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ABSTRACT

INTRODUCTION: Dietetic service delivery in primary health care is an emerging area of dietetic
practice in New Zealand.

AIM: This paper aims to describe the dietetic services being delivered in this setting and
dietitians’ perceptions of the factors that have an effect on their ability to deliver an optimal
service.

METHODS: Individual, qualitative, semi-structured, face-to-face interviews were conducted
with 12 primary healthcare dietitians from a range of age, ethnicity and professional back-
grounds. Interviews were audio-recorded, transcribed verbatim and analysed using inductive
thematic analysis.

RESULTS: Participants were delivering a range of services including: providing nutrition care
directly to patients, helping to upskill other primary health care professionals in nutrition, and
delivering health promotion initiatives to their local community. Three key factors were identi-
fied that participants perceived as having an effect on their ability to deliver effective dietetic
services in primary health care: being part of a multidisciplinary general practice team, having
flexible service delivery contracts appropriate for the setting and that supported integration,
and having an adequate level of dietetic experience.

DISCUSSION: Dietitians working in primary health care recognise the importance of being well
integrated into a multidisciplinary general practice team. This enables them to deliver more
collaborative and coordinated nutrition care alongside their colleagues, to benefit patient
care. Establishing flexible dietetic service delivery contracts, which support integration and
take into account funding and workforce capacity requirements, may help ensure that the
unique skill set of a dietitian is utilised to best effect.

KEYWORDS: Dietetic service delivery; dietitians; healthcare management; integration; nutrition;
nutrition care; primary health care; general practice

Introduction these communities in an accessible, timely and
appropriate way.” The general practice team is at
the heart of New Zealand (NZ) PHC and there is

international evidence showing that PHC profes-

Food and nutrition play an important role in the
prevention and management of many chronic
diseases.! As the number of people living with
chronic diseases continue to increase, particularly
among Maori, Pacific peoples and those from de-
prived neighbourhoods, greater emphasis is being
placed on primary health care (PHC) to support

sionals have the potential to improve patients’
dietary behaviours.®” While general practition-
ers (GPs) and PHC nurses believe they have an
important role to play in providing nutrition
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care to patients, a lack of nutrition knowledge,
lack of time, and lack of belief in the efficacy of
interventions results in inconsistent nutrition
care being provided.® Dietitians’ expertise in
nutrition, specific skills in counselling for elicit-
ing behaviour change, and competency in health
promotion mean they are well-placed to provide
an important skill set to complement NZ PHC.">"?

Current national health policy supports the
development of a PHC system with greater inte-
gration of services and enhanced collaboration
between PHC teams, the wider multidisciplinary
team and secondary health care services; how-
ever, it fails to specify the contribution dietitians
could make to the sector.*>™

Dietitians in NZ have historically provided nutri-
tion care to people with chronic disease, from
secondary health care via hospital outpatient
clinics or hospital-to-home visits. Following the
release of Better, Sooner, More Convenient PHC,’
there has been a small increase in dietitians
working in PHC. However, a recent Dietitians NZ
(the professional body for NZ dietitians) posi-
tion paper and systematic review concluded that
compared to other international dietetic work-
forces, NZ has the lowest proportion of dietitians
working in this sector.”® Furthermore, some other
NZ clinicians (GPs and nurses) believe there are
inadequate dietetic services available to support
their patients with, or at risk of, chronic disease.*®

Little is known about the services NZ dietitians
are providing in PHC and the challenges they
face. This paper therefore aims to describe the
dietetic services being delivered and dietitians’
perceptions of the factors that have an effect on
their ability to deliver an optimal service.

Methods

This qualitative study involved individual semi-
structured, face-to-face interviews with dietitians
who were delivering dietetic services in PHC.

The study used maximum variation sampling to
ensure that a diverse range of participants from
the sample population were included.”® Partici-
pant and employment characteristics likely to
have an effect on the findings were considered.

WHAT GAP THIS FILLS

What is already known: Delivering effective nutrition care to patients
with, or those at risk of developing, chronic disease is an essential
role of the general practice team. However, lack of nutrition knowl-
edge, lack of time, and lack of belief in the efficacy of nutrition
interventions have been cited by many primary health care practi-
tioners as barriers to them providing nutrition care to patients.

What this study adds: For the first time, this study describes the
range of dietetic services being delivered in New Zealand primary
health care, and identifies the factors that dietitians perceive help
them to deliver their services more effectively. It demonstrates the
importance of dietitians having flexible service delivery contracts
that account for the needs of the local general practice popula-
tion, addresses funding and workforce capacity requirements,
and supports the integration of dietitians into a multidisciplinary
general practice team.

These were translated into key demographic vari-
ables, collected from participants and continu-
ously monitored during recruitment, to ensure a
broad range of subjects were included (see Box 1).

Dietitians NZ circulated the research recruit-
ment material using an unfocused invitation
technique (Table 1). A form of snowball sampling
was also used whereby the research recruitment
email encouraged recipients to forward the email
to other dietetic colleagues delivering dietetic
services in PHC." The precise number of eligible
dietitians who received the research invitation is
unknown. However, ~85% of dietitians registered
with the Dietitians Board of NZ (and thus legally
able to practise) were members of Dietitians NZ
in 2013 (470/550).181

Dietitians interested in participating were asked
to contact LB by email or telephone to register
their interest. Thirteen dietitians responded to

Table 1. Promotion of the research by Dietitians New Zealand (DNZ)

Targeted email

e To DNZ Primary Health Care Special Interest Group members and DNZ
Wellington, Mid-Central and Auckland regional branch members

General advertisement

¢ In the DNZ weekly electronic professional update and the DNZ bi-monthly
electronic professional publication
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Box 1. Variables relating to the demographics of participants and their employment

Gender.
Ethnicity.
Age.

Years of experience as a dietitian.

Years of experience delivering dietetic services in primary health care.

Geographic location of employment (rural or urban).

Demographic characteristics of the population to whom participants deliver dietetic

services.

Box 2. Inclusion criteria

Currently delivers a dietetic service, part time or full time, in the primary health care

(PHC) sector, or has delivered a dietetic service in the PHC sector within the last 6 months.

Currently based in the Greater Wellington, Mid Central or Auckland regions.

Holds an annual practising certificate with the Dietitians Board of New Zealand.

Has worked in the PHC sector for longer than 6 months.

374

this invitation and were asked to supply the demo-
graphic information shown in Box 1. This enabled
the researchers to monitor the diversity within

the sample during recruitment and ensure all
participants met the study’s inclusion criteria (see
Box 2). Twelve eligible dietitians from a variety of
demographic backgrounds were then sent an in-
formation sheet and consent form. One dietitian
did not respond to the request for demographic
information and was sent one follow-up reminder.

A semi-structured interview schedule was devel-
oped to guide the interview. It was pilot tested

on one PHC dietitian employed outside the study
recruitment area. The interviews took place be-
tween April and October 2013 and lasted an aver-
age of 59 min. All interviews were undertaken by
LB and took place in the participant’s workplace
or home. They were digitally audio-recorded,
with permission, and transcribed verbatim. Au-
diofiles and transcripts were assigned a numeri-
cal code to maintain participants’ confidentiality
and preserve participants’ anonymity. All partici-
pants were invited to review their transcripts;
nine of the 12 responded, with no alterations to
the substantive content.?

Inductive thematic analysis was used so that indi-
viduals’ experiences could be combined and com-
pared. NVivo (Version 10) was used to organise
and retrieve the data,?” and a step-by-step process
to optimise the quality of the analysis and result-
ing findings was also used.” LB read, re-read and

coded all transcripts, and identified preliminary
themes and subthemes. A reflexive approach

was undertaken throughout the analysis; this in-
cluded referring to the participant’s demographic
information and the contextual field notes made
at the end of each interview.** CM read all of the
transcripts and independently coded six ran-
domly selected transcripts. The final thematic
framework was discussed and agreed by all three
authors. Participants were subsequently invited
to review and comment on the themes. Four
responded and they felt that the themes identified
accurately reflected their personal views.

University of Otago ethical approval was granted
for this study (Ref: D12/416) and research con-
sultation with Maori took place using standard
University of Otago processes.

Results

All participants were female, representing a
range of ages (25-54 years) and ethnicity, includ-
ing Maori and Pacific peoples. Participants had
varying degrees of experience both as a dietitian
and of working in the PHC sector. Half of the
participants (n = 6) were in their first role as a
dietitian, whereas four had qualified as a dietitian
over 20 years ago. Only three participants had
been working in the sector for longer than

5 years. Participants were employed by a range
of organisations: eight by a Primary Health
Organisation (PHO), two by a District Health
Board (DHB), one by a Regional Sports Trust
and one by a general practice. The majority of
the PHO roles and the general practice role were
funded directly by the PHO or the practice. The
relevant DHB funded one of the PHO roles and
the Regional Sports Trust role.

Three key factors were identified that the par-
ticipants perceived as having an effect on their
ability to deliver effective dietetic services in
PHC. These included: being well integrated into
a multidisciplinary general practice team; having
flexible service delivery contracts appropriate to
the PHC setting and that support integration;
having an adequate level of dietetic experience.
The dietetic services delivered and the three key
factors are described below, together with illus-
trative quote(s) from the interview transcripts.
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Dietetic service delivery in NZ PHC

Participants described how their service was
established and subsequently developed. All
services were relatively early in their develop-
ment; all were less than 10 years old and most less
than five years old. The majority of participants
were in newly established roles and were involved
in developing new services; in some cases, ser-
vices specifications were determined by funders
and in others, very little guidance about service
delivery was provided.

Participants were delivering a range of dietetic
services in PHC and expressed that the variety in
their roles was something they particularly en-
joyed. All participants were providing some form
of nutrition care directly to patients, either via
group-based care or one-on-one appointments.
Over half provided some or all of this service
from a general practice. Most participants also
helped to upskill other PHC professionals in nu-
trition. The majority also described a role in the
delivery of health promotion initiatives to their
local community. Most provided dietetic services
to more than 20 general practices, with one par-
ticipant providing services to 140 practices. The
anomaly was the dietitian employed by a single
practice and working solely in that practice.

“The mix of the role. I really enjoy [that]... the
flexibility of doing the community work... clinics...
health promotion, health events...workforce
development... " [P11]

Being part of a multidisciplinary
general practice team

All participants were asked to talk about the
teams they were part of and how these teams
affected the dietetic services they delivered.

All participants were part of a team within the
organisation they were employed. However, only
a few described themselves as being part of a
multidisciplinary general practice team. Being
employed by, or physically located within, the
practice to deliver nutrition care to individual
patients and having access to patients’ electronic
health records were factors that contributed to
feeling part of a general practice team.

Participants who were part of a multidisciplinary
general practice team described a range of ad-
vantages including: improved relationships and
communication with the general practice team,
receiving an increased number of appropriate
referrals, receiving support for areas outside their
scope of practice, working more collaboratively
with other members of the practice team, and

an ability to upskill the whole practice team to
provide nutrition care.

The potential benefit of working collaboratively
with others to provide nutrition care is described
by this dietitian:

“This way of working interprofessionally with the
practice team, not only the medical staff but with
Pacific navigators [Pacific community health
worker], community health workers, has a lot

of advantage in upskilling them as well to do the
role.” [P1]

The small number of dietitians who did have ac-
cess to patients’ electronic health records felt this
reduced administration time and allowed them
to provide a more professional service:

‘So that was part of the reason I'd really like to go
into the GP practice... you can see when they’ve
had a blood test, you can see... what else is go-
ing on [clinically] whereas here [at the Primary
Health Organisation (PHO) office] we have such
limited [clinical information] on the patient.’
[P10]

A few dietitians also delivered nutrition educa-
tion to the general practice team in the practice.
They felt this was an effective way to help upskill
the whole team to provide consistent nutrition
messages, and was more convenient for busy
clinicians.

However, being physically located in the prac-
tice and having access to the patients’ electronic
health records did not automatically mean that
the dietitian felt part of the team, as revealed by
this new graduate dietitian:

T have a good relationship with the nurses, some
of the doctors and the reception staff, but I kind
of just come and go, they know who I am, they’re
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very friendly, but I would never go to their team
meetings or anything like that.’ [P6]

It appeared that being involved in team meetings
and team planning, sharing lunch breaks and be-
ing invited to social events such as the Christmas
party helped the dietitians to feel part of the
practice team. This dietitian who delivers ser-
vices in two practices describes her involvement:

So I attend MDTs [multidisciplinary team meet-
ings], I attend them monthly for both practices...
I also attend clinical updates.... and any other
things they have going on... for example, some of
the practices are involved with community pro-
grammes so I get involved as well.” [P4]

Having flexible contracts that are
appropriate for PHC and support
integration into the general practice

The more experienced participants discussed the
establishment and development of services. A few
participants felt there was a lack of consultation
with PHC, which resulted in the development of
a service delivery model that was not appropriate
for PHC and their priority populations. The fol-
lowing comment was made by a dietitian whose
contract was very specific in terms of the health
conditions she could provide support to, which
she felt affected her ability to provide a service
that was responsive to the needs of the general
practice she worked within:

T think one of the real challenges is that I'm con-
tracted for high-risk cardiovascular disease and
diabetes, which are disease states and people come
to primary care as people... so working by disease
is difficult because ...the whole package isn’t there.’
(P1]

In contrast, some participants felt there was
enough flexibility in their contracts to deliver

a range of services, including being involved in
community health promotion initiatives. This
was seen as an effective way to develop relation-
ships with the community.

A small number of participants felt there was
inadequate funding allocated to the general prac-
tice. This either prevented them from delivering

nutrition care from the practice or limited the
resources available to deliver effective nutrition
care clinics:

‘One of the practices asked for a hirage [fee] for
the room that I'm using...there is a cost [to the
practice] for the room, the [patient] transport and
[other patient] services and if people aren’t going
to turn up then that’s a lot of money that goes to
this service.” [P4]

Other participants described an agreement
between the PHO and the general practice for the
dietitian to deliver nutrition care from the prac-
tice and this was seen as mutually beneficial.

Dietitians affiliated with a large number of gen-
eral practices found it more difficult to develop
and maintain good relationships with all of their
practices. This participant compared her ability
to develop relationships with the 26 practices she
provided services for with her colleague, who was
only working in two practices:

“...how different the experience is for the other
dietitian who has clinics at the GP practice...
because she runs her clinics totally out of the
practice. She has lunch with the doctors and
nurses and can just chat freely about cases and she
is known in the community because it is quite a
small community and how wonderful that would
be to... know everybody... but with 26 practices, it’s
just not practical.’ [P2]

Limited workforce capacity was also given as a
reason for delivering their service in a way that
might not always be the most appropriate or
effective for their priority patient group. This in-
cluded offering nutrition care clinics despite poor
attendance, limiting home visits and not working
collaboratively with other PHC professionals. The
following quotes illustrate this:

‘I think for me the clinic is quite efficient and well
run, but for clients I think being able to source
their own appointment time and come to a place
that’s not their GP practice [would be more ap-
propriate].” [P10]

T’d love to do it [working interprofessionally]
but... I wouldn’t want to do it all the time,
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that’s the thing, [because] it’s time consuming.’
[P11]

Furthermore, limited capacity was also identified
as a barrier by the majority of participants to de-
livering nutrition education to general practice-
based clinicians, despite acknowledging that this
approach might be more effective and efficient in
the longer term.

Having an adequate level
of dietetic experience

A small number of new graduate dietitians
expressed a lack of confidence working in general
practice, and also placed less value on their role
in comparison to dietetic roles in secondary
health care:

T would feel uncomfortable going into their [prac-
tice] meeting because I'm only there once a week...
and they’ve got plenty of other things to talk about.
But in saying that... [it] would be beneficial if

I attended to know what’s going on within the
practice.” [P10]

“...because you’re a step back from that [being

a hospital dietitian]... you're only dealing with
the really simple stuff... like only diabetes and
CVD and gout, as opposed to like, end-stage renal
failure.” [P6]

The importance of being confident and making
oneself visible was expressed by a few of the more
experienced dietitians. This was important for
developing relationships and respect for their
expertise and services:

T make a point of going and just sitting in the
morning tea room [at the practice] probably once
a week... I might be there an hour... people come
in and have a bit of a chat, that’s probably where
I get a lot of my referrals and answer a lot of ques-
tions, just by being seen.” [P1]

Furthermore, participants who had more experi-
ence and had been in their role for a longer time
felt these factors enhanced their ability to deliver
an effective service. They described their well-
developed dietetic professional support networks

and enhanced relationships with their PHC col-
leagues as follows:

“..it [having experience of PHC] has really helped
and actually that was something that I added to
my job description...because I think in a role like
this where it’s... not easy to work... [it can be] re-
ally difficult and you need to know what to expect.’
[P5]

“That’s really [the] key... the GP practice team...
they have to know you and to like you...and that
one takes a long time’. [P11]

Discussion

This paper describes the dietetic services being
delivered in NZ PHC and dietitians’ perceptions
of the factors affecting service delivery. It has
provided valuable insights and understanding of
the potential factors affecting a dietitian’s ability
to deliver an effective PHC service, from those
working in PHC.

The key finding is that to work most effectively
in PHC, the dietitian needs to be recognised as
being part of the general practice team. Dieti-
tians in this study identified that being part of a
multidisciplinary general practice team, being
physically located within the practice and hav-
ing access to patients’ electronic health records,
enabled them to work in a more collaborative
and coordinated manner with other practice
team members. These factors are described in the
international dietetic literature as being ‘inte-
grated’ into the general practice.”

However, only a few study participants could be
described as being ‘integrated’ into a practice
team. Factors inhibiting integration appear to be:

« Having service delivery contracts that do not
support or facilitate integration due to inap-
propriate funding and lack of consideration
given to workforce capacity requirements.

o The dietitian’s level of professional experience.

These factors are interrelated, and could poten-
tially have an effect on each other; for example,
a contract with limited funding is likely to result
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in less experienced dietitians being recruited to
these roles.

NZ dietitians are not alone in recognising the
importance of being integrated into the general
practice team, or in experiencing barriers to this
occurring. Dietitians internationally are experi-
encing similar challenges. The value of integra-
tion into the practice team is well supported in
the international dietetic literature.”***” Canadian
authors support the importance of face-to-face
communication, both formal and informal, with
other members of the practice team.?>* Intuitive-
ly, this allows relationships to develop, leading to
more collaborative working and more efficient
use of the dietitians’ unique skill set.

The advantage of flexible service delivery
contracts that consider funding and workforce
capacity requirements have also previously been
reported in the international dietetic literature.
Australian authors suggested that there was inad-
equate consultation before the implementation

of dietetic services in Australian PHC, result-

ing in services that do not support collaborative
care.?**®? In contrast, Canadian authors report
several consultative processes during the estab-
lishment of dietetic services in Canadian PHC
that involved the wider PHC team.?>** These au-
thors identified this as a major contributor to the
successful integration of dietitians. Furthermore,
other Canadian research has determined funding
and workforce capacity requirements for dietetic
services in PHC, and these are incorporated into
national guidelines.*®!

Professional support is particularly valuable

for dietitians to work effectively when new
services are being established or when the role
is professionally isolated (eg when they are the
sole dietitian employed in an organisation).*
While this has not been described extensively in
the international dietetic literature, Australian
authors noted the high number of new graduate
dietitians working in private practice and recom-
mended the need for university courses to equip
graduates with the necessary skills to work in
this setting.*

Not surprisingly, many of the factors affecting di-
etetic service delivery in NZ PHC are consistent

among other allied health professionals deliver-
ing services in PHC nationally and internation-
ally.** The benefits and challenges of integra-
tion into the general practice team have been
described in the counselling and pharmacy
literature.**¢ Those pharmacists with greater
professional experience, particularly in terms

of working in a collaborative team, integrated
more easily into the practice team.*** In a NZ-
based viewpoint paper, Scahill describes similar
challenges for community pharmacists wanting
to work more collaboratively with the general
practice team.” A professional perspective paper
for NZ physiotherapists has also highlighted

the importance of physiotherapists developing
relationships within general practice teams.*
Furthermore, the importance of ensuring NZ
physiotherapists are equipped with the skills
necessary to work effectively in PHC has also led
to the development of a self-check tool, which
potentially could be applied to other professional
groups working in this setting.* Integrated

care remains a key goal in national health care
policy;" however, the challenges faced at service
delivery level need to be acknowledged and
addressed.

Strengths and limitations

Many methodological processes were used to
optimise the quality and trustworthiness of this
research. A diverse range of participants, includ-
ing those from different ethnic backgrounds,
were recruited; formal piloting of all research
instruments took place; three researchers were
involved in the data analysis process; all partici-
pants were offered an opportunity to: (i) review
their transcripts; and (ii) comment on the draft
themes; and a reflexive process was adopted in an
attempt to reduce sources of error or bias. For lo-
gistical reasons, participants were recruited from
a restricted geographical area. No male dietitians
or dietitians working solely in rural areas were
recruited. This may reflect the fact that there are
very few male dietitians and few dietitians work-
ing in rural PHC in NZ.

Conclusion

The dietitians participating in this research
recognise the value of being well integrated into a
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multidisciplinary general practice team, allowing
them to deliver more collaborative and coordi-
nated services that utilise their unique skill set.
However, it is evident there are several contrac-
tual constraints that may affect their ability to be
well integrated into PHC at the general practice
level. Ensuring that service delivery contracts are
developed in partnership with general practices,
and that consideration is given to appropriate
funding and workforce capacity requirements,
may go some way to supporting the integration
of dietitians into general practice. While this
research was conducted with NZ dietitians, these
findings are likely to be relevant to other allied
health professionals establishing services in NZ
PHC, and may also apply to dietitians work-

ing in PHC internationally. Further research is
required to assess the effect of dietitians being
well integrated into multidisciplinary general
practice teams on PHC outcomes. It is possible
that integration would support dietitians to de-
liver a more effective and efficient dietetic service,
as well as produce a more coordinated approach
to nutrition care being provided by all members
of the PHC team. This should ultimately help to
improve the health of communities dispropor-
tionally affected by chronic disease in NZ, and
support the implementation of current health
policy.

References

1. Alhazmi A, Stojanovski E, McEvoy M, Garg M. The as-
sociation between dietary patterns and type 2 diabetes: a
systematic review and meta-analysis of cohort studies. J
Hum Nutr Diet. 2014;27(3):251-60. doi:10.1111/jhn.12139

2. Ministry of Health. The health of New Zealand adults
2011/12: key findings of the New Zealand health survey
[Internet]. Wellington: Ministry of Health; 2012. [cited 2015
Oct 10]. Available from: www.health.govt.nz/publication/
health-new-zealand-adults-2011-12

3. World Health Organization. Primary health care now more
than ever [Internet]. Geneva: World Health Organization;
2008. [cited 2015 Oct 10]. Available from: www.who.int/
whr/2008/whr08_en.pdf

4. King A. The primary health care strategy [Internet]. Wel-
lington: Ministry of Health; 2001. [cited 2015 Oct 10].
Available from: www.health.govt.nz/publication/primary-
health-care-strategy

5. Ministry of Health. Better, sooner, more convenient health
care in the community [Internet]. Wellington: Ministry of
Health; 2011. [cited 2015 Oct 10]. Available from: www.
health.govt.nz/publication/better-sooner-more-conveni-
ent-health-care-community

6. Goodyear-Smith F, Gauld R, Cumming J, et al. Interna-
tional learning on increasing the value and effectiveness
of primary care (I LIVE PC) New Zealand. J Am Board

20.

2

—

22.

23.

24,

Fam Med. 2012;25(Suppl 1):S39-44. doi:10.3122/jab-
fm.2012.02.110198

Ball L, Leveritt M, Cass S, Chaboyer W. Effect of nutrition
care provided by primary health professionals on adults’
dietary behaviours: a systematic review. Fam Pract.
2015;32(6):605-17. doi:10.1093/fampra/cmv067
Claridge R, Gray L, Stubbe M, et al. General practitioner
opinion of weight management interventions in New
Zealand. J Prim Health Care. 2014;6(3):212-20.

Parry Strong A, Lyon J, Stern K, et al. Five-year survey
of Wellington practice nurses delivering dietary advice to
people with type 2 diabetes. Nutr Diet. 2014;71(1):22-7.
doi:10.1111/1747-0080.12049

. Crowley J, Ball L, Han DY, et al. Doctors’ attitudes and

confidence towards providing nutrition care in practice:
comparison of New Zealand medical students, general
practice registrars and general practitioners. J Prim
Health Care. 2015;7(3):244-50.

. Ball LE, Desbrow B, Yelland M, Leveritt MD. Direct obser-

vation of the nutrition care practices of Australian general
practitioners. J Prim Health Care. 2014;6(2):143-7.

. Dietitians Board of New Zealand. Statement of registration

competency requirements [Internet]. Wellington: Dietitians
Board of New Zealand; 2010. [cited 2015 Oct 10]. Avail-
able from: www.dietitiansboard.org.nz/webfm_send/7

. Howatson A, Wall C, Turner-Benny P. The contribution

of dietitians to the primary health care workforce. J Prim
Health Care. 2015;7(4):324-32. doi:10.1071/HC15324

. Ministry of Health. Update of the New Zealand Health

Strategy - All New Zealanders live well, stay well, get well:
Consultation draft [Internet]. Wellington: Ministry of Health;
2015. [cited 2015 Nov 2]. Available from: www.health.govt.
nz/system/files/documents/publications/update-new-
zealand-health-strategy-consultation-draft-oct15_0.pdf

. Howatson A, Wall C. Dietitians New Zealand position

paper and systematic review: contribution of dietitians to
the primary healthcare workforce. Wellington: Dietitians
New Zealand; 2014.

. Marshall MN. Sampling for qualitative research. Fam

Pract. 1996;13(6):522-5. doi:10.1093/fampra/13.6.522

. Kuper A, Lingard L, Levinson W. Critically appraising

qualitative research. BMJ. 2008;337(a1035):687-92.
doi:10.1136/bm;j.a1035

. Dietitians Board of New Zealand. New Zealand Dietitians

Board Annual Report [Internet]. Wellington: Dietitians
Board of New Zealand; 2013. [cited 2015 Oct 10]. Avail-
able from: http://www.dietitiansboard.org.nz/webfm_
send/183

. Zealand DN. Dietitians of New Zealand Annual Report

[Internet]. Wellington: Dietitians New Zealand; 2015. [cited
2015 Oct 10]. Available from: http://dietitians.org.nz/file-
admin/assets/1Documents/Annual_Report_2015_Final_1.
pdf

Pope C, Mays N, editors. Qualitative research in health
care, 3rd edn. Oxford: Blackwell Publishing; 2006.

. Braun V, Clarke V. Using thematic analysis in psychology.

Qual Res Psychol. 2006;3(2):77-101. doi:10.1191/1478088
706gp0630a

QSR International Pty Ltd. NVivo qualitative data analysis
software. QSR International Pty Ltd; 2014.

Gamblen W, Schamehorn S, Crustolo AM, et al. The
registered dietitian in primary care: the Hamilton
experience. Can J Diet Pract Res. 2007;68(2):81-5.
doi:10.3148/68.2.2007.81

Crustolo AM, Kates N, Ackerman A, Schamehorn S.
Integrating nutrition services into primary care. Can Fam
Physician. 2005;51:1647-53.

VOLUME 8 - NUMBER 4 - DECEMBER 2016 /OURNAL OF PRIMARY HEALTH CARE



ORIGINAL SCIENTIFIC PAPER

ORIGINAL RESEARCH: WORKFORCE

ACKNOWLEDGEMENTS
The authors gratefully
acknowledge the support
of the dietitians who
contributed their time to be
interviewed and Dietitians
New Zealand, who assisted
with participant recruitment.
This research was carried
out as part of Louise
Beckingsale’s Master of
Health Sciences undertaken
through the University

of Otago Wellington.

COMPETING INTERESTS
This research was part-
funded by the New Zealand
Lottery Grants Board and
the Wellington Branch of
Dietitians New Zealand.
These sources of funding
had no control or influence
in the decision to submit this
manuscript. The authors
have no other conflicts

of interest to disclose.

380

2

[&)]

26.

2

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

~N

. Flesher M, Kinloch K, Grenon E, Coleman J. Access to

dietitians in primary health care. Can J Diet Pract Res.
2011;72(1):32-6. doi:10.3148/72.1.2011.32

Cant RP. Patterns of delivery of dietetic care in private
practice for patients referred under Medicare Chronic
Disease Management: results of a national survey. Aust
Health Rev. 2010;34(2):197-203. doi:10.1071/AH08724
Mitchell L, Macdonald-Wicks L, Capra S. Increasing
dietetic referrals: perceptions of general practitioners,
practice nurses and dietitians. Nutr Diet. 2012;69(1):32-8.
doi:10.1111/j.1747-0080.2011.01570.x

Cant R, Aroni R. Melbourne dietitians’ experience of
Medicare policy on allied health services (strengthen-

ing Medicare: Enhanced Primary Care) in the first 12
months. Nutr Diet. 2007;64:43-9. doi:10.1111/j.1747-
0080.2007.00108.x

Cant R, Ball L. Decade of Medicare: the contribution of
private practice dietitians to chronic disease management
and diabetes group services. Nutr Diet. 2015;72(3):284—
90. doi:10.1111/1747-0080.12175

Brauer P, Dietrich L. Adding a registered dietitian to your
team [Internet]. Toronto: Dietitians of Canada; 20086. [cited
2015 Oct 10]. Available from: www.dietitians.ca/Sec-
ondary-Pages/Public/Family-Health-Networks—Demo-
Project-Resources.aspx

Witt J, Brauer P, Dietrich L, Davidson B. Estimation of
human resource needs and cost of adding registered
dietitians to primary care networks. Can J Diet Pract Res.
2006;67(Suppl):S30-8. doi:10.3148/67.0.2006.S30
Beckingsale L, Fairbairn K, Morris C. “Two working
together is so much better than just one”: professional
support needs of primary health care dietitians. Nutr Diet.
2016;73:220-28. doi:10.1111/1747-0080.12243

Mitchell L, Capra S, Macdonald-Wicks L. Structural
change in Medicare funding: impact on the dietetics
workforce. Nutr Diet. 2009;66(3):170-5. doi:10.1111/j.1747-
0080.2009.01362.x

Jorgenson D, Laubscher T, Lyons B, Palmer R. Integrating
pharmacists into primary care teams: barriers and facilita-
tors. Int J Pharm Pract. 2014;22(4):292-9. doi:10.1111/
ijpp.12080

Pottie K, Haydt S, Farrell B, et al. Pharmacist’s identity
development within multidisciplinary primary health care
teams in Ontario: qualitative results from the IMPACT
project. Res Social Adm Pharm. 2009;5(4):319-26.
doi:10.1016/j.sapharm.2008.12.002

Kates N, Crustolo A-M, Farrar S, Nikolaou L. Counsel-
lors in primary care: benefits and lessons learned. Can J
Psychiatry. 2002;47(9):857-62.

Scahill SL. Community pharmacy does not appear as part
of the collaboration discourse within New Zealand primary
care. J Prim Health Care. 2011;3(3):244-7.

Stewart J, Haswell K. Primary health care in Aotearoa:
challenges and opportunities for physiotherapists. NZ

J Physiother. 2007;35(2):48-53.

Stewart J, Haswell K. Assessing readiness to work in
primary health care: the content validity of a self-check
tool for physiotherapists and other health professionals. J
Prim Health Care. 2013;5(1):70-3.

VOLUME 8 - NUMBER 4 - DECEMBER 2016 JOURNAL OF PRIMARY HEALTH CARE



