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The Community Nutrition Service

UZ

The Community Nutrition ServicEN$ is a community based outreach service delivered by
dietitians based irNelson Bays Primary Health Organisation (NBRR®lson,and Kimi
Hauora Wairau (KHWPH@)Blenheim The objectiveof the CNSs to reduce the incidence

of lifestyle related chronic conditions over the long term, avwer theshorter 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 currentlydédh by the Nutrition and
Physical ativity ProgrammegNPA and it delivers against objectives incorporated into the
operational plan of NPA under its Chronic Conditions Action Area.

Purposeof the Evaluation

The purpose of this evaluation is tlescibe and evaluateurrent service delivery to aid
decision makers and service providers in the future provision and development of the
service in their regiorMore specificallylie objectives of this evaluation are to:
1. Describe the service and evaluateetprocess 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 communit

Design of theEvaluation

The evaluatiordesignis based on the CIREontext, Inputs, Process and Produstaluation
model (Stufflebeam, 1983) anslalignedwith the overarching NPA evaluation framework
which is adapted from the Centres for Disease Control and Prevention Framework for
Evaluation of Bblic Health Programmg€DC, 1999The collaboratively designed
evaluation used mixed methodology and sourced data fi@ghkey stakeholdeinterviews,
two group interviewsandprogrammedata and documentatiofrom NPA and the two CNS.



Results

The CNSare 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 arulire of their
respective PHOSBy late 2009 the service had deliveractoss the district

e 1146 individual consultations (mostly for weight issjediabetes and CVD
management)

e 134 group educationsessionsdn avariety of topics relating topreventon andor
selfmanagementith wide ranging audiences)

o 36 formal workforce development sessianédditional less formal sessiortgave
also been providednd capacitys also boostedhroughvarious indirect methods.

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

Stakeholders consulted for the evaluation conveyed high seoksatisfaction with the

service and appreciated the acceskifpj professionalism and wellness approdaken.The
impact on service users and wider primary care appears to have been positive; benefits
include increased awareness, knowledge and confide with behaviour change indicated

but not captured by current monitoring and evaluation practiéekey challenge for CNS is
maintaining a balance between the preventative, management and workforce development
aspects of the contract as responding ta\dee user demand will not deliver on the strategic
aims of the service.

Conclusions and Recommendations

The evidence provided in this evaluatiohthe CNSuggests that the programme is well on its way to
meeting the goals that it has set out to achieve. The CNS is a highly waglefdinctioning service. The
programme is innovative in its approach, in that it brings a public health perspective and mandate to
traditionally more clinical primary care setting. The services are delivering well atieimstontractual
obligationsin a way that is highly relevant for the communities they seagsvasreflected in the positive
stakeholderfeedback. There is ongoing demand for this service and to build on this success it is
recommended that:

e The DHB retains a community basadrition service, preferably in the PHO setting.

e The funder,NPA or othershould guide the service with respect to the preventative, managem
and workforce development elements to ensure their long term strategic aims are refle
operational activityacross the district. Common reporting templates would enable a more accu
account of service reach across the district.

e The praiders of CNS must be proactive andhere not already happening, expediealth
professionals who have been gfilled as pdrof workforce development to take on more routine
nutritional assessments, freeing up dietitians to focus on those with more complex chronic di
management problems.

e CNS providers need to build in more robust monitoring and evaluation systems thabasistent
across the services and explore opportunities to systematically capture meaningful outcc
System improvements should also consider the need to demonstrate effective engagement
Maori as thishas been shown to beifficult to establish.

Authors: Dr Janet Giiton, Maggie Fung, Faith Thanks to the programme staff and
Mahony andSarah AndrewsMarch 2010 stakeholders for their support in the evaluatic



1. Introduction

The Community Nutrition ServiceBN$ is acommunity based outreackervice delivered by
dietitians based iNelson Bays Primary Health Organisation (NBRR®elson and Kimi
Hauora Wairau (KHWPH®@) Blenheim The service objective is to reduce the incidence of
lifestyle related chronic conditionsver thelong term,andshorter term,improve the health
status of those already experiencing them. The CNS delivers isrolifective primarily
through individual consultations, self management education sessions and workforce
development activities The service is currently funded by tNRatrition and Physical activity
ProgrammgNPA 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 ofNRAe
programme

1.1 EvaluationObjectives

The aim of this evaluation is to assess the curremtise deliveryandit is envisaged that
the findings from this evaluatiowill aid decision makers and service providarshe future
provision and development of the serviaetheir 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

Thisevaluation seeks tdo thefollowing:

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

To describe the demand for the service and how that demand is being managed
To describe the enablers and barriers to the implementation of the service

To identify service reacmd achievements

To determine the short term outcomes, benefits and value of the service for the
participants, primary health and the wider community

a bk wN

1.2 Evaluation Aproach

The evaluationquestionswere developed based on the CIPP evaluatimdel (Stufflibeam,
1983). The CIPP evaluation model guides projects through four main components; Context,
Input, ProcesandProduct evaluationas demonstated in theFigurel.



Context

Actions

Product
evaluation

Process

Figurel: CIPP Model, adapted from Stufflebeam, 2003

The full list ofevaluation questions and the evidence required are identified in the
evaluation crosswalln the accompanying Data Supplement repdkppendix 4.

In addition, this evaluation approach aligns with the overarching NPA evaluation framework
which is adapted from th Centres for Disease Control and Prevention Framework for
Evaluation of Public Health Programm(@DC, 1999JThis framework is characterised by a
continuous learning model, including participation and collaboration with providers and the
community.

1.3 Methodology

To address the evaluation questigm®cumentation and programme data were shared with
the evaluation team and a document analysis was conductedhe data. In addition,
interviews were conducted with a range of key stakeholders and thematic amahes
performed on the coded interviews. Tlacompanyingdata Supplementeport, Appendix

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

1.4 Considerations

It is beyond the scopand timeframe othis evaluation to determine if the CNS is

successfully reducing the incidence of lifestyle disease in the district; as a process evaluation
it is predominantlyconcerned with the implementationf the programme against its

objectives and any immediatetgsulting outcomes. Data has been supplied by the two CNS
servicedduring midto late 2009 and interviews with stakeholders were conducted in

October and November 2009. Tfirdingsreportedtherefore reflectthe evidence supplied

to the evaluation team athstakeholder viewsat that time. Report data to December 2009

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



1.5 Structure of the Rport

This report has been structured to address the evaluation questions outlined on page 11,
focussingon context, inputs, process (service delivery) and outputs (short term benefits and
value) ofthe service The reportbeginsby describing the context for a community nutrition
service before determining what resources are required to deliver the servitas is

followed by descriptiorf 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 t
determine the short term outcomes, benefits and value of sieevice for the participants,
primary health and the wider community¥he finalsectionof the reportpresents a
discussiorof the key results anghrovidesa summary of recommendations faonsideration

In some sectiondie readerwill be guided torelevant appendices the Data Supplement
report for more detailed informationshould this be required.



2. Describing the context of CNS delivery
This section describes the context foNSlelivery in the Nelson MarlborougiNM) district.
2.1 Community Nutrition in the Nelson Marlboroughdistrict

Prior to 2007 dietetic suppoih the region wadased in the public hospitgla setting which limited
its contributionto the implementation ofthe Primary Health Care Strategy in tistrict. The
strategypromoted a central role for primary health care servigederms of population healtlnd
placed specific emphasis on the role of the community, health promotion and piatixencare
services. As sucRHOs presented as tlagppropriatesetting for nutritional services.

The services were contracted MBPHO based in Nelson and serving the Nelson Tasman géstdct
KHWPHO based in Blenheim and serving the peopthe Marlborough district from July 2007. At

this time DHBs hdha 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 andreducing obesity; targets which were reflectedirK S 51 . Qa
District Annual Plan (DABR)d divisional (Primary ar@mmunity) and programme (NPA) planning
Cardiovascular disease management was specified in the health targets the followiramgiear
although reporting against nutrition and obesity targetas removed in 09/10 the DHB remained
committed to the vision of reducing obesity.

The following population information is provided to provicentext forthe CNS in th Nelson
Marlboroughregion Tablelgivest Yy 2 @SNIWASg 2F (GKS LR LIz I GA2y A
comparison with New Zealand percentages for Maori and non Masnvell as urbamersusrural
distributions

Tablel: Population demographics by percentage for the NM region

Nelson Region | Tasman Region| MarlboroughRegion | New Zealand
% of Maori 8% 7% 10% 14%
% of NoRrMaori 96% 97% 94% 92%
% of Urban 98% 59% 7% 92%
% of Rural 2% 41% 23% 14%

Source: Statistics NZ (2008)

In summary, lhere are fewer Maori in this region than in the general New Zealand population.
Nelson is distinctly urban, wheas Tasman and Marlborough have more of their population living in
rural areas.

In general the sao-economic status of the population 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.

Table2 presents information from th&lPABaseline Survey undertaken2008which reports the
percentage of survey respondents who self reported problems with diabetes, hypertension, high
cholesterolandheart diseaseor their BMI was calculated to fall in the overweight or obese

14

Ay



categoriedMcNeill 2008) It is of note thathere is a higher percentage bfaori with raised BMIs
and diabetegselfreported). It is possible that lower percentagks Maoriin the other
cardiowascular rislcategoriescouldreflect lack of awareness and screening rather than their true
state of hedh.

Table2: Self reported diabetes, hypertensiorhigh cholesterol, heart disease and raised Bi8% of
population

BMI
. : High Heart
2529.9 Diabetes | Hypertension .
. >30 Obese P Cholesterol | Disease
Overweight

Tasman 31.6 130 2.2 18.7 19.1 6.5
Region 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
. Maori 335 20.3 5.2 15.8 13.4 4.8

Ethnic Group -
Non-Maori 304 11.6 4.2 19.9 16.8 7.3

Source:NPA Baseline Survé008

2.2 The PHCContext

Thefollowing sections briefly destx the two PHOs delivering CBISd theprocess 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 provwders, pharmacies, NGOs and community health providers, mental health
services and government agencies are also part of the NBPHO ndNBIPKHO2009).This network

serves a largely urban population in Nelson, but also provides services for more ruditpesed
populations in the Tasman District.

The PHO brand$iia St ¥ | yR A(a2BNRANIEYINRPKYR(GE. §Ga 4SSty
The CNS at NBPHO was developed through four service development stages: 1) contract and policy
analysis, 2) coltgion 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 congtted through these four stagded 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 developmendf 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 MarlboroughcDistr
Health Board (NMDHB) Health Quality and Innovation Awards (HQ&IA) 2009, as a result of this
process



KHWVPHO

KHAPHO is less than half the size of NBPHO wittnaolled population of approximately 4600
(KHNVPHO, 2009)nd servesen GP practice's Srvices provided bitHWPH®ther than their CNS
include an aftethours 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
programmesKHWPHQ & ol@d/méulation 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 fr@onamunity 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 rsk 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 conitpuThe second year of the

CNS was more focussed on developingms@ihagement groups based on tHé&t to Livéroncept.

2.3Summary

The Nelson Marlboroughdistrict is made up of differing local communities; a service specification
was developed to deliver against district requirements while offeffiegibility to ensure that
services could be developed ifine with national strategiesvhich reflectedthe local needs of th
region served by eachindividual PHO. The findings from theNPABaseline Surveproved clear
evidence for the demand for a CNS service.

! Personal correspondence from CEO



3. Describinghe Inputs and Resources fo€NSService Delivery

Thissectiondescribes the componentnd resource®f CNS delivery; the service specificafithre
PHO settingnd the professional knowledge and networks of the dietitians.

3.1 Community Nutrition Servic&pecification

The service specifications for both PHOs are as follows:

ServiceAims:

Theservice specifications for the CNi&fine the service as one which will provide tailored
dietetic/nutrition advice to individuals andf groups of people with a higlisk of developing chronic
lifestyle-related conditions and people with chronic conditsowho need support to better manage
their condition and prevent the development of complicatiofike service will also work to increase
nutrition capacity in the wider health workforce and develop effective relationships to ensure a
continuum of service® improve nutrition are available in the district.

CNS Objectiveand Service Requirements

1. Assist in reducing the incidence of lifestyédated chronic conditions

2. Assist in improving health status and/or independence of people with lifestydded
chronic conditions and to Hp 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 withthe resourcing/ updatingtraining 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 skili;mg health
professionals and communityealth workers on nutrition and chronic conditions prevention
andmanagement.

6. Promote seHmanagement, optimal independence and autonomy in nutrition and chronic
conditions prevention and management

7. Improve the health and functional status of Maori bylidering 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 thse objectives théollowingdelivery componenthiave been agreed

1. Assessment of clients to determine the need for improved nutrition
Education of and support for clients with a need for improved nutrition
Investigation, establishment, running and evaluation of group education sessions
Communication and liaison withfiexral services
Referral to other services as appropriate
Consultancy services to other health workers to assist them with management of
patients/clients
7. Input into professional development sessions for health workers

o g s wWwN



3.2Programmel.ogic

A programme Igic identifies the components and processes of a programme and links programme
activities to expected results; the theory of how the programme works.

The followingorogramme logic reflect€NS programme theory, using the service gmations to
depict the activities and related results the servicexpectedto achieveThis represents a template
for delivery against the service speEsach CNS developed programme logic from the specifications
and these can be found in the Data Supplemémpendix 14



Figure2: Contract Programme Logic: CNS

Contract Programme Logic: The Community Nutrition Service
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3.3ThePHO Setting

PHOs bring together a range of health professionals to serve and meet the health needs of their
enrolled populations PHOs mustespondto existing health needs whilst alsaddressinghealth
inequalitiesand encouraging people to stay healthjhe setting and structure of PHOs has been
identified by stakeholderss providingessential resources to the CNS service.

Theservice pecifications note a variety of resourcgsovided by each PH@hat are required to

support the CNS including vehicle access, having a laptop with appropriate software, electronic
scales and height ruler and mobile phonesva$l as administratie 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 nutritionaysieaoftware had
taken some time to arrive. The dietitians report they are adequately resourced and supported by
their PHO.
GOOSNEGKAYI FTNRBY (GKS GSOKy2t23&8 Ay GKAA 0dzAft RAY 3
ISYSNI £ LINI OG AnerS,3ust yoyi Roveties aiways Say #ielPHO leads and coordinates
primary health care. And just to be under that umbrella and to have that philosophy is extremely
KSt LIFdzE = N} GKSNJ GKFY o0SAy3a 2dzi 2y @2dzNJ 246y dé

The two PHOs delivering CM@re briefly summaredin section2.2 of this report the following
paragraphs describeow resourcesare usedrom these PHOSs to deliver the CNS.

NBPHO

The CNS team atBRHOcurrently has three key dieticians, with a total staffing level of 2.1 ETEs
The dieticians each serve different communities, providing individoasultationsand community

group education sessions. These communities are Stoke; Motueka, Golden Bay and Wakefield; and
Richmond and Mapua.The dietitians also have particular skilland related designated
accountabilities andvork collaboratively to develop the avkforce development programmesnd

peer support for other nutrition services and health workers.

KHWPHO

The CNS team &HWPHGQurrentlyhas tvo key dieticians, with a tofastaffing level ofL.. By 2009

the work of one CNS dieticiavasmainly related to Green PrescriptioWit to Livéand other

O2YYdzyAlleé ol &SR AYyAlAl GwaghDd bcugséddn tRelpiechod) RA SGA OA |y
initiatives of Sport Marlborough ansther community based initiatives. Bottere involved in\Food

with AttitudeQ

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 alsorgih sha

*NBPHGaweraged 1.8FTHo September 2009
20



3.4 ProfessionaKnowledge andNetworks
The dietitians employed are professionally trairddtitians who areegisteredwith the Dietitians
Board(http://www.dietitiansboard.org.nzj and holda current practising certificate.

An intangible yetery valuable resource is the expertise and experience of the dietitians and their
involvement in health before CNS startéthismeans they haveot had to begin network and
relationship building but rathehaveenhaned existingconnections. Thienabling factomwill be
explored further in thesection4.1.

All dietitians spoke of the importance of havingtapdate evidenceebased information so that the
messages shared are reliable and consistent. They use national guidelines and tools devweloped b
20KSNJ 2NHI yAal GA2y & | yR 5 I,anfeading té local detuirdgnbidis asi K S A NJ 3
necessary.
G2S 1SSLI dzLJ G2 RIGS GAGK ylraAaAz2ylf NBaz2dz2NOSa adzOK
promoteandRA & G NA 6 dziS & F LILINBLINR I GSXé

GhdzNRIFYA®Y G £ NBaz2dz2NOS Aa GKIG SOHSNBEGKAY3I X ol 01 3
insure evidence base information to insure that appidpl (S G KAy 3& | NB 06SAy3 dzaSFK
3.5Summary

Thekeyresources required to deliver C8ve been indentified herdhe professional expertise,
existingresources and network®f the dietitianshave been enhanced by the PHO setting. The
unigue characteristics of each PHO have influenced the impi&atien and delivenstructureof the
CNS against service specifications



4.  Describing the ServicBelivery of CNS

Thissectiondescribes the general approach of delivery, the components of delivery the referral
process and management of demandhisTis followed by a summary of the factors which represent
barriers ancenablers to delivery of service.

4.1 Approach to Service Delivery

A review of the CNS quarterly and annual reports as well as interviews with thBi€ii&ns and
the community providesrevealed the following characteristics with regaochow they appoach
their work:

¢ Community based focus

¢ Disease prevention and managemeathelp reduce the incidence of lifestytelated
chronic conditions.

¢ A whole lifestyle wellness / holistic approach

¢ Provide nutrition advice and support for individuagds wellas groups in the community.

o People empowerment Both CN&reworking 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 lifegyle and consequentially their health.

G. dz@NBS GNBAY I (X fyRIIR GLKNR WISNRA OO HNBr2 RSt @ KSNEB

22dzONB (1 2f RY2MBI t RFBaddet S oSt tySaax ftATSt2y3a 22

a..the aim is to encourage self responsibilépd to encourage the patients to come up with
sd dziA2ya (2 &adsad (KSYaSt dSaodé

e Capacity building for healtworkers andcommunity workers

GhdzNJ GAaA2y A& O2yiAydz$S R2Ay3 6KIFIG 6SQNB R2Ay3I:

few more structured prafssional development sessions for primary care providers

¢ Working towards CNS being part aialtidisciplinaryteam.
aL ¢g2dA R fA1S (G2 4SS Al RS@St2L) Ayili2 | ¢K2ftS
lifestyle changes basically, with othespgects like mental health and physical activity as a part of

b GS8kY FyR 62N)] G23SGKSNIAY Iy Sy@aNeyYSyid sKSN

K2t AaGA0 GKAYyIdE

a..a multidisciplinary team within the PHO, so the more it gets devolved from segotada
primary [care], and we have diabetes nurse specialists and [jthesiapistsk and psychologists
in because our work depends on working in a multidisciplinaryéway.

4.2 Service Users
The CNS is required to target two specific populations:

1. People with higher risk of developing chronic lifestydéated conditions.
2. People vith chronic conditions who neesupport to better manage their condition and help
prevent the development of complicatisn

The service is also required to:



¢ Liaise withhealth agencies dealing with pregnancy, well child and young people
¢ Provide individual or group assessment and adyvare
e Support health professionals and community groups seeking nutritional input and needing
workforce development.
Therefore the CNS usenotonly include those with chronic conditions or at risk for developing
chronic conditions but also health professionals and agencies within the region.

4.3 ServiceComponents

Thefollowing sections describe thmre components of serviageliveryincludingindividual
consultations, group education sessions, workforce development and resource develgament
dissemination

Individual consultations

Referrals for individual consultations are received from health professidPralgramme datao

Decenber 2009revealedover 1,100 consultations had been delivered across the distribe main

reasons given fareferrals were overweightand Type Il Diabetes followed bgrdiovascular disease

(CVD (for further detailsrefer to the Data SupplementAppendix 10)Most individual patient

consultationgas identified byNBPHQwere withNew Zealand Europeatults,andthe percentage

of children seen ranged from 584 17%o0f clientswithin that 18month period.
G2 S R2Yy aderrdb2sothdthefaa | f 6l & | y20iKSNI KSIFfGiK LINRPTFS&aars
GXAl0Qa Ffaz2z NBIffe 3I22R Ay (GKIFGd &aSyaSs o0SOFdzaS | f
identifying the people that do specifically need help or the health professional themselves fdel out o
GKSANJI RSLIKE YR GKS& gyl a2YS 3JdzZARFYyOS 4AGK (KA
FLILINBLINK F GS LIS2L) S dddé

Clients are seen for an initial consultatiarmp(to an hour)for assessment and planningHWPHO

conducts mosbf their individualconsultationson site whereasNBPHO travels to meet people at

their GP practice, schoot other setting. Consultationmay also include family/whanamwembers

At NBPHG@he referring health professionad routinely involvedthis occurredessoften at

KHWPHOvolving healtlprofessionalsupports effective MDT working and builds the capacity of

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

' RSOFATSR YydzZiNAGAZ2Y | &&S3aastvndhedcdl coifongig (G KS LI
conductedduring the individual consultatiorThe dietitian then assists the patient in the peeses

of goal settingprioritizing change in dietary behavior and the improvement of specific health

measurements usinmotivational interviewing techniqueand self management strategies.

Initial consultations a followed up only as required with a small proportion of clieneports to
NPA indicatehis is more likely at KHWPH®sreporting isnot consistent between the two services
it is difficult to establish the degree to whicfurther consultations are provided across the district.
Different monitoring and reporting also prevents accuratdyermining the number of Maori
reachedacross thdistrict.

Since inception, increasinghandhas been reported for this component of the service.



Group Education Sessions

CNSesponddgo requessfor group education sessions from a variety of organisations and

community groupsMost of the group educatin sessions conducted are done in partnership and/or
collaboration with othemon government organisationdGO$, PHOs and health organisations and

FNBE 2FGSy ALISOATAOI f f Sessionsiwier2 ditErRleliveed as [art 6f a 3 NP dzLJQ &
special project or evenExamplesincludé KS mMH $SS{1 WCAG (2 [an@SQ LINR 3]
w2 Stf /KAfR 2SS1Q

Sessioniada managerent and/or a preventative focyslepending ortheir audience. Adealth
professionals or community health workesfien attended with their groups, they also lia
elements of workforce development to&essionsvere delivered in a variety of settingscluding
communitycentres, recreation centreschoolsMaraeand supermarkes.

Sessiorparticipants andcontentvaried enormouslyfrom advisingparentson solid foods for babies
to advisingstrategies fothosecooking on a budgein need of managing their diabetes how to
read and understand food labellinglease refer to the DatdupplementAppendix 11 for details of
group education provision.

By the end of 2009 aiver 134 group sessionsvolving around,500 peoplewere reported across
the district, although wariability in the quantity and quality ahonitoring, evaluatin and reporting

of group sessions, makit difficult to accurately describe the reaamd impactacross the district.
Overall, sessions were delivered on requédBPHO also described a more proactive approach to
promotethe benefits of these sessions andmpletedformal evaluations results are included in
Section 6 of this report

Workforce Development

Workforce development education sessions aim to provide health professionalstiagd
communityhealth workers with pdated nutrition and dietary information, to support and improve
the capacity for chronic disease prevention and management in the greater health workforce. The
CNSyenerally responed to requeststo conduct workforce development sessions by RhkInbers

rest homes, NGOs, health professional associations and edngasititutes.

By the end of 200986 formal workforce development sessions weameported asdelivered across

the district, the majority in NelsoKHWPH®elieve this is partly a reflectianf the type and

number of health professionals in the region and also the tendency for centralised training to occur
in NelsonPleaseefer to the Data Supplementpfendix 11 foravailabledetails ofsessions and
attendance numbersSessions vary fromhert presentations to full day seminars angain,

variability in the quantity and quality of monitoring, evaluatiand reporting ofvorkforce
developmentsessions, maisit difficult to accurately describe the reaemd impactacross the

district. Only NBPHO completed arfgrmal session evaluations; results atescussedn section6 of

this report

It is important to note that formal sessions are the most obvjdus not the only methodof
workforce developmentCNS also develops capacity by less formalididect methods Involving
referrers in clientonsultationsand group educatiosessions haalreadybeennoted but the
incremental development gained through phone queries, feedtieark referral andcorridor
conversationdor example also contributes to nutrition capacity buildimg the district.Involvement



in PHO programmes such@¥D screening and MEfBIsopromotes multidisciplinary working and
learning.

Resource Development and Dissemination

The deticiansaccess andisseminate a range of resourceich reflect evidenced based research

and current bespractice;ensuring messageshared are reliable and consistent across the district.

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

requirements as necessaty.y RA @A Rdz- £ & | yR 3INRdzLJa | O0Saa / b{ NB
Promotion team.

Where tools and teaching resources have not been available, the dietitians have developed their
own resourcesased on the guidelines. Both services provided evidence of the tools they had
developed.

GLY | ydziakKStft ¢ 8pfar Niition rABsouscSs wheth2ryt B soardirg) sdmétiiing

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

fSaazy LY 2N t2gSNI2AyGPE

At times the two services share their resources for example anteddaPlunket developed by

NBPHOwasshared with KHWHOto present to Plunket in their region. Likewise, the following

guoteillustrates that the dietitian at NBHGadopted a resource that was developed by a dietitian at

KHWPHQ and modified it to suit tk 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.
d.onethingthat ARA SGAGALI y8 KIFa R2yS Ay howNieedhbogBEo A4 aKS
alongside the programeii KS& $SNB R2Ay3 6A0GK DNBSY t NSAONALIIA 2
got other opportunities to use this further in terms of the other programs that are going on in terms of
LI GASy(d OI NB iDiibktesaNdrse Was deblly keend\ihve that developed to allow some
2Nl 2F aLIF OS F2NJ KSNJ LI GASyida (G2 o6NARGS a2YSiGKAy3
GSQNBE t221Ay3 |G RSHBSRAR2ILMAYEA | TYUBNGIEK S2MESegiondBiE Ri F2AyT 20NA
Ffa2 ¢S 6SNB LXFyyAy3a G2 3SG a2YS al 2NJandAy Lldzi Ay i
FLILINBLINK F GS F2N) GKSYDE

Examples of CNS resources ligted in the Data Supplementppendix 9.

CNS is therdy independentlocal professionakource of dieteticesourceand resource
developmentt ¢ KS 51 . Qa | SFHfGK t NRY2(dA2y GSIY RAA&ASYAY
a registered dietitian.

The dietitians focus on resources neededtfer CNSout alsocontribute to otherresourceand
programmedevelopment, for example thdevelopment of vascular risk assmentsand wider
health promotion activities of th&HO

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 delinetrition serviceghat are acceptable and relevant.

®*MEND is a programme foryouta A Y RS 9 ESNDA&ASS bdziNAGA2Y X 52 AGO



4.4 Referral Process

General practice, hospital and community groups were the most common sources of referrals to the
CNS.KHWPHG®@o not screen referral seeingall referred for consultationat least onceThe ta
SupplemenReport Appendix 8 listseferring and associateorganisations and their main referral
requests to CNS, demonstrating the considerable reach of both CNS. Referrals are asitlegitéol
written format or made verbally.

4 5Evidence ofService Bmand

All 14 interviewees described how they had ndedthe 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 dietitiansupported organisations/ providers included the sharing of their expert
nutritional knowledge with regard to specific patient needs, general dietary adviseriice
training, and the development / provision of resources and tools to supplement the resoof
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 providadrinal and quarterly reports. The
following graph(Figure3) from the Nelson Bays 2009 Annual Report for the CNS demonstrates
increasingdemand for mdividual consultations

Figure3: Number ofndividual consultationper quarter by ageategoryand gender
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The dietitians also gave anecdotal evidence of the increasing need for their service supporting
services in the commuty, supporting individuals and developing the workforce.

OWe do get further enquiries from people wanting toskil, because they may have been to
something that either one of us [has rén]



GThe number of different practices referring to us, and the memof different other places referring
to us is growing
dYeah, there are requests coming through from every level, from increasing the number of people
82dzOQNB aSSAy3a Ay | OfAyAOd (2 R2Ay3I Y2NB 3INRdzZI &aSa
anR AdQa INRgAyYy3d [iGe tf (GK2aS RAFFSNByYy(d fS@Stao
Further support for thecontinued need for te CNSvas provided when stakeholders considered the
effecton CNS of th&lPA funding ceasing in June 201All reflected positively on their use of the
CNSalmost 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 akKHWPHGInd it difficult at times with theirl FTEjob shared) andgnanage by

dividing work based on their skills sets, networks and interests. Origthallgervice managed by
responding predominantly to requests for consultatidqali referred are seenbuthasconsciously
managed this demandmore recently by allocéitg 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 frorNBPHGOnanaged 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 undertakeggested that the primary focus
shouldbe preventionstrategies and early interventiofpllowed 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 geogragineahnd key taskshowever
there is scope foflexibility to utilize the specific skills and knowledge of each teamberas
required

Facedwith growing demand the two CNS have responded differently, based on local expectations,
staffing resource and PHO influen®hat appears to work well is thelear 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-agencylinks andTypes ofinteractions

One way to gain an understandinghaw a service operates is by looking at the diversity of people
connecting with and using the service. Interviews and reports shaiboth CNSwvork closely with

a high number andvide variety of services and organisations from the three main sectors;
community providers and organisations; primary care providers; and the DHB. The working
relationshis CNS havevith the key players in the three sectors shows evidence ofwagworking
relationships Further information about agencigbe CN$as engaged with is available in the Data
SupplemenReport Appendix 8.

* Since extended to December 2010



4 .8 Service Reach

The interviews and documents provided evidence tiat CNS3s reachingits target populations.

Both CNS provided evidence of the multiéudf ways they are targetirg & NRA &1 Q LIS2 L)X So
referringsources indicate the majority of their clients fall into one of the following categories; CVD

risk mtients High need; High neediabetes; Maori / Pacific; Maori with health issues. Furnthere,

the NBPHOreports 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 €K& s

Data Supplement ReparAppendix 10.

Error! Réerence source not foundhis tablesummarises thevidence oflistrict wide delivery
based on reporting and evaluation findings against service specificaidetisery numbers based on
CNS reports from sewe inception to December 2009

Table3: Summary of service reach

Specified Service Areas Overview from the evidence

Assessment of clients to determine the | Both CNS have undertaken large numbermdividual

need for improved nutrition consultations which includes assessmeRbllow up sessions are
arranged as requireddverll46consultationsvere completed
by December 2009.

1. Education of and support for clients | Achieved througlkey activites;individual consultationggroup
with a need for improved nutrition | education sessions, workforce development and resource
dissemination.

2. Investigation, establishment, Strong evidence that CNSdilivering.Over 134sessionsvere
running and evaluation of group delivered toaround 2500 participants by the end of 2009
education sessions Sessions are held on request with content modified to audienc

needs. Evidence of session evaluation has been provided by
NBPHO

3. Communication and liaison with Many referrals a& received by the CNS service, afigctive

referral services communication and feedbagkrocesses areeported. The service

is also connecting and providing dietetic advices¢ovices that
deal with pregnancy, well child and young people.

4. Referral to other services as Evidence from interviewsdicatesthe CNSnake referrals to

appropriate other servicesppropriate for example physicahctivity
programmesTheCNS have wide reachingtworks with many
reciprocalrelationships.

5. Consultancy services to other healtt| Strong evidence of community servicgessingCNSxpertise
workers to assist them with on a regular basifor this purpose. This is done on an informal
management of patients/clients basis and also more formally as part of client consultations, gr

sessions and resource development/dissemination.

6. Inputinto professional development| Both CNS have both provided workforce development session

sessions for health workers 36 formal sessionsvere delivered toover 460 participants.
NBPHO haseen very proative in holding workforce
development session&KHWPH®as used a more informal
approach to workforce development sessiamisen requested.
Professional development also occurs less directly, through
attending client onsultations(standard practice at NBfO),
involvement in group sessions, resource development and
dissemination and informally.




In summary lhe service has reached its key target populations across the district by providing a
rangeof servicedn collaboration with primary care, secondagrégces and a vast range of
community organisations.

4.9 ReportingAgainst Contract

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

with the NPA Programme Manag@&oth services report on their own templates, which can make
district wide observationsomplex For example NBPHO providethnicity data for consultations,
which identifieghe number of Maoraccessinghe service this wayKHWPH@ombines Maori and
Padfic Island ethnicities into one reporting category.

Quantitative reportingpf actual units of deliverfrom the two CNS is summarised in the tables
below. Note that NBPHO has around twice the FTE of the KHWPHO service.

Table4: NBPHQeporting against contrador the periodJuly 2007 December 2009

NBPHO Individual Group Education Workforce
Consultations Sessions DevelopmentSessions

Report period Total Number Number of sessions | Number ofsessions

(participants) (participants)

Jan 08 Mar 08 none reported 2(10+) 1

Apr 08¢ June 08 7 £ 4
53

July 08¢ Sep 08 9 (186) 4 (51)

Oct 08¢ Dec 08 = o 4 (76)

Jan 0% Mar 09 6 10 (94) 4 (62)

Apr 09¢ June 09 LEE 2T 5 (93)

July 09 Sep 09 135 9(109+) 4 (68+)

Oct 09¢ Dec 09 194 14(127+) plus MEND | (45)

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

* Twosessions per week with Jdarticipants




Tableb: KHWPH®eporting against contrador the periodJuly 2007 December 2009

KHWPHO Individual Group Education Workforce
Consultations Sessions DevelopmentSessions

Report period Total Number Number of sessions | Number ofsessions

(participants) (participants)

Mar 08 Nov 08 112* 40 (900) 5

Dec 08-Feb 09 127* 5 (444) nonereported

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

Dec09 30 none reported none reported

Total 431 77(1805+) 8 (65+)

*includes ®od Wth Attitude® visits

The reported service delivery illustrates thatWPH@elivery is largely focussed on consultations
and itreports high numbers of group education sessions but thelesisemphasis on workforce
devebpment sessions. Delivery frorBRHO appears more bataad across these thresctivities
Group education and workforce development sessions mayageglyin size and scope and it is
difficult to determine the reach accurately when participant numbemes not always provided.

These are the most quantifiabdspects of CNS deliveapnd do not capture alerviceactivities The
reports also contain narrative information; tHisis improved over time with more evidence
presented, particularly by NBPHO, as the contract has become established. The two CNSagports
in the quantity and quality of reporting.

® Food With Attitude is a year long programme for children with weight issues whose family receive dietitian
input and family visits.



4.10Enablers and Barriers to thienplementation of the CNS&ervice

Thissectionreports on the thematic analysis of the perception<GSlietitians, community
stakeholders and key stakeholders who were questioned about the enablers and barriers to the
implementation of the CNS service. The following diagffeigure4) presents an overview of the
enablers and barriers that will be presented in #gextiors that follow.

PHO support CNS Model of care

CNS processes Structure Philosophy / Primary Health Care Strategy
CNS flexibility \ HEHA and NPA

Collegial

Relationships

Being known & trusted
Enablers

Knowledge of the community hetworks

Funding Building new relationships

Time constraints

Cultural appropriateness

Competing priorities Workload demands Good communications

\

Not enough dietitians

Timely

Alternative meeting venues
Service expectations

Barriers Easy referrals

Tick box approach vs Evidence based

Dietitian Attributes
Readiness to engage in healthy lifestyle

Positive & Proactive

Disease management vs prevention

No multi disciplinary team J

Location

Supportive

Collaborative

Approachable

Creativity

Passion
Figured: Overview of enablers and barriers

Factors identified as enablers for theuccessful implementation o€ENS

Thissectionpresents an overview of the perceptions of tHietitians and community providers on
factors thatenablethe success of the programme and identifies areas of service strength. The main

themes that were identiéid are Structure; Philosophy; Relationships; Accessibility; and Dietitian
attributes.

Supportivestructures

The PHO structure assists the CNS to funcéepecially the community links and support systems
the PHOs have developethe dietitians believeahey have efficient and effective process@fie 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.

Ao{GP] being able to pick up the phone and refg@atient 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.



Underlyingphilosophy

The Primary Health Care Strategy that underpins the PHO strategic p&anian important guide

for the dietitiarQ @pproach to their service. The dietitians believe that HEHAcus on nutrition

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

do clinical consultations Yy R 0 KA & KIF&a 0SSy FdzNIKSNJ adzLJI2 NI SR 6@
w2 AGKS bt! s 6SQONB |t NBFRé (GKSNBY G(GKABY Aa (GKS 2yf 8
RSOSt2LIAYy3 2dzNJ OAG XTI SyaQ alAtfta FyR 1y2¢f SR3ISO

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

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

W2 StfySaaQ k K2fAadAO Y2RSt 2F OFNB dzyRSNI AySa

health plan or saltion instead of telling the patients what they should and should not do.
4 YR AGQa I NBIffez NBraderhedt andsd fespbnsibilisy GebaviouF, dviidh G K | {
both ourdietitians are really good &.

O)¢

Further, CNS works in a differeway with health providers andoth PHG haveset up systems to
enable workforce development to occur whilst individual consultations are occutrinmarticular
onerepresentative of NBHO stated the following:

0A dietitian will come and work in your liding 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. | remember the day one of the
dietitiana = &1 AR (2 YSZ | ydz2N&BES Ol YS dzLJ ( 2owk®dNivhy y R &
82dz RAR a2YSGKAYy3 FYyR LQft R2 GKFG F3IFLAY Ay GKS ¥
ydzNBESaX OwiKS RASGAGAIYyQae OlFaSt28 R yR NBljdzSadga ¥
Finally interviewees shared how important it was that they gikéng out consistent nutrition
knowledge to the community.

GLGQ& NBIFff e ANVYILI2 NFIA FAlY Ti Kb KGS 6588 YINBYSaal 3Saé

Relationships

All dietitians and stakeholders spoke of the importance of relationships be they collegial with their
peers in secondary servicesinrtheircommunityregions. BottCNSecognise that their well
established lag-term working relationships and networks with the wider community enable the
implementation of the CNS. They have also worked to establish aittaim relationships with
Maori health groups. The stakeholders also repotteat agood working relationship facilitates
communication in the community. The dietitians are known and trusted to provide quality nutrition
support when they were asked to.
WL GKAY]l GKS@& NS OSNE OfS@OSNI i ¢6KIFIG GKSe R2 Aa
activity ... they do it in little blocks, they are building a really good foundation and credibility. Because
in a little community like this, you knoviryiou lose your credibility then you might as well go home.
l'YR a2 (KS&aS 3dz2&d% INB NBFHffeé @SNE 3JI22RX
While acknowledging there were no Maori dietitians, service providers reported that they refer
Maori to the CNS for both ort®-one and group education sgisns and they felt that the service

e Healthy Eatingdealthy Action (HEHA) is the Ministry of Health's strategic approaabhi@ving healthy
weight for all byimproving nutritionandincreasing physical activity



wasculturally appropriateExamples of how cultural appropriateness is enhanced included engaging
with Maori using visual and interactive approaches after consulting with a Maori Nurse. Others
reported dietitians makig home visits to see Maasihanau.Furthemore,the KHWPHCOdietitians

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

Accessibility

All stakeholders shared how available and eétags/to access the servic&hus clients are seen in a

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

also appreciated.
G¢KS® FINBE NBIRAtE I OFLAEIofST GKS& 2FFSNI I ROAOS 6K
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The dietitians wereasponsive and reactive to the needs of participants from the commjusnngt

the education sessions delivered were participdriten.
MKSe NB SR o0 ¢KIFIG GKS 3INRdzZI ¢l yGax! yR &2dz (Y2«
community they want to knowabout 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
iteasier,wha2 1§ KSNJ F22Ra ¢g2dzZ R @2dz f A1 Sdé

CNSeammS Y 0 SobiEofalattributes

Analysis revealed that there were several personal attributes the dietit@smdividuals or teams,

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

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

in their dealings in the community.
L GKAYyl 2yS 2F GKS o6Said G(GKAy3dIa Aa G(GKFG akKsS KlFa |
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Further people shared how they were willing to work collaboratively to share knowledge

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

Factorsldentified asBarriersfor the CNS

Thissectionpresents a discussion on the perceptions of dietitians and community providers
about the barriers or challenges to the succekthe programme and indicates arefs
improvement.

The risk of fuding not continuing

At an executive level there is concern as to whether ongoing funding will be available for GNS afte
the contract finishein June 2010 The evaluation team was informed that neitf&HO have the

funds to service the contracyet bothrecognise the value of the programme for theegion.When
asked for their opinion about CNS fundiadl stakeholders consultedant the service to continue

and believel it is best provided in the community within the PHO setting.

" Since extended to December 2010



Workload demands

As mentioned in the previousectionthere is a demand for CNS and it continues to gilmwt 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 competprgrities.

oNone of the [CNS] objectives is harder to achieve than any of the others, but they are all likely to be
O2YLINRYAASR o0& 101 2F GAYSé o
There are also new initiatives.g. MENBand CVD screenimyogrammeswhichaddresskey CNS
objectives focusing on them comes at the risk of other equally important programmes being
compromiseddue to limited staff hours to do both effectively. Tisgurther complicated as there
are not enough dietitians available to serve the regimme PHO was unabte fill all its FTE
allocation for a period of time. Further there are no Maori or Patsfanddietitians in the region.

One off consultations versus longer term education sessions

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

be run over a period of time rather than a one off education sessi@titians have occasionally
SyO2dzy i SNBR I WGAO1 | 062EQ YSyidltAaide 6AGK NBII NF
from training.

Serviceexpectations

Initial needs assessment revealed service users expectations were greater than CNS was able to
deliver.Communication with the wider stakeholder groilgasallowed all to understand the CNS
staffing limitations.
G¢KS OKIfftSyad KHR @BKOK RAFNBENBLyYy (i SELISOGFGA2Yya 27
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Readiness to engage in healthy behaviour change

Interviewees noted that one target pomtion (younger people) is difficult to reach. They recognise
promoting healthy behaviours can be difficakt thosein this group do notoften perceive they have
aneed

Need to balance chronic disease management with prevention sessions

The dietitians shad 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.

G, SIFKZ (KS LINE catgtiudte fgchs oi tKeSpievehtiBr: Buf tien the requests they
IAPS dza FNB GKS YIFIylF3aSySyid SyRe X228 ySSR (2 LldzaK
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Lacking a multdisciplinary team approach

The dietitians realise the valud having a Multidisciplinary team (MDT) approach (for example
having a psychologist as part of the teamm)practice this has been difficult at timessailability has

*MEND@ A y RT 9 ESNDA & S<a plogiainhd fory@iyfi X 52 A do



alsobeen anissueat KHWPHG@o date. CNSattemptsto fill gaps from within the commmuity but find

it time consuming.
X SPARSYOS akKz2ga (GKIG adzO0Saa¥fdAZ AyiSNBSyaAzya |
disciplinary and of long duration. We have to work within the possibilities, limitations and available
fundingofthehe f 1 K aeadsSyYy IyR (KAa NBFIfAGe R2Sa y20 Fftgl

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 poli@nd this can impact negatiwebn their desire to
engage withCNS Also a few service users would pretlee CNSo be located closer still to the
populations they servicédaving adequatedministrative supporhas been an issue in the past for
KHWPHO

Summaryof Enablers and Barriers to CNS Service Delivery

Describing therocess hasevealed a strong angrowing demand for CNS servicksy enablers and
relatively few barrierso delivering a service which has reached a considerable number of people
across tle 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 pavtidéa
teamto promote and facilitate better &alth 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 healtlworkers.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 specialisidietet
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, toensue excellenreachacrossMaori, other thanencouragingll Maori health providers
to refer patients who might benefit from nutrition support,igimportant for CNS to ensure they are
providing a service that is culturally acceptataehis population Other ways of identifying Maori
patients who ae at high riskshouldbe explored; district wide CVD and diabetes screening and
encouraging hospital staff to refer discharged Maori patients in the target gnoay 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 igrowing, it is important to prioritise the limited CNS time available so that



other health providers can provide more nutritionaipport, and only those with complex needs
requiring individual consultations are referred to dietitians. It is recommenddetre this is not
happeningthat an increased focuis puton workforce development to build the nutrition capacity
in the regionso 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 dietitiarf®cus on
consultations with clients witmore complexrequirementsand 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 deéhthadurrent

growth of 1:1 consultations is continueshchecked particularly by KWPHO It should be expected
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independently utilise their new skiltsnd 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 KHWHOreportedly reached a smaller range of health professionals and providers for
workforce development. If this reflectbe reality, the KHWHOcould proactively approach groups
of health professionals or providers who might appreciate the opportunity fakfeoce
development on nutrition, instead of mainly responding to service requests which is reliant on
awareness of the CNS servicéBlWPHGs aware the introduction of a CVD screening programme
andits associated training needsijll provide the impetudor a more proactive approach.

Strategicaims

For CNS to continue and go on to asfe all it has the potential {dhere is a need to set clear
priorities by funders linking service delivery to the longer term population health goals, otherwise
there maybe pressure to increasactual or proportional resources cover service demand for
individual consultations. Furthghbalancingchronic disease management with the prevention
components of the service requires the strategic goals of the service tefleeted in operational
planningand perhaps targetdo allow time and support for the dietitians to develop and assist in
the implementation of lifestyle courses.

Monitoring, reporting and evaluation

Variabilityin service monitoring, repting and evalation is evident, with NBPHO providing greater
guality and quantity of information. Ideally, as a district wide interventlmoth CNS could follow the
same templateallowingfor reporting ofservice delivery andJ: (i A &yiagapbicdetailsin a
consistentmannerto the funder



5. Short Term Outcomes,Benefits andValue of theS&ervice

Thissectionprovides a summary of the evidenfa the success of CNfeginningwith a list of the

CNS key achievemeniEhe findings are presentdty Wi | NBES G 3INB dzZLIQT LIS2LX S Ay
disease management, people at higher risk needing lifestyle education; and worl&ordigs in

relation to outcomes, satisfaction, and benefits are preseriteceach of these target groups

The outcomes repigent short term outcomes only and highlight findings providedfan analysis
of the available reportand interviews Client satisfaction is an integral aspect of outcome
evaluation and can inform decision making processes for planners and fundergidolpathe
following questions guided thisectionof the evaluation

e How satisfied are the users (both healtfopiders and the publiakith CNS?
e What evidence is there of benefits
¢ Are health providerautilising the knowledge gained?

5.1 KeyAchievements

The following are key CNS achievements:

e . 20K &aSNIBBAOSAE O2YYSYOSR Ay HnntT FTNRBY WYaONI} (0KQ
community based dietary services that are fully utilised by health providers.

e The NFPHOCNS has been awarded the ealewinner 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 coble 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 evidessed programme for
children whose weight is above the healthy range fait age and height, the programme helps
children and famies manage their weight betteand leads to healthier lives.

e The CNS are working with a wide variety of services and providers in their regions. These
services and organisations sought the CNSdoious 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 0utcomes forPeople inNeed of Chronic DiseaseManagement

Evidence of outcomes

As a wellness focussed service no quantifiable measures of change are collected or reported by CNS
for individual clients. ¥dence collected by the evaluation tedffrom interviews relatesto
customersatisfaction NBPHO haalsoprovided data from formal evaluation of group sessions



Satisfaction with service received

Individual consultations
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consultation serices received. There was consensus that most patients referred to the CNS were
satisfied with the serviceeceived:

GDSYSNrffte LIGASyGa INB OSNE aliAaFfFASR FyR | LILINBO
G/ tASylda GdKSyaSt@gSa INB OSNE alGAaFASR oAlGK GKS a
Moreover, stakeholdesreported that familiesvere happy with the service received; especially the

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

éGenerally whathappéa A& o GKS O2YYdzyAide RASGAGALFYy 3F2Sa (32
F2f{€t26 dzLlJ F' YR 0SS 6AGK GKFG FlrYAfeo L GKAYy]l GKIFGQa
relationship just with that one persiny R Ol y G NXzad GKIF G LISNR2Y ¢
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However, no data was collected directly from individual patients to substantiate these perceptions.

Group sessions

TheData Supplement repogirovides in depth information abouhe evaluations othe group
sessiongrom the NBPHO

The evaluation of these sessions was a useful way of obtaining information on the outcomes of the
sessions. For example, thiabetes group education sessions held in Nelson were evaluated by
means of a [e- and post survey which showed that immediately after teessiorparticipants
understood the role of food in the management of diabetes and understood how to read food labels
better than before the coursddowever this increase irthe level of undersanding 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 readimgpichindicates the

limitation of oneoff learning situations.

Bendits

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

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

cost, reduced or nil distance, familiar clinic, easy referaais)immediacy.
AWhereas the scene here is so familiar they are far more receptive to the communityrdidtitia
K2ALIAGEFEE RASGAGALlI yaodé
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huge difference instead of just sending letters of in triplicate and not knowing wiéthévis BeérQ
NEBaLRYyRSR (2 2N y2ioé



At times the patients with chronic conditions have had group sessions and the benefits for them
include their realiation thatthey are not aloneandcan get support from their peerand learn
what questions to ash a trusting environment.

5.30utcomes forPeople'dt riskn need ofPrevention andLifestyle Sessions

Evidence of outcomes
BEvidence collected by the evaluation tegfnrom interview3 relatesto customersatisfaction NBPHO
hasalsoprovided data from formagvaluationsof severalgroup sessionand KHWPHGrom one.

Satisfaction with service received

Feedback from groupessionsuch asHealthyldzy OK S &4 Q R Saftigaits gaihedl S R
knowledge, handouts were very good, athe session presentation and presenter style received
good ratings.

Service users noted community programmes are really popular with the patients.
' yEtA1S LINBOA2dza SELISNASYOSs (KS&Q@dS I Oldz2tte gl y
feedback at tle end of it, which is really, reallygoodand RS a2YS NBIfft& 3I22R OKIl Yy

Feedback from one person touches on the need for an ongoing mentor which is not adtiresse
under the current structure of CNS.
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More detail onservice usesatisfaction with theNBPHGervice $ providedin the Data Supplement
report, appendix 13.

Benefits

CNS raises awareness of healthy eating so that the community can learn about htszdthle
options.
@ KS O2YYdzyAlé A& 3ISGiAYy3a SRdzOF 4GSR 2y YI1Ay3 KSIf(
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5.4 Outcomes related tdNorkforce Development

Evidence of outcomes

The dietitians from bottCNSrovided input into the development odneducation programme so
that other providers can deliver education sessittemselves (e.g&et Cookingfor KHWPHGand
for a Maori health provider in NBHQ.

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 KHVWWPHOIs a member of the ECHO group and she kéep working group ugo-date

with nutrition information.



Three stakeholders from Nelson and two from Marlborough explicitly mentioned that they utilise
the resources developed and provided by BHS TheCNShave advised on the development of
guidelinesandthe development and implementation of weight management programme

A considerable number of resources have been developexde detail is provided in the Data
SupplemenReport, Appendix9.

Satisfactionwith the service received

ThissectionF 2 0dzaS&a 2y LINAYFNE KSIFf 0K LINPGBARSNRQ f S@St
the quality ofthe CNS and the likelihood of the knowledge they have gained being utilised.

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

satisfied with theCNS
GxSNE LRa&AGADGSD® ¢KS 0Sad 6SQ@S KIR F2NJF tf2y3 GAY
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Another source of satisfaction for interviewees was that dietitians are responsive and collaborative.
G{KS Aa AYONBRAOGf® I LIINRZIFOKIFIOofSH LGQa ¢62yRSNFdAzA T
sdzZ33SadAizya (KIG ¢S KIF@S aKS gAft 0SS @GSNR 2Ly (23
aLGQa 2dzalG a2 NBTNBakKAy3d (2 dza (G2 KIFI @S GKAA RASGA
us and you know when we set up the course we sit down tegetid decide which dates we will have
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Evaluatiordatawas provided from a variety of workforce development sessions on tepidsas;

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

guidelines Qo 2 year olds for Plunket and Well Child staff; nutrition in paatcy fo LMCs and ante

natal providersand Aged care for Nursesutrition 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 sennstances they noted son@®mponentsof sessions

were onlypartly 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 theurrent 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 facilitaterstanding.

Futhermore, workforce development suggestions included sessions using nutrition screening/

assessment toolA comprehensive summary of these evaluations can also be fouthd Data

Qpplementreport, appendix 13.

Benefits

Thissectionpresents findings othe factorsthat the CNService 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 dietitiar&me health providarlack the confidence in
their own skills to provide nutrition information and support and use the dietitians to cliasfyes
they are unsure of.
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Another benefit of the CNS service is that other health providers can be assured that the information
received from the dietitians are credible, reliable andtapdate.

&Coming from registered dietitians with practicing certificates,@duy 3IdzZt NF yGSS AdGQa 3I2A
G2 RIGST YR AdGQa 32Ay3 G2 0SS 00daNXGSs FyR AlQa
behind ité

Learnngsabout nutrition and ways to manage patients with nutrition needsfacilitated by

attending individual consultations along with the dietitian.

&ANnd the other thing is of course | can sit in ondbesultations which artantastic, so | am learning
stuff too £

Workforce training and influence on practice

CNS influencesractice in two ways, firstly via workforce development sessanssecondly by
workforce development at the expemtial level For example, aevaluation conducted after the
nutrition session foB0years or oldeworkforce development session revealdtemdees were
intending to use their newly acquired nutrition screening and assessment informatiiswould
change practice and identify asymptomatic individuals and nutrition problems early so that
measures could be put in place to address those headttds. This heightened screening awareness
would also beauseful to a wider range of clinic patients.

Theinfluence on theworkforce development ad moreexperintial levelas knowledge igained
within the context of a patient query or consultation or simply from modelled behaviour.

5.5Summary

Both CNShave grown rapidly and are holding large numbers of individual consultations and group
sessionsThere has been positive feedback on tladue of the CNS andhe evaluations have shown
evidence of improved outcomes in the form of learnings from the sessions.

The impact on service users and wider primary egmgearsto have been extremlg positive;
benefitsinclude increased awareness, knedtje and confidengevith behaviour change indicated
but not captured.

Developing systems to capturing these changes or outcomes would be timely foFI@&ENSis no
LINPOS&da OdzNNByidfte FT2N SO f dithesegivide whighBitdd@rowddzl € LI G A
valuable information to guide service development going forward

Less evidence on group education and workforce development evaluation was received from the
CNS at KHRHO It is recommended that evaluation be routinely conducted at groupvamidforce
education sessions. It is good to do pa@d postprogramme 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 suitaldegth of time post course may better

capture these changes and indicate need for further input.



0. Discussion

The present evaluation was focused on the specific questions identified by the stakeholder groups
related to the context, inputs, process andtputs 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 tlahiservices 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 serveral 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 developredts si
inception. As the contract for the service is up for renewal in mid 20b& evaluation is timely in
providing feedback and learnings to ensure the ongoing development and sustainability of the
programme. The following themes are highlighteddonsideration, 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 viitfetipeective 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, fugtbuy-in and commitment of

the PHO as the structure within wdh 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 aeply 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 servicekitWPHG@oesnot appear to have benefited tthe same extent
from the PHO,; little evidence has been provided to demonstrate tmeggtively support this model

of practice or provide @aomparable supporsystem.However, his PHO has seen a recent
restructuring of their organisation arttiesefactors 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 magement

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

to people in the Nelson Marlborough region and the amlyrition support was frondietitians in

secondary services for people who met strict clink®@ F SNNJ f 3IdzA RSt Ay Sa o bt! Q
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 th&s@Consequently a workforce

° Extended to late 2010



development and capayi building approach waequired 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 preveintion
lifestyleNS t 1 SR OKNBYAO RAASIASad ¢2 LINPOARS TFT2NJ GKS
had a strong focus on workforce development, including resourcing, updating and training. This
represents a different way of working for the dietitig, for whom clinical services and etteone

O2yadzZ GFridA2ya NBLINBaSyd GKSANI WoNBFR |yR 0dzid SNI
philosophy, which looks to loAgrm change and is prevention focused.

Both CNS uskthe 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 workforceahbjes. 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
respondedonlyto specific requestfor trainingup until recentlylt can be challenging for dietitians

to apply their skills to this model of care whiaguiresdissemination of knowledge and skills to

other health professionals rather thatirectly to a client; an evolutionary processrently more

evident in NBPHO thatHWPHO

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 shar medium and long term. While this may challenge the dietitians as professionals,

0KS aGNXGS3IAO FAYa 2F (GKS aSNWAOS INB fA1Ste 02
imbalance in the provision of oAe-one services and workforce eduaati activities is an area that

warrants attention as the service continues to deveioparticular 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 giverthe 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 guidancendsete 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 everyukiber 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 theCNS 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 paibfe 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 follayw plans. Only one service has consistently
kept numbers of attending comunity 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 evaluaakmowledgedhe cultural

competence of thedietitiansand theefforts 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 dsharing of learnings and resources across the dissrict
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programmes and the messages delivered in the community as a consequence.

Outcomes, Evaluation and Motaring

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 regardiagyet 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 fewfollow
consultationsandno comparative data is collected. This does not mean service outcomes cannot be
identified, but they would require followap with the referring health professional that attended the
consultation with regard to progress against proffered advice and agrieed pand any additional
support required. At this stage it is not possible to measure chanbedtih, orpractice/behaviour.

For service monitoring purposes more information ng&mbe consistently recorded and systematic
processes organised to anadyand 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 tineicevalue 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.

ConcludingComments

CNS have been established in Nelson and Blenhad are firmly embedded, indeed a crucial
component,in the public health infrastructure of the Nelson Marlborough district. Shevicesare
deliveringagainst their contracts, supported and influenced by the infrastructure and culture of their
respectve PHOSAIthough it is not possible to determineng termsuccess of the programme from

this focussed study, which provideslyl Way |l LJ aK2 3 Q 2 T aié #ef pasitvblIdA OS =

and provide valuable insight into the areas of strength for@éS, and hee highlighted areas which
warrant consideration as the service moves forwavtlijchare summarisedhereas
recommendations
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