢ƘŜ ŘƛŜǘƛǘƛŀƴǎ ǘǊŜŀǘ ŜǾŜǊȅ ŦŀƳƛƭȅ ŎŀǎŜ ōȅ ŎŀǎŜ ŀƴŘ ǘƘŜȅ ŀǊŜ ǾŜǊȅ ŦƭŜȄƛōƭŜΦέ  

However, no data was collected directly from individual patients to substantiate these perceptions. 

Group sessions 

The Data Supplement report provides in depth information about the evaluations of the group 

sessions from the NBPHO.  

The evaluation of these sessions was a useful way of obtaining information on the outcomes of the 

sessions.  For example, the diabetes group education sessions held in Nelson were evaluated by 

means of a pre- and post- survey which showed that immediately after the session participants 

understood the role of food in the management of diabetes and understood how to read food labels 

better than before the course. However, this increase in the level of understanding does not 

necessarily imply knowledge retention and behaviour change. Also some participants reported that 

they would like more time for the nutrition information and label reading, which indicates the 

limitation of one-off learning situations.  

Benefits 

Factors that were mentioned as benefits for people with chronic disease who needed assistance 

with their management include being more receptive and motivated due to CNS accessibility (no 

cost, reduced or nil distance, familiar clinic, easy referrals) and immediacy. 

 άWhereas the scene here is so familiar they are far more receptive to the community dietitians than 

ƘƻǎǇƛǘŀƭ ŘƛŜǘƛǘƛŀƴǎΦέ 

ά{ƘƻǊǘ ǘŜǊƳ Ǝŀƛƴǎ ŦƻǊ ǇŜƻǇƭŜ ǿƘƻ ŀǊŜ ƳƻǘƛǾŀǘŜŘ ŀƴŘ ǊŜŀŘȅ ǘƻ ŎƘŀƴƎŜΣ ŘƛŜǘƛǘƛŀƴǎ ŀǊŜ ǘƘŜǊŜ ǘƻ Řƻ 

something with them. AƴŘ ƴƻǘ ƘŀǾŜ ǘƻ ǿŀƛǘ ŦƻǊ ƳƻƴǘƘǎ ŀƴŘ ƭƻǎŜ ǘƘŜƛǊ ώƳƻǘƛǾŀǘƛƻƴϐΦέ  

άLǘΩǎ ǎƻ Ŝŀǎȅ ǘƻ ŎƻƴǘŀŎǘ ƘŜǊΣ ŀƴŘ ƛǘΩǎ ǎƻ Ŝŀǎȅ ǘƻ ƎŜǘ ǎŜǘ ǳǇ ŀƴ ŀǇǇƻƛƴǘƳŜƴǘΣ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘ Ƨǳǎǘ ƳŀƪŜǎ ŀ 

huge difference instead of just sending letters of in triplicate and not knowing whetheǊ ǘƘŜȅΩve been 

ǊŜǎǇƻƴŘŜŘ ǘƻ ƻǊ ƴƻǘΦέ 



 

 

At times the patients with chronic conditions have had group sessions and the benefits for them 

include their realisation that they are not alone, and can get support from their peers, and learn 

what questions to ask in a trusting environment. 

5.3 Outcomes for People Ψat riskΩ in need of Prevention and Lifestyle Sessions  

Evidence of outcomes 

Evidence collected by the evaluation team (from interviews) relates to customer satisfaction. NBPHO 

has also provided data from formal evaluations of several group sessions and KHWPHO from one.  

Satisfaction with service received 

Feedback from group sessions such as ΨHealthy LǳƴŎƘŜǎΩ ŘŜƳƻƴǎǘǊŀǘŜŘ participants gained 

knowledge, handouts were very good, and the session presentation and presenter style received 

good ratings.  

Service users noted community programmes are really popular with the patients.  

ά¦ƴƭƛƪŜ ǇǊŜǾƛƻǳǎ ŜȄǇŜǊƛŜƴŎŜΣ ǘƘŜȅΩǾŜ ŀŎǘǳŀƭƭȅ ǿŀƴǘŜŘ ǘƻ Ǝƻ ŀƴŘ ǘƘŜƴ ŎƻƳŜ ōŀŎƪ ŀƴŘ ƎƛǾŜƴ ǳǎ ǇƻǎƛǘƛǾŜ 

feedback at the end of it, which is really, really good and mŀŘŜ ǎƻƳŜ ǊŜŀƭƭȅ ƎƻƻŘ ŎƘŀƴƎŜǎέ  

Feedback from one person touches on the need for an ongoing mentor which is not addressed 

under the current structure of CNS.  

άtŜǊǎƻƴŀƭƭȅΣ L ƴŜŜŘ ǎƻƳŜƻƴŜ ǘƻ ǿƻǊƪ ǿƛǘƘ ƳŜ ǊŜƎǳƭŀǊƭȅ ǘƻ ŜƴǎǳǊŜ L ŀƳ ŀŎƘƛŜǾƛƴƎ ŀ Ǝƻŀƭέ 

More detail on service user satisfaction with the NBPHO service is provided in the Data Supplement 

report, appendix 13. 

Benefits 

CNS raises awareness of healthy eating so that the community can learn about healthy lifestyle 

options. 

ά¢ƘŜ ŎƻƳƳǳƴƛǘȅ ƛǎ ƎŜǘǘƛƴƎ ŜŘǳŎŀǘŜŘ ƻƴ ƳŀƪƛƴƎ ƘŜŀƭǘƘƛŜǊ ŀƴŘ ǇǊŀŎǘƛŎŀƭ ŎƘƻƛŎŜǎ ǿƛǘƘ ǘƘŜƛǊ ŦƻƻŘΦέ  

 άLǘΩǎ ƴƻǘ Ƨǳǎǘ ŀ ŦƻŎǳǎ ƻƴ ŦƻƻŘΣ ƛǘΩǎ ŀ ŦƻŎǳǎ ƻƴ ǘƘŜ ōŀƭŀƴŎŜ ƻŦ ǉǳŀƭƛǘȅ ƭƛŦŜ ŀƴŘ ǘƘŜȅ have surely portrayed 

ǘƘŀǘΦέ 

5.4 Outcomes related to Workforce Development 

Evidence of outcomes 

The dietitians from both CNS provided input into the development of an education programme so 

that other providers can deliver education sessions themselves (e.g. ΨGet CookingΩ for KHWPHO and 

for a Maori health provider in NBPHO). 

An informal working group called the Early Child Health Opportunity (ECHO) has been formed with 

experts from nutrition, public health, active movement, health promotion and oral health. The 

dietitian from KHWPHO is a member of the ECHO group and she keeps the working group up-to-date 

with nutrition information. 



 

 

Three stakeholders from Nelson and two from Marlborough explicitly mentioned that they utilise 

the resources developed and provided by the CNS.  The CNS have advised on the development of 

guidelines; and the development and implementation of weight management programme.  

A considerable number of resources have been developed, more detail is provided in the Data 

Supplement Report, Appendix 9. 

Satisfaction with the service received 

This section ŦƻŎǳǎŜǎ ƻƴ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΩ ƭŜǾŜƭ ƻŦ ǎŀǘƛǎŦŀŎǘƛƻƴ ŀƴŘ ǇǊƻǾƛŘŜǊǎ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻƴ 

the quality of the CNS and the likelihood of the knowledge they have gained being utilised.  

All 16 stakeholders from primary health and community providers revealed that they are very 

satisfied with the CNS.  

 ά±ŜǊȅ ǇƻǎƛǘƛǾŜΦ ¢ƘŜ ōŜǎǘ ǿŜΩǾŜ ƘŀŘ ŦƻǊ ŀ ƭƻƴƎ ǘƛƳŜΦέ  

 άмлл ǇŜǊŎŜƴǘΦ LΩǾŜ ƴŜǾŜǊ ŀǎƪŜŘ ŦƻǊ ǎƻƳŜǘƘƛƴƎ ŀƴŘ ƴƻǘ ƘŀǾŜ ƛǘ ŘŜƭƛǾŜǊŜŘΦέ  

άL ŀƳ ǾŜǊȅ ǎŀǘƛǎŦƛŜŘ ŦƻǊ ǘƘŜ ǎǳǇǇƻǊǘ L ǇŜǊǎƻƴŀƭƭȅ ƴŜŜŘΣ ƭƛƪŜ ōŜƛƴƎ ŀōƭŜ ǘƻ ŀǎƪ ǉǳŜǎǘƛƻƴǎ ŀƴŘ ǘƘƛƴƎǎέ 

Another source of satisfaction for interviewees was that dietitians are responsive and collaborative.  

 ά{ƘŜ ƛǎ ƛƴŎǊŜŘƛōƭȅ ŀǇǇǊƻŀŎƘŀōƭŜΗ LǘΩǎ ǿƻƴŘŜǊŦǳƭΤ L Ŏŀƴ ǊƛƴƎ ƘŜǊ ŦƻǊ ŀƴȅǘƘƛƴƎΦ !ƴŘ L ǘƘƛƴƪ ŀƴȅ 

sǳƎƎŜǎǘƛƻƴǎ ǘƘŀǘ ǿŜ ƘŀǾŜ ǎƘŜ ǿƛƭƭ ōŜ ǾŜǊȅ ƻǇŜƴ ǘƻΣ ŀƴŘ ǿƛƭƭ Řƻ Ƴƻǎǘ ǘƻ ƳŀƪŜ ƛǘ ǿƻǊƪΦέ  

 άLǘΩǎ Ƨǳǎǘ ǎƻ ǊŜŦǊŜǎƘƛƴƎ ǘƻ ǳǎ ǘƻ ƘŀǾŜ ǘƘƛǎ ŘƛŜǘƛǘƛŀƴ ǎƻ ŀǾŀƛƭŀōƭŜ ǎƻ ǳǇ ǘƻ ŘŀǘŜ ŀƴŘ ǎƻ ǿƛƭƭƛƴƎ ǘƻ ǿƻǊƪ ǿƛǘƘ 

us and you know when we set up the course we sit down together and decide which dates we will have 

ƛǘ ǿƛǘƘ ǘƘŜƳΣ ǿƛǘƘ ǘƘŜ tIh ŘƛŜǘƛǘƛŀƴǎΣ ŀƴŘ ǿƘŜǊŜ ǿŜ ǿƻǳƭŘ ƘŀǾŜ ǘƘŜƳΦ LǘΩǎ Ƨǳǎǘ ƴƻǘ ǳǎ ŀƴŘ ǘƘŜƳΤ ƛǘΩǎ ŀƭƭ 

ǿƻǊƪƛƴƎ ǘƻƎŜǘƘŜǊΣ ǎƻ ƛǘ Ƨǳǎǘ ƳŀŘŜ ƛǘ ǎƻ ƳǳŎƘ ŜŀǎƛŜǊ ŦƻǊ ǳǎΦ {ƻ L ǿƻǳƭŘ ǎŀȅ мл ƻǳǘ ƻŦ мл ŦƻǊ ƛǘΦέ 

Evaluation data was provided from a variety of workforce development sessions on topics such as; 

diabetes and the older person; a paediatric study day for nurses, childhood obesity; nutrition 

guidelines 0 to 2 year olds for Plunket and Well Child staff; nutrition in pregnancy for LMCs and ante-

natal providers, and Aged care for Nurses - nutrition for 60+ age group.  In general, the health 

providers were mostly satisfied with the presentation and sessions were rated as very good, 

interesting and informative. However in some instances they noted some components of sessions 

were only partly relevant to them. Groups such as Plunket reported it was good to have the update 

on nutrition guidelines and the resources (handouts and DVD) were good. It is interesting to note 

though from their evaluation comments the current nutrition guidelines for toddlers are 

controversial and confusing to understand. This may suggest that more support and education is 

needed for this area, but may need to be presented in another way to facilitate understanding. 

Furthermore, workforce development suggestions included sessions using nutrition screening/ 

assessment tools. A comprehensive summary of these evaluations can also be found in the Data 

Supplement report, appendix 13. 

Benefits  

This section presents findings on the factors that the CNS service users perceive as benefits.  

There are no dietetic experts in the public health service, so the health promoter is able to seek 

dietetic advice/information from the CNS dietitians. Some health providers lack the confidence in 

their own skills to provide nutrition information and support and use the dietitians to clarify issues 

they are unsure of.  



 

 

άL ŀƳ ƭŜŀǊƴƛƴƎ ŀƭƭ ǘƘŜ ǘƛƳŜΦ aƻǊŜ ƻŦǘŜƴ ǘƘŀƴ ƴƻǘΣ ƛǘΩǎ ƎŜǘǘƛƴƎ ǘƘŜ ŘƛŜǘƛǘƛŀƴǎ ǘƻ ǊŜŀŦŦƛǊƳ ǿƘŀǘ LΩǾŜ ǎŀƛŘ ǘƻ 

ǘƘŜƳ ŀƭǊŜŀŘȅΦέ 

Another benefit of the CNS service is that other health providers can be assured that the information 

received from the dietitians are credible, reliable and up-to-date.  

άComing from registered dietitians with practicing certificates, you Ŏŀƴ ƎǳŀǊŀƴǘŜŜ ƛǘΩǎ ƎƻƛƴƎ ǘƻ ōŜ ǳǇ 

ǘƻ ŘŀǘŜΣ ŀƴŘ ƛǘΩǎ ƎƻƛƴƎ ǘƻ ōŜ ŀŎŎǳǊŀǘŜΣ ŀƴŘ ƛǘΩǎ ƎƻƛƴƎ ǘƻ ōŜ ǿŜƭƭ ǊŜǎŜŀǊŎƘŜŘ ŀƴŘ ƘŀǾŜ ǘƘŀǘ ŜǾƛŘŜƴŎŜ 

behind it.έ 

Learnings about nutrition and ways to manage patients with nutrition needs are facilitated by 

attending individual consultations along with the dietitian. 

άAnd the other thing is of course I can sit in on the consultations which are fantastic, so I am learning 

stuff too.έ 

Workforce training and influence on practice 

CNS influences practice in two ways, firstly via workforce development sessions and secondly by 

workforce development at the experiential level. For example, an evaluation conducted after the 

nutrition session for 60 years or older workforce development session revealed attendees were 

intending to use their newly acquired nutrition screening and assessment information. This would 

change practice and identify asymptomatic individuals and nutrition problems early so that 

measures could be put in place to address those health needs. This heightened screening awareness 

would also be useful to a wider range of clinic patients.  

The influence on the workforce development at a more experiential level as knowledge is gained 

within the context of a patient query or consultation or simply from modelled behaviour.  

5.5 Summary 

Both CNS have grown rapidly and are holding large numbers of individual consultations and group 

sessions. There has been positive feedback on the value of the CNS and the evaluations have shown 

evidence of improved outcomes in the form of learnings from the sessions. 

The impact on service users and wider primary care appears to have been extremely positive; 

benefits include increased awareness, knowledge and confidence, with behaviour change indicated 

but not captured.  

Developing systems to capturing these changes or outcomes would be timely for CNS. There is no 

ǇǊƻŎŜǎǎ ŎǳǊǊŜƴǘƭȅ ŦƻǊ ŜǾŀƭǳŀǘƛƴƎ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎǇŜŎǘƛǾŜǎ of the service which could provide 

valuable information to guide service development going forward.  

Less evidence on group education and workforce development evaluation was received from the 

CNS at KHWPHO. It is recommended that evaluation be routinely conducted at group and workforce 

education sessions. It is good to do pre- and post-programme evaluations but doing them on the 

same day does not demonstrate knowledge retention and behaviour change. It is suggested that a 

follow up survey conducted with participants a suitable length of time post course may better 

capture these changes and indicate need for further input. 

 



 

 

6. Discussion 

The present evaluation was focused on the specific questions identified by the stakeholder groups 

related to the context, inputs, process and outputs of the CNS across the district. The evidence 

provided in this process evaluation of the services in Marlborough and Nelson regions suggests that 

the programme is well on its way to meeting the goals that it has set out to achieve. The CNS is a 

highly valued, well functioning service. The programme is innovative in its approach, in that it brings 

a public health perspective and mandate to a traditionally more clinical primary care setting. The 

evidence collected through the evaluation suggests that both services have been highly successful in 

integrating these ways of working. The services are delivering well against their contractual 

obligations, and are delivering against the contract in a way that is highly relevant for the 

communities they serve and to the target population. This is reflected in the positive stakeholder 

perceptions of the accessibility and reach of the service, and in service user satisfaction levels. 

The CNS has been funded since 2007, and has undergone considerable development since its 

inception. As the contract for the service is up for renewal in mid 20109, this evaluation is timely in 

providing feedback and learnings to ensure the ongoing development and sustainability of the 

programme. The following themes are highlighted for consideration, with a view to strengthening 

the position of the programme as a key provider of nutrition service across the district.  

Environment, Regions, and Culture  

CNS is effectively two services; each view themselves as strongly affiliated with their respective PHO, 

interpreting their contracts in a way that it is believed meets the needs of enrolled clients, whilst 

also reflecting the culture and practice of each organisation. As such, the buy-in and commitment of 

the PHO as the structure within which the programme is housed is critical to the success of the 

programme. Both services are hard working and have been responsive to the idiosyncratic needs of 

their communities. The demand for the services is testament to this fact.  

NBPHO has provided a deeply supportive environment for the CNS and believes housing the service 

has in turn made their delivery stronger; it has embraced the model of delivery as good practice for 

all primary care work. The service at KHWPHO does not appear to have benefited to the same extent 

from the PHO; little evidence has been provided to demonstrate they proactively support this model 

of practice or provide a comparable support system. However, this PHO has seen a recent 

restructuring of their organisation and these factors may yet emerge. The success of the unique 

approach that the CNS utilises, marrying together a public health philosophy with a more clinical 

implementation setting, is heavily reliant on the support and guidance of the PHOs.  

Service Demand and demand management 

Prior to the commencement of CNS there was no community based dietetic service freely available 

to people in the Nelson Marlborough region and the only nutrition support was from dietitians in 

secondary services for people who met strict clinical ǊŜŦŜǊǊŀƭ ƎǳƛŘŜƭƛƴŜǎΦ  bt!Ωǎ ŀƛƳ ƻŦ ƛƳǇǊƻǾƛƴƎ ǘƘŜ 

health of the people in the region and its focus on the prevention of the development of chronic 

diseases provided an excellent opportunity to develop the CNS. Consequently a workforce 
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development and capacity building approach was required, whereby members of the community-

based health workforce that interact with people in primary care and the community could be up-

skilled regarding nutritional assessment, advice and support for the management or prevention of 

lifestyle-ǊŜƭŀǘŜŘ ŎƘǊƻƴƛŎ ŘƛǎŜŀǎŜǎΦ ¢ƻ ǇǊƻǾƛŘŜ ŦƻǊ ǘƘŜ ŀŎƘƛŜǾŜƳŜƴǘ ƻŦ bt!Ωǎ ƎƻŀƭǎΣ ǘƘŜ /b{ ƻōƧŜŎǘƛǾŜǎ 

had a strong focus on workforce development, including resourcing, updating and training.  This 

represents a different way of working for the dietitians, for whom clinical services and one-to-one 

Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ǊŜǇǊŜǎŜƴǘ ǘƘŜƛǊ ΨōǊŜŀŘ ŀƴŘ ōǳǘǘŜǊΩ ǿƻǊƪƭƻŀŘΣ ōǳǘ ƛǎ ǿŜƭƭ ŀƭƛƎƴŜŘ ǘƻ ŀ ǇǳōƭƛŎ ƘŜŀƭǘƘ 

philosophy, which looks to long-term change and is prevention focused.  

Both CNS used the inclusion of the referring health professional in the 1:1 consultation as a means of 

up-skilling health workers by letting them observe and participate in the consultation. Each CNS also 

developed region specific approaches to meet their workforce objectives. The Nelson service has 

been very proactive in reaching out to the community and health providers to identify the need for 

and provide workforce training opportunities accordingly, and the Marlborough service has 

responded only to specific requests for training up until recently. It can be challenging for dietitians 

to apply their skills to this model of care which requires dissemination of knowledge and skills to 

other health professionals rather than directly to a client; an evolutionary process currently more 

evident in NBPHO than KHWPHO. 

The CNS teams are small and there is exponential demand for their service; it is only by investing 

resource in developing the community workforce that they will best meet the needs of the target 

group in the short, medium and long term. While this may challenge the dietitians as professionals, 

ǘƘŜ ǎǘǊŀǘŜƎƛŎ ŀƛƳǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ŀǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ ŎƻƳǇǊƻƳƛǎŜŘ ƛŦ ǘƘƛǎ ƛǎƴΩǘ ǇǊƛƻǊƛǘƛǎŜŘΦ ¢Ƙƛǎ ǎƭƛƎƘǘ 

imbalance in the provision of one-to-one services and workforce education activities is an area that 

warrants attention as the service continues to develop in particular at KHWPHO. 

Inputs, Targets & Access 

It is timely that there is a review of the objectives of the service to determine the areas of focus 

going forward given the differences between the services, exponential growth in one to one 

consultations and staffing constraints noted in the present evaluation.  The contract specifications 

are broad and ambitious; additional clarity around these may provide guidance as to where the 

services should focus their efforts. It may have been difficult to predict targets (1:1, group, 

workforce) before the service was established but now the services are established setting weighted 

targets (for example a group session for every X number of 1:1 consults, and X number of workforce 

trainings) may be more feasible to guide the service in its allocation of resources. 

It is difficult to determine if the service is reaching appropriate numbers of Maori and Pacific given 

variability in the CNS recording and reporting processes.  These groups are being serviced through 

1:1 consults, groups sessions or via other health professionals who have received workforce training. 

This latter option may be more culturally acceptable and therefore a preferable option. However 

while there are details available for the number of consults, there is no consistency with regard to 

recording ethnicity, reason for referral, input, and follow-up plans. Only one service has consistently 

kept numbers of attending community group sessions and workforce training sessions. No records 

appear to have been kept of the numbers or discipline of health professionals who have attended 

1:1 consultations. The stakeholders consulted for this evaluation acknowledged the cultural 

competence of the dietitians and the efforts involved in providing appropriate support, we can only 

presume this is representative. 



 

 

The CNS made reference to sharing resources across the different services (Nelson and 

Marlborough). Increasing coordination and sharing of learnings and resources across the district is 

ŀƴ ŜŦŦƛŎƛŜƴǘ ǳǎŜ ƻŦ ǘƘŜ ŘƛŜǘƛǘƛŀƴǎΩ ǘƛƳŜΣ ōǳǘ ǿƛƭƭ ƭŜŀŘ ǘƻ ŎƻƳƳƻƴ ǎǘŀƴŘŀǊŘǎ ŦƻǊ ŘŜƭƛǾŜǊȅ ƻŦ 

programmes and the messages delivered in the community as a consequence.   

Outcomes, Evaluation and Monitoring 

Stakeholder interviewee responses indicate many are satisfied with the service and that they believe 

the community is also satisfied. Currently consumer and health professional satisfaction with CNS is 

rarely assessed. In depth information regarding target group participation is also missing.  Due to the 

wellness approach CNS adopts in their 1:1 consultations, no baseline biometric or biological 

measures are recorded as part of the assessment process. Further as there are few follow-up 

consultations and no comparative data is collected. This does not mean service outcomes cannot be 

identified, but they would require follow-up with the referring health professional that attended the 

consultation with regard to progress against proffered advice and agreed plans, and any additional 

support required. At this stage it is not possible to measure change in health, or practice/behaviour.  

For service monitoring purposes more information needs to be consistently recorded and systematic 

processes organised to analyse and interpret the findings.  Further there is a need for an evaluation 

framework and measurement system to understand the true nature of the impact and to allow for 

continuous improvement and to guide ongoing programme development. Some community group 

sessions are being evaluated using items such as satisfaction, topic knowledge and most useful 

learnings. It would be helpful if a generic template is created with standardised tools that can be 

modified as appropriate for each session.  Investing in the service value by developing more robust 

reporting and integrated evaluation systems will allow the programme to demonstrate the value and 

impact of the unique approach adopted by the service. 

Concluding Comments 

CNS have been established in Nelson and Blenheim and are firmly embedded, indeed a crucial 

component, in the public health infrastructure of the Nelson Marlborough district. The services are 

delivering against their contracts, supported and influenced by the infrastructure and culture of their 

respective PHOs. Although it is not possible to determine long term success of the programme from 

this focussed study, which provides only ŀ ΨǎƴŀǇ ǎƘƻǘΩ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜΣ ǘƘŜ ŦƛƴŘƛƴƎǎ are very positive 

and provide valuable insight into the areas of strength for the CNS, and have highlighted areas which 

warrant consideration as the service moves forward; which are summarised here as 

recommendations. 






