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1 Executive Summary 

This report presents an evaluation of the Healthy Kai (HK) programme in Mangere 

and Otara town centres. The programme adopts a collaborative and community 

focused approach to promoting healthy nutrition, and is designed to support the local 

Letôs Beat Diabetes strategy and the national Healthy Eating Health Action ï Oranga 

Kai ï Oranga Pumau strategy.  Evaluation objectives were identified in collaboration 

with HK key stakeholders and include an analysis of: the role of the key stakeholders 

in HK; the current status of HK and any differences between the Otara and Mangere 

programmes; retailers experiences with, and perceived impacts of, HK; the local 

communityôs awareness of HK and their recommendations for increasing community 

engagement; and barriers to community and/or retailer engagement with HK. The 

findings would allow for the identification of future directions for the HK programme, 

particularly with a view to increasing community engagement.   

Method 

A variety of methods were used to address the evaluation objectives, including: in-

depth interviews with key stakeholders; face-to-face surveys with retailers; and focus 

groups with existing community groups.  

Results 

Key Stakeholder Interviews 

The stakeholder interviews provided some valuable insights into various aspects of 

the HK programme. The interviewees were representative of a wide range of skill 

sets, roles, and levels of involvement with HK. Some were involved primarily with 

one town centre (Otara or Mangere), whilst others worked across the two settings.  

 

The key goals of the HK programme, as identified by the interviewees, were to raise 

awareness and create an environment that supports healthy choices, by increasing the 

accessibility and availability of healthier food choices in Otara and Mangere town 

centres. Little adaptation was perceived to have occurred in relation to these 

objectives. 
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The stakeholders described a range of resources that were designed to support the 

programme objectives (e.g. pamphlets, posters, brochures and promotional events 

such as stir-fry demonstrations and soup days). In particular, the HK Hook logo was 

seen as especially effective, due to the ease of its recognition. Financial and human 

resources, particularly the retailers, were identified as crucial to building on the 

impacts of HK in the future. Stakeholders identified a number of suggestions for 

improving the programme resources, including: increasing their visibility; translating 

resources; and evaluating specific interventions or promotional events to understand 

their impacts in and of themselves. 

The stakeholders highlighted collaboration as a key success of the programme, and 

collaboration appeared to be involved at every step of programme planning and 

implementation. While funding was not highlighted as an issue, high staff turnover 

was seen as a threat to successful collaboration and a sense of partnership. 

The majority of stakeholders tended to suggest that HK was struggling more in Otara 

than Mangere. One of the key challenges to implementing HK in Otara was the 

retailersô difficulty in maintaining the required food grading to participate. 

Stakeholders were also noted to be less engaged in Otara, in part due to the high 

turnover of key personnel, and a lack of clarity around stakeholder roles and 

responsibilities. The longer implementation of Mangere HK also meant that it had 

been better able to forge successful links with local retailers and the town centre 

manager. Stakeholders suggested that Mangere had achieved a greater level of 

engagement with the community than Otara, although it was clear that there was room 

for improvement within both programmes. The retailers in Otara were also seen as 

less inclined to engage in HK by stakeholders, as Otara had higher rates of retailer 

drop-out. Further, in Mangere, all stakeholders were considered to play an equal role, 

whereas stakeholder engagement appeared to be less balanced in Otara  

A number of barriers to the implementation of HK were identified by the 

stakeholders. The perceived impact on retailersô profit was seen as the key barrier to 

retailer participation. Language barriers and a lack of community identification were 

also potential barriers to the implementation of HK. The value for money or cost of 

unhealthier choices was identified as the key barrier to community participation in the 

HK programme. Community engagement was also identified as a current challenge. 
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Cohesiveness and commitment of the key stakeholders was identified as one of the 

most significant facilitators to the project. Overall, promoting the local businessô 

supporting HK was considered to be a key facilitator to retailer participation. 

Similarly, a system for recognising the support of the retailers was also felt to be 

important by stakeholders, as was the capacity for HK to maintain and even support 

retailersô profits. With respect to facilitating community participation, the food tasting 

events were considered key facilitators. 

The stakeholders identified a number of impacts or achievements for the HK 

programmes, including increasing communitiesô awareness of HK and healthy 

nutrition. Importantly, HK was also identified as increasing the availability and 

purchasing of healthier food choices.  

The key area for avenue for improvement was identified as increasing community 

engagement, particularly within Mangere HK. Increasing communication with the 

community and utilising existing community groups or influential members of the 

community were identified as key strategies for achieving this. A number of other 

specific strategies were also suggested including increasing support and follow-up for 

retailers. It was suggested that Otara should continue to address its current key 

challenges before moving on to address community engagement.  

Retailer Surveys 

Overall, the survey findings suggested that retailers had a good awareness of the aims 

and objectives of HK. The most commonly cited reasons for participation were 

because others were taking part, or to support the health of the local community. 

Interestingly most retailers in Otara did not have concerns about joining the 

programme and there did not appear to be the high level of resistance to HK as was 

described by the stakeholders. When concerns were raised impact on profit was 

identified as the key concern in both Otara and Mangere.  

 

Having more educational and promotional work as part of the programme was 

identified as a strategy to encourage retailer participation. The retailers also suggested 

that regular feedback on HK would sustain participation. Promotional resources such 

as caps, aprons, POP signage and the free advertising were identified as the two most 

effective HK strategies by the retailers. In contrast, support with food safety ratings 
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and the Flea Market day were considered to be less useful. Only those Mangere 

retailers taking part in the retailer award scheme were able to answer questions related 

to this scheme.  

 

Retailers reported an increase in the sale of healthier food choices as a result of HK, 

although the programme appeared to have little impact on the sale of unhealthier 

choices. Healthier choices were reportedly acceptable to the consumers and generally 

sold well. Providing healthier food choices was only considered to be more expensive 

by the retailers not taking part in the programme; HK had not reduced any retailer 

profits and in fact profits were increased in some food outlets. Increased media 

coverage and HK promotional events were the retailersô key recommendations. 

Focus Groups with the Community 

The focus groups with local community members highlighted some interesting points. 

The majority of the participants who had heard about HK had found out about it 

through a family member or a friend. Interestingly no participants within the Mangere 

focus group indicated awareness of the programme. It was noted that this group did 

not purchase food from the local retail outlets, which may go some way towards 

explaining their lack of awareness.  

 

Barriers to community participation that were identified included low retailer hygiene 

ratings and perceptions of HK food options as being of poor quality. More generic 

barriers to making healthier food options that were identified included pricing 

considerations and the fuller feeling that can be achieved through fattier options. 

Several suggestions were made as to how to facilitate community engagement in the 

programme, including: clearer HK signage; cabinets dedicated specifically for the 

food products that are supported by the HK programme; a HK sponsored Market Day; 

and recognition of cultural differences in cuisines. 

 

Nutritional education, particularly that focused on children and young people, was 

seen as being a key enabler to encouraging healthier food choices. Those aware of the 

programme noted that the level of support and encouragement they had received had 

supported them to make changes. 
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Future Recommendations 

Based on the evaluation findings the following recommendations are made: 

 HK is to maintain the collaborative and partnership approach, as this was 

critical to success in Mangere. 

 Roles and responsibilities will need to be clarified to support successful 

collaboration in Otara, although the stakeholder comments suggest progress is 

already being made here. 

 Strategies to facilitate community engagement need to be explored by the 

programme. It is noted that while desirable this approach is likely to involve 

significant programme resources to ensure appropriate support for community 

members. The motivation for community participation must also be 

considered. 

 HK can increase community engagement through increasing links with 

churches, workplaces and influential community leaders.  

 Feedback and follow-up for retailers should be increased. It is important to 

engage the retailers in the status of the programme and ideally in its 

development. 

 The cost of the healthier options needs to be reviewed, as this appeared to be a 

key barrier to community participation in the programme. 

 HK should continue to increase community awareness of the programme, as 

some focus group participants had never heard of HK. 

 The HK signage needs to be clearer, as it is not clear which options are 

healthy. The programme should consider using a fridge or special stickers for 

HK food items. 
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2 Introduction  

In New Zealand poor nutrition contributes to the loss of 11,000 lives each year and 

has significant public health implications (Ministry of Health, 2003). Imbalanced 

nutrition can lead to poorer health and place people at risk of nutrition related 

conditions including heart disease, hypertension, Type II diabetes, stroke and cancer. 

Currently in New Zealand almost a third of the population are considered to be 

overweight and/or obese (Ministry of Health, 2006). These conditions are also more 

likely to be found among certain population groups. For example, Pacific people have 

a significantly higher prevalence of diabetes than other ethnic groups. Maori have a 

significantly higher prevalence of heart disease than other ethnic groups, followed 

closely by our Pacific communities (Ministry of Health, 2006; Counties Manukau 

District Health Board, 2006). Lower socio-economic groups are also at greater risk. 

These concerning statistics represent complex bio-psycho-social causes of health, as a 

range of environmental, social and economic barriers increases the risk of poorer diet 

and greater inactivity that ultimately leads to a higher prevalence of chronic 

conditions in these groups.  

Given the recent rise of chronic conditions in New Zealand, improving nutrition, 

especially in more vulnerable population groups, is one of the key actions taken 

towards improving the health status of New Zealanders. This has resulted in the 

development of a number of strategies and initiatives, both at a local and national 

level. Many of these interventions are targeted through local health providers, General 

Practitioners, schools, churches and other vehicles designed to reach a specific target 

group. While these approaches are important, some of our more vulnerable 

community members are unlikely to benefit, as they are less likely to be involved with 

local services. This has resulted in a number of innovative interventions designed to 

reach more vulnerable or óharder-to-reachô groups. 

A variety of strategies and interventions are used to target the general population. The 

most common of which include social marketing campaigns, point of purchase 

signage and targeted price reductions. Increasingly, interventions are also being 

designed specifically to increase the accessibility of healthy nutrition and physical 

activity through environmental changes. The Healthy Kai programme in Counties 
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Manukau represents such an initiative. Healthy Kai is a multi-level health promotion 

programme that is designed to increase and promote the accessibility of healthy eating 

options in Otara and Mangere town centres. The initiative was designed in response to 

the high needs of the local population, as more than 12,000 people are known to be 

suffering from Type II diabetes (Counties Manukau District Health Board, 2006) and 

even more communities are experiencing high levels of overweight and/or obesity, as 

well as its related chronic conditions.  

The Healthy Kai programme is designed to support the local Letôs Beat Diabetes 

(LBD; Counties Manukau District Health Board, 2006) strategy and national Healthy 

Eating Health Action ï Oranga Kai ï Oranga Pumau (HEHA; Ministry of Health, 

2004) strategy to improve the health of New Zealanders, and especially those more 

vulnerable to nutrition related chronic conditions. The approach of Healthy Kai is 

quite innovative and is described in greater detail in section two of this report. 

Overall, the programme adopts a combination of strategies including those that are 

designed to create an environment that supports and promotes healthier nutrition.  

Given the innovative nature of interventions like Healthy Kai, this report presents an 

evaluation of the Healthy Kai programme in Mangere and Otara town centres. To do 

this, the report begins by identifying the context of the Counties Manukau Healthy 

Kai programme through describing local population and the links between Healthy 

Kai, LBD and HEHA. A rapid review of the current evidence on nutrition focused 

health promotion interventions is also presented to identify the critical success factors 

for interventions such as Healthy Kai. Section 2 presents a summary of the Healthy 

Kai intervention. Section 3 identifies the evaluation aims and objectives, with the 

evaluation methods presented in Section 4. This is followed by the results in Section 

5. Section 6 provides the discussion and Section 7 identifies the conclusions and key 

recommendations from the evaluation. It is also important to note that this report is 

currently in draft form and is to be interpreted and finalised in collaboration with the 

key stakeholders. 
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2.1 Healthy Eating Healthy Action ï Oranga Kai ï Oranga Pumau 

(HEHA) and Letôs Beat Diabetes (LBD) in Counties Manukau 

HEHA reflects the Governmentôs plans to improve nutrition, increase physical 

activity and reduce obesity throughout New Zealand (Ministry of Health, 2004). 

Improved Maori health and reducing inequalities in health is also a key focus of 

HEHA. LBD shares these HEHA aims and objectives and acts as a vehicle for 

supporting and implementing the HEHA strategy in Counties Manukau (CMDHB, 

2006). The linkages between the two strategies are clear given the underlying risk 

factors for Type II diabetes. Subsequently, a number of LBD and LBD partner 

initiatives are designed to promote healthy nutrition and increase physical activity, as 

LBD is designed to protect those who are at risk of developing Type II diabetes, as 

well as supporting those who are currently diagnosed.  

Healthy Kai is aligned to both LBD and HEHA in its outcomes and approach. For 

example, HK represents a collaborative and community focused approach to 

promoting healthy nutrition. This type of approach is identified as a desired outcome 

of the current HEHA and LBD strategies (Ministry of Health, 2004). Importantly, 

Healthy Kai not only links to agencies and services throughout the community such as 

General Practice, churches and Primary Healthcare Organisations; Healthy Kai 

collaborates with local food retail outlets to promote and facilitate access to healthier 

choices. HEHA also promotes the use of interventions that are designed to develop 

environments that support and facilitate healthy nutrition. This is one of the key 

objectives of the Healthy Kai programme (see section two).  

2.2 Addressing Nutrition Related Disease: A rapid review 

The effectiveness of health promotion interventions is often difficult to measure, 

although generally the outcomes which interventions are judged upon are separated 

into short-term (immediate changes in knowledge and skills) and long-term (changes 

in individual behaviour and environmental determinants; Nutbeam, 1999). It is 

important to understand what comprises successful health promotion and how it can 

be achieved. Within the context of this Healthy Kai evaluation it is especially useful 

to consider the impact of similar interventions to establish realistic expectations in 
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which to frame the evaluation. This section will therefore look at the literature 

available on successful nutritional interventions and what factors have contributed to 

that success. 

2.2.1 Why Use an Environmental Intervention? 

A population perspective of health examines the relationships and interactions among 

a range of individual, behavioural and environmental (for example, social, physical 

and global) determinants of health. To date, strategies addressing nutrition-related 

diseases can be classified by their focus at the following ecological levels: the first 

level is individual or intrapersonal, such as family and peers (McLeroy, Bibeau, 

Steckler & Glanz, 1988). The second level is environmental, which means the 

environment we live in, such as schools, worksites and community (McLeroy et al., 

1988). The third level is population (McLeroy et al., 1988). 

Research suggests that prevention and treatment of obesity focusing on 

pharmacological, educational and behavioural intervention have had some success in 

reducing obesity (HCHCO 2004). In isolation however, these approaches only target 

one aspect of the factors that contribute to being overweight and obese, and ignore the 

complexity of how social and built environments influence peopleôs eating and 

exercise behaviours. The social ecological model of health (Centre for Disease 

Control and Prevention, 2007) suggests that multi-level population health strategies 

are needed to promote healthy lifestyles, and reduce the number of people who are 

overweight or obese and/or suffer from other related chronic conditions (McLeroy et 

al. 1988; HCHCO, 2004). A number of researchers have voiced similar opinions on 

this topic; they suggest that the solution to overweight and obesity lies in shaping the 

environment to better support healthier decisions/life style choices (Hill et al. 2003 

and Lake 2006). The environmental intervention is one of the population-based 

interventions. The main advantage of population-based interventions is that it has the 

potential to reach óharder-to-reachô groups. These interventions can also be more cost 

effective and have more lasting effects on behaviour (Swinburn et al., 1999). 

However, environmental interventions should be regarded as complementary to other 

more individual approaches rather than a replacement for them (Swinburn et al, 

1999).  



 14 

Action plans/nutritional strategies from several developed countries such as the 

United States, United Kingdom and Canada have all highlighted the importance of 

creating supportive and healthier environments as one of the priority action areas to 

tackle nutrition-related diseases. Some of these interventions are outlined below and 

common factors that have contributed to positive outcomes are identified. 

2.2.2 Previous Interventions 

This section presents a review of the evidence for interventions designed to create 

environments that support individuals to make healthy living choices.  

Food Outlet Interventions 

As many people eat out as their part of daily routine, restaurant and takeaway food 

has made an increasing contribution to our nutrition.  In response, there has been an 

increase in interventions that aim to create a supportive environment that increases the 

opportunities for behaviour change. There are six distinct types of restaurant/retailer-

based interventions: (1) increasing the availability of healthier choices, (2) increasing 

the accessibility to healthier choices, (3) reducing the price of healthier choices, (4) 

catering policies, (5) point of purchase (POP) information, and (6) promotion and 

communication (Glanz & Hoelscher, 2004). Most interventions use a combination of 

these strategies through combining community-driven health promotion with 

increasing the availability of healthy food choices and promoting their purchase 

through point-of-purchase signage. The Heart Beat Award in England represents such 

an initiative, as does the Healthy Kai programme in New Zealand. The international 

literature suggests that a number of environmental interventions have been successful; 

factors contributing to this success are discussed through case examples below.  

The Healthy Dining Programme (HDP) was initiated in 1997 as a partnership between 

local restaurants and the university health care system in the United States (Fitzgerald 

et al 2004). The programme suggested that the point-of-purchase messages produced 

positive results. However, Fitzgerald et al at (2004) also concluded that a long-

running promotion is required to sustain the observed positive changes in eating 

patterns.  
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The Heartbeat Award (HBA) scheme was launched in England in 1990. The goal of 

this scheme was to improve access to healthier choices and reduce the incidence of 

coronary heart disease. This scheme was a national strategy that encouraged 

behaviour change through point-of-purchase nutrition labelling information to 

promote healthier choices in workplaces. Holdsworth et al. (2004) conducted a 

longitudinal survey of employees in six workplaces using a structured questionnaire 

before and after a HBA intervention. Overall, the intervention had a significant impact 

on consumption for four of the 20 foods assessed. It resulted in a significant increase 

in fruit consumption and low fat milk, and a significant reduction in the consumption 

of sweet puddings and fried foods. The research suggested that the HBA scheme 

might be more effective if it was part of a wider comprehensive programme that 

combined point-of-purchase signage with price incentives. 

The Eat Smart! Ontarioôs Healthy Restaurant Program is a health promotion 

programme in Canada. The public health unit grants an award of excellence to 

restaurants that meet the required standards in nutrition, hygiene (food safety) and 

smoke-free seating. The programme was implemented in 1999 and after one year in 

operation, 434 restaurants signed up. Consumers found out about the programme 

through local dining guides, the Eat Smart Website, door decals and point-of-purchase 

materials in the restaurants. Macaskill (2003) conducted a study to evaluate whether 

the programme achieved its objectives and to identify whether subsequent 

improvements could be made. High participation rates in the survey revealed that the 

increased promotion was the critical success factor for restaurant participation. Those 

surveys recommended increasing promotion through window posters/banners; 

discounts or redeemable coupons; more promotion to customers outside of restaurants 

such as posters displayed in schools, doctorsô offices and hospital clinics and ongoing 

promotion through mass media. Communication between the restaurants and the 

programme providers was also important, as it was suggested that communication 

could be increased through newsletters on health issues and dining trends, recipe 

suggestions, food safety; on-site training in food safety and healthy eating; and 

continuing to update and upgrade the programme standards. 

Overall, these programmes employed a number of interventions to increase the 

consumption of healthier food choices from different food outlets and it is difficult to 
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isolate the effect of individual interventions. The literature does suggest that 

programmes need to have an appropriate degree of implementation if they are to have 

a sustainable effect and that any environmental intervention must consider the 

restaurant/retailers motivation for engagement. One common intervention across all 

the programmes was the use of point-of-purchase signage. Subsequently, this 

intervention is explored in more detail below.  

Point-of-Purchase (POP) Signage 

Point-of-purchase signage is designed to use nutrition information to guide food 

selection in supermarkets, cafeterias/restaurants and vending machines (Glanz & 

Mullis 1988). The theory being that providing information at the point of decision-

making will increase awareness and/or act as a reminder to promote the selection of 

healthier foods (Glanz & Mullis 1988). The approach is often favoured by 

programmes, as it has the potential to change consumersô eating behaviour and reach 

many people at minimal cost. There is no clear consensus in terms of the effectiveness 

of POP signage in generating sustainable behaviour change. While some studies have 

demonstrated change, there has been some criticism of the validity of the research 

design (Seymour et al 2004). A recent review however, does suggest that POP signage 

is more effective in workplaces and universities than restaurants. There may be a 

variety of reasons for this and further research is needed to look at differences 

between the type of restaurants and the success of POP signage. For example, 

restaurants or outlets used for everyday work lunches may be more likely to have 

success than those restaurants that are used less often by consumers. 

Providing nutrition and health information at point of purchase, however, still requires 

individuals to make a ñhealthy choiceò. A model of the influences of food purchase 

developed by Glanz et al (1998) can possibly answer why the point of purchase 

information does not affect many peopleôs eating behaviour. Glanz et al (1998) 

explained that food choices are made on the basis of taste, cost and convenience, and, 

to a lesser extent, health and variety. Therefore, it is common that people put the cost, 

taste and convenience of foods as the first priority when making food choices. When 

comparing the success of POP interventions combined with incentives to those POP 

interventions without incentives, the literature indicates that POP interventions 

combined with incentives are more effective. Perlmutter and Gregorie (1997) also 
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suggested that price is the most influential factor on employeesô food choices, 

followed by the quality of the food.  

To summarise, the literature suggests that POP interventions have the potential to 

influence peopleôs food choices. However, the findings are mixed and it is difficult to 

draw conclusions on effectiveness. Factors such as cost, taste and convenience are 

likely to have a greater impact on peopleôs food choices than nutritional value. 

Therefore, the influence of food hygiene ratings, affordability of healthier choices and 

their appearance must be considered by programmes seeking to create sustainable 

behaviour change.  

2.2.3 Critical  Success Factors for Environmental Interventions  

Overall, the literature indicates a number of factors that are commonly attributed to 

the success of environmental interventions seeking to improve nutrition. These are 

summarised below: 

 The duration and intensity of an intervention is critical to success 

(Fitzgerald et al, 2004). Positive outcomes/results are more likely to be 

obtained from a long-term intervention where enough resources and 

time is spent to create behaviour change. 

 The intervention design is also critical for success. Interventions are 

found to be more successful if they concentrate on food hygiene, price 

and point-of-purchase information simultaneously (Perlmutter & 

Gregorie, 1997). 

 Buy-in or perceived benefit for restaurants/food retailers participating 

in the programme is equally critical. The literature suggests that 

increasing promotion and ultimately business for the retail outlets is a 

key incentive for participation (Macaskill, 2003). 
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3 The Healthy Kai Programme 

Healthy Kai (HK) is designed to support other national and local initiatives to reduce 

obesity, cardio-vascular disease and Type II diabetes. The project was developed in 

response to the needs of the Counties Manukau population and specifically sought to 

target communities with the greatest need. The programme represents a collaborative 

effort to promote and facilitate the provision of healthier food choices in local food 

retail outlets in Otara and Mangere. The promotion of the programmes key messages 

are also supported through local Primary Healthcare Organisations and their related 

services and General Practice.  

 

HK was launched in Mangere Town Centre in September 2003 and Otara Town 

Centre in November 2004. Both town centres are located in Manukau City, South 

Auckland and are under the care of Counties Manukau District Health Board. The 

local population comprises of 17% Maori, 20% Pacific Islanders, 15% Asian and 48% 

European and other (CMDHB 2005).  

3.1 Healthy Kai Objectives 

The programme seeks to improve nutrition and the availability of choices in Mangere 

and Otara town centres. To achieve this, the programme works with local health 

service providers and local food retailers. Key aims include: 

 Assisting independent retailers to provide healthier óready to eatô food choices 

in town centres.   

 Positively encouraging shoppers buying óready to eatô food in town centres to 

swap less healthy options for healthier options.  

 Promoting key messages through local service providers including programme 

stakeholders, General Practice and other health promotion programmes.  

 Ensuring strong programme management and regular reporting of progress to 

all stakeholders.  

 

Overall, HK aims to develop a synergy between environments that support healthy 

eating and the promotion of healthier choices to local people through local food 
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retailers, Primary Health Organisations (PHO), General Practitioners and other 

programme partners. Key project partners include Auckland Regional Public Health 

Service, Health Pacifica, Mangere Health Resources Trust, Turuki Healthcare, the 

National Heart Foundation, Total Healthcare Otara, Otara Mainstreet Business 

Association, Diabetes Projects Trust, Procare Network Manukau, and Manukau City 

Council (MCC). 

3.2 The Healthy Kai Programme Activities  

The activities of Mangere HK are identified in a programme logic (Figure 2); 

similarly the activities of Otara HK are identified in a similar programme logic 

(Figure 3).  The programme logics were developed in collaboration with the HK key 

stakeholders and were designed to reflect the HK objectives, outputs (activities and 

participation) and desired outcomes. HK has a number of generic strategies or 

activities including: 

 Collaborating with local retailers, suppliers, key stakeholders and health 

providers. 

 Collaborating and communication with HEHA steering group, church 

ministers, OPIC, LBD and Lotu Moui. 

 Increase the availability and range of healthier choices in the town centre. 

 Supporting retailers to provide healthier choices through providing workshops 

and recipes for preparing healthier choices.  

 Promoting ready to eat healthier choices through tasting demonstrations, free 

healthy food vouchers at special promotion events, role modelling, 

advertisements and point of purchase signage. 

 Improving awareness of healthy nutrition through providing resources to local 

health providers. 
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3.2.1 Differences between Mangere and Otara HK Activities 

In reflection of the shared objectives of both HK programmes the activities of each 

town centre are quite similar, although there were some differences. For example, 

Otara HK identified collaboration with other health providers as one of its key goals. 

The inclusion of this goal for Otara is likely to reflect the differences in the status of 

the programmes, as Mangere started a year earlier (See Section 5). Otara also included 

an activity relating to securing food hygiene ratings for local retailers.  The Otara HK 

programme logic can be seen in Figure 1. Mangere was fortunate, as the local retailers 

had appropriate food ratings. Subsequently, Mangere has also been able to develop a 

retailer award to recognise the hard work and participation of local retail outlets. This 

is reflected in the Mangere programme logic (Figure 2).  
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Figure 1: Otara HK Programme Logic 


