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Executive Summary 
 
The environment in which the Community Nutrition & Dietetics Service (CNDS) 
operates has changed significantly over the past number of years.  The increasing 
incidence of obesity, in both adults and children and the rise in chronic disease has 
drastically affected the client profile and demand for the service.  This document provides 
an overview of the current practices of the Community Nutrition & Dietetic Service HSE 
West in the prevention and treatment of chronic disease. 
 
The Transformation Programme 2007-2010 is central to helping the department adapt to 
change and provides an opportunity to take a fresh look at the current and future practices 
within the service.   
 
This document provides a framework for the CNDS to fulfill the Transformation vision 
that ‘Everybody will have easy access to high quality care and services that they have 
confidence in and staff are proud to provide.’ It plans for greater accessibility to the 
service while prioritising treatment for those who have the most to gain, using an 
evidence based approach. The CNDS aims to deliver a high quality service, which clients 
have confidence in and which the Community Dietitians are proud to deliver. Using the 
Transformation programme the CNDS can now plan for the type of service which will 
‘enable people to live healthier and more fulfilled lives.’ 
 
In this document best practice nutrition guidelines for the prevention and management of 
chronic diseases are reviewed and practical recommendations for the service are made. 
However, nutritional strategies for the prevention and management of Cancer are not 
reviewed here, but are hoped to be included at a later date. 
 
As many chronic diseases are preventable through diet and lifestyle changes, the CNDS 
use a combination of health promotion and population health approaches to reduce risk of 
chronic disease at population level.   These initiatives and the evidence on which they are 
based are outlined in this document. 
 
Nutrition is also central to the management of chronic disease.  Current practices are 
reviewed and altered to reflect most recent evidence, providing a model for the nutritional 
management of Adult Obesity, Childhood Obesity, Diabetes, Cardiovascular Disease 
(CVD), and Chronic Respiratory Disease (CRD).  
 
Universal Referral Tools and Nutrition Care Plans have been developed and are included 
in the appendices, making it possible to integrate care amongst all CNDS staff.  These 
reflect evidence outlined in the document and ensure the service user receives 
standardised evidence based care from the CNDS. 
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While this document is primarily of use to the Community Nutrition & Dietetic Service 
HSE West, it can also act as a template to be altered for use by other health professionals, 
particularly other dietetic departments in community or hospital setting, thus integrating 
care throughout the HSE. 
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CHAPTER 1 
 
 

1.0 Introduction 
 
The Health Service Executive (HSE) is undergoing major change at present, as outlined 
in the Transformation Policy Document 2007 – 20101. This challenge of change involves 
the Community Nutrition and Dietetic Service (CNDS) at many levels  
 
This document aims to support CNDS staff in engaging in the Transformation 
programme by providing an overview of the CNDS’s current role in the prevention and 
management of chronic illness, outlining evidence based treatment and prevention 
models for the nutritional management of CVD, Obesity, Diabetes and CRD and also 
advocating measures to evaluate performance over time.   
 
The Six Transformation priorities and their implications for the CNDS are outlined in 
Table 1. 

The CNDS have adopted the World Health Organization (WHO) definition of chronic 
disease as Cardiovascular Disease (CVD), Obesity, Diabetes, Cancer and Respiratory 
disease2.  (The role of nutrition in the prevention and management of Cancer is not 
included in this document at this time but will be added at a later date)  

Chronic diseases are now the major cause of death and disability worldwide. These 
diseases account for 59% of the 57 million deaths annually and 46% of the global burden 
of disease.  Relatively few risk factors – high cholesterol, high blood pressure, obesity, 
smoking and alcohol – cause the majority of the chronic disease burden2.  

The primary determinants of chronic diseases include lifestyle and diet.  Prevention of 
these diseases requires changes in behaviors related to smoking, physical activity and diet 
along with investments in education, food policies and urban physical infrastructure.  The 
CNDS are involved in the prevention of chronic diseases through multifaceted 
interventions in a variety of settings. 
 
Chronic disease management refers to multidisciplinary efforts to improve the quality and 
cost-effectiveness of care for patients suffering from chronic conditions3. High quality 
care can be achieved only when interventions that work are applied to the right patients 
at the right time. Improving quality of care is thus a matter of defining and promoting 
best clinical practice, namely developing evidence-based clinical practice guidelines, or 
recommendations. Quality of health care can be improved by translating evidence from 
research into practice.4 
 
This document aims to support the CNDS staff in changing aspects of the service to 
provide a high quality service as outlined above.   
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Table 1: ‘Transforming’ the Community Nutrition & Dietetic Service 
HSE Transformation Priority CNDS Challenge 

 
Priority 1 
Implement a model for the 
prevention and management of 
chronic illness 

The CNDS aims to widen its service to encompass 
all those with chronic illness who require 
nutritional intervention.  This document outlines 
evidence based treatment and prevention models 
for the nutritional management of CVD, Obesity, 
Diabetes, and Respiratory disease. 

Priority 2 
Configure Primary, Community 
and Continuing Care (P.C.C.C.) 
services so that they deliver 
optimal and cost effective results.  

The development of primary care teams and 
networks will have implications on the demand for 
dietetic services in the community.  It is important 
to plan for this by standardising the delivery of 
care and by formalizing referral pathways to 
provide equity of care for all service users. It is 
also important to establish an evidence base to 
identify those who are most at risk of chronic 
diseases and also those who will benefit most from 
intervention, thus ensuring the delivery of a high 
quality service. 

Priority 3 
Implement standards based 
performance measurement and 
management throughout the HSE 

The CNDS must develop measures to evaluate 
performance over time.  Performance will be 
measured both by impact of treatment on the 
service user and also efficacy and cost 
effectiveness of the service. 

Priority 4 
Develop integrated services 
across all stages of the care 
journey 

This document outlines universal client care 
pathways and nutritional management plans which 
will standardise practice amongst all dietitians 
working in HSE West whether in hospital or 
community care. 

Priority 5 
Configure hospital services to 
deliver optimal and cost effective 
results  

Through the development of integrated care 
pathways the CNDS will be able to assist the 
service user in accessing high quality nutritional 
care in the hospital setting. 

Priority 6 
Ensure all staff engage in 
transforming health and social 
care in Ireland 

CNDS Dietitians have contributed to the 
development of this document. 
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Chapter 2 
 

2.0 Chronic Disease Prevention 
 
In recent years, research focused on the modifiable determinants of chronic disease has 
generally concluded that reducing identified, modifiable dietary and lifestyle risk factors 
could prevent most cases of cardiovascular disease (CVD), diabetes, and many cancers 
amongst high income populations5.   
 
Changing diet and lifestyle behaviors has enormous potential to prevent chronic disease 
at international level. Preventing these diseases requires changes in behaviors related to 
smoking, physical activity and diet as well as investments in education, food policies and 
urban physical infrastructure. 
 
2.1 Potential of Dietary and Lifestyle Factors to Prevent Chronic 
Diseases 
 
Evidence indicates that realistic modifications to diet and lifestyle can prevent most 
CVD, diabetes, colon cancer, and smoking-related cancers 
 
• One line of evidence is based on declines in coronary artery disease (CAD) in 

countries that have implemented preventive programs. Rates of CAD mortality have 
been cut in half in several high-income countries, including Australia, the United 
Kingdom, and the United States. The most dramatic example is that of Finland23. 

 
• Other evidence is derived from randomised intervention studies. These often have 

serious limitations for estimating the potential magnitude of benefits, because 
typically only one or a few factors are modified, durations are usually only a few 
years, and noncompliance with lifestyle change is often substantial. Nevertheless, 
some examples are illustrative of the potential benefit. In two randomised studies 
amongst adults at high risk of type 2 diabetes, those assigned to a program 
emphasising dietary changes, weight loss, and physical activity experienced only half 
the risk of incident diabetes24, 25. The Lyon Heart Study, conducted amongst those 
with existing heart disease, found a Mediterranean-type diet, high in omega-3 fatty 
acids reduced recurrent infarction by 70 percent compared with an American Heart 
Association diet26. 

 
• A third approach is to estimate the percentage of disease that is potentially 

preventable by reducing multiple behavioral risk factors using prospective cohort 
studies. Among U.S. adults, more than 90 percent of type 2 diabetes, 80 percent of 
CAD, 70 percent of stroke, and 70 percent of colon cancer are potentially preventable 
by a combination of nonsmoking, maintenance of healthy weight, moderate physical 
activity, healthy diet, and moderate alcohol consumption5. 
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Collectively, these findings indicate that the low rates of these diseases suggested by 
international comparisons and time trends are attainable by realistic, moderate changes 
that are compatible with 21st-century lifestyles.  
 
 
2.2 The Role of Diet and Lifestyle in Chronic Disease Prevention. 
 
Research has concluded that the following diet and lifestyle changes provide the greatest 
protection against chronic disease development: 
 
• Maintain a Healthy Weight   
• Eat a Healthy Diet  
• Maintain Daily Physical Activity and Limit Television Watching  
• Avoid Tobacco Use 
 
Maintain a Healthy Weight  
 
Obesity is increasing rapidly worldwide. Even though obesity has received more attention 
than overweight, overweight (Body Mass Index of 25 to 30) is typically even more 
prevalent and also confers elevated risks of many diseases. For example, overweight 
people experience a two- to threefold elevation in the risks of CAD and hypertension and 
more than a tenfold increase in the risk of type 2 diabetes compared with lean individuals 
(BMI less than 23)6. Both overweight and obese people also experience elevated 
mortality from cancers of the colon, breast (postmenopausal), kidney, endometrium, and 
other sites7. 
Research also shows that waist circumference is a strong predictor of CVD and type 2 
diabetes, even after controlling for BMI6.  
 
Eat a Healthy Diet 
 
Medical experts have long recognised the effects of diet on the risk of CVD, but the 
relationship between diet and many other conditions, including obesity, specific cancers, 
diabetes, has been documented more recently.  
 
Table 2: Dietary Guidelines for the Prevention of Chronic Disease 
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• Replace saturated and trans fats with unsaturated fats, including sources of 
omega-3 fatty acids. 

• Ensure generous consumption of fruit and vegetables and adequate folic acid 
intake. 

• Consume cereal products in their whole-grain, high-fiber form. 
• Limit consumption of sugar and sugar-based beverages. 
• Limit excessive caloric intake from any source. 
• Limit sodium intake 
 
These goals are consistent with the 2003 World Health Organization (WHO) report ‘Diet, Nutrition and the 
Prevention of Chronic Disease8. 



                                                     
 
                                         

The following are six aspects of diet for which strong evidence indicates important health 
implications.  
• Replace saturated and trans fats with unsaturated fats, including sources of 

omega-3 fatty acids. Replacing saturated fats with unsaturated fats will reduce the 
risk of CVD8, 9 by reducing serum low-density lipoprotein (LDL) cholesterol. Also, 
polyunsaturated fats (including the long-chain omega-3 fish oils and probably alpha-
linoleic acid, the primary plant omega-3 fatty acid) can prevent ventricular 
arrhythmias and thereby reduce fatal CVD.  Trans fatty acids produced by the partial 
hydrogenation of vegetable oils have uniquely adverse effects on blood lipids 9 and 
increase risks of CVD9; both the effects on blood lipids and the relationship with 
CVD risk are considerably more adverse than for saturated fat. Independent of other 
risk factors, higher intakes of trans fat and lower intakes of polyunsaturated fat 
increase risk of type 2 diabetes10. 

• Ensure generous consumption of fruit and vegetables and adequate folic acid 
intake. Strong evidence indicates that high intakes of fruit and vegetables will reduce 
the risk of CVD11. Some of this benefit is mediated by higher intakes of potassium, 
but folic acid probably also plays a role9.  

• Consume cereal products in their whole-grain, high-fiber form. Consuming grains 
in a whole-grain, high-fiber form has double benefits. First, consumption of fiber 
from cereal products has consistently been associated with lower risks of CVD and 
type 2 diabetes9, 10, which may be because of both the fiber itself and the vitamins and 
minerals naturally present in whole grains. High consumption of refined starches 
exacerbates the metabolic syndrome and is associated with higher risks of CVD9 and 
type 2 diabetes10 . Second, higher consumption of dietary fiber also appears to 
facilitate weight control9 and helps prevent constipation.  

• Limit consumption of sugar and sugar-based beverages. Sugar (free sugars refined 
from sugar cane or sugar beets and high-fructose corn sweeteners) has no nutritional 
value except for calories and, thus, has negative health implications for those at risk 
of overweight. Furthermore, sugar contributes to the dietary glycemic load, which 
exacerbates the metabolic syndrome and is related to the risk of diabetes and CVD9,13. 
The WHO has suggested an upper limit of 10 percent of energy from sugar, but lower 
intakes are usually desirable because of the adverse metabolic effects and empty 
calories.  

• Limit excessive caloric intake from any source. Given the importance of obesity 
and overweight in the causation of many chronic diseases, avoiding excessive 
consumption of energy from any source is fundamentally important. Large portion 
sizes are a possible causative factor for unhealthy weight gain14.  Because calories 
consumed as beverages are less well-regulated than calories from solid food, limiting 
the consumption of sugar-sweetened beverages is particularly important.  

• Limit sodium intake. The principle justification for limiting sodium is its effect on 
blood pressure, a major risk factor for stroke and coronary disease. WHO has 
suggested an upper limit of 1.7 grams of sodium per day (5 grams of salt per day)8. In 
Ireland the recommended salt intake is less than 6g/day12. 

 

Community Nutrition & Dietetic Service, HSE West                                                         November 2007 
Review November 2009 

10

These goals are consistent with the 2003 World Health Organization (WHO) report ‘Diet, 
Nutrition and the Prevention of Chronic Disease8. 



                                                     
 
                                         

 
 
Maintain Daily Physical Activity and Limit Television Watching 
 
Contemporary life in developed nations has markedly reduced people's opportunities to 
expend energy, whether in moving from place to place, in the work environment, or at 
home15. However, regular physical activity is a key element in weight control and 
prevention of obesity9,16,17.   In addition to its key role in maintaining a healthy weight, 
regular physical activity reduces the risk of CVD, type 2 diabetes, colon and breast 
cancer, osteoporotic fractures and osteoarthritis. 
The number of hours of television watched per day is associated with increased obesity 
rates among both children and adults18,19 and with a higher risk of type 2 diabetes and 
gallstones20,21. This association is likely attributable both to reduced physical activity and 
to increased consumption of foods and beverages high in calories, which are typically 
those promoted on television. Decreases in television watching reduce weight22. 
 
Avoid Tobacco Use 
 
Avoidance of smoking by preventing initiation or by cessation for those who already 
smoke is an important way to prevent CVD and cancer. The CNDS are not currently 
involved in health promotion activities relating to this. 
 
 
2.3. The Role of the Community Nutrition & Dietetic Service in Chronic 
Disease Prevention 
 
Diet throughout every life stage effects people’s healthy growth, development and 
susceptibility to chronic disease.  There is increasing evidence that chronic disease risks 
begin in fetal life and continue into old age27-33.  While risks occur at all ages; conversely 
all ages are part of the continuum of opportunities for their prevention and control.    
Therefore when developing chronic disease prevention models the basic life course and 
all environmental effects must be considered.   
 
There are five life stages; fetal development and maternal environment, infancy, 
childhood and adolescence, adulthood and older people.  The CNDS targets the above 
groups in its current chronic disease prevention interventions. 
 
At an individual level, factors such as age, sex, hereditary factors and lifestyle choice 
determine health, however social, economic and environmental factors are the main 
external or structural determinants of health and chronic disease risk. The CNDS use 
interventions which influence these determinants of health to help prevent chronic disease 
in the population of the HSE West region. 
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The CNDS is uniquely equipped to achieve balance between health promotion, 
population health and primary care services in chronic disease prevention through many 
activities. 



                                                     
 
                                         

 
Outlined in Table 3 are the current activities of the CNDS in the prevention of chronic 
diseases.   The CNDS employ health promotion principles such as the Ottawa Charter and 
WHO key principles of health promotion in the development and implementation of these 
interventions.  The relationship between these interventions and specific health promotion 
principles is also highlighted. 
 
Table 3: Summary of the CNDS Activities in the Prevention of Chronic Disease 
Educational Interventions  

• Clinical Dietetic Services 

• Professional Training 

• Educational Presentations 

• Public Policy Development and Implementation 

School based Interventions 

• Preschool Services 

• Primary School Services  

• Post-primary School Services 

• Third Level Education Services 

Workplace Interventions 

• Food and Healthy Eating Policy for HSE Staff  

• Staff Wellness Days 

Community Interventions 

• Supermarket Tours 

• Healthy Food Made Easy 

• Organic Garden Project 

• GAF Youth Project 

• Farmers Have Hearts 

• Catering Guidelines for sites providing food to clients with intellectual disability 

and/or autism 

• Media Campaigns 
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2.3.1 Educational Interventions  
 
Efforts to change diets, physical activity patterns, and other aspects of lifestyle have 
traditionally attempted to educate individuals through schools, health care providers, 
worksites, and general media. The social, environmental and economic determinants of 
health can all be influenced by the following CNDS interventions using education to 
enhance the knowledge and skills of an individual and their community.  Many chronic 
diseases are associated with socially deprived and minority population groups and it is 
important to note that any preventative measures based on cognitive, educative 
interventions will tend to benefit more educated and affluent people thus accentuating the 
social gradient34. The CNDS are involved in the following educational interventions:  
 
Clinical Dietetic Services 
 
Currently the CNDS provides a clinical dietetic service within the Primary, Community 
and Continuing Care Service. All clinical dietetic services aim to develop personal skills 
of individuals enabling them to follow the dietary guidelines for chronic disease 
prevention.   
Dietary consultation is traditionally associated with the management of chronic disease, 
however the role of dietetic counseling in the prevention of chronic disease has been 
highlighted through the treatment of metabolic syndrome, which has been shown to 
significantly reduce the development of type II diabetes35  
One to one dietary counseling is also effective in changing the modifiable individual 
determinants of health such as diet and lifestyle.  The CNDS provides an equitable 
service with no distinction between private and public clients, consultations are highly 
individualised and the Community Dietitians use resources specific for minority groups 
such as travellers or ethnic minorities where appropriate. 
DESMOND - Diabetes Education and Self-Management for Ongoing and Newly 
Diagnosed – is a structured adult education programme for people with Type 2 diabetes.  
This programme meets the criteria to fulfill the National Institute of Health and Clinical 
Excellence UK requirement for structured adult education. It is available to clients 
throughout the county of Galway and is an adjunct to the clinical dietetic service 
currently provided. This client focused participative approach aims to improve quality of 
life and also helps prevent any further chronic illnesses such as cardiovascular disease.  
DESMOND reorientates the health service by promoting a self management approach to 
chronic disease. 
 
Professional Training 
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The CNDS provides nutrition training to health professionals including Public Health 
Nurses, Practice Nurses and General Practitioners.  The service also provides nutrition 
education sessions to the Nursing and Medical students of National University of Ireland, 
Galway.  This allows front line staff to enhance their knowledge of dietary guidelines for 
chronic disease prevention and further develop their skills in initiating nutritional 
interventions amongst their client group.   



                                                     
 
                                         

Studies of dietary counseling by physicians indicate that even brief messages about 
nutrition can influence behavior and that the magnitude of the effect is related to the 
intensity of the intervention 36.    
In 2006, many health professionals were given nutritional training by the CNDS37. The 
nutrition education sessions focused on the importance of achieving and maintaining a 
healthy weight and the dietary guidelines for the prevention of chronic disease. This 
training enhances the intersectoral approach of providing a client focused service. 
The CNDS are currently organising a National Conference on obesity to take place in 
2008.  This will provide a unique platform for intersectoral learning and education in the 
prevention and treatment of obesity.  It will also build healthy public policy by endorsing 
the National Taskforce on Obesity 2005, developing the skills of clinicians and 
encouraging them to change practice to reflect most recent evidence thereby enhancing 
healthcare services. 
 
Educational Presentations 
 
A core role of the CNDS is to enable people to make informed choices on their diet and 
reducing their risk of developing chronic disease.  One intervention encompassing this is 
the provision of educational presentations to community groups serving every lifestage.  
These presentations are equitable and specific to the needs of the target groups.  Below 
are three examples of the educational presentations provided by CNDS. 

i. Antenatal and mother & toddler group presentations highlight the risk of developing 
obesity at this lifestage38 for the mother and also the effect of the maternal 
environment on the fetus.  The presentations highlight the role of breastfeeding in the 
prevention of chronic disease39 and also build healthy public policy by including the 
key messages from the National Guidelines on Childhood Overweight and Obesity 
200640 and the Recommendations for a National Infant Feeding Policy 1999. 

ii. Active Retirement and HSE pre-retirement education sessions highlight the evidence 
based diet and lifestyle strategies for the prevention of chronic disease in this life 
stage. 

iii. The CNDS work in partnership with Croi, a charity dedicated to pursuing and 
attaining the highest level of Cardiovascular Health Care for the people of the West of 
Ireland.  The CNDS conduct educational presentations for the general public, 
specifically those at risk of CVD. These presentations focus on primary and 
secondary prevention of CVD and involve the recommended dietary guidelines as 
listed for the prevention of chronic disease.  This intersectoral partnership 
strengthens community action in the prevention of chronic disease.  The theme for 
2005 was reducing salt intake and in 2006 the theme was achieving and maintaining a 
healthy weight. The theme for 2007 is ‘The truth about dietary fat & cholesterol’ 

 
Public Policy Development and Implementation 
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The CNDS have been involved in the development of many public policies such as the 
‘National Taskforce on Obesity 2005’45 and ‘Food and Healthy Eating Policy for Staff of 
Western Health Board 2004’43. The service also regularly reviews practice ensuring most 
recent best practice guidelines and policies are being adhered to.  This multistrategic 



                                                     
 
                                         

approach of policy development, implementation, resource development and evidence 
based practice ensure the service is adhering to the clinical governance principles of 
‘doing the right thing in the right way’. 
 
2.3.2 School Based Interventions 
 
An increasing amount of research is pointing to the importance of targeting children in 
chronic disease prevention.  The WHO recognizes that the major biological and 
behavioral risk factors for chronic diseases emerge in early life, and continue to have a 
negative impact throughout the life course and that some preventive interventions early in 
the life course offer lifelong benefits15  
 
Therefore there is an intersectoral partnership between the education sector and the HSE 
as they work together towards the prevention of many chronic diseases and childhood 
obesity.   
 
Preschools  
 
The CNDS work together with preschool services to support preschools in the 
implementation of the ‘National Food and Nutrition Guidelines for Preschool Services 
2004’41 and the ‘3 Week Menu Plan Resource’ by providing annual training for those 
working in the preschool sector, thus developing their skills to provide nutritious food for 
children.  This is a sustainable intervention as staff can learn practical skills in food 
preparation.  The CNDS also offer a telephone advice service for any queries preschool 
staff may have.   
 
Primary Schools 
 
The ‘Food and Nutrition Guidelines for Primary Schools 2003’42, the ‘Report of the 
National Taskforce on Obesity 2005’45 and the ‘National Guidelines for Childhood 
Overweight and Obesity 2006’40 encompass many of the guidelines for chronic disease 
prevention.  The CNDS builds on these public policies by supporting the primary schools 
in the implementation of these guidelines.   The CNDS have developed a ‘Healthy Eating 
for Primary School Children’ resource pack which promotes a participative approach to 
school healthy eating policy development and empowers school teachers, nurses, pupils 
and parents to follow the national healthy eating guidelines.  This helps to create an 
environment within schools that supports health and chronic disease prevention.  
 
Post Primary Schools 
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The CNDS have been working with six post primary schools in Co. Galway in 
developing Healthy Eating Policies for the schools, advising catering departments on 
suitable meals where provided and advising on contents of vending machines.  Further 
interventions will be organised with the publication of the ‘National Food and Nutrition 
Guidelines for Post Primary schools’ in 2007.A telephone advice service is also available 
for any queries schools may have on healthy eating. 



                                                     
 
                                         

Third Level Institutions  
 
The CNDS work together with Health Promotion Officers in NUIG and GMIT advising 
on student health and organising healthy eating initiatives for the college year. The advice 
provided to students incorporates many of the chronic disease prevention guidelines. The 
CNDS also attend open day events as part of a health promotion initiative to tackle 
chronic disease.  The CNDS has also developed a healthy eating resource for third level 
students advising on healthy eating, safe levels of alcohol consumption and low budget 
healthy recipes- this was made available to every third level institutions in Mayo, Galway 
& Roscommon. 
 
Table 4: Summary of the CNDS Influences on the Determinants of Health in 
Chronic Disease Prevention 
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Modifiable Factors 
o Diet 
o Physical Activity  
o Smoking 

• Clinical Dietetic Services 
• Supermarket tours 
• Healthy Food Made Easy Programme 
• Educational Presentations 
 

Agricultural and Food 
Production 

• Farmers Have Hearts  
• Organic Garden 
 

Education • Heath Professional Training 
• Education Presentations  
• School based Initiatives 
• Healthy Food Made Easy 
• Supermarket Tours 
• Resource Development 

Work Environment • Food and Healthy Eating Policy for Staff of 
Western Health Board 2004 

• Staff Wellness Days 
• Farmers Have Hearts 
 

Living and Working 
Conditions  

• Healthy Food Made Easy Programme 
• Catering Guidelines for Clients with Intellectual 

Disability 
• Food and Healthy Eating Policy for Staff of 

Western Health Board 2004 
• Healthy Eating for Primary School Children 

resource pack  
Unemployment • Healthy Food Made Easy Programme 

 

Individual,  Social, E
conom

ic and E
nvironm

ental D
eterm

inants of H
ealth
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2.3.3 Workplace Interventions 
 
Worksite intervention can efficiently include a wide variety of health promotion activities 
because workers spend a large proportion of their waking hours at work and consume a 
large percentage of their food there.  Worksite health promotion can result in a positive 
return on investment through lower health costs and fewer sick days. There has been 
considerable involvement of the CNDS in workplace interventions to prevent chronic 
disease in HSE West.   
 
Food and Healthy Eating Policy for Staff of Western Health Board 2004 
 
The CNDS published a ‘Food and Healthy Eating Policy for Staff’ of the Western Health 
Board in 2004.  The goal of the project was to provide a supportive and sustainable 
working environment which facilitated staff to make healthy eating choices during work.   
The recommendations of the policy included the following: 
o Access by staff to basic facilities to facilitate healthy eating 
o Access by staff to wholesome drinking water 
o All HSE staff restaurants to apply for the Happy Heart at Work award (Irish Heart 

Foundation) and co-ordinate ongoing Healthy Eating campaigns aimed at both  
catering staff and customers of the staff restaurants 

o Healthy food and beverage choices should be provided in all vending machine on 
HSE sites 

o A staff booklet outlining the ‘Food and Healthy Eating Policy should be published 
and made available to all staff of the WHB43. 

To date, all nine HSE staff restaurants within Galway, Mayo and Roscommon have been 
certified with the Happy Heart at Work award. All will be due a spot check in 2008.  
Onsite steering groups have been set up in all staff restaurants. These groups oversee 
activities at local level and maintain the Healthy Eating momentum. One CNDS Senior 
Dietitian maintains communications with all groups. 
 
Staff Wellness Days 
 
This interdepartmental collaboration involving the Community Nutrition & Dietetic 
Service, Health Promotion Service, Employee Services and Nursing is available to staff 
at different workplace locations throughout HSE West.  All HSE employees in the 
locations are invited to attend for health screening and advice relating to chronic disease 
prevention.  Cholesterol and hypertension testing are provided and BMI and Waist 
Circumference measurements taken.  Based on this and other risk factor assessment the 
CNDS provide relevant dietary advice and further dietetic treatment is offered to high 
risk individuals. Advice is also available on smoking cessation, physical activity and 
stress management.  These activities closely match the guidelines for the prevention of 
chronic disease as outlined in Table 2.   
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2.3.4 Community Based Interventions 
 
Nations and regions can promote a variety of initiatives to encourage greater physical 
activity and better nutrition. These initiatives are likely to be most effective when they are 
multi-faceted and coordinated and when they are developed with the active involvement 
of individuals and organisations within communities23 

The CNDS are involved in many community initiatives which positively influence 
determinants of health such as improving living and working conditions, and helping to 
change modifiable determinants such as diet and lifestyle for people at every life stage. 
 
Supermarket Tours 
 
The CNDS currently provides supermarkets tours in a variety of locations.  The tours 
promote healthy food choices and are based on healthy eating and weight management 
advice.  This community based initiative enables individuals to make informed choices  
about diet and how to eat a healthy diet and be a healthy weight, thus helping to prevent 
chronic disease.  Dietitian-led tours are both accessible and equitable as they are held 
monthly in many locations and are open to all members of the public and are free of 
charge.  The tours help to improve personal skills by empowering the individual to make 
the optimum choices for health when shopping.  Application forms for the tours are 
available from GP clinics, local pharmacies, health centres and through the clinical 
dietetic service and group meetings (e.g. Healthy Food Made Easy courses, information 
sessions, education sessions etc.). 
 
Healthy Food Made Easy Programme 
 
The Healthy Food Made Easy (HFME) Programme is a community based “peer-led” 
healthy eating programme. Ownership of the programme belongs to the Department of 
Health & Children, and is run nationally through the HSE, targeting disadvantaged / low 
income groups. The programme has been in operation in Galway City since 2001.  
 
The aims of the Healthy Food Made Easy project are to-  
• Develop personal skills of participants, by providing practical cookery lessons 

coupled with nutritional information.   
• Empower participants to create a healthy environment in the home by providing their 

families with healthy meals. 
• Build relationships between participants by using a holistic approach, incorporating 

opportunities for social interaction thus strengthening community bonds within 
disadvantaged areas.   

• Provide employment opportunities for local people through the tutor training course 
thus encouraging work through training. 
 

The HFME programme is peer led and highly participative as disadvantaged groups are 
involved at every stage through the planning, delivery and evaluation of the course. 
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The programme is an excellent way to promote healthy eating on a budget amongst low-
income/ disadvantaged groups who are at risk of developing chronic diseases. 



                                                     
 
                                         

Organic Garden Project 
 
The Ballybane Organic Garden Project is an intersectoral partnership project between 
Galway City Council, HSE West, RAPID, NUI Galway, the VEC and Ballybane Mervue 
CDP. In 2006 participants from the local area developed an organic garden, learning 
about organic gardening processes in a supportive environment. The land was provided 
by Galway City Council.  A gardener provides advice and support at each stage from 
preparing the land right through to harvesting. Foods grown include potatoes, corn, 
lettuce, tomatoes, scallions, herbs and runner beans. The garden is managed in a 
participative manner with people from the community being involved in all decision 
making such as types of food to grow and timing of harvesting.   
It is a successful partnership which has led to a sustainable intervention which has a 
positive impact on those involved and creates an environment that is supportive of health 
within the local community.  Within the HSE West, the Health Promotion Services 
coordinated the project and the Community Nutrition & Dietetic Service and the Home 
Management Department aim to develop personal skills of the participants by providing 
nutritional education and cooking skills. The expansion of this project to other areas of 
Galway City is ongoing with the recent opening of a second garden in the west of the 
city. 
 
GAF Youth Café 
 
The CNDS provides dietetic support to the ‘Youth Health Project’.  It offers clinical 
dietetic services and group nutrition sessions for adolescents attending the GAF centre.   
The Community Dietitian works in partnership with the youth health project nurse to 
provide young mothers and teenagers with the nutritional knowledge and skills to help 
prevent chronic disease. 
 
Farmers Have Hearts 
 
This project is a joint collaboration between the Community Nutrition & Dietetic 
Service, Health Promotion Service, and Cardiac Rehabilitation in Roscommon Hospital. 
The initiative raises awareness of the role of a healthy diet in the prevention of chronic 
disease among those involved in the food and agricultural sector while also modifying 
their work environment through the provision of healthy food at Marts in County 
Roscommon.  Its aim is to promote cardiovascular health for those attending County 
Roscommon Marts 
 
Catering Guidelines for sites providing food to clients with intellectual disability and/or 
autism 
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Food is an important part of the daily routine of clients with intellectual disability and 
good nutrition is fundamental to better health.  Caterers have a direct influence over the 
meals that are prepared for clients and therefore can directly affect their nutritional 
status.  Proper menu planning can ensure that the food served to clients meets all their 
nutritional and dietary needs and adheres to dietary guidelines for chronic disease 



                                                     
 
                                         

prevention.  With this in mind, a document entitled ‘Catering Guidelines for Sites 
providing Food to Clients with Intellectual Disability and/or Autism’ was developed 
and these guidelines are currently being piloted.  The document provides 
recommendations on how healthier catering can be achieved.  The longer term vision for 
this project is that healthy catering will have a positive influence on the health of clients 
with intellectual disabilities and autism in Galway, Mayo and Roscommon and will help 
prevent chronic diseases such as Obesity, CVD, Diabetes and Cancer. 
 
 
Table 5: Ottawa Charter Influences on the CNDS Interventions 
Ottawa Charter Action 
Area 

CNDS Chronic Disease Prevention Activity 

Developing personal skills • Clinical Dietetic Services 
• Health Professional Training 
• Educational Presentations to the public 
• Resource development 
• Healthy Food Made Easy  
• Supermarket tours 
 

Reorienting the Health 
Service 

• Evidences Based Practice in Clinical Dietetic 
Service 

• Structured Adult Education 
• Chronic Disease Prevention Initiatives in Schools 

and Workplaces 
 

Strengthening community 
action 

• Organic Garden 
• Healthy Food Made Easy Programme 
• Farmers Have Hearts 
 

Building healthy public 
policy. 

• Public Policy Development and Implementation 
• Submissions and Representation on national 

strategy groups 
Creating environments that 
are supportive of health 

• Healthy Eating Policy for Primary School Children 
resource pack  

• Food and Healthy Eating Policy for HSE Staff 
• Organic Garden 
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CHAPTER 3 
 

3.0 Chronic Disease Management  
 
Chronic disease management typically refers to multidisciplinary efforts to improve the 
quality and cost-effectiveness of care for selected patients suffering from chronic 
conditions3. High quality care can be achieved only when interventions that work are 
applied to the right patients at the right time. Improving quality of care is thus a matter 
of defining and promoting best clinical practice, namely developing evidence-based 
clinical practice guidelines, or recommendations. Quality of health care can be improved 
by translating evidence from research into practice4. 
 
The following chapter outlines the current role of the CNDS in the management of the 
following chronic diseases: 
  

• Adult Obesity 
• Childhood Obesity  
• Cardiovascular Disease 
• Diabetes 
• Respiratory Disease.   

 
The current referral criteria for the service are reviewed and updated using evidence.  
This allows the CNDS to identify those most in need of nutritional interventions thus 
enabling the service to the prioritise clients when demand for the service exceeds both 
availability and resources. 
 
Best clinical practice guidelines based on the most recent evidence are outlined and 
Nutrition Care Plans are provided to ensure all CNDS Dietitians provide an equitable 
service with minimal variation between all clients.  
 
Recommendations for the future development of the role of the CNDS in all aspects of 
Chronic Disease Management are outlined in a later chapter.   
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ADULT OBESITY 
 

3.1 Current CNDS Nutritional Management 
 
In 2006, obesity was the primary reason for 24% of referrals to the CNDS37.  However 
considering the co-existent nature of chronic disease the true amount of people referred 
who were overweight or obese was probably much greater.  
  
The CNDS currently provide an individualised dietary consultancy service to people who 
have or are at risk of developing obesity.  This service consists of an initial assessment 
consultation with further shorter review appointments.  The number of appointments 
provided to a client is dependant on the individual needs of the client and the limitations 
of the service particularly relating to waiting lists and resources. 
  
The service currently accepts referrals from General Practitioners, Public Health Nurses, 
Practice Nurses, Area Medical Officers and other Dietitians44.  However due to time 
constraints and manpower issues the CNDS do not actively promote this service. 
 
The referral criteria for adult obesity at present are as follows44:  

• Adults who have a Body Mass Index (BMI) > 30kg/m² and have one of the 
following CVD risk factors: Smoking/ Hypertension/ Positive family history of 
CHD.   

• Adult with simple obesity are not accepted for treatment at present as obesity is 
not an independent risk factor for CHD.   

 
Updated evidence based referral criteria is outlined in the Adult Obesity Nutrition Care 
Plan included in this chapter and the appendices. 
 
Once referred to the service, a client will be invited to attend for one to one dietary 
counseling within three months. This service is carried out by the Primary Care Dietitian 
in an accessible location close to the clients home.   
 
The current nutritional management plan focuses on initiating and maintaining dietary 
and lifestyle change using evidence based guidelines and behavior change techniques. 
The client is also invited to attend supermarket tours, where available, which aims to 
increase awareness of healthy eating and aid dietary compliance. 
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3.1.1 Clinical Nutrition Guidelines  
 
First Line Management of Obesity 
 
First line obesity management has three aims:  
1. Weight loss (short term, three to six months)  
2. Weight maintenance (long term, more than six months)  
3. Priority reduction of risk factors as appropriate.45  
 
The CNDS dietary counseling procedure reflects the highly individualised nature of 
obesity management.  Setting targets with the client and regular review of these targets 
are essential in effective treatment of the client and evaluation of the service provided. 
 
The key elements of first line weight management are diet, physical activity and behavior 
change.     
 
Diet38 

• The main requirement of a dietary approach to weight loss is that total energy intake 
should be less than energy expenditure.  

• Diets that have a 600 kcal/day deficit or that reduce calories by lowering the fat 
content, in combination with expert support and intensive follow-up, are 
recommended for sustainable weight loss.  

• Low-calorie diets (1000–1600 kcal/day) may also be considered under dietetic 
supervision, but are less likely to be nutritionally complete.  

• Under dietetic supervision, very-low-calorie diets (less than 1000 kcal/day) may be 
used for a maximum of 12 weeks continuously, or intermittently with a low-calorie 
diet (for example for 2–4 days a week), by people who are obese and have reached a 
plateau in weight loss.  

• Any diet of less than 600 kcal/day should be used only under clinical supervision.  
• In the longer term, people should move towards eating a balanced diet based on the 

Food Pyramid. 
 
Table 6: Dietary Strategies to help people achieve and maintain a healthy weight45 
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• Establish regular meals (including breakfast) 
• Reduce dietary fat; avoid fried food; avoid crisps, biscuits, cakes; use low fat 

milk and low-fat spreads, avoid high sugar containing food 
• Reduce alcohol intake 
• Recommend fibre-rich foods, plenty of fruit and vegetables, lean meats, 

chicken and fish 
• Encourage healthy snacks e.g. fruit instead of biscuits 
• Provide advice to patients about food labeling 
• Encourage self-monitoring i.e. food diaries to enable patient to identify areas 

for change 
• Standard diet sheets are rarely effective 

 



                                                     
 
                                         

 
Physical Activity38,45  
 
• Adults should be encouraged to increase their physical activity even if they do not 

lose weight as a result, because of the other health benefits physical activity can 
bring, such as reduced risk of type II diabetes and cardiovascular disease. Adults 
should be encouraged to do at least 30 minutes of at least moderate-intensity physical 
activity on 5 or more days a week. The activity can be in one session or several 
lasting 10 minutes or more.  

• To prevent obesity, most people should be advised they may need to do 45–60 
minutes of moderate-intensity activity a day, particularly if they do not reduce their 
energy intake. People who have been obese and have lost weight should be advised 
they may need to do 60–90 minutes of activity a day to avoid regaining weight.  

• Adults should be encouraged to build up to the recommended levels for weight 
maintenance, using a managed approach with agreed goals. Recommended types of 
physical activity include:  

o activities that can be incorporated into everyday life, such as brisk walking, 
gardening or cycling  

o supervised exercise programmes  
o other activities, such as swimming, walking a certain number of steps each 

day, or stair climbing.  
• Any activity should take into account the person’s current physical fitness and ability.  
• People should also be encouraged to reduce the amount of time they spend inactive, 

such as watching television or using a computer.  
 
Behavioral Change45 

 

Behavioral interventions have been shown to be effective in combination with diet and 
physical activity in promoting and maintaining weight loss40 

Behavioral interventions for adults should include the following strategies, as appropriate 
for the person:  
• self monitoring of behavior and progress  
• stimulus control  
• goal setting  
• slowing rate of eating  
• ensuring social support  
• problem solving  
• assertiveness  
• cognitive restructuring (modifying thoughts)  
• reinforcement of changes  
• relapse prevention  
• strategies for dealing with weight regain.  
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CNDS dietitians are experienced in using behavioral change techniques including 
motivational interviewing skills. 
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Second Line Management of Obesity 
 
Second line management involves the above, in combination with pharmacotherapy.  
Pharmacotherapy is useful in those with a BMI > 30 or BMI ≥27 with co-morbidities.  
The decision to start drug treatment should be made after discussing the potential benefits 
and limitations including the mode of action, adverse effects and monitoring 
requirement45.  Pharmacotherapy is recommended when first line weight loss targets have 
not been met after three months of intervention. 
 
Third Line Management of Obesity 
 
Bariatric surgery is recommended as a third line management option for adults if all of 
the following criteria are fulfilled38,45: 
• BMI > 40 or BMI ≥35 with co-morbidities (such as diabetes or hypertension) which 

could be improved with weight loss. 
• All appropriate non-surgical measures have been tried and have failed to achieve or 

maintain adequate, clinically beneficial weight loss for at least six months. 
• The client has been receiving or will receive intensive management in a specialist 

obesity service. 
• The client is generally fit for anesthesia and surgery. 
• The person commits to the need for long term follow up. 
 
Bariatric surgery is also recommended as a first line option for adults with a BMI≥50 in 
whom surgical intervention is considered appropriate45  
 
Evaluation of Nutritional Management 
 
Success of management is measured by: 
1. 5% reduction in baseline body weight after 3 months or  
2. reduction in waist circumference of 5 – 10 cm.45 
3. Client satisfaction levels  
4. Consideration should also be taken for quality of dietary intake. 
 
On achieving a 5% weight loss an individualized plan should be agreed with the patient 
for reaching the 10% body weight reduction target in six months. 45 

 
If these criteria are not reached second line treatment should be considered in conjunction 
with further dietary intervention.45 Further dietary consultations should be offered as per 
CNDS policy and procedures 2006.44 

 
Success of management in the long term for most patients should be the maintenance of a 
10% reduction in baseline weight due to its association with reduction in risk factors for 
chronic illnesses.46 

 

 



                                                     
 
                                         

 

3.1.2 Nutrition Care Plan 
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ADULT OBESITY NUTRITION CARE PLAN  
Referral Criteria   
 
• Patients with a BMI > 30 and Patients with a BMI > 25 with co-morbidities e.g. 

Chronic Obstructive Pulmonary Disease, Ischemic Heart Disease, Diabetes  
• Families with more than one overweight or obese member need special 

consideration and more intensive support.45 
( 
Treatment Aim 
 
• To optimize the clients state of health by providing appropriate, individualized, 

dietetic counseling and advice. 
• To give the client knowledge and skills to enable them to apply the principles of 

a weight reducing diet 
• To ensure the nutritional adequacy of the diet 47    
• To encourage client to reach recommended physical activity levels for weight 

loss.  
• The goal of treatment for the client is to achieve and maintain a 10% reduction 

on baseline weight.45 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI  
• Waist circumference 44 

 

Biochemistry 
Dietitian should have access to the following 
• Blood pressure, Urinalysis 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting glucose and lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose 
tolerance test, HbA1c, ECG or exercise stress test, etc 
 
History 
• Medical history – assess history of co-morbidities: diabetes, cardiovascular disease,
operative history, medications, drug allergies etc. 
• Weight history (onset and progression of weight gain, peak weight) 
• Dieting history (previous attempts, what diets, what worked, lowest weight 
achieved) 
• Physical activity/inactivity history (number of hours in leisure/recreational 
activity, number of hours watching TV, number of hours in car, etc) 
• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – work and home environment, cigarettes, alcohol etc. 
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• Psychological history – history of depression, binge-eating disorders 
• Motivation and readiness to change. 
• Barriers to change – knowledge of food and cooking, cost and availability of 
healthy food, opportunities to exercise, safety concerns, lack of time, personal tastes, 
low self esteem, views of family members. 
• Current diet & level of activity 
 
Nutritional Management Plan 
 
No single treatment plan works for everyone, Nutritional advice needs to be tailored 
for different groups particularly for  
• Minority Ethnic groups and travellers 
• Vulnerable groups such as low income groups 
• People at life stages with increased risk for weight gain such as during or after 

pregnancy, at the menopause, when stopping smoking. 
 
Agree a target weight loss with the client 
• Initial maintenance of current weight may be more realistic than weight loss, 

applying healthy eating advice and initiating physical activity. 
• Initial target is for 5% weight loss in the first 3 months or a 5-10 cm reduction in 

waist circumference, achieved by a 500-600 kcal daily deficit through changes in 
diet and physical activity. 

• Once this target has been achieved, an individualised plan should be agreed with 
the patient for reaching the 10% body weight reduction target.45 

 
Initial Consultation 
 
• Assess readiness to change eating pattern and lifestyle.  
• Using motivational interviewing techniques and ‘stages of change’ model discuss 

behavior change48 
• Assess client usual dietary intake and activity level. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
 
On Review 
 
• Follow procedure for nutritional assessment. 
• Discuss positive and negative changes in the diet since initial appointment. 
• Using Behavioral therapy, assess and promote motivation. 
• Discuss reasons for the decrease/increase/maintenance of weight. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
 



                                                     
 
                                         

 
CHILDHOOD OBESITY 

 
3.2 Current CNDS Nutritional Management  
 
There has been a noticeable increase in the number of children referred to the CNDS for 
the management of childhood obesity.  In 2006 11% of referrals received by the 
department were for dietetic support for children37, many of these children were 
overweight or obese. 
 
The CNDS currently provide an individualised dietary consultancy service to the children 
who have or are at risk of developing obesity together with their parents.  This service 
consists of an initial assessment consultation with further shorter review appointments.  
The number of appointments provided to a client is dependant on the individual needs of 
the client and the limitations of the service particularly relating to waiting lists and 
resources. 
 
The service currently accepts referrals from General Practitioners, Public Health Nurses, 
Practice Nurses, Area Medical Officers and other Dietitians44.  However due to time 
constraints and staffing issues the CNDS do not actively promote this service. 
 
The current referral criteria for childhood obesity is that a child will be accepted for 
referral if ‘overweight’44 
 
Updated evidence based referral criteria is outlined in the Childhood Obesity Nutrition 
Care Plan included in this chapter and the appendices. 
 
Once referred to the service, the child and parent will be invited to attend for one to one 
dietary counseling within three months. If they agree to the treatment plan they will be 
reviewed by the Dietitian on a regular basis. This service is carried out by the primary 
care dietitian in an accessible location close to the clients home.   
 
It is the policy of the CNDS to only see children less than 16yrs in the presence of their 
parent or guardian.  Children between 16yrs and 18yrs can be seen alone with parental 
consent however parents are obliged to attend when specifically requested by the 
Dietitian44. 

 
The current nutritional management plan focuses on initiating and maintaining dietary 
and lifestyle changes using evidence based guidelines and behavior change techniques.   
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3.2.1 Clinical Nutrition Guidelines  
 
Management of childhood overweight and obesity requires a multifaceted, 
multidisciplinary, participative approach to family based behavioral management.40   

 
Overweight and obese children are at increased risk of suffering from musculoskeletal 
problems, sleep apnoea and hepatobiliary disease.49 Childhood Obesity has also been 
associated with early development of type II diabetes and deaths from arteriosclerotic 
cardiovascular disease have occurred in extremely obese youths.40 
 
However when involved with the management of childhood obesity it is imperative to 
also be mindful of the psychological consequences of the condition on children.  Obese 
children may suffer significant social and psychological difficulties.  
 
In the Western world, there is a strong cultural prejudice against obesity and a cultural 
obsession with thinness, which can lead to stigmatisation and discrimination in academic 
and work environments, as well as in other social settings.48 Obese children may be 
teased and harassed by their peers, may be socially ostracized, and may be treated as 
stupid and inferior by teachers and other adults.49 Children share these negative cultural 
concepts about obesity, acquiring them very early, possibly as young as age 7.50 Obese 
children therefore often have a very negative body image and generally low self-
esteem.29 One consequence of this poor self-image may be the development of eating 
disorders such as anorexia nervosa in adolescence.49,50 

 
First Line Management of Childhood Obesity 
 
First line management of Childhood Obesity involves increasing physical activity at the 
expense of sedentary behavior in combination with modifying nutritional habits.  It 
requires participation of and support from the childs family and is dependant on 
motivation and willingness to change lifestyle habits within the family unit.   
 
The first point of action is recognising and raising the issue of overweight and obesity as 
one step, on the way to effective intervention.  The therapeutic approach needs to be 
empathetic and genuine40 as outlined in Table 6 
 
The aim of first line management of childhood obesity is weight maintenance or weight 
loss depending on age and stage of growth45.  Our nutritional counseling procedure will 
reflect the highly individualised nature of management.  
 
Diet38 

 

• A dietary approach alone is not recommended. It is essential that any dietary 
recommendations are part of a multicomponent intervention  
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• Unduly restrictive and nutritionally unbalanced diets should not be used, because they 
are ineffective in the long term and can be harmful.  



                                                     
 
                                         

• Families should be encouraged to improve their diet even if they do not lose weight, 
because there can be other health benefits.  

• Dietary changes should be individualised, tailored to food preferences and allow for 
flexible approaches to reducing calorie intake. 

• Any dietary changes should be age appropriate and consistent with healthy eating 
advice.  

• For overweight and obese children and adolescents, total energy intake should be 
below their energy expenditure. Changes should be sustainable and must allow 
sufficient nutrition for healthy growth and development.  

• Children and young adults should eat regular meals, including breakfast, in a 
pleasant, sociable environment without distractions (such as watching television).  

• Parents and carers should eat with children – with all family members eating the same 
foods.  

 
Physical Activity38 

 

• Children and young people should be encouraged to increase their physical activity 
even if they do not lose weight as a result, because of the other health benefits 
exercise can bring, such as reduced risk of type 2 diabetes and cardiovascular disease.  

• Children should be encouraged to do at least 60 minutes of at least moderate activity 
each day. The activity can be in one session or several lasting 10 minutes or more.  

• Children who are already overweight may need to do more than 60 minutes’ activity.  
• Children should be encouraged to reduce sedentary behaviors, such as sitting 

watching television, using a computer or playing video games.  
• Children should be given the opportunity and support to do more regular, structured 

physical activity, such as football, swimming or dancing. The choice of activity 
should be made with the child, and be appropriate to their ability and confidence.  

 
Table 7 : Suggestions for Increasing Physical Activity 
• Aim for sustainable lifestyle activity such as walking, cycling, using stairs instead 

of lifts  
• Develop an active lifestyle for the whole family  
• Walk or cycle to school  
• Encourage active play that is enjoyable and activities that do not cause 

embarrassment  
• Decrease television and computer viewing and other sedentary behavior  
 
 
 
Behavior Change38 

 
CNDS Dietitians are experienced and trained in behavioral change techniques 
specifically motivational interviewing skills. 
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Behavioral interventions for children should include the following strategies, as 
appropriate for the child  
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• stimulus control  
• self monitoring  
• goal setting  
• rewards for reaching goals  
• problem solving.  
 
Although not strictly defined as behavioral techniques, giving praise and encouraging 
parents to role-model desired behaviors are also recommended.

There are currently no nationally agreed recommendations on the second or third line 
management of Childhood Obesity. 
 
Evaluation of Nutritional Management 
 
Success of management is gauged by: 
1. Adequate growth and development of child. 
2. Slowing down of weight gain, weight maintenance or weight loss as set out in the 

individual management plan51.   
3. Weight maintenance over six to 12 months is considered to be a success, particularly 

as continued excessive weight gain is common in the absence of treatment.52 
4. Consideration should also be taken for the childs satisfaction levels and quality of 

dietary intake.   
5. Success must also be based on the parents ability to provide a healthy diet and 

support a healthy lifestyle for their child. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



                                                     
 
                                         

 
3.2.2 Nutrition Care Plan  
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CHILDHOOD OBESITY NUTRITION CARE PLAN  
Referral Criteria 
 
Referrals for childhood overweight or obesity will be accepted on the proposed 2006 
National Growth Charts and the UK 2002 Growth charts, BMI centile cut off points 
of greater than 91st Centile if they have been interpreted in the context of the 
individual child, taking into account age, body build and pubertal stage.40 

 
Treatment is reserved for families who perceive obesity as a problem and who show 
motivation to make and sustain lifestyle changes.52 
 
Treatment Aim 
 
• To create a supportive environment that helps overweight or obese children and 

their families make lifestyle changes.38 
• To optimize the child’s state of health by providing appropriate, individualised, 

dietetic counseling and advice. 
• To give parents knowledge and skills which enable them to apply the principles 

of a healthy eating diet for all the family. 
• To ensure the nutritional adequacy of the diet for the family.  
• To ensure that families monitor their own diet, activity, television viewing, and 

computer use. 
 
Treatment Goals 
 
• The primary goal of childhood obesity interventions is regulation of body weight 

with adequate nutrition for growth and development 
• To achieve and maintain healthy eating patterns and lifestyle practices. 
• To achieve weight maintenance, not weight loss as appropriate.   
• To resolve co-morbidity if it is possible.  
• To encourage child to reach recommended physical activity levels  
• To reduce sedentary behavior (particularly television viewing to less than two 

hours a day. 53 
• Intervention should develop a positive body image and build self-esteem.38 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight – BMI measurement related to UK 1990 charts to give age 

and gender specific information. 
• Waist circumference if BMI > 98th Centile38 
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Biochemistry 
Dietitian should have access to the following 
• Blood pressure, Urinalysis 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting glucose and lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose 
tolerance test, HbA1c, ECG or exercise stress test, etc 
 
History 
• Birth history – antenatal history, birth weight and post –natal history 
• Developmental history – developmental milestones 
• Medical history – assess history of co-morbidities: diabetes, cardiovascular disease, 
operative history, what medicines on, drug allergies etc. 
• Weight history (onset and progression of weight gain, peak weight) 
• Dieting history (previous attempts, what diets, what worked, lowest weight 
achieved) 
• Physical activity/inactivity history (number of hours in leisure/recreational 
activity, number of hours watching TV, number of hours in car, etc) 
• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – school and home environment, hobbies, sport etc. 
• Psychological history – binge eating disorder, low self esteem. 
• Motivation and readiness to change. 
• Barriers to change 
• Current diet & level of activity 
 
Nutritional Management Plan 
 
Management for childhood obesity is long term, and must be tailored to each 
individual, however the following principles apply: 
• Targets, treatments and expectations should be made in partnership with the 

child and parents/guardians however all successful management plans involve 
some form of lifestyle change affecting energy intake (diet) and energy 
expenditure (physical activity). 

• The emphasis of treatment is on learning good dietary practices and therefore is 
equally applicable to parents/guardians as the child. 

• Weight loss while the child is growing is not recommended nor is strict dietary 
control 

• In the over 7 yrs. category gradual weight loss of 0.5kg/month may be 
appropriate. 

• In adolescents who have stopped growing a weight loss of 0.5kg/week may be 
appropriate provided dietary adequacy is maintained.45        



                                                     
 
                                         

Initial consultation  
 
• Assess the parents and childs view of their weight and the diagnosis and the 

possible reasons for weight gain. 
• Assess readiness to change eating pattern and lifestyle among parents and child.  
• Using motivational interviewing techniques and ‘stages of change’ model discuss 

behavior change.51    
• Assess clients usual dietary intake, hours spent watching television, and activity 

level. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary, television watching and physical activity action plan with child 

until next appointment. 
• Agree on a more comprehensive action plan with parents until next visit. 
• Provide literature and written action plan. 
 
On Review 
 
• Follow procedure for nutritional assessment. 
• Discuss positive and negative changes in the diet since initial appointment. 
• Using behavioral therapy, assess and boost motivation. 
• Assess dietary intake, television watching and physical activity levels. 
• Agree dietary, television watching and physical activity action plan until next 

appointment. 
• Agree on a comprehensive action plan with parents until next visit 
• Provide support literature and written action plan. 
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CARDIOVASCULAR DISEASE 
 

3.3 Current CNDS Nutritional Management  
 
The service currently accepts referrals from General Practitioners, Public Health Nurses, 
Practice Nurses, Area Medical Officers and other Dietitians44.  However due to time 
constraints and manpower issues the CNDS do not actively promote this service. 
 
The current referral criteria for CVD dietetic counseling are any one of the following44 

 
Primary Prevention 

• Hyperlipidaemia 
• Diabetes 
• Obesity with risk factors of smoking, hypertension, and positive family history of 

CHD 
 

Secondary Prevention  
• Established CHD. 

 
Updated evidence based referral criteria is outlined in the Cardiovascular Disease 
Nutrition Care Plan included in this chapter and the appendices. 
 
Once referred to the service, a client will be invited to attend for one to one dietary 
counseling within three months. If the client agrees to the treatment plan they will be 
reviewed by the dietitian on a regular basis. This service is carried out by the primary 
care dietitian in an accessible location close to the clients home.   
 
The current nutritional management plan focuses on initiating and maintaining dietary 
and lifestyle change using evidence based guidelines and behavior change techniques.  
However at present there is no reference care plan for CNDS Dietitians on the nutritional 
management of Cardiovascular Disease. 
 
The CNDS currently provide dietetic support to Croi initiatives for the primary and 
secondary prevention of CVD in the community. 
 
 
 
 
 
 
 
 
 
 

Community Nutrition & Dietetic Service, HSE West                                                         November 2007 
Review November 2009 

35

 



                                                     
 
                                         

3.3.1 Clinical Nutrition Guidelines  
 
The CNDS have based the referral criteria on the guidelines for CVD prevention 
produced by The Third Joint European Societies’ taskforce on Cardiovascular Disease 
Prevention in Clinical Practice 200354. 
 
The recommendations of these guidelines include: 
 

• Grouping of Coronary Heart Disease (CHD) into the term Cardiovascular Disease 
(CVD): Several forms of therapy prevent not only coronary events but also 
ischemic stroke and peripheral artery disease.  Hence decisions about whether to 
initiate specific preventative action should be guided by estimation of risk of 
suffering any such vascular event not just CHD. 

• Risk can be assessed using the SCORE CARD model and risk charts54 
• Risk is now defined in terms of the absolute 10 year probability of developing a 

fatal cardiovascular event. 
• The threshold for high risk based on fatal /non-fatal cardiovascular disease is now 

defined as ≥5% 
• Explicit priorities: of first priority are patients with established CVD and subjects 

who are at high risk of developing CVD. 
 
 
Risk of CVD is determined by multiple factors therefore the appropriate nutritional 
management plan is highly individualised and dependant on risk factors as outlined in the 
referral criteria. In most cases a combination of dietary advice relevant to separate risk 
factors is required.   
 
Dietary Guidelines for the Primary Prevention of Cardiovascular Disease55 

 
• Individuals should eat the right amount of food, using the Food Pyramid as a guide, to 

achieve and maintain a healthy weight. 
• Adults should accumulate 30 minutes or more of moderate-intensity physical activity 

most days (for general and cardiovascular health) 
• Individuals should use less fat when cooking and eat less fried food. They should 

choose low-fat spreads, low-fat dairy products and lean meats. They should limit 
consumption of processed foods that contain a lot of fat, for example cakes, pastries, 
biscuits and savory snacks 

• Individuals should limit consumption of foods rich in saturated fats such as butter, 
dripping, lard, suet, palm oil and foods made with these ingredients, fast food and 
high fat meat and dairy products. 

• Individuals should choose polyunsaturated oils, margarines and spreads such as those 
made from sunflowers, soya or corn (maize); and /or oils and spreads rich in 
monounsaturated fats such as those made from olives, rapeseed/ canola or peanuts. 
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• Oily fish, including salmon, mackerel, fresh tuna, sea trout and sardines should be 
eaten once or twice a week. 



                                                     
 
                                         

• Individuals should avoid hard margarines and shortenings and limit consumption of 
fast food, cakes, biscuits and pastries made with these fats. 

• Individuals should avoid excess consumption of foods high in dietary cholesterol 
such as eggs, shellfish and offal. It is recommended that the general population 
should consume no more than 7 eggs per week. 

• Individuals should choose a variety of protein-containing foods such as lean meats, 
poultry, fish (including oily fish) eggs, low fat milk and cheese, yoghurt, cereals and 
cereal products (such as bread), nuts and pulses (peas, beans and lentils). 

• Individuals should consume a diet rich in fruit, vegetables, pulses, potatoes, 
wholemeal breads and wholegrain foods. 

• Individuals should choose plenty of foods naturally rich in fibre such as wholegrain 
foods, pulses, fruit and vegetables. 

• Individuals should eat five portions of fruit and vegetables every day, choosing citrus 
fruit and juices and green leafy vegetables regularly and increase intakes of 
wholegrain cereals and seeds (DOHC, 2005b). 

• Individuals should limit the frequency and amount of confectionery, sugar-sweetened 
drinks (including canned drinks), biscuits, cakes and desserts consumed. 

• Individuals should eat a healthy, varied diet, choosing foods from the Food Pyramid 
in the recommended amounts to obtain the necessary vitamins. Vitamins, in the form 
of food, are more bioavailable than in supplement form. 

• Individuals should restrict use of salt in the home and limit consumption of 
manufactured foods high in salt such as prepared sauces, soups and meals, smoked 
and cured meats and salt-preserved foods and salty snacks from the top shelf of the 
Food Pyramid. 

• Individuals should choose 3 servings each day from milk, cheese and yogurt shelf of 
the Food Pyramid. Choose low fat dairy products frequently and follow the serving 
size guide. 

• Individuals should have no more than the recommended upper limits for alcohol: 21 
standard drinks of alcohol a week for men and 14 standard drinks for women, spread 
out over the week. 

 
Dietary Guidelines in Secondary Prevention of Cardiovascular Disease55 

 
The Heart Health and Thoracic Dietitians Group of the British Dietetic Association 
carried out a systematic review of the evidence on dietary advice to prevent further 
cardiac events in people with existing cardiovascular disease.56,57  

The review showed that providing evidence-based dietary information to all people who 
have had a Myocardial Infarction would save more lives than concentrating dietary 
advice in just those in need of weight loss or lipid lowering.  
The Group concluded that there is good systematic review evidence that dietary advice to 
those with coronary heart disease can reduce mortality and morbidity as well as modify 
some risk factors. Dietary advice that does this most effectively should be prioritised. 
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• Mediterranean Diet 
The most effective ways to reduce secondary heart disease is to increase omega 3 fat 
intake (oily fish or rapeseed oil) increase fruit and vegetable intake, replace saturated fat 
with monounsaturated fat (rapeseed or olive oil) and include more fresh foods. The 
Mediterranean diet is also modest in animal protein, includes legumes and is relatively 
free of processed foods. A multi-component cardio-protective diet is important. 
However, work still remains to be done to translate these recommendations into practical 
dietary advice. 
 
• Reduced or Modified Fat 
There is consistent evidence that a reduced or modified fat intake results in a small but 
potentially important benefit, although the Mediterranean-type diet may have more 
importance for long term heart health. 
 
• Antioxidant Supplementation 
Studies have not shown any benefit from antioxidant supplementation in the secondary 
prevention of cardiovascular disease. 
 
 
• Garlic Supplementation 
There is no evidence of a beneficial effect of garlic supplements on disease in people 
with peripheral occlusive disease. 
 
The Group concluded that it is very important that a healthy diet should be thought of as 
a whole rather than a recitation of good and bad components57. 
 
Evaluation of Nutritional Management 
 
Successful management outcome for the client can be measured by the clients ability to:59 

1. Consume a balanced and nutritionally adequate diet  
2. Achieve and maintain satisfactory lipid levels. 
3. Achieve and maintain target body weight. 
4. Consideration should also be taken for client satisfaction levels and quality of dietary 

intake. 
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3.3.2. Nutrition Care Plan 
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CARDIOVASCULAR DISEASE NUTRITION CARE PLAN 
Referral Criteria for CVD54  
 
• All clients with established cardiovascular disease including but not exclusively 

coronary heart disease, peripheral arterial disease and cerebrovascular disease should 
be referred to the service. 

• Asymptomatic individuals who score ≥ 5% risk by their GP using the Systematic 
Coronary Risk Evaluation (SCORE)  

• Individual with the following single risk factors; 
Hyperlipidemia 
Cholesterol > 8.0mmol/l 
LDL> 6.0mmol/l 

 
Hypertension 
BP > 180/110 

 
Diabetes 
Type II Diabetes 
Type I Diabetes with microalbuminuria 

 
Metabolic Syndrome 
3+ of the following: 

o Waist circumference Men >102cm Men Women>88cm 
o Serum Triglycerides > 1.7mmol/l 
o HDL Men< 1.0 mmol/l Women< 1.3mmol/l 
o Blood pressure > 135/80mmHg 
o Plasma Glucose > 6.1 mmol/l 13 

 
Treatment Aim59 

 

• To provide those who need advice with the skills and knowledge required to make 
appropriate choices on the type and quantity of the food which they eat. 

• To give the client information, which will enable them to apply the principles of the lipid 
lowering diet. 

• To achieve lipid profiles within the Europeans Society of Cardiology reference ranges51 
• To achieve blood pressure within locally accepted range, 
• To ensure the nutritional adequacy and balance of the diet. 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI * 
• Waist circumference   
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Biochemistry 
Dietitian should have access to the following 
• Fasting Plasma Glucose levels. 
• Blood pressure, Urinalysis. 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose tolerance 

test, HbA1c, ECG or exercise stress test, etc 
 
History 
Assess CVD risk factors as per the SCORE method. 
Assess clients socio-economic background. 
 
Nutritional Management Plan 
 
On assessment of risk, clients are prioritised on the basis of providing the most relevant 
advice to those who will benefit most. 
 
1st Priority clients who have CVD are advised on the secondary prevention of CVD 
including modifying and reducing fat intake and eating a Mediterranean diet. 
 
2nd Priority clients who are at high risk of developing CVD are advised on the primary 
prevention of CVD including Healthy Heart Diet and addressing dietary treatment of 
appropriate individual risk factors.  
 
3rd Priority and Metabolic Syndrome clients are advised on diet and lifestyle issues which 
will reduce their risk of developing CVD and Type II Diabetes  
 
Initial Consultation 
 
• Assess clients understanding of condition and need for treatment.  Educate client as 

appropriate. 
• Nutritional Assessment 
• Assess readiness to change eating pattern and lifestyle. Using motivational interviewing 

techniques and ‘Stages of change’ model, discuss behavior change.3   
• Provide dietary advice as appropriate to the clients CVD risk. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment.  
• Provide support literature and written action plan. 
 
On Review 
 
• Follow procedure for anthropometry, biochemistry and nutritional assessment. 
• Discuss positive and negative changes in the diet and behavior since initial appointment. 
• Using behavior change techniques, assess and motivate client. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
 



                                                     
 
                                         

DIABETES 
 
3.4 Current Nutritional Management  
 
In 2006, diabetes was the primary reason for 28% of client referrals to the CNDS37.   
The service currently accepts referrals from General Practitioners, Public Health Nurses, 
Practice Nurses, Area Medical Officers and other Dietitians44.  However due to time 
constraints and manpower issues the CNDS do not actively promote this service. 
 
The current referral criteria for diabetes at present are as follows44:  

• clients newly diagnosed with diabetes 
• clients with established diabetes who require review. 

 
Revised evidence based referral criteria is outlined in the Diabetes Nutrition Care Plan 
included in this chapter and the appendices. 
 
Once referred to the service, a client will be invited to attend for one to one dietary 
counseling within three months. If the client agrees to the treatment plan they will be 
reviewed by the dietitian on a regular basis. This service is carried out by the primary 
care dietitian in an accessible location close to the clients home.   
 
The current nutritional management plan focuses on initiating and maintaining dietary 
and lifestyle change using evidence based guidelines and behavior change techniques. 
The client will also be invited to attend a supermarket tour where available to increase 
understanding on condition and aid dietary compliance.  
 
In 2007, HSE West have for the first time recruited a Community Dietitian for Diabetes.  
This dietitian will be part of a specialist diabetes team responsible for providing 
DESMOND in Galway City and County.  DESMOND - Diabetes Education and Self-
Management for Ongoing and Newly Diagnosed – is a structured adult education 
programme for people with Type 2 diabetes.  This programme meets the criteria to fulfill 
the National Institute of Health and Clinical Excellence UK requirement for structured 
adult education. It is available to clients throughout the county, in accessible locations 
and is an adjunct to the clinical dietetic service currently provided. 
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3.4.1 Clinical Nutrition Guidelines  
 

The Dietary recommendations used in the CNDS nutritional management of Diabetes are 
based on the HSE West Diabetes Unit Guidelines 2006 and include the following:60 
 
• A healthy, balanced, nutritionally adequate diet. 
• Regular carbohydrate-based meals. 
• Even carbohydrate distribution to aid glycaemic control. 
• Increase in high-fibre foods. 
• Reduce total fat (ideally to less than 35% of total energy). 
• Reduce saturated and transaturated fat (to less than 10% of energy). 
• Increase fish intake, especially oily fish, to once or twice weekly. 
• Use monounsaturated fat as the main source of dietary fat. 
• Increase fruit and vegetables intake to five portions per day. 
• Limit sucrose (table sugar) to up to 10% of total energy, if weight is in the healthy 

weight range. 
• Use non-nutritive sweeteners if overweight or hypertriglyceridaemic. 
• Limit salt to less than or equal to 6 g of sodium chloride per day. 
• Drink alcohol in moderation (maximum of 14 units per week for women and 21 units 

per week for men). 
• Advice on hypoglycaemia prevention and treatment. 
• Promote 5-10% weight loss, if overweight or obese. 
• Advice on appropriate snacking considering insulin, medication and blood glucose 

levels. 
 
The advice must take into account the individual’s personal and cultural preferences, 
beliefs and lifestyle, and must respect the individual’s wishes and willingness to change.  
Dietary changes have been shown to be effective in improving blood glucose levels, 
hyperlipidaemia, hypertension and overweight or obesity. 
 
All dietary advice provided by Dietitians should be in accordance with the Diabetes UK 
guidelines titled ‘The Implementation of nutritional advice for people with diabetes’61. 
 
Evaluation of Nutritional Management 
 
Success of management is gauged by the following:

1. All newly diagnosed patients should be offered consultation with a Dietitian within 4 
weeks of diagnosis, and the opportunity of at least one further review60. 

2. Dietetic review should be available annually to, every person with diabetes. 
3. Provision should be made for more frequent review of patients with special problems, 

including those with dyslipidaemia, perceived poor practice or knowledge, pregnancy 
and prepregnancy and renal disease. 

4. Educational goals must be outcome orientated and there must be audit protocols to 
assess the effectiveness of structured education, of behavioral change programmes 
and of clinical management60 



                                                     
 
                                         

 
Successful management outcome for the client can be measured by their ability to: 
• Consume a balanced and nutritionally adequate diet  
• Achieve and maintain appropriate blood glucose level. 
• Achieve and maintain satisfactory lipid levels. 
• Achieve and maintain target body weight. 
• Maintain a normal growth pattern, as per centile charts (for children and adolescents). 
• Consideration should also be taken for client satisfaction levels and quality of dietary 

intake60. 
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3.4.2 Nutrition Care Plan 
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DIABETES NUTRITION CARE PLAN 
Referral Criteria for Diabetes  
 
Advice and Management should be offered to those who60 
• Are newly diagnosed with diabetes. 
• Have commenced treatment with oral hypoglycaemic agents or insulin. 
• Have poor glycaemic control, thought to have a dietary cause. 
• Are overweight and motivated to lose weight (BMI>27) 
• Have diabetic nephropathy. 
• Need pre-pregnancy counselling. 
• Have gestational diabetes, impaired glucose tolerance or are pregnant with 

existing diabetes. 
• Have coeliac disease with diabetes. 
• Require education/re-education regarding a specific issue e.g. exercise, alcohol, 

eating out, sick day rules, hypos, reading food labels etc. 
• Have had a recent admission with DKA. 
• Anyone with diabetes who has not been seen by a dietitian in over one year 
 
Nutritional Management Aim 
 
• To provide those who need advice with the skills and knowledge required to 

make appropriate choices on the type and quantity of the food which they eat. 
• To make clear the association between physical activity, energy balance and 

health and encourage the client to meet physical activity recommendations for 
Diabetes. 

 
Nutritional Management Goals 
 
• To maintain or improve health through the use of appropriate and healthy food 

choices 
• To achieve and maintain optimal metabolic and physiological outcomes, 

including: 
o reduction of risk for microvascular disease by achieving near normal 

glycaemia without undue risk of hypoglycaemia 
o reduction of risk of macrovascular disease, including management of 

body weight, dyslipidaemia and hypertension 
• To ensure the nutritional adequacy and balance of the diet 
• To optimize outcomes in diabetic nephropathy and in any concomitant disorder 

such as coeliac disease or cystic fibrosis.60 
 
The advice must take account of the individuals personal and cultural preferences, 
beliefs and lifestyle, and must respect the individuals wishes and willingness to 
change. It must be adapted to the specific needs of the individual which may change 
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with time and circumstance; for example, age, pregnancy, hospital admission, 
nephropathy, intercurrent illness and other illnesses60. 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI * 
• Waist circumference   
 
Biochemistry 
Dietitian should have access to the following 
• Fasting Plasma Glucose levels. 
• Blood pressure, Urinalysis. 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose 

tolerance test, HbA1c, ECG or exercise stress test, etc 
 
History 
• The type of diabetes and whether it is being treated with insulin, oral 

hypoglycaemic drugs or diet alone. 
• Medical history – assess history of co-morbidities: cardiovascular disease, 

operative history, medications, drug allergies etc. Presence of associated 
microvascular or macrovascular complications. 

• Cardiovascular risk (SCORE). 
• Weight history  
• Physical activity/inactivity history  
• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – work and home environment. 
• Emotional state if distressed by a new diagnosis of diabetes. 
 
Initial Consultation 
 
• Assess clients understanding of condition and need for treatment.  Educate client 

as appropriate. 
• Nutritional History61 

Meal pattern - The usual distribution of meals and snacks throughout the day 
and the extent to which this varies from day to day, between weekdays and 
weekends, or is influenced by factors such as shift work, business, school meals, 
travel. 
Food choices - The types of foods which comprise these meals and snacks and 
the typical amounts consumed. 
Overall dietary balance - How closely the dietary pattern matches The Food 
Pyramid Model guidelines, e.g. the number of portions of fruit and vegetables 
consumed per day. 
Nutritional adequacy - The likelihood of dietary surplus or deficiency. 



                                                     
 
                                         

Alcohol consumption - Typical intake and whether this ever exceeds safe limits. 
Beliefs or misconceptions held about diet and diabetes - For example, that sugar is 
forbidden or that diabetic foods are essential 

• Assess readiness to change eating pattern and lifestyle. Using motivational 
interviewing techniques and ‘stages of change’ model, discuss behavior change. 

• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
• Liaise with the patient’s spouse / carer / guardian / parents, where appropriate. 
• Liaise with doctors / diabetes nurse specialists, as appropriate. 
 
On Review 
 
• Follow procedure for anthropometry, biochemistry and nutritional assessment. 
• Discuss positive and negative changes in the diet and behavior since initial 

appointment. 
• Using Behavioral therapy, assess and motivate client. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
• Provide ongoing nutrition education to the client using a variety of educational 

strategies, matching the type and level of information to individual needs and 
abilities60.  Topics to be addressed include:61 

 
o Carbohydrates containing foods 
o Glycaemic Index 
o Avoidance and treatment of 

hypoglycaemia, eating during 
illness. 

o Exercise 
o Alcohol 
o Special ‘Diabetic’ foods 
o Eating out 
o Lipid lowering advice 

o Adapting recipes 
o Interpretation of food labeling 
o Special events e.g. Xmas, holidays 
o *Hypoglycaemia 
o *Diet in illness 
o *Information for schools given 
 
 

 
* More relevant to clients with Type 1 D.M. 
• Liaise with the clients spouse / carer / guardian / parents, where appropriate. 
• Liaise with doctors / diabetes nurse specialists, as appropriate. 
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*The Management of clients who have diabetes and are overweight or obese involves a 
combination of both the diabetes protocol and also the obesity protocol. The European 
Society of Cardiology also recommends that CVD and Diabetes have a joint management 
strategy where appropriate.  The nutritional management goals and treatment targets are 
highly individualised and subject to change.  



                                                     
 
                                         

CHRONIC RESPIRATORY DISEASE 
 
3.5 Current CNDS Nutritional Management  
 
Chronic respiratory diseases are chronic diseases of the airways and other structures of 
the lung. Some of the most common are asthma, chronic obstructive pulmonary disease 
(COPD), respiratory allergies, occupational lung diseases and pulmonary hypertension. 
Respiratory conditions impose an enormous burden on society. According to the WHO 
World Health Report 2000, the top five respiratory diseases account for 17.4% of all 
deaths and 13.3% of all Disability-Adjusted Life Years (DALYs). Lower respiratory tract 
infections, chronic obstructive pulmonary disease (COPD), tuberculosis and lung cancer 
are each among the leading 10 causes of death worldwide63.  Ireland has the highest death 
rate from respiratory disease in Western Europe at over twice the EU average. 
 
Despite the enormous global burden caused by chronic respiratory diseases (CRD) there 
is little reliable data available on the effect of diet on CRD.  Using different methods, 
associations have been reported between CRD (mainly asthma and COPD) and the intake 
of fruits, fish, whole grain, antioxidant vitamins, fatty acids, sodium, magnesium, alcohol 
and other factors. Obesity has also been associated with the increased risk of asthma and 
lower lung function64.   
 
Until more comprehensive studies have been carried out it is not scientifically justified to 
offer specific advice on the role of nutrition in the prevention of CRD.  However the role 
of diet and nutrition as determinants of other major chronic diseases is well established 
and the emerging dietary recommendations for the prevention of CRD are generally 
compatible with existing dietary guidelines for the control of CVD, Obesity and Diabetes 
Mellitus.  

The most important risk factors for preventable chronic respiratory diseases are:  

• Tobacco smoking  
• Indoor air pollution  
• Outdoor pollution  
• Allergens  
• Occupational risks and vulnerability 

At present Chronic Respiratory Disease is not a referral criteria to the service, however 
due to the co-existent nature of the chronic disease, many clients of the service who have 
been referred for other illnesses have also suffered form chronic respiratory disease. 

There is no recognised nutritional treatment pathway for this illness at present. 
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3.5.1 Clinical Nutrition Guidelines for the Management of Chronic 
Obstructive Pulmonary Disease 

Chronic Obstructive Pulmonary Disease (COPD) is not one single disease but an 
umbrella term used to describe chronic lung diseases that cause limitations in lung 
airflow. The more familiar terms 'chronic bronchitis' and 'emphysema' are no longer used, 
but are now included within the COPD diagnosis. 

The role of nutrition as an independent risk factor in the development of COPD remains 
unclear.  However diet and nutrition play a key role in the management of COPD65. 

Numerous studies have shown COPD mortality strongly associated with BMI, with 
significantly higher mortality seen as BMI reduces. Weight gain in depleted and non-
depleted patients with COPD was significantly associated with decreased mortality risk66.  
Malnutrition and weight loss can reduce respiratory muscle strength and endurance, 
apparently by reducing both respiratory muscle mass and the strength of the remaining 
muscle fibers.  Therefore, BMI should be calculated in patients with COPD. 

• Dietetic advice should be offered if BMI is abnormal (High or Low), or changing 
over time. 

• If the BMI < 21 kg/m² patient should also be given nutritional supplements to 
increase their total calorific intake and be encouraged to take exercise to augment 
the effects of nutritional supplementation. 

• In older patients attention should be paid to overall changes in weight rather than 
BMI.  Dietetic advice should be offered at a weight change of > 3kg66. 

 

3.5.2 Clinical Nutrition Guidelines for the Management of Asthma 

Asthma is a chronic disease characterised by recurrent attacks of breathlessness and 
wheezing, which vary in severity and frequency from person to person.  People who have 
asthma have more sensitive airways than people without asthma.  
The most common triggers are:  
- Colds and flu  
- House dust mites, which live in mattresses, pillows, carpets and soft, furry toys  
- Pollens from some flowers, plants and grasses - Animal fur or feathers  
- Moulds which are often found in damp areas in bathrooms and kitchens  
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The co-existence of food allergy should be considered in any child with asthma, 
particularly those with a family history of atopy. Where a food allergy is confirmed as a 
cause of asthma, steps should be taken to avoid these foods as this may considerably 
improve asthma control.67   However food is not a common trigger for asthma.  



                                                     
 
                                         

Foods, drinks and food chemicals affect less than 5% of people with asthma. Foods that 
can trigger asthma by way of an allergic reaction include peanuts, nuts, sesame, fish, 
shellfish, dairy products and eggs. 

Some people become wheezy when they eat food containing certain additives 
 - The dye tartrazine (E102) is found in many foods and also in several medicines.  
People whose asthma is triggered by tartrazine may also react to aspirin. 
 - The preservative benzoic acid (E210) found in fruit products and soft drinks can also be 
a trigger. 
 - Some foods and wine contain histamine or similar chemicals called vasoactive amines 
that can trigger asthma. 
- Sodium metabisulphite (E220–227) may also trigger asthma, but not via an allergic 
reaction. It can be found in wine, home-brewed beer, fizzy drinks, prepared meats and 
prepared salads.”68 

There is no clinical evidence that reducing or eliminating dairy products will improve 
asthma symptoms or control, in those patients known not to have an allergy to these 
products. Milk does not produce mucus in the airways, coughs or asthma69. Many people 
confuse the temporary, slight thickening of saliva after drinking milk with mucus.  

People with asthma should consume a nutritious diet based on the food pyramid as is the 
case for the rest of the population. Milk and other dairy products play an important role in 
a healthy, mixed diet. They contribute large quantities of calcium, riboflavin, protein and 
vitamins A and B12 to a diet. Restricting or cutting them out, without close dietetic 
supervision, may lead to nutritional deficiencies and faltering growth, particularly in 
young children. 

Recent findings suggest that, dietary supplementation may have a role in preventing or 
delaying the onset of asthma. Interest is focusing on PUFA, Probiotics, and omega 3 fatty 
acids.70-81 . However until further work is carried out in this area the CNDS will not 
recommend the use of these in the treatment of Asthma. 

Any child who has been diagnosed with Asthma relating to a food allergy will be 
accepted by the CNDS for treatment. 

Due to the variety of conditions covered by CRD and the different nutritional 
requirement of clients with these conditions it is not possible to set out a defined care 
plan for this group.  However the CNDS will use the evidence above with recognised 
care plans and treatment methods in providing a high quality individualised service for 
the user. 
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CHAPTER 4 
 

4.0 Integrated Care Pathway 
 
Programme 1 of the Transformation programme 2007-2010 is to ‘Develop integrated 
services across all stages of the care journey’ so that patients and clients will be able to 
move easily through the entire care system. Our first priority is to develop simplified 
client journey processes so that our clients can access the service easily allowing the 
CNDS to provide high quality care as discussed in previous chapters. 
 
At present written referrals are accepted from General Practitioners (GPS), Practice 
Nurses (PN), Public Health Nurses (PHN), Area Medical Officers (AMOs) and other 
Dietitians. Requests for dietetic services from other Health Professionals must be 
approved by the Community Nutrition & Dietetic Services’ Manager.  However the 
policy document Primary Care – New Direction 2001 clearly states that on the 
development of primary care teams ‘Individuals will be able to self-refer to any given 
member of the primary care team or network as appropriate. There will also be a system 
of triage and referral at the point of access available for those who wish to use it.’  
 
As the referral criteria broadens so too must the points of access to the service.  However 
it is also our responsibility to offer services in order of priority and to those who, 
evidence shows, are most likely to benefit, thus providing optimal and cost effective 
results.  Therefore the methods of referral currently used must change.   
 
Referrals will be accepted from all members of the primary care teams and networks, and 
acute services using a universal primary care referral form.  However referrals will be 
accepted and prioritised on evidence based referral criteria as outlined.  The CNDS will 
distribute an evidence based referral tool summarising the acceptable referral criteria to 
all appropriate personnel (Appendix III). 
 
When providing an integrated service it is each HSE staff members responsibility to 
ensure the service user can access the appropriate services and navigate the service 
effectively and easily. 
 
Putting in place a patient centered service is of primary importance to the CNDS.  In 
earlier chapters we have noted the co-existent nature of chronic diseases and also 
recognised the need for a multidisciplinary approach to the prevention and treatment of 
these conditions. Providing a high quality service means ensuring the client is able to 
access all the services necessary for effective treatment without duplication.  This has a 
number of implications. 
 
In order to create greater accessibility the CNDS must consider providing a service at 
times suitable to the client such as weekends and evenings 
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The CNDS therefore must also act as conduits for other services and an appropriate 
referral system should be set up between other members of the primary care team and 



                                                     
 
                                         

network, and also acute hospital services.  To achieve this, the CNDS must become 
aware of the complimentary services available to the clients and we must have the means 
of referral.  The benefit of this to the CNDS is increased awareness amongst other 
members of the team of the role of the CNDS in the prevention and treatment of chronic 
disease. 
 
Below are the relevant services for referral: 
 
Primary Care Team 
• GP 
• Public Health Nurse 
• Social Worker 
• Occupational Therapist 
• Physiotherapist 

Primary Care Network 
• Psychologist/counsellors 
• Psychiatry 
• Chiropodist 
• Smoking Cessation 
• Orthodontics 
• Home Management 
• Child protection 
• Optometry 
 

CNDS Programmes 
• Healthy Food Made Easy 
• Supermarket Tours 
 

Multi agencies 
• Private Providers e.g. Weight Watchers 
• Voluntary e.g. Croi, COPE foundation 
• Support Groups e.g. Bodywhys 
 
 

Specialist HSE Services 
• Specialist acute care dietitians 
• Diabetes Unit – DAFNE/DESMOND 
• Specialist Obesity Service 
• Peadiatrics 
• Mental Health Services. 
 

Other HSE Services 
Health Promotion Service  
Home Management Service 

 
In order to implement an integrated care pathway for the client, the CNDS must 
communicate more closely and effectively with the acute hospital-based dietetic services.  
This is important in client centered practice and also in the avoidance of duplication and 
promotion of the ‘shared care’ principle. 
 
This can be achieved by the following: 
• Standardised dietary practice for the prevention and management of chronic disease.  

The nutritional management plans provided are evidence based and can be adapted 
for use in the acute setting. 
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• Referral pathways between acute services and community services.  An integrated 
dietetic referral form would provide details of clients and any intervention conducted 
by dietitians whether in the acute or community setting. 



                                                     
 
                                         

• Open discussions should take place on the views of dietitians in both the acute and 
community setting on how the Transformation Policy 2007–2010. These discussions 
should focus on the future role of hospital outpatient clinics, appropriate referral to 
primary care and the role of specialist care for acutely ill clients in the community.   
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CHAPTER 5 
 

5.0 Recommendations  
 
5.1 Development of the Community Nutrition & Dietetic Service 2007-
2008  
 
From 2007-2010, the CNDS plans to expand its role in the prevention and management 
of chronic diseases, this will have implications for staffing and resources and requires 
considerable investment.  However there are a number of areas where evidence based 
practice can be applied to the current activities of the CNDS, thus providing a higher 
quality service without incurring additional costs. 
 
• In the planning and development of interventions for chronic disease prevention and 

management, the emphasis of providing a target message to a target audience in a 
target setting can be improved.  All CNDS health promotion activities should 
incorporate the factors outlined in Table 8. 

• At present the format for management of Chronic Diseases is primarily one to one 
dietary consultation.  Where possible all clients with a chronic disease should be 
offered other forms of interventions for example; all clients should be encouraged to 
attend a supermarket tour if available in their area. 

• In the future, the referral criteria for the CNDS will become more evidence based, in 
preparation for this the CNDS dietitians should be familiar with the new referral 
criteria and the appropriateness of the referral should be noted on the record card.  
This  will be invaluable in identifying referring health professionals most in need of 
training and also in assessing the demand for the service when the new referral 
criteria are introduced. 

• The Nutrition Care Plans should be used and referred to by each CNDS Dietitian in 
all consultations. 

• The time allocated to initial appointments should be increased to allow for a more in-
depth consultation and correct documentation of each clients case.  This will have 
implications for the number of clients to be seen in each clinic, thus effecting overall 
service provision. 

• The effectiveness of the service will be monitored through the evaluation methods as 
laid out in the document.  Until record cards are redesigned to incorporate this all 
CNDS Dietitians should clearly record the treatment target in a given time line at the 
initial consultation.  This should then be referred to and progress recorded at each 
meeting. 
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Table 8: A Target Message for a Target Audience in a Target Setting 

CHRONIC DISEASE INTERVENTION 

TARGET MESSAGE

Be a Healthy Weight

Eat a Healthy Diet

Be Physically Active

Avoid Cigarette Smoke

TARGET AUDIENCE

Pregnancy 

Infancy 

Childhood & Adolescence

Adulthood 

Older Person 

TARGET SETTING

Primary Care 

School 

Workplace 

Community 
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5.2 Recommendations for Development of the Community Nutrition & 
Dietetic Service 2008-2009 

 
1. The CNDS staff levels must increase to meet the needs of the PCCC primary care 

initiative.  The provision of one to one dietary counseling is central to the reduction of 
chronic disease particularly for clients who are at risk of obesity, diabetes and CVD.  
In order to provide this to all areas more primary care dietitians are required. 

2. The role of the primary care dietitian in the prevention of chronic disease should be 
developed further, with the expansion of current health promotion activities to all 
primary care areas. 

3. The CNDS will redesign its referral forms and record cards to incorporate best 
practice guidelines. 

4. The CNDS training of health professionals should be expanded and aimed at those 
working with people in every life stage.  This training should be focused on the 
dietary guidelines for chronic disease prevention and weight maintenance. 

5. School based Interventions need to be developed further. The CNDS should support 
the implementation of a evidence based healthy eating intervention such as ‘Food 
Dudes’ or NEAPS and be closely involved in the roll-out and further development of 
such interventions. 

6. A Resource Pack for the development of Healthy Eating Policies and Protocols for 
post primary schools should be developed on the publication of the Food and 
Nutrition Policy for Post Primary Schools 2007. 

7. Staff Wellness Days should be expanded to other public and private sector 
workplaces as they are an effective method of promoting healthy food choices and of 
identifying those who are at risk of chronic diseases. 

8. Community Initiatives aimed at the prevention and management of chronic disease 
should be made available to those at risk of chronic disease in every life stage 
throughout the region, as appropriate. 

 
 

5.3 Recommendations for Development of the Community Nutrition & 
Dietetic Service 2009 - 2010 
 
The Community Nutrition and Dietetic Service plays a major role in the prevention of 
chronic disease in Galway, Mayo and Roscommon.  The longterm goal of the service is 
to build on the successful interventions which are in place by making them more 
accessible and widely available and also to expand the services provided to meet the 
needs of the public throughout the three counties. 
 
In order to align the service with the Transformation Programme and PCCC initiative the 
CNDS aim to implement the following: 
1. Expand the referral sources to include all members of the primary care network and 

teams 
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2. Expand the referral criteria to reflect current evidence. 



                                                     
 
                                         

3. Make the service more equitable and accessible by promoting it to all health 
professionals equally, provide services in more locations and at more accessible 
times. 

4. Use standard nutrition care plans which ensure uniformity of service throughout HSE 
West. 

5. Clearly define treatment objectives and targets to allow for accurate performance 
measures. 

6. Provide a variety of treatment modules and formats, as dictated by best practice. 
7. Liaise with health professionals working with clients with respiratory disease to raise 

awareness of the role of nutrition in chronic disease prevention and management. 
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Appendix I: CNDS - Anthropometry Standards 
 
 
Height Measurement Standards. 
Community Nutrition and Dietetic Service, 
HSE West 2006. 
 
 
 
ADULTS: 
 
Method for Measuring Height in Adults: 
· Wipe head and feet part with alcohol wipes between subjects. 
· The individual to be measured should be barefoot / in thin socks and wearing light 
clothing so the positioning of the body can be seen. 
 
· The individual should stand on a flat surface, with weight distributed evenly on both 
feet, heels together, and the head positioned so that the line of vision is perpendicular to 
the body, known as the 'Frankfurt Plane'. (see diagram) 
· The arms hang freely by the sides, and the head, back, buttocks and heels are in contact 
with the vertical board. 
 
· The individual is asked to inhale deeply and maintain a fully erect position, while 
maintaining the head in the Frankfurt position. 
 
· The moveable headboard is brought onto the topmost point on the head with sufficient 
pressure to compress the hair. 
 
· The height is recorded to the nearest 0.1cm. 
 
References: 
Physical Status: The use and interpretation of anthropometry. Report of a WHO Expert 
Committee (1995) WHO: Geneva. 
Durnin (1991): Anthropometric Assessment of Nutritional Status. In: Anthropometric 
Measurement of Nutritional Status. Ed:John H. Hines. Wiley Liss Inc. 
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Children: 
 
Technique for Measuring Height:(recommended from age 2 onwards). 
 
Equipment - Leicester Height Measure (Child Growth Foundation). 

- Child Growth Foundation Percentile charts until updated       
                                                                         Irish Charts are available. 
 
· Wipe head and feet part with alcohol wipes between subjects. 
· Remove shoes, hat and bulky clothing such as coats and sweaters. Ask the child to 
remove or undo hair styles and hair accessories that interfere with taking a measurement. 
Hairstyles should allow height measure to fit comfortably on head. 
· Direct the child to stand erect on the foot-piece with heels comfortably together against 
backstop. Legs should be straight, shoulders level and relaxed, arms at sides, and weight 
evenly distributed on both feet. 
· Check the position of the heels, the buttocks, shoulder blades and the back of the head 
for contact with the vertical board.  All points may not touch. In such case, make sure the 
child's trunk is vertical above the waist, and the arms and shoulders are relaxed. 
· Stand as tall as possible unsupported and clear of furniture 
· Position head in the 'Frankfurt Plane' position. (The Frankfurt plane is an imaginary 
horizontal line from the centre of the ear hole to the lower border of the eye socket). 
Parallel to the floor and perpendicular to the vertical backboard (see diagram). It may be 
necessary to make a minor adjustment. Gently tile the head up or down until proper 
alignment is achieved with eyes looking straight ahead. 
· Ask the child to take deep breath in and maintain his/her position. Make sure that heels 
do not rise off the foot-board. (maternal and child health bureau) 
· Place measure on head with sufficient pressure to compress the hair. 
Check contact points to ensure that the lower body stays in the proper position and the 
heels remain flat. 
· Record height in cms, to the nearest 0.1cm. 
· Repeat to check accuracy. The measures should agree within 1 cm. (maternal and child 
health bureau) 
II 
 
If Height Exceeds the Established Tolerance:  (maternal and child health bureau) 
a). If two measures are within the tolerance limits, use the mean of the two readings. 
b). If two of the measures are not within the tolerance limits, measure the child again. 
c). If two of the measures are then within the tolerance limits, use the mean of these 
measures. 
d). If none of the measures are within tolerance limits, check your technique and plan a 
training session. 
 
· The measure is recorded on the growth chart appropriate for age and gender. 
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Recording and Plotting Height: 
 
Record the measurement and date taken on record card and growth chart. 
 
Plot each measurement accurately on the grid with a well-defined dot. (see growth chart 
for illustration) 
If necessary, trace the growth curve with a line but leave the dots clearly visible. A 
normal growth curve is one that runs roughly on/parallel to one of the printed centile 
lines. (Child Growth Foundation - CGF). 
 
Frequency: 
 
Record height at each visit or at least half-yearly. 
 
 
References: 
1. National Survey of Children's Dental Health 2001 Final Protocol (16th October 2001). 
2. U.S. Dept of Health and Human Services. National Health and Nutrition Examination 
Survey. Anthropometry Procedures Manual (Revised January 2004) 
  (web address = http://www.cdc.gov/nchs/data/nhanes/nhanes_03_04/BM.pdf) 
3. U.S. Dept of Health and Human Services. Health Resources and Services 
Administration (HRSA), Maternal and Child Health Bureau (2003), Growth Charts 
Training Modules. Accurately Weighing and Measuring Infants, Children and 
Adolescents: Equipment and Technique. 
 (web address = http://depts.washington.edu/growth/module5/) 
4. Calgary Health Region. New CDC Growth Charts in Children and Adolescents: An 

Outline for Health Professionals. July 2004. 
(web address = http://www.crha-health.ab.ca/hecomm/nal/ProgramsServices/Growth) 
 
5. Best Health for Children Revisited. Report from the National Core Child Health 

Programme Review Group to the Health Services Executive. October 2005.  
6. Growth Chart Birth - 18 years. Child Growth Foundation. 
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Weight Measurement Standards 
Community Nutrition and Dietetic Service, 
HSE West 2006: 
 
 
 
Weight should be taken in light clothing using a self-calibrating electronic scales 
appropriate to age. 
 
 Technique: 
1. The scales must be placed on a hard, flat, even surface e.g. a tiled floor. 
2. Instruct client to remove any excess clothing, e.g. over-coats. 
3. Remove shoes 
4. Empty pockets containing keys, money, coins, etc. 
5. Remove any heavy jewellery 
6. Scales viewfinder should read 0.0 kg 
5. Instruct client to stand still in the centre of the platform of the scales, without   
support, with the body weight evenly distributed between both feet. 
8. Record weight to one decimal point in kg (to the nearest 100g). 
9. Individuals who cannot stand unsupported by reason of disability or illness, can be 
weighed using a beam chair scale, a bed, wheelchair or hoist scale. 
 
Body Mass Index: 
Weight (kg) / Height (m)² 
 
References: 
 
Durnin JVGA (1991) Anthropometric methods of assessing nutritional status. In: 
Anthropometric Assessment of Nutritional Status. Ed: John H. Hines. Wiley Liss Inc.  
 
National Survey of Children's Dental Health 2001. Final Protocol (16th October 2001). 
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Waist Circumference Measurement Standards 
Community Nutrition and Dietetic Service, 
HSE West 2006: 
 
Body Mass Index (BMI) has been used in many scientific studies to assess overweight 
and obesity among various populations.1 BMI is a measure of total body weight and not 
of body fat.1 it is now recognised that it is obesity with an abdominal distribution, which 
is associated with insulin resistance and high cardiovascular risk.1 

Waist circumference is now accepted as a practical measure of adipose tissue 
distribution.2 Four body sites for waist circumference measurement are commonly used, 
as follows: immediately below the lowest ribs, the narrowest waist, the midpoint between 
the lowest rib and the illiac crest and immediately above the iliac crest.2 

Unfortunately there is no universally accepted method of measuring waist 
circumference.2 Studies suggest that waist circumference measurements taken at the four 
sites are not all comparable and the need for an internationally accepted waist 
circumference measurement site needs to be addressed.2 Other authors have concluded 
that the reliability of waist measurements in primary care, including the optimal position 
of the tape measure is also unclear.3 

A study by Wang et al (2003) concluded that the measurement immediately above the 
iliac crest to be the most difficult from a technical stand point.2 However that percentage 
body fat is more highly correlated with this waist circumference measurement than with 
the other waist circumference measurements in both sexes.2 

 

For the purpose of this document and for the use by all members of the Community 
Nutrition & Dietetic Service. The following recommendations have been suggested: 
 

Recommendations 
 
1. Waist circumference should be measured in all clients. 
2. For measurement the subject needs to stand comfortably, feet 25 – 30 cm apart.4 
3. The measurement should preferably be taken over the skin. Allow 1cm for 

measurements taken over light clothing. 
4. When taking the measurement the abdomen should be relaxed and the subject should 

be breathing out. 
5. Be sure that the tape is snug but does not compress the skin and is parallel to the 

floor.5 

6. The circumference is measured to the nearest 0.1cm at the end of a normal 
expiration.5 

7. Waist circumference should be measured in metric units. 
8. The site measured should be stated next to the recorded measurement on the dietetic 

record care for future reference. 
9. Clients with a waist circumference indicating high risk (> 102cm men and >88cm 

women*) should be offered weight reducing dietary advice. 
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Table adapted from National Obesity Forum ‘waistwatchaction’, 
www.nationalobesityforum.org.uk 4  
 

 
 
*If you are Asian, you have a lower threshold because you are genetically more at risk to 
start with.  

NOTE: 
The WHO recommends that waist circumference is measured midway between the upper 
hip bone and the upper most border of the right iliac crest. 5In practice it may be difficult 
for very overweight patients to palpate these bony landmarks in which case placing the 
tape at the level of the belly button is recommended.6 

There is a physical difficulty in measuring waist circumference in very obese patients but 
those with a BMI > 35KG/M2 waist circumference has little added predictive power of 
disease risk.6 
In patients with a BMI in the region of 25 – 30 kg/m2 incorporating measurement of waist 
circumference will provide additional information about risk and can be used as an 
additional measure of progress with weight loss.6 

 
 
REFERENCES 
 

1. Shape of the Nations. Scientific summary. Waist circumference and the link to 
cardiometabolic disease. 2005 

     2   Wang et al. Comparison of waist circumference measured at four      
          sites. American Journal of Clinical Nutrition 2003; 77:379 –84 

3. Despres, JP, Lemieux I, Prud’homme D. Treatment of obesity needs to focus on 
high risk abdominally obese patients. British Medical Journal 2001;322;716-720. 

4. Briony T (Eds) Manual of dietetic practice. 3rd edition. Blackwell publishing. 
2002. 

5. Lean MEJ, Hans TS, Deurenberg P. Predicting body composition by densitometry 
from simple anthropometric measurements. Am J Clin Nutr 1996;63:4 –14 

6. www.nationalobesityforum.org.uk/apps/content/htlm 

Community Nutrition & Dietetic Service, HSE West                                                         November 2007 
Review November 2009 

62

 

http://www.nationalobesityforum.org.uk/
http://www.nationalobesityforum.org.uk/apps/content/htlm


                                                     
 
                                         

Appendix II – Nutrition Care Plans 
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ADULT OBESITY NUTRITION CARE PLAN  
Referral Criteria   
 
• Patients with a BMI > 30 and Patients with a BMI > 25 with co-morbidities e.g. 

Chronic Obstructive Pulmonary Disease, Ischemic Heart Disease, Diabetes  
• Families with more than one overweight or obese member need special 

consideration and more intensive support.45 
( 
Treatment Aim 
 
• To optimize the clients state of health by providing appropriate, individualized, 

dietetic counseling and advice. 
• To give the client knowledge and skills to enable them to apply the principles of 

a weight reducing diet 
• To ensure the nutritional adequacy of the diet 47    
• To encourage client to reach recommended physical activity levels for weight 

loss.  
• The goal of treatment for the client is to achieve and maintain a 10% reduction 

on baseline weight.45 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI  
• Waist circumference 44 

 

Biochemistry 
Dietitian should have access to the following 
• Blood pressure, Urinalysis 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting glucose and lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose 
tolerance test, HbA1c, ECG or exercise stress test, etc 
 
History 
• Medical history – assess history of co-morbidities: diabetes, cardiovascular disease,
operative history, medications, drug allergies etc. 
• Weight history (onset and progression of weight gain, peak weight) 
• Dieting history (previous attempts, what diets, what worked, lowest weight 
achieved) 
• Physical activity/inactivity history (number of hours in leisure/recreational 
activity, number of hours watching TV, number of hours in car, etc) 
• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – work and home environment, cigarettes, alcohol etc. 
• Psychological history – history of depression, binge-eating disorders 
• Motivation and readiness to change. 



                                                     
 
                                         

• Barriers to change – knowledge of food and cooking, cost and availability of 
healthy food, opportunities to exercise, safety concerns, lack of time, personal tastes, 
low self esteem, views of family members. 
• Current diet & level of activity 
 
Nutritional Management Plan 
 
No single treatment plan works for everyone, Nutritional advice needs to be tailored 
for different groups particularly for  
• Minority Ethnic groups and travellers 
• Vulnerable groups such as low income groups 
• People at life stages with increased risk for weight gain such as during or after 

pregnancy, at the menopause, when stopping smoking. 
 
Agree a target weight loss with the client 
• Initial maintenance of current weight may be more realistic than weight loss, 

applying healthy eating advice and initiating physical activity. 
• Initial target is for 5% weight loss in the first 3 months or a 5-10 cm reduction in 

waist circumference, achieved by a 500-600 kcal daily deficit through changes in 
diet and physical activity. 

• Once this target has been achieved, an individualised plan should be agreed with 
the patient for reaching the 10% body weight reduction target.45 

 
Initial Consultation 
 
• Assess readiness to change eating pattern and lifestyle.  
• Using motivational interviewing techniques and ‘stages of change’ model discuss 

behavior change48 
• Assess client usual dietary intake and activity level. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
 
On Review 
 
• Follow procedure for nutritional assessment. 
• Discuss positive and negative changes in the diet since initial appointment. 
• Using Behavioral therapy, assess and promote motivation. 
• Discuss reasons for the decrease/increase/maintenance of weight. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
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CHILDHOOD OBESITY NUTRITION CARE PLAN  
Referral Criteria 
 
Referrals for childhood overweight or obesity will be accepted on the proposed 2006 National 
Growth Charts and the UK 2002 Growth charts, BMI centile cut off points of greater than 91st 
Centile if they have been interpreted in the context of the individual child, taking into account age, 
body build and pubertal stage.40 

 
Treatment is reserved for families who perceive obesity as a problem and who show motivation to 
make and sustain lifestyle changes.52 
 
Treatment Aim 
 
• To create a supportive environment that helps overweight or obese children and their families 

make lifestyle changes.38 
• To optimize the child’s state of health by providing appropriate, individualised, dietetic 

counseling and advice. 
• To give parents knowledge and skills which enable them to apply the principles of a healthy 

eating diet for all the family. 
• To ensure the nutritional adequacy of the diet for the family.  
• To ensure that families monitor their own diet, activity, television viewing, and computer use. 
 
Treatment Goals 
 
• The primary goal of childhood obesity interventions is regulation of body weight with adequate 

nutrition for growth and development 
• To achieve and maintain healthy eating patterns and lifestyle practices. 
• To achieve weight maintenance, not weight loss as appropriate.   
• To resolve co-morbidity if it is possible.  
• To encourage child to reach recommended physical activity levels  
• To reduce sedentary behavior (particularly television viewing to less than two hours a day. 53 
• Intervention should develop a positive body image and build self-esteem.38 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight – BMI measurement related to UK 1990 charts to give age and gender specific 

information. 
• Waist circumference if BMI > 98th Centile38 
 
Biochemistry 
Dietitian should have access to the following: 
• Blood pressure, Urinalysis 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting glucose and lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose tolerance test, 

HbA1c, ECG or exercise stress test, etc 
 
History 
• Birth history – antenatal history, birth weight and post –natal history 
• Developmental history – developmental milestones 
• Medical history – assess history of co-morbidities: diabetes, cardiovascular disease, operative 

history, what medicines on, drug allergies etc. 
• Weight history (onset and progression of weight gain, peak weight) 
• Dieting history (previous attempts, what diets, what worked, lowest weight achieved) 



                                                     
 
                                         

• Physical activity/inactivity history (number of hours in leisure/recreational activity, number of 
hours watching TV, number of hours in car, etc) 

• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – school and home environment, hobbies, sport etc. 
• Psychological history – binge eating disorder, low self esteem. 
• Motivation and readiness to change. 
• Barriers to change 
• Current diet & level of activity 
 
Nutritional Management Plan 
 
Management for childhood obesity is long term, and must be tailored to each individual, however the 
following principles apply: 
• Targets, treatments and expectations should be made in partnership with the child and 

parents/guardians however all successful management plans involve some form of lifestyle 
change affecting energy intake (diet) and energy expenditure (physical activity). 

• The emphasis of treatment is on learning good dietary practices and therefore is equally 
applicable to parents/guardians as the child. 

• Weight loss while the child is growing is not recommended nor is strict dietary control 
• In the over 7 yrs. category gradual weight loss of 0.5kg/month may be appropriate. 
• In adolescents who have stopped growing a weight loss of 0.5kg/week may be appropriate 

provided dietary adequacy is maintained.45        
 
Initial consultation  
 
• Assess the parents and childs view of their weight and the diagnosis and the possible reasons for 

weight gain. 
• Assess readiness to change eating pattern and lifestyle among parents and child.  
• Using motivational interviewing techniques and ‘stages of change’ model discuss behavior 

change.51    
• Assess clients usual dietary intake, hours spent watching television, and activity level. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary, television watching and physical activity action plan with child until next 

appointment. 
• Agree on a more comprehensive action plan with parents until next visit. 
• Provide literature and written action plan. 
 
On Review 
 
• Follow procedure for nutritional assessment. 
• Discuss positive and negative changes in the diet since initial appointment. 
• Using behavioral therapy, assess and boost motivation. 
• Assess dietary intake, television watching and physical activity levels. 
• Agree dietary, television watching and physical activity action plan until next appointment. 
• Agree on a comprehensive action plan with parents until next visit 
• Provide support literature and written action plan. 
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CARDIOVASCULAR DISEASE NUTRITION CARE PLAN 
Referral Criteria for CVD54  
 
• All clients with established cardiovascular disease including but not exclusively 

coronary heart disease, peripheral arterial disease and cerebrovascular disease should 
be referred to the service. 

• Asymptomatic individuals who score ≥ 5% risk by their GP using the Systematic 
Coronary Risk Evaluation (SCORE)  

• Individual with the following single risk factors; 
Hyperlipidemia 
Cholesterol > 8.0mmol/l 
LDL> 6.0mmol/l 

 
Hypertension 
BP > 180/110 

 
Diabetes 
Type II Diabetes 
Type I Diabetes with microalbuminuria 

 
Metabolic Syndrome 
3+ of the following: 

o Waist circumference Men >102cm Men Women>88cm 
o Serum Triglycerides > 1.7mmol/l 
o HDL Men< 1.0 mmol/l Women< 1.3mmol/l 
o Blood pressure > 135/80mmHg 
o Plasma Glucose > 6.1 mmol/l 13 

 
Treatment Aim59 

 

• To provide those who need advice with the skills and knowledge required to make 
appropriate choices on the type and quantity of the food which they eat. 

• To give the client information, which will enable them to apply the principles of the lipid 
lowering diet. 

• To achieve lipid profiles within the Europeans Society of Cardiology reference ranges51 
• To achieve blood pressure within locally accepted range, 
• To ensure the nutritional adequacy and balance of the diet. 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI * 
• Waist circumference   
 
Biochemistry 
Dietitian should have access to the following 
• Fasting Plasma Glucose levels. 
• Blood pressure, Urinalysis. 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose tolerance 
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test, HbA1c, ECG or exercise stress test, etc 
 
History 
Assess CVD risk factors as per the SCORE method. 
Assess clients socio-economic background. 
 
Nutritional Management Plan 
 
On assessment of risk, clients are prioritised on the basis of providing the most relevant 
advice to those who will benefit most. 
 
1st Priority clients who have CVD are advised on the secondary prevention of CVD 
including modifying and reducing fat intake and eating a Mediterranean diet. 
 
2nd Priority clients who are at high risk of developing CVD are advised on the primary 
prevention of CVD including Healthy Heart Diet and addressing dietary treatment of 
appropriate individual risk factors.  
 
3rd Priority and Metabolic Syndrome clients are advised on diet and lifestyle issues which 
will reduce their risk of developing CVD and Type II Diabetes  
 
Initial Consultation 
 
• Assess clients understanding of condition and need for treatment.  Educate client as 

appropriate. 
• Nutritional Assessment 
• Assess readiness to change eating pattern and lifestyle. Using motivational interviewing 

techniques and ‘Stages of change’ model, discuss behavior change.3   
• Provide dietary advice as appropriate to the clients CVD risk. 
• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment.  
• Provide support literature and written action plan. 
 
On Review 
 
• Follow procedure for anthropometry, biochemistry and nutritional assessment. 
• Discuss positive and negative changes in the diet and behavior since initial appointment. 
• Using behavior change techniques, assess and motivate client. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
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DIABETES NUTRITION CARE PLAN 
Referral Criteria for Diabetes  
 
Advice and Management should be offered to those who60 
• Are newly diagnosed with diabetes. 
• Have commenced treatment with oral hypoglycaemic agents or insulin. 
• Have poor glycaemic control, thought to have a dietary cause. 
• Are overweight and motivated to lose weight (BMI>27) 
• Have diabetic nephropathy. 
• Need pre-pregnancy counselling. 
• Have gestational diabetes, impaired glucose tolerance or are pregnant with existing diabetes. 
• Have coeliac disease with diabetes. 
• Require education/re-education regarding a specific issue e.g. exercise, alcohol, eating out, sick day rules, 

hypos, reading food labels etc. 
• Have had a recent admission with DKA. 
• Anyone with diabetes who has not been seen by a dietitian in over one year 
 
Nutritional Management Aim 
 
• To provide those who need advice with the skills and knowledge required to make appropriate choices on 

the type and quantity of the food which they eat. 
• To make clear the association between physical activity, energy balance and health and encourage the client 

to meet physical activity recommendations for Diabetes. 
 
Nutritional Management Goals 
 
• To maintain or improve health through the use of appropriate and healthy food choices 
• To achieve and maintain optimal metabolic and physiological outcomes, including: 

o reduction of risk for microvascular disease by achieving near normal glycaemia without undue 
risk of hypoglycaemia 

o reduction of risk of macrovascular disease, including management of body weight, dyslipidaemia 
and hypertension 

• To ensure the nutritional adequacy and balance of the diet 
• To optimize outcomes in diabetic nephropathy and in any concomitant disorder such as coeliac disease or 

cystic fibrosis.60 
 
The advice must take account of the individuals personal and cultural preferences, beliefs and lifestyle, and 
must respect the individuals wishes and willingness to change. It must be adapted to the specific needs of the 
individual which may change with time and circumstance; for example, age, pregnancy, hospital admission, 
nephropathy, intercurrent illness and other illnesses60. 
 
Nutritional Assessment 
 
Anthropometry 
• Height and weight - BMI * 
• Waist circumference   
 
Biochemistry 
Dietitian should have access to the following 
• Fasting Plasma Glucose levels. 
• Blood pressure, Urinalysis. 
• Blood tests: U&E’s, TFT’s, LFT’s, fasting lipids. 
• Other tests dictated by co-morbidities or results of above tests: e.g. Glucose tolerance test, HbA1c, ECG or 

exercise stress test, etc 
 
History 
• The type of diabetes and whether it is being treated with insulin, oral hypoglycaemic drugs or diet alone. 
• Medical history – assess history of co-morbidities: cardiovascular disease, operative history, medications, 

drug allergies etc. Presence of associated microvascular or macrovascular complications. 
• Cardiovascular risk (SCORE). 



                                                     
 
                                         

• Weight history  
• Physical activity/inactivity history  
• Family history – diabetes, cardiovascular disease, etc 
• Social and Work history – work and home environment. 
• Emotional state if distressed by a new diagnosis of diabetes. 
 
Initial Consultation 
 
• Assess clients understanding of condition and need for treatment.  Educate client as appropriate. 
• Nutritional History61 

Meal pattern - The usual distribution of meals and snacks throughout the day and the extent to which this 
varies from day to day, between weekdays and weekends, or is influenced by factors such as shift work, 
business, school meals, travel. 
Food choices - The types of foods which comprise these meals and snacks and the typical amounts 
consumed. 
Overall dietary balance - How closely the dietary pattern matches The Food Pyramid Model guidelines, e.g. 
the number of portions of fruit and vegetables consumed per day. 
Nutritional adequacy - The likelihood of dietary surplus or deficiency. 
Alcohol consumption - Typical intake and whether this ever exceeds safe limits. 
Beliefs or misconceptions held about diet and diabetes - For example, that sugar is forbidden or that diabetic 
foods are essential 

• Assess readiness to change eating pattern and lifestyle. Using motivational interviewing techniques and 
‘stages of change’ model, discuss behavior change. 

• Address any specific actions requiring change as identified by the client.   
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
• Liaise with the patient’s spouse / carer / guardian / parents, where appropriate. 
• Liaise with doctors / diabetes nurse specialists, as appropriate. 
 
On Review 
 
• Follow procedure for anthropometry, biochemistry and nutritional assessment. 
• Discuss positive and negative changes in the diet and behavior since initial appointment. 
• Using Behavioral therapy, assess and motivate client. 
• Assess dietary intake and physical activity levels 
• Agree dietary and physical activity action plan until next appointment. 
• Provide support literature and written action plan. 
• Provide ongoing nutrition education to the client using a variety of educational strategies, matching the type 

and level of information to individual needs and abilities60.  Topics to be addressed include:61 
 

o Carbohydrates containing foods 
o Glycaemic Index 
o Avoidance and treatment of hypoglycaemia, 

eating during illness. 
o Exercise 
o Alcohol 
o Special ‘Diabetic’ foods 
o Eating out 
o Lipid lowering advice 

o Adapting recipes 
o Interpretation of food labeling 
o Special events e.g. Xmas, holidays 
o *Hypoglycaemia 
o *Diet in illness 
o *Information for schools given 
 
 

 
* More relevant to clients with Type 1 D.M. 
• Liaise with the clients spouse / carer / guardian / parents, where appropriate. 
• Liaise with doctors / diabetes nurse specialists, as appropriate. 
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REASON FOR 
REFERRAL  

REFERRAL CRITERIA 

Adult Obesity • Body Mass Index (BMI) >30kg/m² 
 
• BMI > 25kg/m² with Co-Morbidity  e.g. Chronic Obstructive 

Pulmonary Disease, Ischemic Heart Disease, Diabetes  
 
• Families with more than one overweight or obese member 

need special consideration and more intensive support. 
Childhood 
Obesity 

• BMI centile cut off points of greater than 91st Centile on the 
proposed 2006 National Growth Charts or the UK 1990 
Growth charts 

  
• Interpreted in the context of the individual child, taking into 

account age, body build and pubertal stage. 
 
• Treatment is reserved for families who perceive obesity as a 

problem and who show motivation to make and sustain 
lifestyle changes. 

 
Diabetes  
Refer those 
who.. 

• Are newly diagnosed with diabetes. 
• Have commenced treatment with oral hypoglycaemic agents or 

insulin. 
• Have poor glycaemic control, thought to have a dietary cause. 
• Are overweight and motivated to lose weight (BMI>25) 
• Have diabetic nephropathy. 
• Need pre-pregnancy counselling. 
• Have gestational diabetes, impaired glucose tolerance or are 

pregnant with existing diabetes. 
• Have coeliac disease with diabetes. 
• Require education/re-education regarding a specific issue e.g. 

exercise, alcohol, eating out, sick day rules, hypos, reading 
food labels etc. 

• Have had a recent admission with DKA. 
• Anyone with diabetes who has not been seen by a dietitian in 

over one year 
Other Referrals will be accepted for reasons other than above and 

prioritized accordingly. 



                                                     
 
                                         

Cardiovascular Disease 
 
Based on 
European Society of 
Cardiology 
SCORE assessment  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1st PRIORITY 
All clients with established cardiovascular disease 
including coronary heart disease, peripheral arterial 
disease and cerebrovascular disease. 
 
2nd PRIORITY 
Asymptomatic individuals who score ≥ 5% risk by their 
GP using the Systematic Coronary Risk Evaluation 
(SCORE)  
 
3rd PRIORITY 
Individual with the following single risk factors; 
Hyperlipidemia 
Cholesterol > 
8.0mmol/l 
LDL> 6.0mmol/l 
 

Diabetes 
Type II Diabetes 
Type I Diabetes with 
microalbuminuria 

Hypertension 
BP > 180/110 
 

 
Metabolic Syndrome 
3+ of the following: 
Waist circumference Men >102cm Men Women>88cm 
Serum Triglycerides > 1.7mmol/l 
HDL Men< 1.0 mmol/l Women< 1.3mmol/l 
Blood pressure > 135/80mmHg 
Plasma Glucose > 6.1 mmol/l 13 
 

Chronic Obstructive 
Pulmonary Disease 

BMI is abnormal (High or Low), or changing over time. 
BMI < 21 kg/m²  
In older patients refer at a weight change of > 3kg. 
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