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RESEARCH ARTICLE

Pasifika prediabetes youth empowerment programme:
evaluating a co-designed community-based intervention
from a participants’ perspective
Ridvan Firestonea, Gavin Faeamanib, Elizabeth Okiakamac, Tevita Funakib,
Akarere Henryc, Danielle Prapaveissisa, Jennifer Filikitongaa, Justice Firestonea,
Jemaima Tiatia-Seathd, Anna Mathesone, Blakely Brownf, Max Schleserg, Joseph
Keawe‘aimoku Kaholokulah, Claire Ingh, Barry Bormana and Lis Ellison-Loschmanni

aCentre for Public Health Research, Massey University, Wellington, New Zealand; bThe Fono, Auckland, New
Zealand; cSouth Waikato Pacific Islands Community Services, Tokoroa, New Zealand; dSchool of Māori
Studies and Pacific Studies, Faculty of Arts, University of Auckland, Auckland, New Zealand; eSchool of
Health, Faculty of Health, Victoria University of Wellington, Wellington, New Zealand; fSchool of Public and
Community Health Sciences, College of Health, University of Montana, Missoula, MT, USA; gDepartment of
Film and Animation, School of Arts, Social Sciences and Humanities, Faculty of Health, Arts and Design,
Swinburne University of Technology, Melbourne, Australia; hDepartment of Native Hawaiian Health, John
A. Burns School of Medicine, University of Hawaii at Manoa, Honolulu, Hawaii; iFlax Analytics Limited,
Paraparaumu, New Zealand

ABSTRACT
This paper provides insights from a community-centre intervention
study that was co-designed by youth, health providers and
researchers. The aims of the paper were to highlight the
effectiveness of a co-designed community centred diabetes
prevention intervention, and to determine whether a culturally
tailored approach was successful. The study participants (n = 26)
were at risk of developing prediabetes and represented the
working age group of Pasifika peoples in NZ (25–44-year olds). The
community-centre intervention consisted of 8 weeks of community
physical activity organised and led by the local youth, a community
facilitator, and the community provider. Semi-structured interviews
with each of the intervention participants using a Pasifika narrative
approach (talanoa) was carried out. Each interview was transcribed,
coded and analysed and compared using thematic analyses. The
study highlights four major themes illuminating positive successes
of the community-centre intervention programme, and conclude
that co-designing interventions for Pasifika peoples, should be
culturally tailored to meet the realities of the communities and
require strong support from associated community providers.
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Introduction

In New Zealand (NZ), a diverse range of approaches have been used as preventative
approaches among high risk groups of developing long-term conditions, including
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individual and community-based interventions targeting healthier lifestyles of diet,
nutrition and physical activity (Swinburn et al. 2013; Kohlstadt et al. 2015; Ministry of
Health 2016c). Centralised government initiatives from the Ministry of Health, such as
Healthy Families NZ (HFNZ) (Ministry of Health 2016a) have been strengthening
local prevention systems to make enironments healthier (i.e. not explicitly aimed at
obesity), by gathering local knowledge from the different community sites. The Child-
hood Obesity Action Plan (Ministry of Health 2016b) have focused on reducing the
obesity rates, and investigate the impact of the social determinants of health on the
diverse realities of Māori (indigenous peoples of NZ) and Pasifika peoples (Durie
2003; Robson and Harris 2007). These are all important strategies in developing
effective ways to live more healthier lives. However, lifestyle and policy-based preventa-
tive interventions need to take into account the community context, values, belief
systems, and critically, the grass-roots realities experienced by its members. Research
should better identify how communities can be activated into action, for the benefits
of their own individual members, families and eventually, inform population health
advancement.

Developing healthier lifestyle programmes at a localised level, that is, in communities,
partnered with health services, has been shown to be essential in empowering under-
served populations, particularly as it aims to understand and support behavioural
changes leading to better health and wellbeing outcomes. Examples of localised pro-
grammes, such as Ngāti and Healthy (Tipene-Leach et al. 2013), and community
church-based initiatives (LotuMoui Health programme) (Counties Manukau District
Health Board 2010) emphasise the need for communities to be active stakeholders as
part of the design and implementation of such programmes, to ensure long-term sustain-
ability and momentum (Coppell et al. 2009). National-based preventative programmes
and international studies addressing the type 2 diabetes (T2DM) burden primarily
through lifestyle and behavioural changes (Tipene-Leach et al. 2013; The Human Nutri-
tion Unit 2014) suggest successes with such approaches in reducing the progression to
T2DM (Diabetes Prevention Program Research Group 2002, 2009). Small scale piloted
projects in NZ have also shown the usefulness of community-based programmes that
have enabled lifestyle behavioural changes (Habour Sport 2015; Wood and Johnson
2016). However, the common barriers and challenges highlighted by these programmes
were: lack of time, programming, costs to participate, location of the programme, lack of
education, and lack of support by family members or friends (Habour Sport 2015; Wood
and Johnson 2016). In addition, indigenous and Pasifika peoples reportedly were less
likely to continue to participate in these programmes due to a lack of cultural relevance
(Habour Sport 2015).

There is a recgonised knowledge gap in the design of effective and equitable health
programmes that can be tailored to priority populations, including pragmatic strategies
to ensure engagement and effectiveness, whilst also considering ways to empower
members to become advocates for healthier lifestyle changes in their own communities
(Firestone, Funaki, et al. 2018; Firestone, Matherson, et al. 2018). Recently, Mana Tū, a
health intervention programme was developed in response to social-cultural inequities
among patients with high rates of T2DM (Harwood et al. 2018). The main learnings
from Mana Tū showed that intervention capacity development should include relevant
knowledge, skills and resources that are useful for life in general; working together
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under a mutually agreeable framework for all constituents (i.e. individuals, families, the
health service and system) towards a common goal, to improve short- and long-term
social-health outcomes and finally; that the community provider uphold responsibilities
to maintain the rights of indigenous and Pasifika peoples to ensure excellent healthcare,
and to achieve personalised goals (Harwood et al. 2018). Another example; The WellText
Study (Eyles et al. 2016) used culturally-relevant health models; Whānau ora (Ministry of
Health 2011) and FonoFale (Pulotu-Endemann 2001) in developing the OL@-OR@
mobile health (mhealth) tool, where communities were at the forefront of the design,
development and implementation of the mhealth tool (Te Morenga et al. 2018). The
tool was prospectively tested in a nation-wide randomised control trial across more
than 40 clusters of Māori and Pasifika peoples. The findings reported a high level of com-
munity engagement (during the co-design phase) and involvement in the use of the tool.
The mhealth tool highlighted the pragmatic use, such as, health education and commu-
nity engagement, as high priorities for the communities invovled.

In 2015, members of the current research team developed and piloted the youth pro-
gramme among Pasifika youth aged 18–24 year olds from Wellington, NZ, using a com-
munity participatory-based research (CBPR) approach (Bell et al. 2016). The pilot study
focused on empowering youth to develop health promotion action plans to increase their
activities friends, families and communities into living more healthier lives, using a social
media platform (Facebook). The learnings obtained from that study were integrated to a
scaled-up research programme (anonymised) (current study), with a focus on reducing
the risk of prediabetes among Pasifika communities, particularly, among working-aged
adults. Prediabetes is a common condition in which blood glucose levels are higher
than normal, but not high enough to be clinically diagnosed as T2DM. It is defined as
having an haemoglobin A1C (HbA1c) between 41 and 49 mmol/mol (Coppell et
al. 2013). Among obese adults (having a body mass index (BMI≥30)), more than 30%
are expected to have prediabetes and without any intervention, the likelihood of progres-
sing to T2DM is considered to be high (Coppell et al. 2013). The study included an
empowerment programme and a co-design component that developed the public
health promotion knowledge and skillsets of Pasifika youth to co-design a community-
based intervention, focused on reducing the risk factors of prediabetes.

The study comprised three phases: Phase 1 focused on developing the capacity of
the youth and two Pasifika community service providers undertaking a series of
empowerment modules and co-design programming. Phase 2 involved implementation
of an 8-week community-based intervention. The intervention was co-designed by the
community youth and facilitators, who led the programme of activities (e.g. Group
fitness classes and walking groups, data collection), at local community hall, on a
weekly basis. The participants were also provided with healthier lifestyle education
resources to assist their progress in the intervention. Further information and findings
about the intervention will be published separately (Firestone et al. 2021). Phase 3 con-
centrated on the evaluation of the co-designed prediabetes intervention programme. It
involved a 3-tiered evaluation process: (i) semi-structured interviews were held
between the community facilitators and the intervention participations; (ii) focus
groups with the youth and; (iii) key informant interviews with the community providers.
This paper focuses on the findings from tier 1 of the evaluation process (semi-structured
interviews). Findings from tiers 2 and 3 will be presented separately. The aim of this
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paper was to conduct a process evaluation of the study’s co-designed intervention (led by
locally trained youth), and to describe whether a culturally tailored approach was prag-
matically effective.

Materials and methods

There were a total of 32 participants who consented to participate in the intervention,
however, only 21 participants consented to the face-to-face interview to evaluate the
co-designed intervention. The intervention participants were eligible to take part in
the intervention based on the following criterion, they: were overweight or obese; had
high blood pressure; were physically inactive; self-identified as being Pasifika ethnicity;
were aged between 25 and 44 years old; residents within the targeted community
where the study was held and; motivated to make healthy behavioural changes. The
overall project received ethical approval from the Health and Disability Ethics Commit-
tee (17/CEN/289), New Zealand.

Theoretical context

The overall research project and inherently the intervention programme were grounded
contextually on the FaleFono model (Pulotu-Endemann 2001). This model differs from a
Westernised viewpoint of health, because it takes on a holistic view of health, through
empowering individual, family, and the community’s’ health and wellbeing encompass-
ing spiritual, mental, emotional, physical, the family and the environment (e.g. commu-
nity, church).

We used the talanoa approach, which is grounded in the phenomenology theoretical
framework (Voaioleti 2006). Tala means to ‘inform, tell, relate, command, and to ask or
apply’, and noa means of ‘any kind, or ordinary… ’ opportunity to consult about the
conditions, that will bring enlightenment to both parties (Voaioleti 2006). Talanoa’s phi-
losophical stance allows for Pasifika knowledge, world-view definitions and aspirations to
be acknowledged, whilst developing a theoretical basis (Prescott 2008). Although the pro-
viders and the research team had established a schedule of questions, we also encouraged
our participants to be openly conversant about anything regarding the intervention that
they perceived as being useful reflections and learnings. Given the community focus of
the intervention programme and the uptake being led by Pasifika health providers and
the youth, this approach was deemed to be culturally acceptable.

Data collection

The community facilitator and members of the research team co-developed a schedule of
questions to examine three aspects of the intervention programme. The facilitators and
the researchers refined the questions listed in Table 1, by piloting the schedule among a
small group of Pasifika adults, to ensure that the questions were relevant, meaningful and
targeted the evaluation aim of the study.

The face-to-face interviews were carried out over a period of three months to allow
time for the facilitators to contact and follow-up with each participant. Each interview
was 1.5–2 h in duration. The recorded interviews will be transcribed verbatim, and
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entered manually organised according to topical codes. The data was analysed in accord-
ance with the six phases of thematic analysis development (Braun and Clarke 2006) to
achieve saturation of themes, determined through the use of open coding process and
thematic development. Thematic analyses used a combination of inductive (i.e. provides
a rich description of the data) and deductive (i.e. provides a thorough analysis to achieve
the study objectives) reasoning approaches. Independent coding and consistency checks
was undertaken by an independent researcher to ensure data credibility and saturation of
themes. Eight of the 21 transcripts were translated from Tongan to English. The tran-
scripts and themes and codes were sent to our community partners for participant ver-
ification and amendments. Our participants validated both the transcripts and themes of
the research analysis. Four key themes, subordinate themes and cross-cutting nuances
were derived from the transcripts.

Results

Themes from the interview data

Following the comparative analyses, the following tables highlight the key themes, which
have been categorised by the sub-headings outlined from Table 1. Each table describes a
major theme, supported by its key sub-themes and nuances explained, and where necess-
ary selected participant quotes have been used to add depth to the meaning of the sub-
themes.

Learning about health conditions, like prediabetes, was an objective of the overall
project. The main reason behind peoples’ decision to join the intervention was based
on accessibility, and ‘collective action’, as a motivating factor to participate in a commu-
nity-based activity.

Major theme 1: Understanding the purpose of the intervention programme

Understanding the purpose of the intervention programme
The participants understood that lifestyle focused on all aspects of health, including: physical health (physical exercise),
mental/emotional (keeping a strong and positive mindset to succeed), social health (socialising with friends and family),
and spiritual health (maintaining close links with church, morality and beliefs).

‘I think it [intervention] sort of targeted the sort of lifestyles that we live as Pacific Islanders, and so it pinpoints what we
really need to change or work at in our lifestyles going forward.’

‘So its better to be educated and prevent… and to help save you from actually um falling into the condition on diabetes.’
Participant expectations
The majority of the participants were motivated to take part in the intervention for the sake of community fellowship, and
to support the efforts of the youth who were leading it. The mutual benefits of being motivated and to support the
community, was efficacious for both the individual and the community-research partnership.

‘ …my expectations for me to come out fully aware and the importance of good dieting, exercise, drinking lots of water

Table 1. Evaluation schedule of questions.
Pre-Intervention
Did the participants understand the reasons behind the intervention?
Intervention
What worked or did not work during the intervention?
Sustainability of the Intervention
What was the level of support from the wider community (church, family members, etc) in encouraging the you to stay in
the intervention?

How can the health provider continue with this intervention, as part of their service?
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especially for me to cut out the fizzy.’
‘I did have some sort of an idea when the youth approached me, I was keen to give it a go.… really just wanted to keep
active and support our youth’

Accessibility to the intervention
All participants reported that the intervention was highly accessible for several reasons: the venue was community-based
so participants could access the programme; familiarity; regularity; and there were no associated costs (free fruit and
water was available).

‘What worked for me was having a regular day, same time, same place, was very handy, so it became a routine for my
family that on Thursday at 7 o’clock we were going to attend. That worked, it was a bit hard with younger kids to fit it
around them and it was quite [good] doing a group thing where we had other people there who we knew… it made it
easier to attend cause then the kids all got to hang together and things like that, so those are things for me that
worked.’

‘ … it was free, free to participate and not only that having those marvellous fruits after classes.…most of the time I
really wanted to come [to the class] and every time I come I’m looking forward to those fruits.… but you know [it’s the]
fruits that we don’t have at home… ’

Learning about health conditions, like prediabetes, was an objective of the overall
project. The main reason behind peoples’ decision to join the intervention was based
on accessibility, and ‘collective action’, as a motivating factor to participate in a commu-
nity-based activity.

Major theme 2: Perceived enablers of the intervention programme

Community aspects that enabled the intervention to be perceived as successful
A local hub [venue] that was familiar, central and community-centred made access easier for participants to attend. This
was evident when the participants were recruited, and having knowledge of the hub made it easier for participants to
attend.

‘The community hall, the council hall is a good place, you know it brings everybody in and everybody feels comfortable
there. You know, it’s not as if it’s one communitys’ hall and other communities are coming into it. Whereas the council
hall is a neutral space.’

‘ I really liked… coming together as a bigger group… and the people that are around the same ages as us so it was good
connecting back with those one… it was easy going…whatever effort you put into it, that’s what you get out of it
and… there was no pressure with that,… because for myself its pushing myself too and not in competition with
anybody… . I enjoyed the fruit and the water at the end of it. Um you know talking with the kids and having a bit of a
laugh with [them], cause when we’re talking about exercising and stuff like that we sometimes… can be too serious
where people are just focused on the ‘oh no gotta lose weight, [or] I gotta do this’ and you know put too much
expectation on themselves whereas this had fun factor to it… ’

Group Physical Activity
The inclusion of organised physical activities by the youth and communities were reported by the participants as being
easy and enjoyable. This relates to the first sub-theme, supporting the ‘group-based’ focus as being community-
focused.

‘my understanding was that it was about helping with prediabetes so, even if you are not showing any warning signs or
anything you know, we’re still in that target age. But there’s not a lot of research about between 25–44 year olds, so
yeah getting us engaged in some physical activity and all of that stuff to stop us from developing diabetes.… in the
group there was people from all different kinds of parts in the community… , and there was WINZ workers, nurses,
teachers, there was all different lot of people from different that work in different areas that were a part of the group.’

‘What worked for me, it was to be active with my age group, catching up with people and just being able to motivate
myself and motivate other people on this walk.’

Enhanced education
Dietary habits
Information cards about healthy lifestyles were given out at each intervention meeting. There was an overwhelmingly
positive reaction by the participants. They reported that the short, pithy, factual information was helpful and the right
amount of information to share each week. The participants reported that the cards allowed them to make better-
informed decisions about types of food, nutrition, and other necessary knowledge about leading healthier lives.

‘The motivation. What I said before I was very unhealthy, eating as much as I can even like going to any Tongan functions.
I can’t stop when I’m full that’s it you know and I hardly drink water but… even though I know that’s very unhealthy
but I keep doing that. But that programme [education business cards] help alot. Ever since [attending the programme]
I’m losing weight up to 5kgs now I’m trying to maintain that.’

‘[the intervention programme] was a wake-up change for me. So, I do all those things, I… eat the vegetables, eat the
fruit, you know I do all the healthy eating, but I still eat naughty… I do try to make an effort to and it did wake me up in
terms [that] I need to make more of an effort, so I’m not doing enough you know, working out once a week or twice a
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week is still not enough for myself and it also showed me as well that I need to spend more time with my children.’
Knowledge of healthy lifestyle
All participants agreed that the intervention had a positive impact on their overall health and wellbeing. Furthermore, the
participants felt it important to share the knowledge and experiences with the wider community (family and friends).
This knowledge sharing is an important action in Pasifika culture, because it is the community, family and friends that
strongly endorse individual members’ actions and decision-making (self-efficacy).

‘What I liked [about] this intervention programme… is you get to understand the importance of healthy living. Making
sure that you’re committed to your diet and all the important things in life to be able to continue on with your lifestyle.
You know and that’s one thing that’s important to me is making sure that I practice, I stay committed and also me and
my wife complementing each other.’

‘I want to be healthy so I want to show my kids, my children that, you know, this is the best way to go, you have to take
care, I want to be a role model to the rest of my family, this is the way we need just to prevent getting diabetes because
…while we have the time to be, yeah, we can do something to prevent of getting there.’

Understanding healthy lifestyle
Having a better understanding of living a healthy lifestyle gave participants the knowledge to make more informed
decisions regarding their health.

‘I like it how we… had it at the community centre because um like church people will have a barrier and its limited. Some
people will come to exercise – we have to wear lavalava… , you know, Tongan traditional awareness. But when you
take it to the community it’s free, they wear the right the proper gears [to] exercise… ’

‘Probably for me some of the key messages stuck, like 30 minutes of moderate exercise a week a day ah you know ah
good for your health um so some of the key messages stuck, doing exercise was stuck, doing exercises as a group was
fun, um drinking water, healthy diet with fruit and that being available I think those kind of messages stuck.’

Family Involvement
The involvement of family to support the intervention participants was demonstrated through allowing children to be
part of the intervention, this level of inclusiveness and flexibility of the programme catered to working around Pasifika
families. This sub-theme directly links back to the first major theme.

‘What worked for me was the time and especially doing it with my kids’
‘I end up bringing my mum as well as my own children [to the intervention programme] and so to have all different age
groups, you can bring anyone that’s what I liked about it, you can bring anyone, don’t have to worry about babysitter,
make them walk it’s allgood. I love that I showed my mum as well cause she does walking but she doesn’t walk in a
group… . And it also showed myself with my children that they just like spending time, that quality time with me and
so I just love that it hit all aspects in one thing.’

Family support
The family and community acknowledged the important role of health advocacy that youth played in mobilising
community activity to support healthier lives.

‘My children was always talking about it. And that it to me was important if they can understand and comprehend it at a
young age that will better them, you know, because that is the age where they mostly consume a lot of um, you know,
things that’s not good for them.’

‘ … to be honest, there was no expectations um because I haven’t been involved in anything like this and really I was just
trying to do something to support my niece, and yeah I thought I’d just see what it was all about first and just go with
it.’

‘I actually quite looked forward to it cause me and my wife were both in it and so it was sort of a little competition
between us to see who would do the most steps so yes we kept each other on path.’

Major theme 3: Perceived Barriers of the intervention programme

Barriers
This theme highlights the most common themes identified by the participants as factors inhibiting their ‘regular’
involvement in the programme.

The timing of the intervention was not always convenient for all participants. Some reported other obligations took
precedence over the intervention, which prevented them from attending regularly. In particular, a late start time of
the intervention in the evening, did not always fit in with those working shift routines outside of normal work hours,
this was particularly the case at the urban-based intervention site. On the contrary, the rural-based intervention site, the
community provider offered alternative times for participants to complete their physical activity component and to
deliver their weekly data recordings. Childcare issues were a recurring comment for some intervention participants,
especially if there was a timetable clash with other extra-curricular activities. Although, some participants attended the
intervention programme with their children, this option was not discouraged, and it was a personal choice to bring
children or not.

‘Yep so the barriers I suppose were my own barriers which would be shift work in my own lifestyle… I didn’t make an
effort to kinda do it on my own…with the work and being on your feet all the time. But it was just nice to do it with
other people and talk and catch up and see and share knowledge about, you know, where their at with their health and
wellbeing’

‘Just the time, you know, sometimes I had other things on and it was trying to prioritise it, so you know it had to be a
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priority. Transport to get there, lateness of the day… yeah those are probably the biggest barriers.’
‘The target age group for this intervention was 25–44yrs old because they have the highest rate of people with
prediabetes. They are also a very busy age group. Yeah this age group is quite difficult especially with um with families
with kids, young kids. So for us to better target this age group maybe perhaps have some sort of activities for the kids,
for them, to be able for the parents where to bring their kids to the class.’

Lack of motivation/commitment
Having a lack of motivation and commitment to come to intervention sessions was a minor barrier reported by some
participants. This stemmed from having other obligations that were prioritised over the intervention, or having an
injury, or in some cases, participants reported not being in positive mindset that inhibited their motivation to attend
sessions.

‘Sometimes it’s my work, it clashes with… the time for the exercise… at 7pm, but sometimes it clashes with… things
like that and with the family function, you know, yeah it happens so I can’t make it to the thing [class]… then
sometimes I got tired and I forgot to record it [weekly physical activity data]’.

‘I think it was more of my lifestyle wasn’t set up for the timing of the aerobics… , but I mean, if with a little bit more
longer would be able to adjust my lifestyle to fit it in and have it set as a weekly routine, [it] would’ve been good.’

Major theme 4: Community-provider support

Social capital: empowerment and community capacity building
The youth and the community-facilitators provided a good model of social capital use within a community context.
Participants reported their need to support the community provider and the youth carrying out the intervention
programme for the purposes of social [and health] benefits.

‘ … it was good, cause the kids would come around and ask you [completed data for the week]. That was the best part
about it. So if you forgot, someone was always there following you up anyway.’

‘I need to support my kids because it’s not only just one attempt but it will be maintaining the whole programme.’
‘ … it would be good to develop somebody in our own youth to run the training like that [exercise classes]. Interviewer –
because that’s all about sustainability and getting someone in your own church to do the training… In our
own areas as well rather than having to travel… oh yeah it shouldn’t be just limited to just the one community or one
church group, I think it should be opened to everybody… .’

Enhanced awareness about prediabetes
The participants reported that their involvement in the intervention had increased the awareness about prediabetes in
the community. Also, most participants were not knowledgeable about prediabetes and its associated risks, the
community providers, facilitators, and youth provided that reservoir of knowledge for the intervention participants and
their wider circle of contacts.

‘ … its more of the learning thing, you know what we learnt from the programme… all of the key messages that were
given out every week… [there] was some stuff we didn’t learn [before]… there’s a few messages you don’t actually
learn until…we were given that information, like keeping away from high cholesterol foods and stuff like that or what
sort of foods are good to eat, and what sort of times and that.… I learnt that my diet got a very big factor to play even
though I might think I’m not eating a lot of sugary foods but then it turns out that you can even get diabetes from
eating a lot of starchy foods and stuff, so yeah, I learnt that diet needs to change. You need to have more a balanced
diet and also exercise can help reduce it [prediabetes], so that’s another thing I’ve learnt.’

‘The importance… of changing my current lifestyles.… There is a need for a change if you can’t change, you know, the
outcome [you] will not [be] happy with it [diabetes].’

Promoting youth advocacy
The promotion of youth advocacy in the community, and the role they play as catalysts for social change was widely
embraced by the community. The primary involvement of the community providers was to develop the capacity of
their youth members, health workers, and to try experience working with youth in this manner.

‘I think it will be an opportunity for them. I know there will be good support out there with the church and the family
[who]…will [be] able to help them… to empower other people because once they see it that our children can do it, of
course they can do it too. And as for their leadership as well is to build up their confidence.’

I guess it’s hard when it’s just an 8-week programme cause at the end of the 8 weeks it came
to an end and then we’re back to doing nothing again. So it needs to be just there all the time.
We need to actually teach the youth to be able to run the exercise programmes cause we were
relying on instructors to come and if there is no instructor then we’re pretty much stuck
without, you know, an exercise instructor. So, it maybe it worth actually training the
youth to run exercise programmes rather than them just trying to bring in people and
then they’re just there. If they’re actually running the programmes like doing the exercise
session, running the exercise sessions, probably they’ll get more involved.

The majority of participants reported feeling well supported to participate in the inter-
vention programme by the community-provider, as well as, from their family and

KOTUITUI: NEW ZEALAND JOURNAL OF SOCIAL SCIENCES ONLINE 217



friends. With this type of multi-level support, the participants’ self-efficacy levels greatly
enhanced their motivation to remain in the programme.

Discussion

This study presents four major thematic findings of an innovative approach to addressing
the increasing rate of prediabetes in a Pasifika context, using a codesigned, youth-led
approach. As an overall observation of the findings, the approach taken in the current
study was initially described as a ‘community-based approach’, we think the ‘commu-
nity-centred approach’ is a more accurate term to use because, the emphasis of the
overall project and the intervention reflected the social-cultural elements, and the role
of the community provider, ‘at the centre’ of the research approach. Community partners
provide the important local knowledge of the community context, participants and the
practicality of the research programme (Israel et al. 1998, 2005). Therefore, we will
refer to this approach here onwards as ‘community-centred’. This will be further dis-
cussed under major theme two.

The first major theme (understanding the purpose of the intervention) showed that
the intervention participants were well informed by the youth and the community facil-
itators about the premise and purpose behind the intervention programme. The findings
emphasised that Pasifika peoples’ lifestyles needed to be modified, and that these behav-
ioural changes required more often physical activity and a balanced diet, that were
informed by factual knowledge. It was also clear, that prediabetes and the risk of pro-
gression to T2DM was not well known among community members, and as a result
of this intervention, people were more inclined to change their behaviours as an early
prevention strategy (McNamara 2017). The participants’ understanding of the interven-
tion was also evident in their expectations of the programme, and although they may not
have fully understood the wider implications of the overall project, all participants were
willing to trust the process, and support the efforts of the youth. This was a positive
outcome as a result of a strong community-research partnership, that prioritised devel-
oping the wider community’s understanding of key health issues will lead to mutual
respect, and promote a positive step forward in addressing health equities (Israel et al.
1998).

Theme two (perceived enablers of the intervention) outlines four enablers that par-
ticipants had reported as being key to the success of the codesigned intervention. First,
the ‘community-centred approach’, characterised by hosting the intervention at a fam-
iliar locality that was neutral territory, free and easily accessible, were important con-
siderations for our participants. Although some participants preferred the intervention
to be held at their local church, most agreed that a neutral venue was important to sep-
arate church membership and ethnic affiliation from the intervention, and to have an
open-communal approach. This was central to the programme’s approach. The
trained youth who had recruited friends, family and neighbours into the intervention
had enabled the open-communal context, and codesigned the intervention to be cultu-
rally relevant and resourceful. This also aligned well to the definition of ‘community-
centred approach’ given earlier. That is, characteristic of the way Pasifika peoples organ-
ises themselves and operate collectively, the weekly intervention group activities were
included as part of the codesign to promote the Pasifika community mobilising together,
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for a common purpose. Previous Pacific research work (Paterson et al. 2006) have been
conducted in this manner, particularly for data collection purposes, and it is not new to
public health research, but it is time-consuming and costly. The community collaborat-
ing actively together differentiates our study from other studies that may be more focused
on a ‘community-based’ approach, where the intervention was simply present in the
community context led by the researcher. This was not the case in the current study,
as the community-research partnership co-designed and co-led the research. The
second enabler, ‘group physical activity’, relates back to the first major theme, and to
the third enabler, after having established the purpose behind the intervention, the par-
ticipants learnt that physical activity alone was sufficient to reduce prediabetes risk. That
is, through physical activity (i.e. achieve 10,000 steps daily and attend a weekly physical
activity class), one kilogram decrease amounted to a 16% risk reduction of prediabetes
(McNamara 2017). The third enabler, ‘enhanced education’, includes knowledge
sharing and creating a better understanding of healthy lifestyles. Our findings
showed that public health education through empowerment can be an active play-
maker in modifying behavioural change. This is contrary to previous research
(Kelly and Barker 2016), that reported education has no impact on behavioural
change, particularly if the approach had been developed based on unilinear
models of causation, focused on long-range predictions about behaviour change.
Our study endorses the notion that information sharing partnered with empowering
people to generate their own solutions to the health issues have better outcomes in
producing sustained behaviour changes, as well as, having an impact on peoples’ life-
styles, particularly when they are supported by the community provider. Previous
Pasifika studies (Powers et al. 2015; McElfish et al. 2019) have included other behav-
ioural self-management approaches, such as videos and other aids have been effective
and culturally appropriate to delay the development of, and manage conditions like
T2DM. Nonetheless, our approach has been well supported by other studies (Baird
et al. 2014; Lawrence et al. 2016). The final enabler focuses on the role of ‘family
involvement’ in an intervention programme.

Our study recognised that Pasifika peoples do have different diets and lifestyle habits,
and this is largely explained by socio-economic factors, resource and material living con-
ditions and localised deprivation (Statistics New Zealand 2006). However, the commu-
nity-centred approach went beyond the individual participating in the programme,
and included the whole family, as a support mechanism. This differs from other work
that focuses on individual goal achievements, that has led to stigmatisation, shame,
and denial, when lifestyle habits need to change (Hallgren et al. 2015). Generally, inter-
vention research has placed less emphasis on the impact that family support can play in
intervention programmes (whatever the research context). But for Pasifika peoples,
extended family members can either reinforce intervention members self-efficacy in par-
ticipating in the programme, or they can be the main reason for participants to drop-out.
International research (Wing and Jeffery 1999; Sinclair et al. 2013), have shown the
advantages that family members play in keeping participants in the intervention pro-
gramme, especially if they receive indirect benefits from the intervention itself. For the
current study, the inclusion of extended and younger immediate family members were
not a focus of the intervention, however, as we were inherently aware of the cultural
values that Pasifika peoples place on family.
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Theme two’s findings discussed thus far, have highlighted the usefulness of the com-
munity-centred approach that motivated individuals to continue to be an active partici-
pant. Overall, the community-centred approach theme is potentially the most important
for this study. It was a true reflection of equitable community-based research, whereby
the emphasis was on both conducting research with Pasifika communities, reflecting
their own social-cultural realities (Hatch et al. 1993).

Additionally, the key benefits of this approach were evident in the mutually agreeable
goals (i.e. improving healthier lives), focused on empowering communities to lead heal-
thier lives through education; the collective approach of bringing together the commu-
nity partners and researchers with different skills, knowledge, and expertise had
enabled the quality and practicality of the research.

The third major theme (barriers to the intervention programme) strongly correlates
with the overall second theme. Of note, this theme only included two sub-themes,
although it is an entity in its own right, participants reported it often enough to
warrant an independent theme. Work-life balances was the most common listed
barrier preventing participants from regularly attending the intervention. This particular
sub-theme carries several nuances, such as, shift-work patterns, being time poor, trans-
portation problems, and addressing the concerns of having no childcare. Previous reports
(Habour Sport 2015; Firestone, Funaki, et al. 2018) had also highlighted cultural, family,
and work commitments as barriers for Pasifika peoples accessing physical activity pro-
grammes. In relation to theme two, the community-centred approach allowed for
these barriers to be practically addressed. For example, one of the community sites pro-
vided a shuttle service to transport members to and from the intervention venue, and
participants were also permitted to submit their weekly recorded data on a different
day from the allocated intervention day.

The work-life balance is a well-known barrier for Pasifika peoples, not just in partici-
pating in healthy lifestyle programmes, but also in accessing necessary health services
(Young 1997; Barwick 2000). The culturally appropriateness of the community-
centred approach positively alleviates the typical reasons for work-life balance issues
(e.g. financial security, cultural relevance and acceptability), as given earlier in the com-
munity examples above. Another way to address this barrier could be to install this pro-
gramme as part of the community provider services (see theme four), or encourage
church groups to take on this service, as part of their regular communal gatherings,
with key members of the community taking on leadership roles in implementing the pro-
gramme. This idea is currently being tested in a randomised control trial in the United
States among Marshallese Islanders, with preliminary results reported as being very posi-
tive (Yeary et al. 2017).

The fourth major theme, community-provider support, demonstrated the important
role that the community partners had played in the intervention. Social capital defined as
the ‘levels of interpersonal trust and norms of reciprocity and mutual aid, which act as
resources for individuals and facilitate collective action’ (Kawachi and Berkman 2014),
was a strong characteristic of our overall research programme, as manifested through
the ‘codesign’ approach of the intervention. Social capital in the current study was oper-
ating at a micro-level. It was a resource for action in introducing social structure (through
the youth and community facilitators) to activating the communities (youth, facilitators
and community providers) in the codesign and implementation of the intervention
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programme (Coleman 1988). Central to the partnership established in this study was
trust and reciprocity, which had been developed from the beginning of the research,
and through the capacity-building of the community providers, facilitators and youth,
which allowed local knowledge of the community, context and culture to be tailored
as part of the intervention programme. Our findings differ from other studies (Hawe
and Shiell 2000), because the learnings and measures taken from our study that
involve community capacity building are likely to be transferable to other similar con-
texts (e.g. rural and urban contexts, different Pasifika ethnic groups or indigenous
groups, etc). This is in part, explained by the co-design nature of the overall project,
whereby community partners were involved in the planning, implementation, evaluation
of the intervention, which makes this research uniquely different from the typical public
health interventions. Moreover, the processes used to develop the knowledge of all the
community constituents (youth, facilitator, community provider, intervention partici-
pants) in bettering their knowledge and understanding of prediabetes was clearly
evident (themes one and two). Finally, the role of youth advocacy, was not only critical
in advancing the health of the communities and participants, it was necessary in quashing
the notion that youth do not have the capacity nor capability to be an important com-
munity-based human resource. Our study had shown the successfulness of youth advo-
cacy, particularly in the context of close accompaniment from the facilitator and the
community provider.

Limitations

The main limitation of this study can be seen in the lack of extra contextual information,
that is, information from tiers two (focus groups) and three (key informant interviews) of
the evaluation process. Thus, the findings have only been interpreted at a single level of
evaluation. Without the added knowledge from the focus groups and key informant data,
limits the triangulation of the findings presented here, and therefore our findings may
only be limited to the individuals interviewed.

Conclusion

This study has conducted a process evaluation of the co-designed community-centred
intervention to highlight its effectiveness and endorses the notion that interventions
need to be culturally tailored to meet the needs of the community. This was indicated
through several strengths of this study, as evident in the: (i) number of intervention par-
ticipants (n = 26 out of 32) that were interviewed, who provided a breadth of knowledge
about the positive and negative practicalities of the intervention; (ii) community-centred
approach that highlighted 5 key enablers that demonstrated a realistic reflection of a cul-
turally relevant approach that endorses an equitable community-research partnership.
This in part, may be explained by the co-design process, the community-research part-
nership, and uptake and utilisation of the community’s social capital; (iii) social capital
(at a micro-level) should be viewed as a prominent strength of this study. However,
future studies should seek better clarity and use of measures to understand how social
capital can be used to influence macro-level outcomes (political influences) in improving
the health system, to advance population health; (iv) overall our study strongly endorses
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the role that health education and empowerment in public health interventions play, par-
ticularly when it takes on the community-centred approach; and finally (iv) developing
and implementing a culturally relevant intervention programme must work differently to
simple community-based approaches, it must take greater consideration of the values,
beliefs, practices and the realities of the community’s interests, and this may only be
accomplished when trust and relationship underpins the partnership.
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