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Abstract

Cardiovascular disease (CVD) places a significant burden on the New Zealand (NZ)
health system. The growing size and diversity of the migrant community in NZ
highlights the importance of effective and culturally targeted health promotion services,
identifying barriers to health and promoting healthier lifestyles. CVD is highly
prevalent in the Fijian Indian community in NZ. Unless immediate action is taken, this
rapidly growing and slowly ageing population will inevitably face significant adverse
health outcomes and increase the social and economic burden of CVD on the NZ health
system. Knowledge, attitudes and practices (KAP) surveys are employed to better
understand what is known, believed and practised about various health conditions in the
context of a study population. A limited number of cardiovascular (CV) health-related
KAP questionnaires are available in the literature, and there is limited documentation of
their development and validation. The level of KAP towards CV health in high-risk
populations, such as the Fijian Indian community living in NZ, has not been explored.
Thus, the purpose of this study was to develop a descriptive, cross-sectional CV health-
related KAP survey to gain a deeper understanding of the Fijian Indian community and

to support CV health and disease prevention initiatives.

The study was divided into two phases. The aim of the first phase was to develop and
test a questionnaire to measure the level of KAP towards CV health in the Fijian Indian
community in NZ. The questionnaire was developed following a thorough literature
review and under the guidance of an advisory team (n = 5). Each advisory member
assessed the content validity of each question until an item Content Validity Index (I-
CVI) of > 0.78 and scale CVI (S-CV1) of > 0.9 was achieved. The final analysis of the
developed questionnaire demonstrated moderate to high content validity with mean I-

CVI of 0.94 for appropriateness, mean I-CVI of 0.94 for relevance and mean I-CV1 of



0.86 for clarity. The overall average agreement (S-CVI/Ave) for the study questionnaire
was 0.91. Experts also provided positive feedback on the overall questionnaire. Prior to
this analysis, it was difficult to make predictions about how well the developed
questionnaire would be received by the target community, because of the lack of
research and understanding about this community in NZ. The aim of the second phase
was to test the feasibility of applying the developed questionnaire to test the KAP
towards CV health in the Fijian Indian community living in Auckland, NZ. During this
phase, 30 participants were asked to complete the questionnaire at two timepoints (with
a two-week interval) and provide open feedback on the questionnaire. The purpose of
this phase was to assess the test—retest reliability of the questionnaire, test for
appropriateness and understanding, and evaluate timing. The key findings of this phase
showed that the developed questionnaire was feasible and appropriate to assess the level
of KAP towards CV health in this community. The next step for this novel study is to

evaluate the construct validity of this questionnaire in a larger sample population.
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Chapter 1: Introduction

This chapter sets the scene for this research by introducing the identity, culture, traditions and
values of the Fijian Indian community. It provides an overview of their history and journey from
India to Fiji as well as from Fiji to New Zealand (NZ) and the significance of this study. This
leads into the strategic study design, aims and hypotheses of this study as well as the personal
background and position of the researcher. An overview of the thesis is provided at the end of

the chapter.

1.1 Study Context

NZ has one of the highest proportions of people born overseas, after
Luxembourg, Switzerland and Australia (Organisation for Economic Co-operation and
Development, 2022). The latest NZ Census data (2018) shows that more than a quarter
of the NZ population (27.4%) was born overseas, representing an increase since the
2006 and 2013 NZ Censuses (Stats NZ, 2020b). Stats NZ projects that by 2043, NZ will
become more ethnically diverse (compared to 2018) because of high levels of net
migration of ethnic groups, natural increases and slower population growth of the
‘European or Other’ ethnic group (Stats NZ, 2022).

Within NZ, there are serious and persistent inequalities in health outcomes in
relation to gender, age, ethnicity and socioeconomic groupings (Ministry of Health
[MoH], 2021a). The growing size and diversity of the migrant community in NZ
highlights the importance of identifying factors informing equity of access and
engagement with health services, effective health promotion services and healthier
lifestyles. Furthermore, the increasing ageing population and challenge of non-
communicable diseases in NZ highlights the growing need for effective and equitable
health and disability support services that meet the needs of all New Zealanders

(Cammock et al., 2021; MoH, 2020a; Parr-Brownlie et al., 2020).



Cardiovascular disease (CVD) places a significant burden on the NZ health
system. According to the MoH, ‘CV risk is on a continuum, meaning that anyone is
potentially at risk but some more than others’ (MoH, 2018a). In NZ, people of Indian
descent, particularly in the largest city, Auckland, have significantly higher mortality
rates for CVD than do their European/Other ethnicity counterparts, but lower rates than
Maori and Pacific peoples (Mehta, 2012; Mehta et al., 2018). Nonetheless, ethnically
Indian migrants have much higher hospitalisation rates from CVD (including congestive
heart failure) and stroke, along with the highest rate of coronary procedures among all
the ethnic groups (Mehta, 2012; Mehta et al., 2018). In addition, Indians had the
greatest proportion of people dispensed with pharmacotherapy—that is, blood pressure-
lowering, lipid-lowering medications and aspirin—across all medications considered for
people with CVD in 2018 (Mehta, 2012; Mehta et al., 2018).

Furthermore, people of Maori, Pacific and Indian ethnicities experience the
onset of CVD earlier in their lives than do people of other ethnicities (Chan et al., 2008;
Grey et al., 2010; Hooper et al., 2016; MoH, 2017a, 2018a). Currently, cardiovascular
(CV) risk assessments in Maori, Pacific and South Asian populations (and people with
known significant CVD risk factors) are recommended for men aged as early as 30
years and women aged 40 years. This is 15 years earlier than that recommended for
other population groups in NZ (MoH, 2018a; Wells et al., 2017). This inequality in
ethnic populations’ CV health risk and outcomes places significant stress on the NZ
health system, especially given the considerable (54.1%) growth in the Indian
population in NZ since 2013 (Stats NZ, 2021a). The Fijian Indian community (study
population) represent a major subgroup of the Indian migrant population in NZ, with

comparable risk for CVD and poor health outcomes, about which little is known.



1.1.1 The Fijian Indian Community in New Zealand
1.1.1.1 Brief History

The Republic of Fiji, commonly known as Fiji, is an island nation located in
Melanesia. Fiji is an archipelago of more than 300 tropical islands in the South Pacific
Ocean and has two major islands, Viti Levu and Vanua Levu. Fiji is a multicultural and
multiracial country, with a population of 932,636 people (as of 121" July 2022) (World
Population Review, 2022). Fiji’s population is mostly comprised of native Fijians, or
Melanesians (54%) and Indo-Fijians (38%; Ramesh, 2017; World Population Review,
2021). Indo-Fijian, Fiji Indian and Fijian Indian are all terms used to describe people
who are citizens of Fiji and are of Indian descent (Walker, 2005). For this study, the
term ‘Fijian Indian’ has been chosen to describe the community of interest.

The history of Indian immigration and settlement in Fiji began in 1879
following an agreement between the colonial governments of India and Fiji.
Approximately 60,553 registered, Indian labourers were indentured by the British to
work on the sugar plantations and mills that were established by the Australia-based
Colonial Sugar Refining Company in Fiji. An indenture contract/agreement known as
girmit for each labourer was arranged for five years. If they chose to work for an
additional five years, they earned the right to repatriation at the expense of the colonial
government unless they chose to permanently settle in Fiji. During that time, Indian
labourers in Fiji had to live and work in extremely harsh conditions that were often
described as ‘hell” (or ‘narak’) (Ali, 1977).

Following nationalist pressure in India in 1919, the indenture system was
eradicated, and Indian labourers were presented with the option of being repatriated
back to India at the cost of the government following the termination of their contracts.
However, by then, many had settled in Fiji and decided (and were

encouraged/permitted) to stay as independent/tenant farmers of sugar companies or as



business people (Ali, 1977; Fiji High Commission, 2021; Gillion, 1958; Kelly, 1988;
Minority Rights Group International, 2021).
1.1.1.2 Cultural and Socio-political Context

The Fijian Indian community is a relatively small, close-knit and unique group
of people. Though an ethnic minority in most countries including NZ, this growing
community is recognised as culturally and economically diverse in their language,
religion, cultural practices, spiritual beliefs and traditions.

The emergence of a Fijian Indian identity or genesis is largely a result of the
indenture system, in which many Indian labourers arrived from northern and south-
eastern parts of India to work in Fiji. To adapt to the sugar plantation work and as a
result of resettlement, a unique language known as Fiji Bhat, Fiji Hindi or Fiji
Hindustani was formed from the different Indian (Hindi) dialects as well as several
loan-words from English and the Fijian language (Barz & Siegel, 1988; Raghuram et
al., 2013). Because Fiji Hindi does not have a unique written language pure (shudh)
Hindi from India is officially used in writing (Siegel, 1998). Hence, most Fijian Indian
people speak either English or Fiji Hindi (Mugler, 2003).

Religion and spirituality are highly valued in the Fijian Indian community. Most
Fijian Indian people are Hindu or Muslim, and a minority are Christian or Sikh (Fiji
Bureau of Statistics, 2021; Naidu et al., 2013). Their religious beliefs influence some of
the cultural traditions, and social and religious celebrations they practice, including the
type of food that is prepared every day and at each event/celebration. Like the Fijian
culture, Fijian Indian people tend to eat three times a day, with dinner being their main
meal. Enjoying morning and afternoon tea (plus snacking) throughout the day is also
quite common in their daily routine. Their meals usually consist of fruits, vegetables,
carbohydrates such as rice and/or home-made roti, occasionally with meat, fish and

vegetarian pickles and relishes. Over the years, Fijian Indian people have adapted to



their tropical environment and incorporated Fijian food and practices into their diet,
such as eating taro and cassava, cooking food in an underground oven (lovo) and
drinking kava (yagona) (Advameg Inc, 2021). Sharing food with family and friends is
an integral part of the culture and it is not uncommon to feed and serve guests who
arrive without an invitation.

Economically, the Fijian Indian community makes up a large proportion of the
business community in Fiji (Douglas et al., 2018; Evason, 2016; Otsuka, 2006). It has
been reported that Fijian Indian people are among the most hardworking and
enterprising people in the world (Indian Newslink, 2020). Education is respected and
highly valued in the Fijian Indian community. According to Otsuka (2006), Fijian
Indian people hold great respect for their ‘guru’ (teacher) and books. Their value for
education is ‘deeply rooted in the Bhagavad-Gita philosophy of learning and the Quran
teaching, each of which emphasises the importance of increasing one’s store of
information and acquiring knowledge’ (Otsuka, 2006, p. 116). Correspondingly, Fijian
Indian people believed that attaining an academic formal education will raise their
economic and social status and allow them to gain access to the civil service and
professional employment. Similarly, attaining a formal education was seen as a viable
avenue or opportunity to progress from farming and to survive in a growing westernised
market economy (Otsuka, 2006).
1.1.1.3 From Immigration to Emigration

The Fijian Indian community deeply values its cultural identity (Oranga
Tamariki, 2019). By the late 1980s, the Fijian Indian population had thrived to the point
that their population size exceeded that of native Fijians. Unfortunately, this caused
certain factions of the native Fijian community to become concerned about their ability
to have ultimate power in Fiji (Trnka, 2005). Over time, racial tensions emerged in the

country, which eventually led to political unrest and ignited a series of coups. Since



1987, Fiji has been destabilised by four military coups. Although the entire country has
faced some challenging times, the Fijian Indian population in particular has suffered
violence, persecution, and a loss of land and security over these years. Many Fijian
Indian families during this time suddenly found themselves landless, and homeless
when their leases expired and were not renewed, despite having lived on that land for
generations (Kumar & Kumar, 2022; Oranga Tamariki, 2019).

Given this level of uncertainty and personal insecurity (because of the military
coups), numerous Fijian Indian people (mostly skilled workers, politicians and highly
qualified professionals) left Fiji and resettled in more developed and politically stable
countries such as NZ, Australia, the United States of America (USA) and Canada (Devi,
2013; Leckie, 2015; Naidu et al., 2013; Otsuka, 2006; Queensland Health et al., 2017;
Voigt-Graf, 2008). Fijian Indian people have made up a considerable proportion of
Indian immigrants to NZ following the first coup in Fiji and since the early 1990s
(Hundt, 2019).

In NZ, population statistics show a substantial growth in the Fijian Indian
community between 2006 and 2018 (Appendix 1). In 2018, there were 15,132 Fijian
Indian people living in NZ. The median age for this community was 33 years and there
were slightly more females (7,854) than males (7,272) in this community (Appendix 1).
Of the Fijian Indian population, 90.4% were English speakers and 50.8% spoke two
languages (Appendix 1). Unfortunately, available data do not indicate which languages
other than English were most spoken in the community at that time. In terms of regional
distribution, 70.3% of Fijian Indian people lived in the Auckland region (Appendix 1)
and almost half of the population (45.2%) had arrived in NZ 10-19 years ago
(Appendix 1). As a result, 75.7% of the 2018 Fijian Indian population had been born
overseas, mainly in the Pacific Islands (Appendix 1). In 2018, most of the population

was religiously associated with Hinduism (47.7%), Islam (24.3%) or Christianity (14%)



(Appendix 1). Regarding family composition, 33.3% of Fijian Indian females (aged 15
years or over) had no children, 16.8% had one child, 26.8% had two children and 12.5%
had three children (Appendix 1).

The statistics also indicate that 57% of this ethnic population were employed full
time (30 hours or more per week) and 4.9% were unemployed. Of those employed in
2018, 22.5% were professionals, 11.5% managers, 11.1% sales workers and 14.1%
technicians and trades workers (Appendix 1). The median income in this community at
the time was NZ$36,000 per annum and only 8.9% of the population earned
NZ$70,001-100,000 per annum. The main source of income for this population was
their wages, salary, commissions and bonuses (>60%) (Appendix 1).

In terms of education, 20.6% of the population had an overseas secondary
school qualification, 14.6% had a bachelor’s degree/Level 7 qualification and 11.8%
had no qualifications (Appendix 1). Last, 73.9% of the community were not engaged in
active study; that is, were not attending, studying or enrolled in tertiary institutions,
school, early childhood education or any other place of education or training. This
means that only 22.7% and 3.4% of the population were engaged with full- or part-time
study, respectively (Appendix 1).

Fijian Indians in 2018 were a young, growing and economically active
population with a calculated median age of 33 years and a large percentage (66.2%)
under the age of 15. Although many of the above statistics may have changed over the
last four years, this community is considerably smaller than the Indian population
(239,139 people, 2018 Census) and Pasifika populations like Samoan (182,721 people,
2018 Census) and Tongan (82,389 people, 2018 Census) communities in NZ (Stats NZ,
2021a).

Although Fijian Indian people may be a relatively small community in NZ, they

are very much visible in the NZ business community. Many NZ Fijian Indian families



run small businesses such as dairies, fruit and vegetables shops and ethnic clothing
stores, or drive local taxis. Like in Fiji, high academic achievement, strong
socioeconomic status (SES), high positions in occupations, and wealth creation are still
common aspirations for families and individuals in this NZ community (Oranga
Tamariki, 2019). To keep the Fijian culture alive in NZ, several community associations
including the Fiji Association in Auckland (Inc) and general clubs like the Fiji Club at
the University of Otago have been established. Similarly, several societies were
established in the 1990s to provide legal and practical support for Fijian Indian women
facing domestic violence or immigration problems (Leckie, 2015). In terms of
community leadership, there are a few well-known, highly regarded members of the
community from whom individuals/families can seek support and guidance. While there
is no official Fijian Indian Association/Society/Club in NZ (to date), a community
group called the Fiji Girmit Foundation NZ has become active on social media recently
(Fiji Girmit Foundation NZ, 2022).

In NZ, Fijian Indian is not recognised as an ethnic group. In most data or
information related to or for Fijian Indian people, they are included/categorised in the
broader Indian or Asian ethnic group. Since 2020, there has been an ongoing discussion
and appeal to the NZ Government to recognise the NZ Fijian Indian community as
Pacific Islanders rather than Asians. In a presentation on Radio NZ (Rovoi, 2021), Mr
Krish Naidu, chair of the Fiji Girmit Foundation of NZ expressed that many members of
the Fijian community have never been to India or have any connections/links with the
nation. He said that young Fijian Indians (in NZ) have strong roots in Fiji and are
missing out on crucial opportunities and support in areas such as health and education
because they are classified as Asians in NZ, and not Pacific Islanders. The news story
also reported mixed views on this subject from various significant leaders in the NZ

Pacific community. Rachel Mario, chair of the Auckland Rotuman Fellowship (NZ



community group), said she saw no issue with Fijian Indians being classified as Pacific
Islanders as they were born in Fiji and should be treated as people from the Pacific.
Malcom Andrews, a Fijian of Solomon Island heritage now living in NZ, founder of
Project ConchShell (NZ community group) and a former health and education manager
at the Pasifika Medical Association, however, strongly disagreed with this view. He said
that Fijian Indian people do not represent the values, principles, belief systems and
landmarks that connect Pacific people through thousands of years of migration and
evolution—even if their descendants had lived in Fiji for more than 140 years. Offering
an alternative view, Dr Primla Khar, president of the Indian Association of Manukau
commented that the Fijian Indian population could fit into both Asian and Pacific Island
ethnicity groups. (Rovoi, 2021).

Although the outcomes and decisions around this discussion are still unfolding,
the conversation highlights the need for researchers and health professionals to examine
the cultural and socio-political complexity of this community and how this may
influence its members’ health and wellbeing when developing policy and service
delivery systems.

In Fiji, diabetes, CVD and stroke are the leading causes of death. Risk factors
such as high fasting plasma glucose, high Body Mass Index (BMI), high blood pressure
and an unhealthy diet have been found to be the key drivers of these non-communicable
diseases (Ministry of Health and Medical Services, 2014; The Institute for Health
Metrics and Evaluation, 2022). Despite substantial progress in improving life
expectancy and mortality rates since 1990, the health and wellbeing of the Fijian
population remain relatively poor, as is the case in other developing Pacific Island
countries with rapidly ageing populations (Dearie et al., 2021; Taylor et al., 2013;
World Health Organization [WHO], 2011). Despite limited data comparing the two

main ethnic groups in Fiji (Native Fijian and Fijian Indian), the mortality rate for all



adults in Fiji was reported in 2011 to be two to three times higher than that in the
general population in Australia and NZ (Carter et al., 2011). The deterioration in Fiji’s
healthcare system, and lack of primary care facilities, information and advocacy are
regarded as contributing factors in the increasing incidence and prevalence of these
diseases, especially diabetes and CVD (Razak & Prasad, 2007; Snowdon et al., 2013).
1.1.2 Cardiovascular Health and Disease

1.1.2.1 Definition and Description

CV health refers to the health of the heart and blood vessels. The CV system
consists of the heart—which serves as a pump—and blood vessels (i.e., arteries,
capillaries and veins) that deliver blood to specific parts of the body. The primary
function of the CV system is to provide adequate blood circulation throughout the body
(Chaudhry et al., 2021). This is essential to maintaining life, as the flow of blood cells
and plasma provides nutrition throughout the body and eliminates waste products from
cells. The failure of any component of the CV system can cause irreversible damage to
cells and organs, making it one of the leading causes of death in the developed world
(Lever, 2005).

CVD is a group of disorders of the heart and blood vessels or diseases of the
cardiac muscle and vascular system supplying the heart, brain and other vital organs
(Frak et al., 2022; Gaziano et al., 2006). This includes coronary heart disease (also
called coronary artery disease or ischaemic heart disease), cerebrovascular disease,
peripheral arterial disease, rheumatic heart disease, congenital heart disease, deep vein
thrombosis and pulmonary embolism (WHO, 2021a). Table 1.1 describes these types of
CVD. Flora and Nayak (2019) explained that the ‘underlying pathogenesis and
progression associated with nearly all CVD is predominantly of atherosclerotic origin’
(p. 4063). This involves the accumulation or build-up of fatty deposits/lipids and fibrous

elements in the inner walls of large arteries (Lusis, 2000). This accretion can lead to the
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gradual development of CVD and subsequently myocardial infarction (heart attack),
cardiac arrhythmia (irregular heartbeat) or stroke (brain attack) (Flora & Nayak, 2019).
Table 1.1

Types of CVD (Adapted From WHO, 2021a)

Type Description

Coronary heart disease A disease of blood vessels supplying the heart muscle
Cerebrovascular disease A disease of blood vessels supplying the brain
Peripheral arterial disease A disease of blood vessels supplying the arms and legs
Rheumatic heart disease Damage to the heart muscle and heart valves from

rheumatic fever, caused by streptococcal bacteria
Congenital heart disease  Birth defect that affects the normal development and

functioning of the heart caused by malformation(s)
Deep vein thrombosis &  Blood clots in the leg veins, which can dislodge and
pulmonary embolism move to the heart and lungs

1.2 Problem Statement

The study population, the Fijian Indian community, has grown significantly in
NZ over the years. In 2018 there were 15,132 Fijian Indian people residing in NZ,
which represents a 40.1% increase in the population since 2013 (Stats NZ, 2021a).
According to the 2019 Global Burden of Disease Study report (Murray et al., 2020), Fiji
has one of the highest rates of non-communicable diseases in the world; they account
for 84% of total mortality and 31% of premature mortality. Specifically, the report
found that ischaemic heart disease (IHD) and Type 2 diabetes contributed to 23% and
21% of the total mortality in Fiji, respectively (Chand et al., 2020; Mounsey et al.,
2022; Murray et al., 2020). Hence, non-communicable diseases such as CVD and Type
2 diabetes have been documented as a public health concern in Fiji (Fiji Bureau of
Statistics, 2022; Gyaneshwar et al., 2016; Li et al., 1994; Zimmet et al., 1983).
Unfortunately, NZ MoH statistics for the study population are very limited.
Furthermore, there are discrepancies with the current system of ethnic classification
used in the NZ Census. In most cases, the Fijian Indian community is classified as part

of the much larger ‘Indian/Asian-Indian’ or ‘Pacific Island’ ethnic population.
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Therefore, the levels of risk and prevalence of CVD in this population in NZ can only
be roughly estimated from the rates in these larger ethnic populations. Consequently,
Fijian Indian people are also at risk of suffering from CVD in later life. Although the
Fijian Indian population in NZ makes up approximately 1% of the total NZ population
(Stats NZ, 2020a), the increasing and slowly ageing Fijian Indian population combined
with the high incidence and prevalence of CVD (including its risk factors) in this
community is certain to augment the burden of CVD in NZ unless immediate action is
taken. Thus, the rationale for undertaking this research was to develop a tool that would
measure the knowledge, attitudes, and practices of the migrant Fijian Indian population

towards CVD.

1.3 Significance of This Study

The chronic, deteriorating and irreversible nature of CVVD requires a stronger
focus on risk prevention through community health promotion and education. Targeting
prevention is crucial to both maintaining a sustainable health system and reducing the
social and economic burden of disease. However, this ultimately depends on the
affordability and effectiveness of relevant interventions (MoH, 2016). A leading
example of an effective migrant community education programme targeting coronary
heart disease was developed and evaluated by Kandula et al. (2015), involving a
culturally salient, multimedia coronary heart disease patient education programme (in
both English and Hindi). It resulted in significantly improved knowledge and
perceptions of both CV health and disease prevention among South Asian immigrants in
the USA. The success of the programme was attributable to previous work in gaining
community input and emphasising culture, literacy and behaviour change, which were
integrated throughout the programme. This study highlighted the importance of
incorporating both the health needs and barriers of an individual and their community to

enhance NZ health initiatives or interventions (Kandula et al., 2015; Shah et al., 2015).
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A need for enhanced community knowledge was identified for consideration (although
not specifically prioritised) in the MoH’s (2008) Diabetes and CVD Quality
Improvement Plan. Wong (2015) emphasised that, ‘when implementing health
promotion activities for a specific population, it is pertinent to understand the target
audience and the various cultural and historical perspectives they carry that impact on
health’ (p. 3). Thus, attention to the health needs of individual ethnicities or
communities is required for successful health promotion.

In 2009, the state of Queensland (Queensland Health) conducted a large health
needs assessment for the Fijian population in Australia, evaluating their knowledge,
attitude and beliefs regarding health literacy and health-seeking behaviour. They found,
in focus groups, with community members and leaders that the level of health literacy
among indigenous Fijian and Fijian Indian communities was ‘very poor’. This was
supported by several testimonies from participants who described their lack of
knowledge and understanding of health issues and services. They also described a lack
of culturally appropriate health promotion and strategies, coupled with a cultural
reluctance to seek help. Findings included a fear of testing or screening, and the
perception that health was a low priority, and that financial wellbeing was valued more
than health status. The results of the assessment highlighted the importance of health
promotion given the significant burden of chronic health conditions such as CVD.
Furthermore, the lack of engagement or poor attitude towards preventative health was
found to pose an additional challenge to the public health system (Queensland Health,
2011).

Mehta (2012) conducted a similar study to that in the State of Queensland
regarding the health needs of Asian people in the Auckland region. Several key issues
were identified including the need to improve health promotion and health-related

education among Asian communities. Mehta (2012) noted that Fijian Indian people may
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have different health profiles from Indian people from India, but because of the lack of
research with this population they were unable to compare or understand the differences
and needs of this community (Mehta, 2012).

In NZ, the KAP towards CV health and disease has not to date been explored in
any high-risk population/community. According to Andrade et al. (2020), KAP surveys
should ideally precede any awareness or intervention programme. Data from KAP
surveys, whether CV health related or not, provide valuable insight for future
interventions, including planning, designing and developing health promotion
strategies/programmes (Andrade et al., 2020). Thus, as a first step in identifying
strategies to prevent CVD and improve the CV health and wellbeing of the Fijian Indian
community, a preliminary assessment of their current KAP towards CV health is

necessary.
1.4 Study Design

This study was divided into three phases (Figure 1.1). The first phase aimed to
develop and refine a KAP questionnaire to measure the level of KAP towards CV health
in the Fijian Indian community under the guidance of relevant experts in the field and
community. Once validated, the second phase of this study aimed to test the feasibility
and appropriateness of the developed questionnaire to measure the KAP towards CV
health in the Fijian Indian community. Depending on the success of Phases One and
Two and the time allocated to complete this research, the final phase of this study was
intended to apply the questionnaire to measure KAP among the wider Fijian Indian
community as a survey. Phase Three was not undertaken in this doctoral research and is

now proposed as a follow-up study.
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Figure 1.1

The Study Design

N Phase Three

Phase Two RN Proposed

t—,” | Cross-sectional Survey
' (- Not Actioned)

Phase One

1.5 Aims and Hypotheses

The focus of this study was on four research aims. Table 1.2 outlines these aims,
their corresponding hypotheses and how they align with the design of this study.
Table 1.2

Study Aims and Hypotheses

Aim Hypothesis

. To develop and test a
questionnaire to measure the
level of KAP towards CV health
in Fijian Indian community

. To assess the feasibility of
applying the developed

Phase Two questionnaire to test the KAP
towards CV health in the Fijian
Indian community.

. To assess the level of KAP (i.e.,  b) The level of KAP towards

Phase One

a) The developed questionnaire
will effectively measure the
level of KAP in the Fijian
Indian community.

behaviour and beliefs) towards CV health among the Fijian
CV health in the Fijian Indian Indian community is

Phase Three community in Auckland, NZ. poor/low.

(proposed) 4. To understand the relationship .

— not between KAP (i.e., behaviour c) There are positive
actioned and beliefs) and CV health relationships between

among the F|J|an Indian cardiovascular health KAP
community in Auckland, NZ. and CV health in the Fijian

Indian community

1.6 Research Questions

The following research questions were developed to answer the research aims:
1. Isthe developed questionnaire feasible and appropriate to assess the level of
knowledge, attitude and practices in the Fijian Indian community?

If so:

15



1. What is the level of CV health knowledge among the Fijian Indian community?

2. What are the attitudes towards CV health among the Fijian Indian community?

3. What are the practices (behaviour and beliefs) of the Fijian Indian community
towards CV health?

4. What are the relationships between KAP in the Fijian Indian community and CV
health?

5. What are the demographic and sociocultural factors that influence the KAP of CV
health in the Fijian Indian community?

6. How should the KAP of CV health in this community be promoted and enhanced?

1.7 The Researcher’s Personal Background and Position in This Study

The researcher is a member of the Fijian Indian community. She was born in Fiji
but migrated to NZ at a young age with her family for a better education and quality of
life. When the researcher was presented with the opportunity to design her own doctoral
research, there was only one subject she wanted to explore further—her people and the
rising burden of CVD in the community. Her passion for this topic stems from her own
personal experience with people in her family and relatives suffering from CVD and
stroke. As a member of this community, she has witnessed and observed the lack of
understanding around CV health and disease prevention despite the information and
support available. This led the researcher to think about how this research opportunity
might help contribute to improving the understanding of CV health in this community.
As a starting point, the researcher searched the literature to find evidence for what her
community already knew about CVD and whether past researchers had asked the
community directly about their perceptions, beliefs or behaviours around managing
their heart health and general wellbeing. Unfortunately, insufficient published research

was identified to answer any of these questions.
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This study arose from the researcher’s quest to provide a better understanding of

the KAP towards CV health and disease in the Fijian Indian community.
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1.8 Overview of the Thesis

This thesis is divided into seven chapters. Chapter 1 provides an overview of the
study context and design of this research. Chapter 2 highlights the importance of CV
health and disease prevention and provides an overview of the NZ health system and
two well-known models for health promotion and behaviour change: the Ottawa
Charter for Health Promotion (‘the Ottawa Charter’) and the Health Belief Model.
Chapter 3 focuses on KAP surveys and their role in CV health and disease prevention.
Chapter 4 describes the methods and findings of Phase One of this study and
development of the KAP of CV Health Questionnaire. Chapter 5 presents the methods
and findings of Phase Two, the feasibility study. Chapter 6 discusses the relevance of
these findings to the study research questions and how they can support the Fijian
Indian community in NZ. The chapter also highlights the strengths and limitations of
this study. Last, Chapter 7 summarises this thesis with preliminary recommendations

and opportunities for future research.
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Chapter 2: Health Promotion and Behaviour Change Model

This chapter describes the complex nature of CVD and its global and national impacts. The
common risk factors for CVD and how it can be prevented and treated are discussed as well as
the importance of CV health promotion. Next, the NZ health system is explored along with the
role of the New Zealand Health Strategy. The second half of this chapter describes theoretical
models of health promotion and behaviour change—the Ottawa Charter and the Health Belief

Model—and how they can be used to promote and improve CV health.

2.1 Global and National Impacts of Cardiovascular Disease

Globally, non-communicable diseases are the leading cause of death, killing 41
million people each year and accounting for 71% of all deaths (Al-Mawali, 2015;
WHO, 2021a). There are four main forms of non-communicable diseases: CVD
(predominantly, heart attack and stroke), cancers, respiratory diseases and diabetes (Al-
Mawali, 2015). Over the last century, CVD has progressed from being a relatively
inconsequential disease to a leading cause of morbidity and mortality worldwide
(Joseph et al., 2017; Levenson et al., 2002). In 2019, an estimated 17.9 million people
died from CVD, which represented 32% of all global deaths. Of these deaths, 85% were
a result of heart attack or stroke (WHO, 2021a). According to Lozano et al. (2012), by
the year 2030 CVD is projected to be responsible for more than 23 million deaths
worldwide.

CVD remains the leading cause of disease burden globally based on the latest
evaluations of the Global Burden of Disease Study (2019) (Murray et al., 2020). Roth et
al. (2020) found that global trends between 1990 and 2019 for ‘disability-adjusted life
years’ and number of ‘years of life lost” because of CVD had increased significantly,
and that the number of ‘years lived with disability’ had doubled from approximately
17.7 million to 34.4 million because of CVD (Roth et al., 2020). In other words, CVD is

responsible for a considerable reduction in the quality of life, mortality and life
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expectancy. CVD imposes substantial costs on health systems, especially in low- and
middle-income countries where ‘both the annual cost of care and the cost of an acute
CVD episode exceed many times the total health expenditure per capita’ (Gheorghe et
al., 2018, p. 1).

In the past, the high burden of CVD seen in developing countries was a result of
the growing incidence of atherosclerotic diseases, possibly because of the presence of
more risk factors (e.g., obesity, diabetes, high cholesterol, high blood pressure),
relatively early age at which CVVD manifests, larger population sizes, growing
urbanisation, and higher proportion of young adults or middle-aged people in these
countries (Yusuf et al., 2001). Today, 21 years later, it seems these factors have
remained unchanged (Amini et al., 2021; Yusuf et al., 2001). As a result, there is a
pressing need to focus on implementing cost-effective interventions and health policies
concerned with CVD prevention (Roth et al., 2020).

In NZ, CVD is also one of the leading causes of mortality and morbidity. IHD,
is the leading cause of death (and premature death) for Maori males, and for both non-
Maori males and females, and the second leading cause of death (and premature death)
for Maori females (MoH, 2018b). Over the past 20 years, through targeted prevention
strategies and improved access to treatment, there have been considerable reductions in
the incidence and mortality rates of CVD in NZ. However, the disease still imposes a
substantial burden on the NZ health system (Grey et al., 2018; MoH, 2016, 2021b;
National Health Committee, 2013).

Health expenditure in NZ is increasing because of an ageing population and the
prevalence of chronic disease including CVD and Type 2 diabetes (Nutrition Research
Australia, 2018). Like in other countries, CVD contributes significantly to NZ’s direct
(related to goods, services and other resources for the prevention and treatment of CVD)

and indirect (related to productivity gains or losses related to illness or death) healthcare
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costs (Nutrition Research Australia, 2018; Pogosova, 2019). In 2008, one NZ district
health board spent NZ$151 million for people living with CVD and/or diabetes in
inpatient hospitalisations, pharmaceuticals and laboratory services. An additional
NZ$24 million was spent on people who had CVD and/or diabetes in their last 12
months of life. On average, this district health board found that each person with CVD
and/or diabetes required NZ$2,400 more in healthcare costs than did a person without
CVD or diabetes (Chan et al., 2010). In 2011-12, $NZ228 million was spent on
hospitalisations for individuals with IHD. Each hospitalisation of a patient with IHD
cost an average of NZ$10,500 and lasted around 4.4 days. For stroke, the total acute
hospitalisation cost was $NZ67 million; if rehabilitation costs are included, this cost
increases to $NZ120.6-127.7 million. In 2020, the NZ Institute of Economic Research
estimated the cost of stroke in NZ to be approximately $NZ1.1 billion annually
(National Health Committee, 2013)—a vast increase on previous estimates. This cost is
predicted to steadily increase to $NZ1.7 billion annually by the year 2038 (Hogan &
Siddharth, 2020; Pearce & Longhurst, 2021).

CVD has become a global epidemic, with the burden of disease shifting rapidly
(Gaziano, 2005). According to the WHO, 80% of premature CVD is preventable and
initiatives to lower CVD risk can greatly reduce the health burden on both the
individual and the healthcare system (WHO, 2022a).

2.2 Cardiovascular Disease Risk Factors

CVD has no geographical, socioeconomic or gender boundaries. The
aetiological risk factors that lead to the onset and development of CVD are well
recognised and consistent throughout the world (Deaton et al., 2011; Flora & Nayak,
2019). Generally, cardiometabolic, behavioural, environmental and social risk factors
are the main drivers of CVD (Roth et al., 2020). According to the WHO (2022a), the

factors contributing to the development of CVD include a person’s genetic makeup, the
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environment in which they were raised, their SES, age, mental health, diet, obesity,
physical inactivity, smoking and alcohol intake, as well as diabetes, globalisation and
urbanisation. Risk factors associated with CVD can be categorised as non-modifiable or
modifiable. A non-modifiable CVD risk factor is one that cannot be altered, such as a
person’s age, ethnicity or family history. A modifiable CVD risk factor is one that can
be altered through behavioural change, which includes smoking, diet, and exercise.
Collectively, these risk factors represented more than 90% of the CVD risk in all
epidemiological studies. Research has shown that many of these risk factors are
increasing in prevalence as developing countries move towards more urbanised
environments (Deaton et al., 2011; Flora & Nayak, 2019).

Several studies, including systematic reviews with meta-analyses, have shown
the promising effects of reducing and managing the various risk factors of CVD (Arafa
etal., 2021; Bu et al., 2021; Chang et al., 2021; Choi et al., 2020; Frieden & Jaffe, 2018;
Mukhtar et al., 2021; Schroeder et al., 2019; Sisti et al., 2018). In almost all of these
studies, the underlying notion is that much of the global CVD burden can be prevented,
and that recognising these risk factors and taking steps to reduce or prevent them will
help to significantly reduce the rate of rise of this global epidemic (Deaton et al., 2011;

Flora & Nayak, 2019; Mukhtar et al., 2021).
2.3 Cardiovascular Disease Prevention and Treatment

CVDs are also known as ‘silent killers’. They are often asymptomatic, and, in
most cases, a heart attack or stroke may be the first sign of an underlying CvVD (WHO,
2021a).By that time, significant damage may have already occurred in the heart muscle
or CV system. CVD irreversibly damages the cardiomyocytes (heart muscle cells). This
damage leads to a cascade of detrimental events, including the formation of scar tissue,
the overload of blood flow and pressure capacity, and the overstretching of viable heart

muscle cells, eventually leading to heart failure and death (Hotkar & Balinsky, 2012).
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The purpose of CVVD prevention programmes is to reduce the risk of CVD by
altering one or more risk factors (as discussed previously) through lifestyle
modifications or medical treatments such as pharmacological therapy, surgical
procedures and medical devices (Willis et al., 2012).

2.3.1 Lifestyle Modifications

Most CVDs can be prevented by addressing behavioural risk factors such as
physical inactivity, unhealthy diet, smoking/tobacco use, obesity and the harmful use of
alcohol (WHO, 2021a). Universally, exercise is recognised as having a positive impact
on many health outcomes, and its effect on CVD is no different (Stewart et al., 2017).
Chen et al. (2021) found that introducing moderate physical activity (aerobic or
resistance training) three times a week to 248 pre-diabetic patients for 24 months
reduced their risk of CVD significantly (Chen et al., 2021). Similarly, Arija et al. (2017)
assessed the effectiveness of a nine-month physical activity programme on CVD risk
for 364 adult participants. They also found a significant difference in the overall CVD
risk compared to the control group during the intervention (Arija et al., 2017).

Unhealthy diets are a major risk factor for CVD. In a systematic review by
Chareonrungrueangchai et al. (2020), healthy dietary patterns were found to have
significant beneficial effects on the risk of CVD. Similarly, a high intake of certain food
groups and nutrients such as nuts, wholegrains, legumes and dietary fibre, and a
moderate intake of fish were found to prevent CVD (Chareonrungrueangchai et al.,
2020). According to Stewart et al. (2017), the body of evidence regarding the influence
of diet and dietary patterns on CVD risk can be ambiguous. Nonetheless, their analysis
does support the fact that there is good evidence for recommending diets that are high in
fibre, fruit and vegetables, and low in simple sugars and salt to reduce the risk of CVD

(Stewart et al., 2017).
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Another strong risk factor for CVD is obesity. This condition is an independent
risk factor not only for the development of CVD, but for a number of other serious
health conditions such as Type 2 diabetes, obstructive sleep apnoea, asthma and
osteoarthritis (Akil & Ahmad, 2011). One of the most common ways of measuring
obesity is by calculating an individual’s BMI. Generally, having a BMI of 25—
29.9kg/m? is defined as being overweight, and a BMI of >30kg/m? is classified as obese
(Lavie et al., 2009). However, the BMI cut-off value between overweight and obesity
among the Asia-Pacific population is much lower: a BMI of 23-24.9 is considered
overweight and a BMI of >25kg/m? is considered obese. The lower classification among
the Asia-Pacific population stems from (a) the higher health risks associated with
obesity at a lower BMI in Asian populations and, (b) Pacific Islanders tendency to have
a larger muscle mass and thus higher BMI compared with Caucasians (Lim et al., 2017,
WHO, 2000).

According to Khan et al. (2018), obese patients experience CVD events at an
earlier age, live with CVD for a longer period and have a shorter average lifespan
compared with individuals in a healthier weight range (Khan et al., 2018). Similarly,
Ebbert et al. (2014) found that a higher BMI is associated with a risk of fatal and non-
fatal coronary heart disease as well as a higher risk of ischaemic, haemorrhagic and fatal
stroke. Given that a direct relationship exists between an individual’s BMI and CVD
risk, weight loss or the management of weight can have a positive effect not only on a
person’s risk of CVVD but also for other health conditions (Haase et al., 2021).

Furthermore, smoking and alcohol use can have unfavourable effects on CVD
risk. Studies have long established the effects of an individual’s smoking and alcohol
consumption on CVD. Not only does smoking play a role in the initiation of CVD, but
it also contributes to and causes disease progression and fatal CV outcomes (Messner &

Bernhard, 2014). As an example, smoking has been directly linked to atherogenesis
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(formation of plaques or fatty deposits in the arteries; Villablanca et al., 2000). The
chemicals in cigarette smoke can cause the cells that line the blood vessels to become
inflamed/swollen, resulting in their narrowing, which can lead to a number of CVD
conditions including heart attack and stroke (Centers for Disease Control and
Prevention, 2014; Ricci et al., 2018). Alcohol consumption, as defined by Chiva-Blanch
and Badimon (2020), can either increase or decrease the risk of CVD depending on the
amount consumed, drinking frequency and pattern of consumption (Chiva-Blanch &
Badimon, 2020). According to Piano (2017), alcohol consumption can have complex
effects on CV health. Major pathophysiological effects such as mitochondrial
dysfunction and changes in circulation, inflammatory response, oxidative stress and
programmed cell death can occur, and are integral to most CVDs (Piano, 2017). Thus,
studies such as that by Xu et al. (2007) have shown that avoiding smoking and limiting
alcohol consumption helps to reduce the risk of mortality from CVD.
2.3.2 Medical Treatment

Apart from recommending favourable lifestyle modifications, primary care
physicians can prescribe essential medications (pharmacological therapy) to people at
high risk of developing CVD or those who have CVD. This includes lipid-lowering
drugs, anti-hypertensives, anti-platelet and anti-coagulation therapy, and blood glucose
control (Flora & Nayak, 2019). Physicians may also recommend a combination of these
drugs depending on a person’s CVD risk assessment and/or disease severity. At times,
surgical procedures and medical devices are needed to treat CVDs. The most common
surgical procedures are balloon angioplasty, coronary artery bypass, valve repair and/or
replacement, heart transplantation and artificial heart surgery. Medical devices such as
pacemakers, prosthetic valves and cardiac patches to cover openings (holes) in the heart
are also used to treat CVD (WHO, 2021a). Despite the effectiveness of these various

treatments, there is still no cure for any form of heart disease. Nevertheless, research on
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CVD prevention and therapy continues, and new findings may lead to better treatments

and prevention strategies in the future (Hajar, 2017).
2.4 Importance of Cardiovascular Health Promotion

Given the extensive nature of CVD and the complexity of its known risk factors,
an equally comprehensive approach is required locally and globally to challenge the
incidence and prevalence of CVD. While deaths from CVD mainly occur in adulthood,
exposure to the risk factors begins in childhood and accrue throughout an individual’s
life. Consequently, efforts to challenge this growing epidemic must focus not only on
the treatment and prevention of CVD, but also on the promotion of CV health and
primordial prevention (Castellano et al., 2014; Falkner & Lurbe, 2020; WHO, 2013).

In the WHO’s (2013) Global Action Plan for the Prevention and Control of
Non-communicable Disease (2013-2020), the first global target is for ‘a 25% relative
reduction in risk of premature mortality from CVDs, cancer, diabetes, or chronic
respiratory diseases’ (p. 5). To achieve this, one of the main objectives in the plan is ‘to
reduce modifiable risk factors for non-communicable diseases and underlying social
determinants through the creation of health-promoting environments’ (WHO, 2013, p.
5). This includes ‘strengthening the capacity of individuals and populations to make
healthier choices and follow lifestyle patterns that foster good health’ (WHO, 2013, p.
29).

Key strategic approaches to the way in which CV health can be promoted
include changes in healthcare policies (Joynt, 2015), the introduction of family and
community education programmes (Journath et al., 2020; Schwalm et al., 2019), health
coaching (An & Song, 2020), self-management programmes (Engelen et al., 2020),
advice through medical professionals, and the promotion of CV health at schools
(Fernandez-Jimenez Rodrigo et al., 2019), workplaces (Mulchandani et al., 2019;

Proper & van Oostrom, 2019) and public/social events (Martin et al., 2022), as well as
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through informative advertisements and information booklets (Mentrup et al., 2020).
Since 2000, the Korea Occupational Safety and Health Agency has supported
implementation of a CVD prevention programme at a number of companies in Korea.
The programme consists of a medical check-up and health counselling for workers by
occupational health nurses for one year. Kwak et al. (2019) studied the short-term
effects of this programme and found that the intervention led to significant reductions in
participants’ blood pressure, total cholesterol levels, BMI and the rate of smoking. It
also increased the percentage of workers engaged in regular exercise and improved the
overall CV risk for almost half of the workers (Kwak et al., 2019). In the same way,
Kirk-Gardner and Steven (2003) studied a community-based project in Canada called
Hearts for Life, which was designed to identify CV risk behaviours and change in
healthy adult volunteers through an educational intervention about CVVD. They found
that this educational programme significantly improved knowledge of CVD and
reduced coronary risk behaviours such as smoking, eating unhealthy food, high stress
levels, inactivity and obesity in healthy adult volunteers over a short period (Kirk-
Gardner & Steven, 2003). On a global scale, it has been proven that anti-tobacco laws
that prevent smoking in enclosed spaces have reduced CV events in many countries
(Castellano et al., 2014).

Despite these encouraging outcomes, CVD is still the leading cause of mortality
and morbidity in the world today, and more understanding of the knowledge, health-
seeking behaviours and beliefs of given populations, particularly those at risk, is needed
if we are to truly challenge the global impact of CVD. The next section discusses the
NZ health system and strategies in place to support the prevention and management of

long-term health conditions such as CVD.
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2.5 The New Zealand Health System

In NZ, health and disability services are delivered by a complex network of
organisations and people who work together and across systems to achieve better health
for people. Public health units, primary health organisations, non-government
organisations, Crown entities, health professionals, and professional and regulatory
bodies for health professionals (including all medical and surgical specialist areas),
nurses and allied health, play vital roles in providing efficient and quality services for
people. A range of education providers and research institutions are involved in the
delivery of services and education of the workforce. Alongside this are various
consumer bodies and non-government organisations that provide services and advocacy
for specific populations and more formal advocacy at inquiry boards, committees and
entities. In this complex system, the NZ Ministry of Health has a range of roles in
addition to being the government’s principal advisor and support to the minister of
health. It funds national services such as disability support and public health services
and has regulatory functions. Another key organisation is the Accident Compensation
Corporation (ACC), which has a no-fault scheme that covers all New Zealanders who
have been injured as a result of an accident (ACC, 2021; MoH, 2017d, 2020c).

Until recently (July 2022), district health boards administered most day-to-day
business. NZ’s 20 district health boards provided and managed health services for the
population of their district. This included funding for primary care, hospital services,
public health services, aged care services and services provided by other non-
government health providers such as Maori and Pacific providers (MoH, 2017d). In
April 2021, the NZ Government proposed a new structure for the health system in
response to the 2018 Health and Disability System Review (Appendix 2). The review
states that although the overall NZ public health and disability system performs well, it

has significant and persistent issues in the delivering consistent and equitable care for
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all. Furthermore, there are indications that the NZ health system is struggling to keep up
with the current demand, and the workforce needs greater support to keep the NZ
population well for longer. According to this review, the ageing population, advances in
care and growing burden from chronic health conditions mean that the demand for
consistent and equitable health services will only grow over decades to come
(Department of the Prime Minister and Cabinet, 2021a). Thus, the aim of this new
structure and delivery of health services was to ensure “all people have access to the
consistent quality care when they need it, to help people live longer in good health and
have the best quality of life’ (Department of the Prime Minister and Cabinet, 2021b, p.
1).

On 1 July 2022, NZ introduced the new health system in which the 20 district
health boards have been de-established, and their functions merged into a single entity
or health service, called Te Whatu Ora—Health NZ. Te Whatu Ora—Health NZ now
leads the day-to-day running of the health system for the country as well as operational
functions of the MoH, such as managing national contracts. This allows the MoH to
focus on health policies, strategies and regulations. Te Whatu Ora—Health NZ manages
all the health services, including hospital and specialist services, and primary and
community care. In this new structure, hospital and specialist services will be planned
nationally and delivered more consistently across the country. Four regional divisions
and a range of district offices (Population Health and Wellbeing Networks) will develop
locality plans for primary and community services and implement these to improve the
health and wellbeing of communities. (Department of the Prime Minister and Cabinet,
2021b)

Thus, Te Whatu Ora—Health NZ is also responsible for improving services and
outcomes across the health system. The NZ Health Promotion Agency is now a core

business unit in Te Whatu Ora—Health NZ that ensures the whole system is orientated

29



towards supporting people to live well. Furthermore, a Maori Health Authority (Te Aka
Whai Ora) is working alongside Te Whatu Ora—Health NZ to improve services and
achieve equitable health outcomes for Maori and to develop a New Zealand Health
Plan—a blueprint for what the health system will deliver over years to come
(Department of the Prime Minister and Cabinet, 2021a, 2021b).

Since the new health system (Te Whatu Ora—Health NZ) came into effect, it
has been criticised for not prioritising and addressing the unique health needs of Asian
and other ethnic minority communities. In January and May 2022, the Asian Health
Reform Advisory Group provided considerable feedback and recommendations to the
MoH to strengthen the focus of health system reform (Asian Health Reform Advisory
Group, 2022; Young et al., 2022). The key recommendations included:

(1) addressing the invisibility of Asian and ethnic health by developing a

systematic national health strategy and implementation health plan for Asian and

ethnic communities at regional/district level and (2) promoting an inter-agency
approach and strengthen collaboration and partnership to improve health and

wellbeing of Asian and ethnic populations including those being inter-
sectionally vulnerable. (Asian Health Reform Advisory Group, 2022, p. 12)

For the Fijian Indian community, these recommendations would make NZ
public health services easier to access, fairer and more consistent. At the time of

writing, it is unknown whether the MoH will implement these recommendations.
2.6 The New Zealand Health Strategy

Prior to the reform, the MoH had put in place its two-part NZ Health Strategy
(2016) to guide and lead the healthcare services/system in NZ. It consists of the NZ
Health Strategy: Future Direction and the Roadmap of Actions 2016, and aims to
continually improve and provide better healthcare services for an evolving environment
and population. The central theme of the NZ Health Strategy is for ‘all New Zealanders
to live well, stay well and get well’ (Minister of Health, 2016a, p. 15); hence its

relevance to this study.
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The first part, the NZ Health Strategy: Future Direction defines the high-level
direction for NZ’s health system over 10 years (2016-26). It outlines some of the
challenges and opportunities the system faces; defines its future, including the culture
and values that underpin this direction; and outlines the five strategic themes that will
support this system towards this central theme and future. The five strategic themes—
‘People powered’, ‘Closer to home’, ‘Value and high performance’, ‘One team” and
‘Smart system’—are essential for supporting the health and wellbeing of the Fijian
Indian community in NZ (Minister of Health, 2016a; Appendix 2). For example, the
‘People powered’ theme is about helping New Zealanders understand information they
need to manage their care. The theme ‘Closer to home’ recognises the importance of
providing care closer to where people live, learn, work and play, especially when it
comes to managing long-term conditions (LTCs). The theme ‘Value and high
performance’ is focused on delivering better outcomes relating to people’s experience
of care, resources and health status. The ‘One team’ theme aims to develop leadership,
talent and workforce skills throughout the health system and collaborate with
researchers. The last theme, ‘Smart system’ is committed to discovering, developing
and sharing effective innovations across the NZ health system (Minister of Health,
2016a).

An important issue recognised in the NZ Health Strategy (2016) is the
prevention and management of LTCs. Like many healthcare systems around the world,
the NZ health system faces the challenges of an ageing population and rising burden of
LTCs (Minister of Health, 2016b). An LTC, also known as a non-communicable disease
or chronic condition/illness, can be defined as ‘any on-going health condition that can
be controlled, but not cured, and requires individuals to self-manage complex symptoms

and treatments’ (Wilson & Stock, 2019, p. 1111) such as CVD, diabetes, respiratory
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diseases, cancer, mental illness, chronic pain, chronic kidney disease and dementia
(MoH, 2020d).

Under the NZ Health Strategy theme ‘Closer to home’, the MoH has created an
action to ‘tackle long-term conditions and obesity’ by increasing ‘the effort on
prevention, early intervention, rehabilitation and wellbeing for people with long-term
health conditions, such as diabetes and CVD’. The aim is to address the ‘common risk
behaviours such as obesity’ by ‘intervening at key points across the life course’
(Minister of Health, 2016b, p. 11). Although it is difficult to determine how many
people in NZ have any type of chronic condition, LTCs represent the largest health loss
in NZ. Health loss (or burden of disease) measures how much healthy life is lost
because of premature death, illness or impairment (MoH, 2016). According to the MoH,
88% of health loss in NZ is caused by long-term mental and physical conditions (non-
communicable diseases), 8% is attributable to injuries and 4% to infectious diseases,
nutritional deficiencies and neonatal disorders (MoH, 2016).

Today, the five themes of the NZ Health Strategy play an important role in
improving and supporting the health and wellbeing of all migrant communities
including the Fijian Indian community in NZ. A systematic understanding of how this
health strategy can support and promote the CV health of the Fijian Indian community
is important. This study is the first step towards providing empirical evidence about the
CV health and wellbeing of the Fijian Indian community in NZ. This evidence could
help inform the NZ Health Strategy, build knowledge and understanding of the Fijian
Indian community in NZ, and improve the services and systems available to support
their health and wellbeing.

The second part of the NZ Health Strategy is the Roadmap of Actions 2016. This
document lists the 27 areas for action that the health system can take to achieve the

goals of this strategy over the next five years (Appendix 2). Each action has been
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categorised into one of the five strategic themes described above and will be updated
over the 10-year lifespan of the strategy (Minister of Health, 2016b). To date there has
been no update to the Roadmap of Actions 2016 since its publication.

To support the health and wellbeing of all migrant communities in NZ, it is
important to understand the effect of migration on health.

2.7 Effect of Migration on Health

Globally, an increasing number of studies has been published on the effect of
migration on health. These studies have highlighted the effect of migration on the health
of women and children (Girol & Turfan, 2019; Spencer et al., 2022), youth (Wu et al.,
2018), and refugees in Canada (Newbold & McKeary, 2018), Europe (Lebano et al.,
2020), the USA (Reed & Barbosa, 2017), NZ and Australia (Dowling et al., 2022;
Kanengoni et al., 2018). There is also considerable literature focusing on the effect of
migration on health service engagement or utilisation (Ledoux et al., 2018) and health-
promoting behaviours (Alidu & Grunfeld, 2018). Despite this growing body of
evidence, no research has been conducted on the effect of migration on the health and
wellbeing of Fijian Indian people.

Migration is a factor that can have both positive and negative effects on the
health and wellbeing of individuals and families. Generally, individuals migrate to
improve their living conditions or to escape from debt and poverty (Virupaksha et al.,
2014). Often, individuals and families move to gain access to certain medical
treatments, or to live in an environment that offers better-quality healthcare services
(Gerritsen et al., 2013). However, the process of migration can be challenging and
stressful. Many times, it can lead to a lack of preparedness, difficulties adapting to the
new environment, language barriers, cultural differences and unpleasant experiences
(Virupaksha et al., 2014). These circumstances can impact the health service

engagement, health-promoting behaviours and health outcomes of individuals and
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families (Davies et al., 2010; Gerritsen et al., 2013; Harrison et al., 2020; Klein & von
dem Knesebeck, 2018).

Migrants are often vulnerable to non-communicable diseases such as diabetes,
hypertension and CV events, and communicable diseases such as measles and food- or
water-borne diseases (WHO, 2022b). The process of acculturation often requires
adapting to new surroundings, learning a new language and culture, changing lifestyles,
reducing physical activity and making major changes in eating habits such as replacing
low-sodium, low-fat diets with processed foods and high amounts of salt. All these
changes take a toll on an individual’s health and wellbeing, making them more
susceptible to illness and disease (Rosenthal, 2014). Furthermore, there is growing
evidence that migrants face unique barriers in accessing and engaging with healthcare
services including the lack of information, cultural and language barriers, and
socioeconomic challenges (Pottie et al., 2017). Consequently, public health efforts need
to focus on the barriers to healthcare, understand the needs of the population, and find

ways to adapt and better engage with these populations (Rosenthal et al., 2022).
2.8 Migrant Health Status in New Zealand

There are significant health disparities between major ethnic groups that make
up NZ’s diverse population. According to the MoH (2017c), ethnic groups such as the
Maori and Pacific population are the most disproportionately affected by LTCs. The
adult Pacific population has a high burden of LTCs such as diabetes, IHD and stroke.
The incidence of these chronic conditions is much higher than that for other ethnic
groups in NZ and the mortality rates for CVD and diabetes accounts for a large
proportion of the overall mortality rates of Pacific people compared with other ethnic
groups (MoH, 2014). The causes of poor health in Pacific people are numerous and
complex. Education level, sociocultural and economic factors have been identified as

having the greatest influence on their health in NZ. However, employment status,
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occupation, income and housing have also been identified as contributing factors.
According to the NZ Health Survey, Pacific people are exposed to higher levels of
health risks and unhealthy behaviours. Poor nutrition (e.g., they are less likely to meet
vegetable and fruit intake guidelines), lack of physical activity, hazardous drinking and
smoking are some examples of these unhealthy behaviours (MoH, 2017b, 2021c).

The Indian community, which is one of the largest communities in the NZ Asian
population, has higher rates of CVD and diabetes than the Asian population (Mehta,
2012). The Asian Health Chart Book (MoH, 2006) reported that Indian people have
significantly higher CVD hospitalisations and mortality rates than other groups in the
total population. IHD is a pathological condition caused by an atherosclerotic
obstruction or spasm of the epicardial coronary arteries or microvascular dysfunction.
This causes a reduction in blood flow in the affected coronary arteries, creating an
imbalance between oxygen demand and supply to the myocardium (heart muscle),
causing ischaemia (Jensen et al., 2020). In NZ, the rate of IHD hospitalisation is
significantly higher for Indian males and females, across all ages, than for the total
population. Surprisingly, IHD mortality is significantly higher in Indian females
compared with their Chinese and Other Asian counterparts, and the Indian community
has higher stroke hospitalisations than the total population (Mehta, 2012; MoH, 2006).
Correspondingly, Indian people also have a higher rate of self-reported diabetes than
other ethnic groups in NZ (Scragg & Maitra, 2005).

The health of the Asian population is also affected by several factors. A report
by Mehta (2012) identified three key issues concerning Asian communities’ health
needs in Auckland: (1) the lack of preventative behaviours in these communities, such
as healthy eating and adequate exercise; (2) the high anecdotal prevalence of smoking;
and (3) barriers to appropriate healthcare such as language, lack of knowledge of the NZ

health system, lack of cultural competence among health professionals, stigmatism
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associated with health issues like mental illness and disability, lack of confidentiality,
and transport and cost issues (Mehta, 2012). Since then, no update has been provided by
the author on whether these issues have improved or worsened over the years.

As mentioned above, the ethnic identity of Fijian Indian people is multifaceted.
Although many Fijian Indian people have adapted to the Fijian (and host) environment
with changes to the way they dress, the food they eat, lifestyle and language, they have
maintained a distinct culture (Queensland Health et al., 2017). However, the lack of
research and ambiguity over population group classification (in statistics) for the Fijian
Indian population in NZ makes it difficult to specifically report on their health needs,
knowledge, attitudes and behaviours, or compare the above findings with those for other
ethnic groups. If the recent recommendations of the Asian Health Reform Advisory
Group are not followed, the Fijian Indian community will continue to be hidden in the
statistics of other major ethnic communities. Nonetheless, if the Fijian Indian
community were to be associated with both the Pacific and Asian communities in NZ,
then environmental factors and/or inherent sociocultural influences would mean that the
Fijian Indian population should be considered an at-risk group for developing non-
communicable diseases such as CVD and diabetes.

Along with educating NZ communities about how to access and utilise
healthcare services and providing resources for them to manage their health better,
‘building the cultural competence in the system to reflect NZ’s cultural diversity’
(Minister of Health, 2016b, p. 7) has also been identified as an important area of action

in the NZ Health Strategy.
2.9 Need for Cultural Competence

Raising cultural competence in healthcare has been an approach to reduce health
inequalities globally and improve the knowledge, attitudes and skills of health

professionals (Handtke et al., 2019; Jongen et al., 2018; Kurtz et al., 2018). The Medical
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Council of New Zealand defines cultural competence as ‘an awareness of cultural
diversity and the ability to function effectively and respectfully, when working with and
treating people of different cultural backgrounds’ (Medical Council of New Zealand,
2019, p. 18). Becoming culturally competent:

requires the ability to draw on the values, traditions and customs of other
cultural groups, to work with knowledgeable persons from other cultures, and
shape service delivery to meet patients’ social, cultural and linguistic needs by
developing targeted interventions and other supports. (Betancourt et al., 2002;
Counties Manukau DHB, 2001 as cited in Tiatia, 2008, p. 3)

Thus, ‘building the cultural competence’ of the NZ health system also has the
potential to develop new and innovative ways to improve health promotion and disease
prevention in high-risk populations. Given the evidence presented above, this would be
important and valuable for developing appropriate and culturally safe approaches to
prevention, early detection and management of LTCs such as CVD.

The Medical Council of New Zealand (2019) acknowledged that despite its
importance, cultural competence alone may not be enough to improve health
inequalities, however it may contribute to delivering culturally safe care. In a recent
literature review, Curtis et al. (2019) coined cultural safety as an extension of cultural
competence:

Cultural safety requires healthcare professionals and their associated healthcare
organisations to examine themselves and the potential impact of their own
culture on clinical interactions and healthcare service delivery. This requires
individual healthcare professionals and healthcare organisations to acknowledge
and address their own biases, attitudes, assumptions, stereotypes, prejudices,
structures and characteristics that may affect the quality of care provided. In
doing so, cultural safety encompasses a critical consciousness where healthcare
professionals and healthcare organisations engage in ongoing self-reflection and
self-awareness and hold themselves accountable for providing culturally safe
care, as defined by the patient and their communities, and as measured through
progress towards achieving health equity. Cultural safety requires healthcare
professionals and their associated healthcare organisations to influence
healthcare to reduce bias and achieve equity within the workforce and working
environment. (Curtis et al., 2019, p. 14)
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This definition of cultural safety addresses key factors that are responsible for
health inequalities and is expected to be fit for purpose in NZ and internationally (Curtis
etal., 2019).

To date, 16 responsible authorities including the Medical Council of New
Zealand have published clear cultural safety/competence standards that registered health
professionals must meet (Curtis et al., 2019; Health Quality and Safety Commission
New Zealand, 2021). Alongside these standards, there are various resources available in
NZ to learn about various cultures, including specific health-related ethnically grouped
frameworks/guidelines. These frameworks/guidelines help health professionals and
organisations to better understand how to plan, support and work with people from
different cultural backgrounds. These include, for example, Te Whare Tapa Wha (a
Maori health model) and the Fonofale Model (a Pacific health model) (Health
Navigator, 2021; Mauri Ora, 2021, 2021; MoH, 2020e, 2021d; Tiatia, 2008; Waitemata
District Health Board, 2021). Surprisingly, there is (to date) no overlying national health
framework for the Asian population in NZ despite its rapid growth (Liao, 2019).
Similarly, there are very few (publicly accessible) studies concerning the Fijian Indian
community in NZ, let alone resources/frameworks on how health professionals can

promote the community’s health and wellbeing in NZ.
2.10 Health Promotion and Behaviour Change Models

2.10.1 Ottawa Charter for Health Promotion
The Ottawa Charter has been the ‘gold standard’ for global health promotion
since its inception in November 1986. It has been used by many health promoters in
different settings as a seminal document and/or template to improve health and reduce
inequalities around the world (Thompson et al., 2018; Watson, 2008; WHO, 2012).
This framework was created at a preliminary conference on health promotion

held in Ottawa, Canada in 1986. At this conference, more than 200 participants from 38
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countries met to exchange their experiences and share their knowledge of health
promotion. An open dialogue was formed between the many health workers, politicians,
academics and representatives of governmental, voluntary and community organisations
and the group drew up a ‘charter’ that reflected their individual and collective
commitments to the common goal of health (WHO, 2012).

The Ottawa Charter presents a positive and empowering view on health. It
describes health promotion as ‘the process of enabling people to increase control over,
and to improve, their health’ (WHO, 1986, p. 1) and outlines several fundamental
conditions and resources (i.e., peace, shelter, education, food, income, a stable eco-
system, sustainable resources, social justice and equity) that are basic prerequisites for
the improvement of health (WHO, 2021b).

There are five key action areas in the Ottawa Charter: (1) build healthy public
policy, (2) create supportive environments, (3) strengthen community action, (4)
develop personal skills, and (5) reorient health services (described below). There are
also three key strategies—advocate, enable and mediate—that the charter recommends
integrating into any health promotional work (Thompson et al., 2018; WHO, 2021b).

The first action, ‘Build healthy public policy’ emphasises the importance of
health promotion beyond medical care. It recognises the importance of putting health on
the agenda of policy makers in all sectors and at all levels, thereby raising awareness of
their responsibility for health outcomes and the health-related repercussions of their
decisions. A health promotion policy can combine different but related approaches such
as legislation, economic measures, taxation and organisational change to create health,
income and social policies that encourage greater equity. Coordinated and combined
actions can also contribute to ensuring safer and healthier goods and services, healthier

public health services and cleaner, more enjoyable environments (WHO, 2009).
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The second action, ‘Create supportive environments’ acknowledges the fact that
societies are interrelated and that there is a complex link between people and the
environment. This link creates the basis for a socioecological approach to health as well
as addressing the protection of the natural and built environments, and the conservation
of natural resources. As a guiding principle globally for nations, regions, and
communities alike, this action inspires the need to take care of each other, our
communities and our natural environment. The socially informed patterns of life, work
and leisure have a significant impact on health, especially in a rapidly changing
environment. Therefore, a systematic assessment of the effect of developing areas such
as technology, work, energy production and urbanisation on health is essential. Actions
that arise from such an assessment will ensure there is a positive benefit to public health
(WHO, 2009).

The third action, ‘Strengthen community actions’ explains how health
promotion ‘works through concrete and effective community action in setting priorities,
making decisions, planning strategies and implementing them to achieve better health’
(WHO, 2009, p.3). The centre or key to this process is community empowerment; that
is, allowing communities to take ownership and control of their own journeys and
future. Community development or empowerment focuses on drawing upon existing
people and material resources available in the community to improve self-help and
community support, along with creating adaptable methods for increasing public
participation in decision making and the direction of health-related issues. This is only
achievable through complete and continuous access to information, learning
opportunities for health, as well as funding support (WHO, 2009).

In the same way, the fourth action, ‘Develop personal skills” promotes the
personal and social development of people through the provision of information,

education for health and life skills. This creates opportunities for people to take more
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control over their own health and their environments and make decisions or choices that
are favourable to health. More importantly, ‘enabling people to learn, throughout life, to
prepare themselves for all of its stages and to cope with chronic illness and injuries is
essential’ (WHO, 2009, p.4). In most cases, this action can be facilitated through school,
home, work and community settings.

The last action, ‘Reorient health services’ encourages the responsibility for
health promotion in healthcare services to be shared among individuals, community
groups, health professionals, health service institutions and governments. Collectively,
healthcare services need to embrace the expanded mandate and work together in a way
that is sensitive and respectful to the cultural needs of the people. As described, ‘it
should support the needs of individuals and communities for a healthier life, and open
channels between the health sector and broader social, political, economic and physical
environmental components’ (WHO, 2009). In addition, reorientating healthcare services
requires a stronger focus on health research and developing professional education and
training. In doing so, it must lead to a change of attitude and healthcare service
organisation that reflects the total needs of an individual as a whole person (WHO,
2009).

In 2018, the WHO (Regional Office for Europe) published a technical guidance
document on how the five key action areas of the Ottawa Charter (described above)
could be used to promote the health of refugee and migrant communities. To improve
refugee and migrant health and develop effective interventions, decision makers are
encouraged to:

e ‘Adopt health in all policies approach to ensure policies within all sectors of
government, not just the health care sector, promote the health of refugees and

migrants (‘building healthy public policy’)
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e Improve social services and the quality of the physical and social environments
in which refugees and migrants live (‘creating supportive environments’)

e Prioritise community-centred approaches that mobilise the resources and assets
within refugee and migrant communities and build local capacities
(‘strengthening community actions’)

e Invest in language support and health literacy initiatives to develop personal
skills in the host country (‘developing personal skills ") and

e Promote cultural- and diversity-sensitive approaches to health care and build a
culturally competent health workforce that is responsive to the unique needs of
refugee and migrant populations (‘reorienting health services’)’. (WHO
Regional Office for Europe, 2018, pp. 5-6)

Currently, it is unclear whether the above considerations are acknowledged in
the reformed NZ health system (Te Whatu Ora—Health NZ). However, if taken into
consideration, these recommendations could prioritise the health and wellbeing of the
growing migrant population in NZ, which is especially critical for the Fijian Indian
community.

The strategies to ‘enable, mediate and advocate’ lie at the centre of these five
action areas to improve health. Kékény (2011) summarised these strategies into three
brief statements. Enable refers to ‘enabling by creating a supportive environment, but
also giving people the information and skills that they need to make healthy choices,
mediate means ‘mediating between different groups and different sectors to ensure the
pursuit of health’; and advocate as in ‘advocacy to ensure the creation of conditions
favourable to health’ (Kokény, 2011, p. 181). These strategies were used to guide health
promotion programmes such as Time to Smile, an oral health promotion programme to
improve the dental health of children (under five years of age) in Glasgow, United

Kingdom (UK). This community-based oral health promotion programme delivered
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various activities based on the following objectives/strategies: (1) sustain distribution of
free consumables to support daily brushing at home (i.e., enable); (2) advocate nursery

food and drinks policies to reduce the frequency of sugar consumption; and (3) promote
dental check-ups from the earliest age in populations that had little understanding of the
benefits of preventative care and that were reluctant to visit a dentist (Blair et al., 2006).

In NZ, the Ottawa Charter has been used as a framework for planning and
developing public health promotion approaches, strategies and programmes. For
example, the National Breastfeeding Strategy, the Health Promoting Schools (HPS)
approach, the National Health Promotion Framework and Implementation Planning
Guide for Screening Programmes and the Framework for Prevention of Long-Term
Conditions (Millar & Richards, 2017; MoH, 2011, 2012, 2020b). In terms of CV health
and disease initiatives, the Pharmaceutical Management Agency of NZ (PHARMAC) in
2002 developed a programme called One Heart Many Lives, which embraced the
principles of the Ottawa Charter (Sinclair, 2006).

The One Heart Many Lives programme aimed to increase the awareness of and
reduce inequalities in CV risk and heart disease in Maori and Pacific Island
communities. It was specifically designed to inspire/encourage Maori and Pacific men
(who have a higher risk of CVD; New Zealand Guidelines Group, 2003) to have their
hearts checked, understand heart disease and pass on the message to their brothers,
cousins, sons, friends and family (whanau). There were several objectives of this
programme, such as increasing the awareness of CVD and risk reduction, and
promoting increased consultation between people with a high risk of CVD and medical
professionals (Leow et al., 2011). The programme targeted multiple levels of the health
sector via social marketing campaigns, community provider projects and collaboration
with district health boards and primary health organisations to employ CV risk

reduction strategies. PHARMAC worked closely with local health and wellbeing
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(hauora) organisations, the Heart Foundation and local nurses and families to offer free
heart checks at community events and community festivals such as Creekfest, Te Ra o
te Raukura and the Otara Market.

During these heart checks, trained local primary care nurses also provided health
education to the whole family and encouraged them to accompany their
partner/father/older family member through the process. According to the PHARMAC
website, the ‘programme showed that if testing was available in the community, in a
culturally safe and positive environment, people would take it up’. At present, this
programme has been passed back to community health providers, family health
(whanau ora) collectives and communities to lead (PHARMAC, 2021).

In summary, the Ottawa Charter articulates core values of equity, participation
and empowerment. It recommends adapting health promotion strategies and
programmes to local needs by considering the differing social, cultural and economic
systems of individual countries and regions (Fry & Zask, 2017; WHO, 2021b); hence its
use to underpin the NZ health system.

2.10.2 Health Belief Model

The Health Belief Model was one the first models to adapt the theory of
behaviour change. Today, it is one of the most widely recognised conceptual
frameworks for health behaviour (Mahindarathne, 2021; Tarkang & Zotor, 2015). This
model emerged in the 1950s, during a time when a limited number of preventative
health services were available, such as chest x-rays for tuberculosis and flu vaccines
(Glanz, 2001). It was developed to explain why individuals did or did not take part in
these health services to detect or prevent disease (Evans, 2008).

The four key constructs of the Health Belief Model are based on two aspects of
an individual’s representations of health and health behaviour: threat perception and

behavioural evaluation (Conner & Norman, 2015). The first two constructs, ‘perceived
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susceptibility’ and ‘perceived severity’ are dimensions that construe threat perception.
Perceived susceptibility is defined as ‘a person’s beliefs about the chances of
contracting a health condition’ and perceived severity is ‘one’s beliefs of how serious a
condition and its consequences are’ (Tarkang & Zotor, 2015, p. 5). The last two
constructs of the model are components of behavioural evaluation: ‘perceived benefits’,
which refers to ‘one’s beliefs in the efficacy of the advised action to reduce risk or
seriousness of impact’; and perceived barriers, which are ‘one’s beliefs in the tangible
and psychological costs of the advised behaviour’ (Tarkang & Zotor, 2015, p. 5).

Over the years, the Health Belief Model has been refined and new concepts have
been added to the framework, such as ‘cue to action’ (Rosenstock, 1974), ‘health
motivation’ (Becker, 1974) and ‘self-efficacy’ (Rosenstock et al., 1988). Cues to action
are events or strategies that motivate people to take action (Snetselaar, 2001). These
‘cues’ can be both internal and external; for example, perception of one’s bodily state,
the impact of media publicity/promotion or interpersonal interactions (Rosenstock,
1974). Health motivation is the individual’s motivation to remain healthy (Grinberg &
Sela, 2021) and self-efficacy is defined as the ‘conviction that one can successfully
execute the behaviour required to produce the outcome’ (Bandura, 1977, p. 193;
Rosenstock et al., 1988). The final components of this framework are the modifying
factors—that is, socio-demographic and psychological variables such as age, gender,
ethnicity, SES and knowledge—that also influence an individual’s perception and

ability to adopt behaviour change (Rakhshanderou et al., 2020; Figure 1.2).
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Figure 1.2

The Health Belief Model (Adapted from Abraham & Sheeran, 2015)
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This model states that for behaviour change to succeed, an individual must (a)
feel threatened by their current behaviour in relation to a health problem (perceived
susceptibility and severity), (b) believe that a specific kind of change will have positive
benefits or a valued outcome in reducing the health problem (perceived benefits), and
(c) perceive that the barriers to adopting the target behaviour are low (perceived
barriers). In addition, the individual needs to feel competent (self-efficacy) and
motivated to overcome these perceived barriers to behaviour change (Glanz et al., 2008;
Sulat et al., 2018).

For over half a century, this conceptual framework has been used to predict
health-related behaviours and to structure interventions to change health behaviours
(Glanz et al., 2008). It has been used to develop strategies to help patients learn to adopt
healthy behaviours and to work with their clinicians to improve their health (Evans,

2008). These strategies and behaviours relate to diet (Noroozi et al., 2022; Shiraishi et
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al., 2021), exercise (Khodaveisi et al., 2021; Makamu-Beteck et al., 2022), medication
adherence (Addo et al., 2022; Hu et al., 2022), smoking cessation (Ravi et al., 2021,
Yaman Giincan et al., 2021), contraception (Akonor et al., 2021; Yakubu et al., 2019)
and vaccinations (Citak Bilgin et al., 2022; Deng et al., 2022).

Understanding an individual’s perception of risk and their engagement with
health-protective behaviours is essential for the prevention and reduction of CVD
(Amdemariam et al., 2022). In 2020, Kanna and colleagues applied the Health Belief
Model framework in a study to evaluate the prospect of promoting health behaviours
among community-based Hispanic taxi drivers. By utilising this framework, they were
able to obtain a better understanding of the perception, knowledge, behaviour and
barriers the participants faced in reducing their CVD risk. Participants in this study
reported ‘challenging and stressful work shifts as barriers to better nutrition and good
health, poor support systems, and low self-efficacy in overcoming barriers’ (Kanna et
al., 2020, p. 1). Thus, the study highlighted the importance of community outreach
programmes that empower this population to improve their CV health (Kanna et al.,
2020). Furthermore, Saffari et al. (2020) evaluated how a Health Belief Model-based
educational programme could protect at-risk police officers from developing CVD. The
study found significant improvements between baseline and follow up in psychological
and behavioural risk factors for CVD in the participants. Improvements were seen in
their perceptions of CVD susceptibility and severity, and the benefits and barriers
associated with preventative behaviours. The researchers also found that self-efficacy
for engaging in healthy behaviours increased among these at-risk participants (Saffari et
al., 2020). Despite the differences in findings between these two studies, both illustrated
the value of understanding the perceptions, knowledge, behaviour and barriers faced by
high-risk populations. Kanna et al. (2020) were able to identify the specific needs of the

study population and Saffari et al. (2020) were able to use their Health Belief Model-
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based intervention to promote CV health and engage behaviour change and thus reduce
CVD risk. To date, perceptions, knowledge, behaviour and barriers to CV health have
not been studied in the Fijian Indian community in NZ. As illustrated in the examples
above, the Health Belief Model provides a better understanding of the key ‘predictors’
that play a role in an individual’s KAP towards health. This is important for finding
ways to support CV health promotion and disease prevention in the Fijian Indian
community. For this research, the Health Belief Model provides a framing for using an

empirical approach to promote and improve CV health in the Fijian Indian community.
2.11 Chapter Summary

This chapter highlights the global and national impact of CVD and the
importance of CV health promotion. It describes the new NZ health system and the five
themes of the NZ Health Strategy (2016). In NZ, there are serious health disparities
between the health of the migrant population and that of the general population.
Therefore, a key action area in the NZ Health Strategy is to increase efforts towards
prevention, early intervention, rehabilitation and wellbeing for people with LTCs, such
as diabetes and CVD. The Ottawa Charter and the Health Belief Model offer a
conceptual lens through which to frame new strategies and interventions for health

promotion in high-risk populations.
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Chapter 3: KAP Surveys

This chapter introduces the concept of KAP surveys. It highlights how KAP surveys can be used
to understand a population/community and to support the development of health interventions
and health promotion strategies. This chapter also includes a scoping review of the use of KAP
surveys in CV health and disease prevention in the literature. This scoping review forms the

basis for the first phase of this study.

3.1 Description and Definition

KAP surveys originated in the field of family planning and population research
during the 1950s—-70s (Khan, 1967; Ratcliffe, 1976). KAP surveys represent a study
population, aiming to elicit what is known (knowledge), believed (attitude) and done
(practised) in the context of the topic of interest. KAP surveys can be used for various
purposes including:

(1) To identify the baseline knowledge, myths, misconceptions, attitudes,

beliefs, and behaviours in relation to a specific health-related topic; (2) To

understand, analyse, and communicate about topics or situations of interest in
the field; (3) To provide information on needs, issues and barriers related to the
development of effective, locally relevant public health intervention; (4) To
measure post-intervention changes and the effectiveness of intervention

programmes aimed at correcting and changing health-related knowledge,
attitudes, behaviours and practice. (Andrade et al., 2020, p. 479)

Importantly, KAP surveys can ‘help provide valuable information for resource
allocation, planning, and implementation of public health programmes’ (Andrade et al.
(2020, p. 479). In many respects, KAP surveys have become widely accepted as a form
of investigation into health-related behaviours and health-seeking practices, especially

in populations about which little is known.
3.2 Health-Related KAP Surveys

Numerous studies have used KAP surveys as a method to better understand a
target population and their health needs, including for oral care, medication safety,
chronic kidney disease and the management of common LTCs such as diabetes, gout
and hyperuricemia (Harrold et al., 2012; Tiwaskar & Sholapuri, 2021; Vaidya et al.,
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2020; Wang et al., 2015; Yang et al., 2017). Similarly, several studies have been
conducted on the KAP of healthcare providers such as physicians, pharmacists, nurses,
healthcare workers and medical or nursing students, regarding various health conditions
(Almaghaslah et al., 2021; Balegha et al., 2021; Hu et al., 2021; Kamacooko et al.,
2021; Koonisetty et al., 2021; Nguyen et al., 2021a).

In 2010, Saadia and colleagues conducted a descriptive, cross-sectional study in
Burayda, Saudi Arabia to assess the level of awareness or baseline KAP of 570 female
diabetic patients regarding Type 2 diabetes mellitus. The researchers’ rationale for
obtaining information about the level of awareness was to create/aid in formulating a
preventative programme, and to develop techniques for effective health education. In
this study, they used an Arabic version of a diabetes-related KAP questionnaire
covering four aspects of disease demographic factors and the KAP of women towards
diabetes. They recorded an overall KAP score of 16.70 + 6.06 (mean + standard
deviation (sd)) from a maximum score of 25. The knowledge score was 12.42 + 3.03,
the attitude score was 1.46 + 1.79, and the practice score was 2.79 £ 2.28, from
maximum possible scores of 14, 5 and 6, respectively. Although, the participants’ level
of knowledge was high, their levels for attitude and practice towards diabetes were
lower than desirable. Consequently, the researchers highlighted a need for structured
programmes in their clinic and hospital to improve patients’ attitudes and practices
towards diabetes (Saadia et al., 2010). However, a significant limitation was that they
did not provide evidence or references on how the questionnaire was tested and
validated prior to the study.

In 2016, Stanifer and colleagues conducted a community-based, cross-sectional
survey of adults in northern Tanzania to measure KAP associated with chronic kidney
disease—a non-communicable disease that is a growing public threat among adults in

sub-Saharan Africa (SSA). The researchers believed that understanding the KAP
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associated with non-communicable diseases was crucial for developing optimal public
policies and public health interventions in the region. However, very few community-
based assessments have been conducted in this area. To address this gap, they
administered a validated KAP survey concerning kidney disease to 606 participants
from 431 urban and rural households in the Kilimanjaro region of Tanzania. Overall,
they found that participants had limited knowledge of kidney disease, with a mean
knowledge score of 3.28 (95% confidence interval: 2.94, 3.63) from a maximum score
of 10. This low level of knowledge was also strongly associated with level of education
and living in a rural setting. Nevertheless, participants in this study expressed a strong
interest in learning more about kidney disease, including its health, economic, and
social impacts (attitude), as well as a willingness to seek healthcare from multiple
sources for the disease (practice). For the authors, this baseline level of knowledge
about kidney disease could serve as an important foundation upon which they could
build chronic kidney disease educational programmes, given that the participants
showed favourable attitudes towards learning more about kidney disease (Stanifer et al.,
2015, 2016).

More recently, Lee et al. (2021) conducted a study in Korea on medication
(drug) safety in adults aged 65 years or over. Older individuals are vulnerable and often
have difficulty accessing information using computers, mobile devices and the internet.
Some may also have physical barriers such as vision and/or hearing problems or
decreasing cognitive factors limiting their accessibility and understanding of drug safety
information (Brayne et al., n.d.; Dillon & Taragano, 2016; Launiala, 2009; Olaya
Guzman et al., 2019; Pernambuco et al., 2012). To understand this issue further, the
researchers developed and validated a questionnaire on medication safety to identify
and analyse the relationship between KAP and medication use among older adults. In

this study, they found that older participants had average levels of knowledge, attitude
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and behavioural practices associated with medication safety. Their results also showed
significant differences between knowledge and practice—those who were educated on
medication safety achieved higher levels of safe practice than those who were not. They
also found that 79.4% of participants self-administered their medications, even though
only 28.2% had received medication safety education. The level of knowledge about the
safe use of medication was found to positively affect the participants’ attitudes and
practice. As a result, Lee et al. (2021) recommended that to improve the awareness and
practices related to safe medication use in older adults, ‘it is necessary to design and
implement various educational programmes that can be easily accessed by older adults’
(Lee etal., 2021, p. 2).

To summarise, studies to date have established the theoretical concept of the
KAP as a process of human behavioural change that can be divided into three
successive steps: (1) the acquisition of knowledge; (2) the generation of attitudes; and
(3) the formation of behaviour (Fan et al., 2018; Liu et al., 2016). According to Fan et
al. (2018), ‘the theory presents the progressive relationship between knowledge,
attitudes, and behaviour as follows: knowledge is the foundation of behaviour change,
and belief and attitudes are the driving force of behaviour change’ (p. 2). Wang et al.
(2020) found support for this theory in their study as they found that education based on
a KAP model can empower patients to actively participate in the care and maintenance
of their health and as a result play a ‘remarkable role in disease prevention, control, and
rehabilitation” (Wang et al., 2020).

These studies are but a few examples of the numerous health-related KAP
surveys/studies that have been conducted globally. From children to older adults,
specific patient groups or healthcare professionals, KAP surveys in the literature have
helped researchers to better understand a population’s needs, challenges and barriers

regarding various health topics/conditions. These studies have particularly highlighted
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the advantages of conducting KAP surveys as a method to determine a target

population’s health needs, which is a key focus of the current study.
3.3 Scoping Review

To understand the literature on the use of KAP surveys in CV health and disease
prevention, a preliminary search was conducted of the MEDLINE (Ovid) database, the
Cochrane Database of Systematic Reviews, and the Joanna Briggs Institute Evidence
Synthesis Journal. At the time of the search, no current or ongoing systematic reviews
or scoping reviews were found on the topic of interest.

Given favourable evidence for the value of health-related KAP surveys in the
literature, a scoping review was conducted to explore the body of evidence on the use of
KAP surveys for CV health and disease prevention. Sargeant and O’Connor (2020)
defined a scoping review as ‘a descriptive approach that is designed to chart the
literature around a particular topic. The approach involves an extensive literature search,
following by a structured mapping, or charting, of the literature’ (p.1). According to
Munn et al. (2018), scoping reviews are an ‘ideal tool to determine the scope or
coverage of a body of literature on a given topic and give clear indication of the volume
of literature and studies available as well as an overview (broad or detailed) of its focus’
(p. 2). Scoping reviews are similar to traditional systematic reviews in that they follow a
structured process, but they are performed for different reasons and have some key
methodological differences (Arksey & O’Malley, 2005; Colquhoun et al., 2014; Levac
et al., 2010; Peters et al., 2015).

Scoping reviews can be conducted to (1) identify the types of available evidence
in a given field (Challen et al., 2012); (2) clarify key concepts/definitions in the
literature (Hines et al., 2017); (3) examine how research is conducted on a certain topic
or field (Callary et al., 2015); (4) identify key characteristics or factors related to a

concept (Harfield et al., 2018); (5) as a precursor to a systematic review; and (6) to
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identify and analyse knowledge gaps in the literature (Munn et al., 2018; Wagman et al.,

2015).
3.4 Scoping Review: Protocol

In 2015, the Joanna Briggs Institute (University of Adelaide, Australia)
published formal guidelines for conducting scoping reviews (Peters et al., 2015), which
were used to direct this scoping review. As mentioned above, the objective here was to
explore the use of KAP surveys regarding CV health and disease prevention in high-risk
populations, by using the following review question: ‘What is known from the literature
on KAP surveys towards CV and disease prevention in high-risk populations?’. The
aims of the review were to 1) identify how CV health-related KAP surveys can
characterise a population at risk of developing CVD; and 2) explore how knowledge
obtained from KAP surveys can support the promotion of CV health and disease
prevention in these populations.

The scoping review protocol involved a three-stage process: 1) searching
relevant databases to identify and select articles based on the inclusion criteria; 2)
screening the titles and abstracts of the selected articles; and 3) reviewing the full text of
each article to form a review of the topic. Details of this process and the outcomes of
each stage are described below and illustrated in Figure 3.1.

PubMed, Embase and Scopus, three well-known health databases, were used for
the literature search. In October 2021, the following search string was applied to all
three databases based on the keywords in the study’s research question: ‘knowledge,
attitude and practice’ OR ‘KAP’” AND ‘cardiovascular’ OR ‘heart’ OR ‘CVD’” AND ‘at
risk” OR ‘at-risk; OR ‘high risk” OR ‘high-risk’. Given the specific nature of the
scoping review topic, articles were selected based on the following inclusion criteria:

(1) participants in the study were adults (19+ years of age); (2) the study employed a

KAP survey related to CV health and disease prevention; (3) the article was written in
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English; and (4) the article was available free in full text for review. Articles were
excluded if they did not meet all of these requirements or if they were duplicates.
Figure 3.1

Article Search and Selection Process for a Scoping Review of the Literature (Adapted

From Moher et al., 2009; The Joanna Briggs Institute, 2015).

C
= Records identified through database
] searching
= (n=39)
=

)

c

(<)
S

\ 4
Records screened based on inclusion criteria (n = 5)

3 l

=

c

3

S Duplicates removed (n = 2)

)

v

é’ Full-text articles assessed

= for eligibility

2 (n=3)

2

W — —

Additional records identified
< through reference lists
(n=2)

°©

(B \4

©

= Studies included

2 (n=5)

A total of 39 publications/articles was identified through the database search.
Each of the 39 articles was screened for inclusion by applying the above criteria to its
title and abstract; inclusion or exclusion was determined by consensus of the primary
researcher (PR) and the secondary supervisor. Once screened and duplicates removed,
three articles were selected for a full-text review. An additional two articles were
identified from the reference lists of these articles, resulting in a total of five articles

advancing to the next phase of the scoping review.
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The limited number of articles related to this topic highlighted an important gap
in the literature on the KAP of high-risk populations concerning CV health and disease
prevention. These results also confirmed why a scoping review was more appropriate

for this study than was a systematic review.
3.5 Scoping Review: Data Extraction Tables

After full-text review, the following information was extracted from the articles
using a standardised data extraction form/table: author and year, country, study design,
study population, aim, purpose or objectives, study methods, outcomes, conclusion and
key findings related to the scoping review question (Tables 3.1-3.5).

In this scoping review, the researcher chose not to evaluate the methodological
quality of each individual study (in detail) as the aim of the review was to describe the
scope of the literature in this area, rather than comment on its rigour (Arksey &
O’Malley, 2005; Helou et al., 2020; The Joanna Briggs Institute, 2015; Tricco et al.,
2018). The researcher used a Microsoft Excel spreadsheet to categorise the
data/information to describe and summarise each study (Tables 3.1-3.5).

Table 3.1

Data Extraction Table for the Hertz et al. (2019) Study

Database PubMed
Author & year Hertz et al. (2019)
Country Tanzania
Study design Prospective observational study

Study population  This study was conducted at Kilimanjaro Christian Medical
Centre (KCMC), a tertiary care centre in the Kilimanjaro region
of northern Tanzania. A total of 349 adult patients presenting at
an Emergency Department in northern Tanzania with chest pain
or shortness of breath were enrolled in the study

Aim, purpose, or  To increase understanding of the knowledge, attitudes, and

objectives preventative practices regarding IHD in SSA to develop
patient-centred interventions to improve care and outcomes

Study methods e A questionnaire was adapted from existing KAP surveys

regarding CV disease and the WHO ‘STEPS’ instrument.

e An IHD knowledge score was calculated by allocating 1 point
for each correct response to the knowledge-related items, with
a maximum score of 10.
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Database

PubMed

Outcomes

Conclusion

Key findings that
relate to scoping
review question

e Associations between IHD knowledge and patient
characteristics were assessed using Welch’s t-test.

e The mean (sd) knowledge score was 4.8 (3.3). Most
respondents (224, 64.2%) recognised obesity as a risk factor
for heart attack, and a minority (34, 9.7%) knew that a daily
aspirin could reduce the risk of a CV event. Greater IHD
knowledge was associated with younger age (p = 0.045) and
higher levels of education (p < 0.001), but not higher risk of
CV disease (p =0.123).

e Most respondents expressed a willingness to address their diet
to improve their health (322, 92.3%) with a preference for
treatment from a physician for a heart attack rather than a
traditional healer (321, 92.0%).

e A minority of patients reported exercising regularly (88,
25.2%) or consulting a doctor routinely for check-ups (100,
28.7%).

High-risk emergency department patients in northern Tanzania
have moderate knowledge regarding IHD, but do not
consistently engage in healthy preventative practices. Patient-
centred interventions are needed to improve IHD knowledge
and practices in high-risk populations.

Understand a population at risk of developing CVD

e High-risk patients have inadequate knowledge of IHD and
unhealthy practices towards IHD, highlighting the need for
patient-centred educational interventions in northern
Tanzania, particularly among high-risk populations.

Support the promotion of CV health and disease

e Characterising patient KAP towards IHD is essential to
developing educational and health system interventions to
reduce IHD-related morbidity and mortality across SSA.

e The role of the patient in IHD diagnosis and outcomes has
previously been largely ignored. If patients at high risk for
IHD in SSA have poor knowledge, inappropriate attitudes and
unhealthy practices regarding IHD, then IHD burden and
outcomes will likely be refractory to improvement, despite
physician-centred interventions.

e Understanding patients’ beliefs, perceptions and behaviours is
essential to develop interventions to reduce IHD morbidity
and mortality across SSA.

e Educational efforts regarding IHD in northern Tanzania
should target older high-risk populations.

¢ Identifying barriers to healthy practices and developing
patient-centred interventions that address such barriers will be
essential for reducing the burden of IHD locally.

57



Table 3.2

Data Extraction Table for the Shammi et al. (2021) Study

Database PubMed

Author & Shammi et al. (2021)

year

Country Bangladesh

Study design  Cross-sectional study

Study 250 hospitalised, middle-aged and elderly patients with CV diseases

population at the Coronary Care Unit of the 250-Bed Sadar Hospital, Jashore,
Bangladesh

Aim, purpose To evaluate the dietary patterns and their association with CVD risk

or objectives factors of middle-aged and elderly adults

Study Demographic data, knowledge, attitude and practices towards CVD-

methods related data, dietary data, and some biochemical data were collected
from 250 participants

Outcomes e According to their BMI, most respondents were overweight

e The respondents’ practice level towards CVD was poorer than
their knowledge and attitude level. A positive correlation was
found in the respondents’ KAP.

e Most of the CVD patients’ troponin values and blood pressure
levels were higher than the acceptable limit, and their lipid profile
levels were not ideal. Most were at borderline risk of CVVD and
some at high risk. The patients who consumed a larger amount of
red meat, eggs, cheese, fast food, soft drinks and salty snacks had
a higher probability of increasing their LDL and triglycerides
(TG) levels in their blood (major risk factors of CVD) than did
patients who regularly consumed fish, chicken, pulses, nuts, fruits
and vegetables in their diet.

Conclusion This study suggests that the consumption of fatty foods, fast foods
and soft drinks leads to the probability of increasing LDL and TG
levels in patients at risk of CVD.

Key findings  Understand a population at risk of developing CVD

that relateto e Research on the association among knowledge, attitude, practice,

scoping dietary patterns and biochemical information with CVD risk

review factors is scarce.

question e This study assessed that the respondents had good knowledge and

positive attitudes but poor practice.

The knowledge score was 71.23 + 11.20 as the scores were
converted to 100 points and a score below 55 was accepted as
poor, a score 55-77 was accepted as good, and a score above 77
was accepted as the best. This study shows that the knowledge
score was good, as was the attitude score 75.02 £ 8.34, but the
practice score was 51.56 + 7.49, which is below 55 and
considered poor. The results indicated that the respondents’
knowledge and attitude scores towards CVD were better than
their practice scores.

There was a significant positive correlation between knowledge
and attitude (r = 0.391, p = 0.000). There was also a positive
correlation between knowledge and practice (r = 0.107,

p = 0.032), and between attitude and practice (r = 0.120,
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Database PubMed

p = 0.057). It can be anticipated that as knowledge increases,
attitude and practice will improve accordingly.

Support the promotion of CV health and disease

e Anindividual’s knowledge, attitude and behaviour also influence
CVD risk factors. By altering an individual’s food habits and
lifestyle and increasing their KAP towards CVD, risk of CVD can
be reduced (ref 19-22 in text).

e On pp. 363-364 the authors discussed how specific responses to
KAP guestions in this study showed prevention against CVD in
this population.

Table 3.3

Data Extraction Table for the Vaidya et al. (2013) Study

Database Embase
Author &  Vaidya et al. (2013)
year
Country Nepal
Study Descriptive, community-based, cross-sectional study
design
Study 777 respondents from six randomly selected clusters in two villages
population
Aim, To identify the knowledge, attitude, and practice/behaviour of CV
purpose or health in residents of a semiurban community of Nepal
objectives
Study e A basic questionnaire tailored to site-specific responses in Nepal
methods using the WHO-NCD STEP-wise approach to surveillance (STEP 1

and 2 questionnaires) for demographic information, behavioural and
physical measurements, and other sources for addressing
knowledge, attitudes and practice/behaviour issues (ref 15, 24-39 in
text).

e Responses to questions on CV health knowledge, attitude, and
practice/behaviour were given scores to compare and correlate the
components. Blood pressure was recorded, and anthropometric
measurements taken.

Outcomes e 70.0% of the participants were women, and 26.9% lacked formal
education. The burden of CV risk factors was high: 20.1% were
current smokers, 43.3% exhibited low physical activity and 21.6%
were hypertensive.

e Participants had a poor knowledge of the causes of heart disease:
29.7% identified hypertension and 11% identified overweight and
physical activity, whereas only 2.2% identified high blood sugar.
Approximately 60% of respondents were ignorant of any heart
attack symptoms and 20% knew 2—4 symptoms.

e Median percentage scores for knowledge, attitude and
practice/behaviour were 79.3%, 74.3%, and 48.0%, respectively.
Nearly 44% of respondents had insufficient knowledge and fewer
than 20% had highly satisfactory knowledge. Among those with
highly satisfactory knowledge, only 14.7% had a highly satisfactory
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Database Embase

attitude, and 19.5%; 13.9% had satisfactory and highly satisfactory
practices, respectively.
Conclusion This study demonstrated a gap between CV health KAP/behaviour in a
semiurban community in a low-income nation, even among those
already affected by CV disease.

Key Understand a population at risk of developing CVD

findings e The findings of the study indicated a gap in KAP. The poor

that relate relationship between KAP scores was unsurprising because a linear
to scoping relationship between variables may not exist in CV health (e.g.,
review highly satisfactory knowledge = high satisfactory attitude and
question behaviour)

e The questionnaire did not explore whether participants had quit
smoking and did not identify the barriers to quitting information
that could be important for public health. The Theory of Reasoned
Action (ref 48 in text) argues that intention is a critical component
of healthy behaviour. Although confirming that the genuineness of
intention is difficult, such intention may provide an opportunity for
public health intervention. Importantly, respondents’ reasons for
attempting positive health behaviour were identified. Many
constructs of the Health Belief Model (ref 48 in text), such as
perceived benefit (‘wanted to feel better”), cues to action
(‘encouraged by a health professional, etc.”) and fear (‘death of a
family member, etc.”), appear to affect behavioural decisions.

e This implies that no universal intervention can improve the CV
health KAP of every individual in a community. The challenge lies
in identifying individuals who comply with various linear models.
Health behaviour theories (such as social cognitive theory and the
Theory of Reasoned Action; ref 48 in text) suggest that knowledge
and attitude are merely two components of the pathways that lead to
behaviour.

Support the promotion of CV health and disease

e To identify a baseline KAP in the community to aid the planning of
health promotion activities. The results show the potential and
possibility for community health promotion to improve CV health
literacy.
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Table 3.4

Data Extraction Table for the Mirza et al. (2016) Study

Database N/A

Author & Mirza et al. (2016)

year

Country Bangladesh

Study design  Cross-sectional, hospital-based study

Study 222 Bangladeshi patients from a government CV hospital

population representing a lower income population in Dhaka, Bangladesh

Aim, purpose To assess knowledge and perception about coronary artery disease

or objectives (CAD) to develop baseline data for preventative programmes

Study e The KAP study questionnaire was first piloted in both the home

methods institution (5 patients) and in the host hospital (15 patients) where

it was translated and back translated for comprehension and
response consistency.

e The 40-point KAP surveys were completed based on systematic
random sampling. Correct answers were scored as ‘1’ and
incorrect as ‘0°. The initial demographic variables assessed the
patients’ SES. Knowledge questions assessed the level of
understanding of risk factors, and signs and symptoms of CAD.
Attitude questions assessed the level of socio-behavioural
perspectives and preconceived notions about CAD. Practice
questions identified health-seeking behaviours and preventative
behaviours.

Outcomes The mean KAP score was 21.45 + 5.83 from a total possible score of
40. Only 5.9% of the sample was able to demonstrate a high level
of proficiency. Men had more knowledge (t (1.962) = 1.334,p =
0.051), but women demonstrated more health-seeking behaviours
with stronger statistical significance (t (-2.135) = -0.407,

p = 0.034). Several significant chi-square relationships were found
between the SES and KAP scores.

Conclusion This study demonstrated selective lapses in CAD KAP among
Bangladeshi patients of low SES. Future preventative educational
interventions would be beneficial by targeting the deficiencies in
KAP revealed in this study.

Key findings  Understand a population at risk of developing CVD

thatrelateto e A thorough literature research uncovered limited published

scoping information regarding KAP towards CAD in the Bangladeshi

review population, especially in low-SES citizens who often rely on
question government healthcare facilities. The study filled this knowledge

gap by examining relationships in Bangladesh between patients’
SES and their KAP regarding CAD.

e This survey revealed specific lapses in knowledge, attitude and
practice behaviours regarding CVD. Women, the poor, the
uneducated and young individuals were less knowledgeable about
CVD. A poor understanding of diet and exercise for reducing
CVD and the association of tobacco smoking with CVVD mortality
was demonstrated.

e Low understanding of CAD, its traits, risk factors and prevention
strategies, may be explained by the knowledge gap hypothesis: a
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Database

N/A

low SES puts people at risk of having limited access to resources
compared with those with a high SES. This results in a social
divide regarding knowledge.

Support the promotion of CV health and disease

Implementation of health programmes tailored towards improving
a population’s current level of understanding, beliefs and
behaviours regarding CVD would be more successful and
effective if programmes had socioeconomic and sociocultural
relevance.

Future preventative programmes encouraging regular exercise and
healthy dietary habits could be more effective if they empowered
women. Tobacco cessation campaigns and aspirin prophylaxis are
needed as they are underestimated and undervalued in this
population. CVD is a largely preventable disease, but many
interventions regarding primary and preventative healthcare
services are not feasible because of limited infrastructure and
constrained funding in developing countries (ref 47 in text).
However, this survey demonstrates that future programmes can be
more effective if led by government hospitals and local doctors.
An effective health educational intervention is a key solution to
the CVD epidemic in this region.

Table 3.5

Data Extraction Table for the Mohammad et al. (2018) Study

Database N/A

Author & Mohammad et al. (2018)

year

Country Malaysia

Study design  Cross-sectional

Study 100 patients attending an outpatient clinic in Kuantan, Malaysia

population selected through convenient sampling

Aim, purpose To determine the KAP of patients regarding the risk of CVD and

or objectives associated factors of the disease in the Kuantan population

Study e A sstructured questionnaire consisting of four parts was developed

methods to obtain patients” demographic data and KAP regarding risks of
CVD.

e The score given for a correct answer on knowledge was 3, 2 for

‘do not know,” and 1 for an incorrect answer. The scores given for
questions about attitude depended on positive and negative
statements. If the statement was positive, 5 marks were given for
‘strongly agree’, 4 for ‘agree’, 3 for ‘neutral’, 2 for ‘disagree’,
and 1 for ‘strongly disagree’, and vice versa for the negative
statements. Finally, scores for questions on practice were given as
4 for ‘almost every day’, 3 for ‘frequent’, 2 for ‘seldom’, and 1
for ‘never’, if the activities were positive, and vice versa for
negative activities

Outcomes e The mean scores (standard deviation) for KAP were 60.75 +

4.823,54.36 + 8.711, and 33.43 £ 4.046, respectively, whereas
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Database

N/A

Conclusion

Key findings
that relate to
scoping
review
question

the maximum scores obtained by the subjects for KAP were 71,
65 and 43, respectively.

Regarding questions related to knowledge, 88% of the subjects
knew that an irregular eating pattern could cause disease and
appreciated the benefits of vegetable intake. Most subjects
recognised that smoking and obesity were CVD risk factors.
Regarding questions related to attitude, 96% agreed that exercise
can prevent CVD. More than half of the subjects followed a
healthy lifestyle. There were statistically significant differences
observed in knowledge level between sexes (p = 0.046) and races
(p =0.001).

There was, however, no statistically significant difference
observed in KAP across different education levels of the subjects
regarding the risk of CVD (p = 0.332, 0.185 and 0.160,
respectively).

This study revealed that patients had good knowledge and attitude

regarding CVD risk factors. However, the number of smokers was
still quite high. Development of a better public information system
is essential for the wellbeing of the society.

Understand a population at risk of developing CVD

This population can be considered to have sound knowledge and
attitudes regarding CVD risk factors. However, the number of
smokers is rather high, at one-third of the total sample size. In
addition, the practices of the subjects were not optimal.
Significant differences were observed in the knowledge level
regarding CVD across genders and races, whereas no significant
difference was observed in knowledge across academic levels
regarding the risk of CVVD. Meanwhile, for attitude and practice,
there was no significant difference across genders, races and
education levels. This highlights that it is important to have
information about the KAP of the population so that some action
can be taken for improvement.

The information obtained from this study was used to determine
the KAP of the outpatients in a clinic in Kuantan towards risk
factors for CVD. Three variables only were used in this study to
relate to KAP: gender, race and academic level. However, most of
these variables showed no significant difference in KAP
regarding the risk of CVD.

Support the promotion of CV health and disease

Realisation of risk factors for CVD and its prevention steps are an
important key that can ensure early detection of CVD (ref 10-12),
which can save lives and resources (ref 13-14).

There is an urgent need to encourage consumption of a healthy
diet for given community benefits.

In the future, the results of this study may positively benefit the
Kuantan population.
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3.6 Scoping Review: Narrative Summary

Using the Methodology for JBI Scoping Reviews Manual and the inclusion
criteria outlined above, five articles were found to be related to the research question—
"What is known from the literature on KAP surveys towards CV and disease prevention
in high-risk populations?’. These studies were based in South Asia, Southeast Asia and
East Africa and the articles were published between 2013 and 2021. The average sample
size across studies was 340 participants (range 100—777). Although there were a few
differences in the ratio of male to female participants between studies, all participants
were in the middle to older adult age range. Most were patients of either an outpatient
clinic, hospital or medical centre although one study (Vaidya et al., 2013) recruited
participants from two semiurban communities.

All five studies (Hertz et al., 2019; Mirza et al., 2016; Mohammad et al., 2018;
Shammi et al., 2021; Vaidya et al., 2013) employed observational, cross-sectional
designs. Cross-sectional studies are primarily used to identify prevalence and relevant
associations that can be further investigated with a cohort study or a randomised
controlled trial (Mann, 2003).The KAP surveys used in each of these studies were either
adapted from existing KAP surveys related to CVD or created, piloted, validated and/or
translated into a local language before the study was conducted. The five studies
described in Tables 3.1-3.5 are now evaluated.

Vaidya et al. (2013), the earliest study in this review, conducted a descriptive,
cross-sectional study to determine the KAP of CV health in two semiurban communities
outside Kathmandu, Nepal. This study was part of a larger project called Heart-Health
Associated Research and Dissemination in the Community carried out in the Jhaukhel-
Duwakot Health-Demographic Surveillance Site outside Kathmandu. In a pilot study in
2010, this group of researchers observed poor CV health knowledge in the Duwakot

population in Nepal (Vaidya et al., 2010). Thus, the aim of the 2013 study was to
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increase the understanding of KAP towards CV health by first conducting in-home
interviews with 777 residents using a questionnaire based on the WHO STEP-wise
approach to surveillance and other resources for addressing KAP/behaviour issues. This
study used multiple sources to create the KAP questionnaire but did not consider
assessing the content validity of the questionnaire or pre-testing it in a small group of
participants. Nevertheless, it did assess the ‘question reliability’ by calculating
Cronbach’s alpha (a), a measure of the internal consistency of a questionnaire. They
also provided a detailed description of the scoring system they used to analyse the level
of KAP regarding CV health in this community (Vaidya et al., 2013; Table 3.1).

The second study in this review by Mirza et al. (2016) also conducted a cross-
sectional study. Its participants were inpatients at the Suhrawardy Cardiovascular
Institute Hospital in Bangladesh. The aim of this research was to assess the knowledge,
attitudes and health-seeking practices of coronary artery disease (CAD) among
inpatients to develop baseline data for preventative programmes, as well as to
understand the relationship between a patient’s SES and their KAP towards CAD. Prior
to this study, Mirza et al. (2016) developed a KAP questionnaire using the WHO
guidelines for KAP on tuberculosis, and questions from a Malaysian survey that
examined women’s KAP towards CVD. This questionnaire was piloted in the authors’
home institution (USA) with five patients and at the host hospital (Bangladesh) with 15
patients (results not published). The questionnaire was then translated (and back
translated) for comprehension and response consistency (language not specified). A
major limitation was that this study did not provide details or references for their testing
or analysis methods prior to the study. The researchers administered the KAP survey to
222 patients representing low-income citizens who utilised a government-funded

institution for primary and cardiac specialty healthcare (Mirza et al., 2016; Table 3.2).
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Mohammad et al. (2018), the third study in this review, focused on determining
the KAP of patients in Malaysia regarding the risk of CVD and its associated factors.
Similar to the Mirza et al. (2016) study, the authors constructed a KAP questionnaire to
identify risk factors for CVD. The content of this questionnaire was validated by experts
and then piloted and translated into Malay, the primary language of the surveyed
population. Unfortunately, these preliminary results were also not reported/published in
the study (no reference provided). The researchers recruited 100 patients attending an
outpatient clinic in Kuantan for the study (Mohammad et al., 2018; Table 3.2).

Hertz et al. (2019), the fourth study in this review, conducted a prospective,
observational study at Kilimanjaro Christian Medical Centre (KCMC) in northern
Tanzania. The objective of this study was to increase understanding of the knowledge,
attitudes and preventative practices regarding IHD in SSA to aid in the development of
patient-centred interventions to improve care and outcomes. To that end, participants
were co-enrolled into this study if they were screened as eligible for a parent study on
patterns of care for patients with chest pain or shortness of beath. According to the
authors, Tanzania (and SSA) did not have a locally validated KAP survey for IHD at the
time. Thus, the KAP survey used in this study was a compilation of multiple KAP
surveys regarding CVD in SSA and elsewhere (not specified). Similar to the studies
above, selected questions from the various sources were reviewed by an
interdisciplinary team consisting of cardiologists, emergency medicine physicians and
lay people from Tanzania and the USA. The KAP survey was then translated from
English to Swahili (and back translated) and piloted on 10 people to ensure content
clarity and fidelity, and to flag any ambiguity. Like the other studies in this review, this
research did not include any details or references regarding how the questionnaire was
validated and analysed. A total of 349 co-enrolled participants (out of 360 eligible

participants) were included in this study (Hertz et al., 2019; Table 3.4).
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The last study in this review by Shammi et al. (2021) studied associations
between dietary patterns, KAP and biochemical information with CVD risk factors in
middle-aged and elderly adults in Bangladesh. In this study, a KAP survey was used to
assess 250 participants in the Coronary Care Unit of a 250-bed General Hospital,
Bangladesh (Shammi et al., 2021; Table 3.5). Although the questions used in the survey
were published, the article did not specify whether the study had used existing KAP

surveys as a resource or whether it had validated or piloted its own version.

3.7 Aim One: How can CV Health-Related KAP Surveys Help

Researchers Understand a Population at Risk of Developing CVD?

CV health-related KAP surveys assist researchers in assessing (i) awareness and
understanding; (ii) attitudes, beliefs, perceptions and behaviours; (iii) the relationship
between KAP and CVD risk factors; and (iv) underlying concepts and theoretical
models that may influence the population at risk of CVD.

3.7.1 Level of Awareness and Understanding

Hertz et al. (2019) found that many of the adult patients presenting with chest
pain or shortness of breath in their emergency department had inadequate knowledge of
IHD. Although, the mean (sd) knowledge score was 4.8 (3.5) from a possible 10 points,
many participants knew that obesity increased the chance of a heart attack and that high
blood pressure, a salt-laden diet, a sedentary lifestyle, high cholesterol and old age were
all risk factors for a heart attack. A few of the participants knew that taking a daily
aspirin could reduce the chances of a second heart attack or stroke, and that diabetes
increases the chances of a heart attack. Similarly, less than half of the participants in this
study knew that a heart attack and stroke are not the same thing (Hertz et al., 2019).

Mirza et al. (2016) asked patients in a government CV hospital to identify signs
and symptoms of CAD. Among the eight symptoms listed, 91% of the participants were

able to recognise chest pain as a characteristic symptom of CAD, but nausea (30%),
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dizziness (35%), arm (35%) and jaw pain (20%) was less often recognised in the study
population. Overall, the researchers found that many of their participants (71%) were
able to identify up to five symptoms, which they considered an appropriate level of
proficiency. Participants were also asked to recognise CAD risk factors and different
ways to prevent CAD. They found that more than half of the participants identified
hypertension, hyperlipidaemia, fatty diet and smoking as probable risk factors, but
fewer participants identified physical inactivity or family history as risk factors. In
terms of CAD prevention, 78% of participants believed avoiding fatty foods and 63%
believed smoking cessation were effective ways to prevent CAD, yet only 22% of
participants thought that living an active lifestyle could prevent CAD (Mirza et al.,
2016).

In contrast, Mohammad et al. (2018) observed that participants attending an
outpatient clinic had good knowledge of CVD risk factors. They found a mean (sd)
knowledge score of 60.75 (4.82) out of a possible 75, with 35% of their study
population having a knowledge score of 65.0 or above. Half of the participants in this
study could correctly answer general questions on CVD, such as knowing that adequate
exercise can prevent CVD and that irregular eating patterns can cause harm. However,
only 37% of participants knew that obstructed blood vessels were associated with CVD
and only 16% knew the difference between good (high-density lipoprotein (HDL)) and
bad (low-density lipoprotein (LDL)) cholesterol. For the questions directly related to
CVD risk factors, most of the participants were able to identify these correctly—with
the exception of diabetes mellitus, stroke and having a sedentary lifestyle—whereas
only 38%, 39% and 37% of participants, respectively, were able to identify them as risk
factors (Mohammad et al., 2018).

Similarly, Shammi et al. (2021) found middle-aged and elderly patients with

CVD at the Coronary Care Unit to have good knowledge of CVD risk factors;
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nonetheless, these researchers too were able to highlight gaps in participant knowledge,
such as the effects of high cholesterol. In the same study only 16% of participants were
able to provide correct responses regarding saturated fats: 94% failed to identify which
foods contain trans-fats, and 67% had no knowledge of the foods that could increase
blood cholesterol levels (Shammi et al., 2021).

Unlike the other studies, Vaidya et al. (2013) tested their CV health-related KAP
survey on residents of a semiurban community, a general population instead of
participants who were ill or who had CVD. They found that their study population
demonstrated low overall knowledge of the causes of CVD. Approximately 60% of
participants did not know any of the signs of a heart attack. Among those who were
familiar with the warning signs, almost 50% knew only one sign, 37% knew two signs,
11% knew three signs and 3% knew four signs, out of a possible seven. Unlike Mirza et
al.’s (2016) study, only 20% of the participants identified chest pain, the most
prominent and significant indicator and warning sign of a heart attack. When
participants were asked about what action they would take for a suspected heart attack,
more than 20% gave no response, 75% said they would immediately take the person to
hospital, and 3% said they would try home therapy, consult a traditional healer or stay
home and wait for the symptoms to subside. When participants were asked to identify
specific heart-healthy foods, almost all identified green-leafy vegetables (95%) and
fruits (92%), but 22% of participants also thought that salty food (such as chips) was
healthy (Vaidya et al., 2013).

With KAP surveys, researchers can measure the level of awareness or
understanding of a health condition or disease among a population at any given time.
For populations at a higher risk of developing CVD, determining their level of
awareness or understanding of CVD can be valuable for finding ways and topics on

which to educate and promote CV health and disease prevention. The studies in this
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review have shown how different populations can have varying levels of awareness and
understanding of CVD. Being able to use a tool such as a KAP survey in such situations
not only highlights the areas where promotion strategies need to be improved/tailored,
but allows researchers to build on existing knowledge of a particular population, as
demonstrated by Stanifer et al. (2016).
3.7.2 Attitudes, Beliefs, Perceptions and Behaviours

KAP surveys also draw attention to the importance of an individual’s attitude,
beliefs, perceptions and behaviours towards a health condition or disease. Andsoy et al.
(2015) found that a person’s attitude and behaviour can play an important role in their
development of CVD.

Mohammad et al. (2018) found that their overall study population (outpatient
clinic patients) displayed a positive/good attitude towards CVD, scoring above 50%
mor most questions in this section. Most of the participants agreed that they must
maintain an active lifestyle, follow a healthy diet, maintain their BMI, have regular
medical check-ups, stop smoking and control their stress levels to prevent CVD.
However, only 52% of the participants agreed to avoid eating fast food and being
inactive in order to reduce their risk of CVD. When participants were questioned about
their practices towards CVD prevention, many said they often did vigorous work during
their working hours, walked for more than 10 minutes to various places, and ate plenty
of vegetables; other preventative practices such as avoiding fried food every day were
not so common. Even though smoking is a major cause and well-known risk factor for
CVD, the researchers found the number of smokers in their study population (around
one-third) to be considerably high (Centers for Disease Control and Prevention, 2010;
Mohammad et al., 2018).

Likewise, Shammi et al.’s (2021) study population (Coronary Care Unit

patients) had a relatively good attitude about the importance of changing their behaviour
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to prevent CVD, but their practices for preventing CVD were limited. Most of the
participants in their study agreed that a well-planned balanced diet and doing regular
physical exercise were effectives way to prevent CVD. However, many thought that
weight was not related to CVD. In terms of their practices, participants in this study
were found to regularly use table salt, approximately 50% regularly consumed sugar
and more than 50% were found to smoke occasionally, despite being at a higher risk of
CVD (Shammi et al., 2021).

In the Hertz et al. (2019) study, the participants, who were patients presenting at
an Emergency Department with acute chest pain or shortness of breath, also had a
positive attitude towards IHD but did not always engage in healthy preventative
practices. Most expressed a willingness to diet to improve their health and preferred
having treatment from a physician rather than a traditional healer for a heart attack.
Regarding their practices surrounding IHD, most participants stated that they took their
daily medications as prescribed and limited their salt intake. However, only a minority
reported that they exercised regularly or saw a doctor routinely for health check-ups
(Hertz et al., 2019).

Similarly, Mirza et al. (2016) found that the participants in their study (CAD
patients) had a higher proficiency in attitude towards CAD than in practice. Though
some of the participants admitted that it was their first time seeing a doctor, more than
half had routine medical check-ups. A total of 47% of the participants believed that food
consumption required no restrictions, and only 35% believed that aspirin reduced CVD
morbidity. Moreover, 51% of the participants indicated that they did not know about the
role of aspirin despite being told it was a blood thinner. As for practices towards CAD,
approximately 33% of the participants were found to exercise more than 20 minutes

three times a week, while 43% engaged in less or no physical activity. Most of the study
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population failed to allocate time for exercise, and only 22% believed that an active
lifestyle could prevent CAD (Mirza et al., 2016).

Vaidya et al. (2013) also found differences in the attitudes and practices of their
semiurban community participants towards heart health/CVD. Most of the participants
did not consider themselves at risk of CVD, nor did they want to change their lifestyle.
Almost 32% believed that they did not have time to take care of themselves and 59%
did not think that changing their behaviour would reduce their risk of CVD. However,
23% agreed that the amount of food they ate was too much and they would like to cut
down. Nearly 82% of the participants considered themselves overweight, and 27%
thought that God or a higher power determined their health. Although the authors failed
to comment on this finding, this belief/perception regarding health would be worth
exploring further. The study also found that overall, 3 in 10 participants were past or
current smokers and more than 40% of the participants reported low physical activity.
Approximately 60% said that they had attempted to reduce their consumption of
unhealthy foods, and 25% had tried to lose weight or increase their physical activity.

Uncovering the attitudes, beliefs, perceptions and behaviours towards a health
condition or disease, such as CVD, can be complex but worthwhile. Unlike determining
the level of awareness/understanding, this information gives researchers an insight into
the strengths, barriers and perceptions in a population towards the health condition or
disease. The studies in this review showed that differences can also exist in the attitude,
beliefs, perceptions and behaviours within and between populations. Such information
could be used for high-risk populations to inform and guide future health promotion
strategies and interventions.

3.7.3 Relationship between KAP and Cardiovascular Disease Risk Factors
In addition to the individual measurement of KAP towards CVD, researchers

can measure the relationship between KAP and known CVD risk factors, dietary
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patterns and/or other factors such as gender, age, academic level and the SES of a
population. This gives researchers an understanding of the effect these factors may have
on the population and people’s level of KAP towards CVD.

The correlation between KAP scores was evaluated in two of the five studies in
this review. Vaidya et al. (2013) found that as the level of knowledge increased, so did
the level of highly satisfactory practice. However, knowledge had the opposite effect on
attitudes: when the level of knowledge increased, the level of highly satisfactory
attitudes decreased. They also found that when the level of attitude increased, the
proportion of those with highly satisfactory practice remained unchanged. These
findings suggest a poor relationship between KAP scores in this study’s population. The
authors were not surprised by this finding as they did not expect that a linear
relationship (highly satisfactory knowledge = high satisfactory attitude and behaviour)
would exist in their population (Vaidya et al., 2013).

Shammi et al. (2021) found significant positive correlations between (a)
knowledge and attitude; (b) knowledge and practice, and (c) attitude and practice. Based
on this, the authors predicted that as knowledge towards CVD increased in their study
population, attitude and practice would improve accordingly. This type of prediction
could prove highly valuable for health professionals seeking ways to promote health in
high-risk communities and/or population.

Given that Mirza et al.’s (2016) study population was represented by low-
income respondents, they examined the relationship between a participant’s SES and
their KAP towards CAD. They found that those with higher levels of education in the
study population were better able to identify hallmark symptoms of CAD, and that a
younger age was linked with a lower ability to identify CAD prevention strategies.
More men than women were able to identify with CAD prevention strategies, whereas

more women than men had higher scores in practices towards CAD. However, there
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were no significant differences between genders in overall KAP scores (Mirza et al.,
2016).

Similarly, Vaidya et al. (2013) found no significant difference in the overall
KAP scores between male and females. However, they did find a significant difference
in level of knowledge and practice according to age, caste/ethnicity and education level.
Specifically, they found that KAP scores decreased from the youngest to the oldest age
group; better-educated participants consumed more fruit and less tobacco and alcohol,
but also reported less physical activity and more hypertension. Participants who were
employed knew more about biological causes of CVD such as high blood pressure,
diabetes and high cholesterol, which the authors thought could be because they had
more education, wider exposure to information and better access to treatment and
screening tests (Vaidya et al., 2013).

Hertz et al. (2019) found that younger age and higher educational status were
associated with better knowledge about IHD. However, when Mohammad et al. (2018)
compared gender, race and academic level with KAP scores, they found a significant
difference in knowledge between genders and race, but no difference across academic
levels. For attitudes and practices, they also found no significant differences between
gender, race or academic level (Mohammad et al., 2018).

With a slightly different focus from the other studies in this review, Shammi et
al. (2021) evaluated the association between dietary patterns, KAP, biochemical
information and CVD risk factors among adults. Although their study did not directly
compare each component (dietary patterns and biochemical information) to KAP, an
association between dietary patterns and CVD risk factors was found: CVD was more
prevalent among the males than the females in their study population.

These studies suggest that different factors can have a unique effect on a

population at risk of developing CVD. By identifying and understanding how or to what
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extent these factors affect the population, interventions or strategies targeting these
factors can be developed.
3.7.4 Application of Theoretical Models

Researchers commonly use theoretical models such as the Health Belief Model
and the Theory of Reasoned Action to frame the application of KAP for their study
population. By applying relevant theoretical models, researchers can identify the
barriers to attaining a higher level of KAP towards a health condition.

Vaidya et al. (2013) found that most of their participants did not consider
themselves at risk of CVD and did not want to alter their lifestyle despite being at a
higher risk of the disease. The authors contested that this perception may be supported
by the Health Belief Model and the Theory of Reasoned Action. According to Redding
et al. (2000), the Health Belief Model concerns the likelihood of a person taking action
to prevent illness. This depends on four factors involving the individual’s perception,
that: (a) they are personally vulnerable to the condition (susceptibility); (b) the
consequences of the condition would be serious (severity); (c) precautionary behaviour
effectively prevents the condition (effectiveness); and (d) the benefits of reducing the
threat of the condition exceed the costs of taking action (Redding et al., 2000). When
participants in this study were asked about their reasons for attempting positive health
behaviours, most of the factors in the Health Belief Model, such as ‘wanting to feel
better’, being ‘encouraged by a health professional’ or fear such as the death of a family
member, appeared to influence their behavioural decisions (Vaidya et al., 2013).
Similarly, the authors felt that the Theory of Reasoned Action, which advocates
intention as a key component of healthy behaviour, could be used to explain their
findings. For example, half of the participants who were smokers reported that they had

tried to quit smoking.
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To summarise the findings of the aims regarding the first question (How can CV
health-related KAP surveys help researchers understand a population at risk of
developing CVD, the studies reviewed here show that each population/community is
different, and their level of understanding, beliefs/perception/attitudes and practices
towards a particular health condition can vary considerably. Each study population
demonstrated a specific level of understanding, attitude and practice towards CV health
and disease prevention that was characteristic and unique. Some studies revealed
distinct differences in measured levels of KAP, and a few found associations between
the relationship between KAP and known risk factors in their study population. The
research outcomes presented in each of these studies was unique, and allowed
researchers to reflect on their findings, revealing gaps in CV health promotion and
disease prevention strategies that could be improved or developed in the future.

This section has shown that to find ways to support a community/population at
risk of CVD, local cultural wisdom, knowledge, perceptions and practices towards heart

health in the community/population must first be acknowledged.

3.8 Aim Two: How can CV Health-Related KAP Surveys Support the

Promotion of CV Health and Disease Prevention?

The studies included in this scoping review identified several key opportunities
to support the promotion of CV health and disease prevention in high-risk populations.
First, there is a need to create tailored or patient-centred health programmes. According
to Mirza et al. (2016), the ‘implementation of health programmes that are tailored
towards improving a population’s current level of understanding, beliefs and behaviours
regarding CVD, would be more successful and effective if they adhered to
socioeconomic and sociocultural relevance’ (p. 2741). Their findings showed that future

preventative programmes advocating regular exercise and healthy dietary habits could
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be more effective if they empowered women, as it was the women in their study who
scored significantly higher in the practice category (Mirza et al., 2016).

Mohammad et al. (2018) suggested there was an urgent need to encourage the
promotion of healthy diets as almost half of their study population preferred to frequent
fast-food restaurants, despite the participants scoring very high on attitudes towards the
intake of vegetables and fruit (Mohammad et al., 2018).

Hertz et al. (2019) emphasised the need for patient-centred educational
interventions in northern Tanzania, where they found many of the high-risk participants
had inadequate knowledge and unhealthy practices towards IHD. As described above,
this study identified various areas where participants’ (mainly older adults) knowledge
was poor, including knowing the difference between a heart attack and stroke, their
physiological understanding of a heart attack, the role of aspirin in preventing a CV
event, and the association between diabetes and IHD. Consequently, the researchers
recommended emphasising these topics in patient-based educational interventions in
Tanzania, especially in older high-risk populations (Hertz et al., 2019).

Globally, smoking is known to be a major risk factor not only for CVD, but for
many other diseases. Three of the five studies in this review reported a high number of
smokers among their participants. Thus, the second recommendation identified among
the reviewed studies was to continue and maintain smoking cessation programmes to
build a healthier generation that is free from smoking (Mohammad et al., 2018). Mirza
et al. (2016) believed that tobacco cessation campaigns and education about aspirin
prophylaxis are important, as these factors were found to be underestimated and
undervalued in their study population.

The final recommendation was the need to plan and develop more health
promotional activities to increase the CV health literacy of a population. According to

Liu et al. (2020), health literacy is ‘the ability of an individual to obtain and translate
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knowledge and information to maintain and improve health in a way that is appropriate
to the individual and system contexts’ (p. 1). This concept/construct has been found to
align with KAP models and theories (Koohpayeh et al., 2021). The aim of Vaidya et
al.’s (2013) study was to determine a baseline KAP for their community to inform the
planning of health promotion activities. In their study, they asked their participants to
express their opinion on the various preventative aspects of heart health that they
considered helpful; almost all of participants agreed on the following options: (a)
increased access to fruit, vegetables and other healthy foods; (b) improved access to
indoor and outdoor public recreational facilities; (c) more awareness programmes about
a healthy heart; (d) availability of health facilities to detect and treat heart disease; and
(e) smoking bans to prevent CVD in their population. In the same way, Mirza et al.
(2016) suggested that future programmes would be more effective if they were led by
government hospitals and local doctors in their study population. The benefits of such
direct feedback from high-risk populations cannot be overstated. This information not
only amplifies the voices of study participants but creates an opportunity for researchers
to provide translational evidence for long-term interventional approaches and advocate

them to policy makers for change.
3.9 Chapter Summary

The purpose of this scoping review was to explore the use of KAP surveys in
promoting CV health and disease prevention in high-risk populations. To date, no
scoping review or systematic review has been published describing the use of KAP
surveys for promoting CV health and disease prevention in high-risk populations. A
preliminary search of the literature revealed a limited number of studies published on
this topic. The limited number of studies included this scoping review may, in part, be

due to the specific search string used, the databases chosen, and the fact that there is a
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considerable gap in the literature on this topic. For this reason, a scoping review of the
literature, rather than a systematic review, was more relevant for this study.

The aims of this scoping review were to 1) identify how CV health-related KAP
surveys can characterise a population at risk of developing CVD; and 2) explore how
knowledge obtained from KAP surveys can support the promotion of CV health and
disease prevention in these populations. While more primary research is needed in this
area, the main findings of this scoping review demonstrate how CV health-related KAP
surveys can be used to identify (a) awareness/understanding, perceptions, beliefs and
behaviours regarding CV health; (b) the relationship between KAP and how it correlates
with known CVD risk factors; and (c) how different concepts/theory models can be
used to understand the level of KAP in a high-risk population. Thus, these findings
provide a foundation of empirical knowledge for researchers and professionals to use
and implement in future interventions and health promotion strategies. As Andrade et
al. (2020) explained, KAP surveys should ideally precede any awareness or intervention
programme because KAP data, whether CV health-related or not, can provide valuable
insight into future work including planning, designing and developing health promotion
strategies/programmes.

Several key learnings and considerations from this scoping review helped shape
the experimental design of this study:

1.  To be able to conduct a KAP survey (not just a CV health-related KAP survey)
in a population, it is necessary to have an appropriate, validated questionnaire.

Given that all the studies in this scoping review had used a CV health-related

questionnaire based on past research (a thorough search of this literature was

outside this scoping review), it was evident that there is no ‘gold standard’ that

could be used in the current study. Therefore, the first step to assessing the KAP
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towards CV health in the Fijian Indian community was to develop an
appropriate and feasible KAP questionnaire.

While there is significant value in asking direct questions related to the KAP
towards CV health, as shown in this scoping review, incorporating open-ended
(qualitative) questions can be beneficial. Such questions allow participants to
express their opinions and ideas about the topic of interest, as demonstrated by
Vaidya et al. (2013).

It is important for researchers to conduct a content analysis (content validity) of
questions and pre-test their questionnaire with a small number of participants
before it is disseminated to a larger audience. In this scoping review, three of the
five studies assessed the content validity of their KAP questionnaire and/or
piloted it in a small sample of their population. Similarly, according to Artino et
al. (2014), past research has shown the value of these processes in questionnaire
development. Assessing the content of a questionnaire ensures that the chosen
questions are appropriate and capable of correctly measuring the KAP of a
population and that the data obtained from the survey are relevant to the purpose
of the study. Similarly, pre-testing a developed questionnaire allows researchers
to confirm that it is practical and easy to understand.

To facilitate better understanding and acceptability of their KAP survey, three of
the five studies translated their questionnaire into the local language of their
study population. Although they did not report on the impact of this action in
their questionnaire development process, it is worth considering, if appropriate.
It is important to consider the different methods of administration of a KAP
questionnaire—for example, written, electronic or interviews—as this could
affect the data collection and data completeness at the time of the study.

Although none of the studies in this scoping review evaluated this aspect, taking
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into account the preference and ability of the target population to complete the

KAP survey could help improve the quality of the data.
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Chapter 4: Phase One Study

This chapter describes Phase One, the development of a KAP questionnaire to assess the level
of KAP towards CV health in the Fijian Indian community. A preliminary literature review was
conducted to identify relevant questions related to CV health and disease prevention. An
advisory team consisting of invited members of the local community was formed to assess the
content validity of the questionnaire. Each advisory team member provided feedback on the

selected questions that was analysed and integrated into the final study questionnaire.

4.1 Development of the Draft Questionnaire

4.1.1 Literature Search

A literature search of the Health and Psychosocial Instruments (HaPl), Scopus
and MEDLINE (via PubMed) electronic databases was undertaken in September and
October 2018. Using keywords from the research questions in this study the following
search terms were selected: ‘heart health OR heart disease OR cardiovascular disease
OR cardiovascular health” AND ‘questionnaire OR survey’ AND with either the term
‘knowledge’, “attitudes’, ‘practices’, ‘behaviour” and ‘beliefs’ and used for each
database search. Because of the specificity of the keywords selected, there were no
restrictions on the year of publication.
4.1.1.1 Inclusion Criteria

References were included if they were written in English and relevant to the
topic of interest. For example, included articles were those that assessed the level of
KAP (including beliefs) of CV health or disease prevention in the
population/community, were available in full text and for which the tool used to assess
the topic of interest was presented in the text.
4.1.1.2 Exclusion Criteria

References were excluded if they were specific to children’s health, gender,

career or a CV or other health condition; for example, a survey on hyperlipidaemia
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(high cholesterol). References were also excluded if they were irrelevant to the topic of
interest, the resource was unavailable, or the tool used was not pre-tested before use in
the study.
4.1.1.3 Search Results

A total of 13 articles met the inclusion criteria and were used to develop the
draft questionnaire prior to expert review. For each database, article titles were first
screened to identify duplicate results for exclusion. The results were then filtered
through the inclusion and exclusion criteria (described above) by reading the abstract of
each article. If the abstract met inclusion criteria, the original article (or primary article)
was obtained for a full-text review. Last, the reference lists of the original articles were
explored for any relevant references. If considered appropriate, these were also acquired
and included as secondary references in this search. Tables 4.1-4.3 summarise the
database results from the literature search.
Table 4.1

Search Results from the HaP| Database

Database—HaPl

Knowledge | Attitude | Practice | Behaviour | Beliefs
Total results 22 8 10 5 3
Excluded 20 7 10 4 2
Relevant references 2 1 0 1 1
Table 4.2

Search Results from Scopus Database

Database—Scopus

Knowledge | Attitude | Practice | Behaviour | Beliefs
Total results 83 72 123 211 7
Excluded 79 71 123 210 6
Relevant references 4 1 0 1 1
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Table 4.3

Search Results from MEDLINE Via the PubMed Database

Database—MEDLINE via PubMed

Knowledge | Attitude | Practice | Behaviour | Beliefs
Total results 219 18 269 89 13
Excluded 217 18 269 89 13
Included references 2 0 0 0 0

4.1.2 Other Resources

The WHO’s Guide to Developing Knowledge, Attitudes and Practices survey,
the MoH (NZ)’s Cardiovascular Risk Assessment and Management of Primary Care
guidelines and existing questionnaires/KAP surveys on CVD found through Google
Scholar were also used in development of the questionnaire.

Similarly, a combined literature search of the CINAHL (Cumulative Index of
Nursing and Allied Health Literature) database and MEDLINE via the PubMed
database for research that included the Fijian Indian community was also undertaken in
October 2018. The following search terms: ‘Fijian Indian AND Health literacy
assessment’, ‘Fijian Indian AND Health literacy’, ‘Fijian Indian AND Health survey’
and ‘Fijian Indian AND Needs assessment’ were used. This was intended to guide and
adapt the questionnaire so that it was relative to the community of interest.
Unfortunately, the results from this search were extremely limited and irrelevant to the
topic of interest. This confirmed the need to invite relevant leaders from the local
community to be part of an advisory team for the development of the KAP
questionnaire.

4.1.3 Draft Questionnaire

The methodological approach to developing a questionnaire used here has been
employed in numerous studies (e.g., Wagner et al., 2005; Woringer et al., 2017).
According to Hyman et al. (2006), it is perfectly acceptable to use questions from

previous surveys; indeed there are significant advantages to doing so for new research,
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including that ‘recycling’ questions prevents the need to ‘reinvent the wheel’.
Furthermore, the fact that these questions have already been tested means that potential
researchers can be fairly confident that the methodological work required for
conceptualisation and accurate measurement of validity has been done and the questions
are good indicators of their topic of interest (Hyman et al., 2006). In this study, the
following sources were also used to guide the development of the questionnaire for
expert analysis: Andsoy et al. (2015); Arikan et al. (2009); Awad and Al-Nafisi (2014);
Bergman et al. (2011); Ibrahim et al. (2016); Magalh&es et al. (2015); Mayo Clinic
(2020); MoH (2018a); Mirza et al. (2016); Tovar et al. (2010) and Vaidya et al. (2020).
Questions were developed, modified and/or adapted based on their appropriateness and
relevance to the research aims and questions of this study. Similarly, attention was paid
to the format and structure of the questions and questionnaire design based on the
abovementioned sources.

Each section of the draft questionnaire was filtered for repetitive
questions/statements and formatted following consultation with the study supervisors,
an Auckland University of Technology (AUT) biostatistician (advisor) and peers within
the Fijian Indian community. Polit and Beck (2006) was used as a guide to assess the
content validity of the developed questionnaire. Appendix 3 presents the evaluation of
each relevant article used in the development of the draft questionnaire.

4.1.4 Questionnaire Review Form

A questionnaire review form was designed using Polit and Beck (2006) as a
guide (Appendix 4). Each member of the advisory team was asked to review the first
section of the questionnaire: Part 1—Knowledge, Attitude and Practices of CV Health.

For every question, each member was asked to use the following criteria as a
guide to measure:

e the appropriateness of the question for the category in which it is grouped
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¢ the relevance of the question for assessing either the knowledge, attitude or
practice of CV health
e the clarity of the wording.

For each criterion, members were asked to select one option from a 4-point scale
to indicate the extent to which they agreed or disagreed with each question: strongly
agree, agree, disagree or strongly disagree. As advocated by Lynn (1986), using a 4-
point scale avoids having a neutral and ambivalent midpoint (Lynn, 1986; Polit & Beck,
2006). The review form also provided space for each question and the overall
questionnaire for advisory team members to express their opinion or suggestions.

4.1.5 Ethical Considerations

Ethics approval for the collection and use of the data during the first phase of
this study was obtained from the AUT Ethics Committee (05/03/2019 AUTEC 19/63)
(Appendix 5).

4.1.6 Advisory Team

An advisory team was formed by invitation to local/known leaders in the Fijian
Indian community and health professionals (medical, nursing, health educators and
counsellors) who were experts in the field of CV health and/or had experience with
working with the Fijian Indian community in Auckland, NZ.

The following publicly available sources were explored to identify health professionals

and local/known leaders in the Fijian Indian community for invitation. An invitation letter

(Appendix 6) was sent electronically to each of these sources:
e Friends of Fiji
e The Fiji Association in Auckland Inc.
e The Fijian Indian Association Wellington Inc.
e The Cardiothoracic and Vascular Intensive Care Unit at Auckland City Hospital

e Tamaki Health: a local public health service provider in the community
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e Community connections/links—given the PR’s immediate connection with the

Fijian Indian community in Auckland, NZ.

According to Armstrong et al. (2005), the recommended number of experts to

review an instrument is 3—20. For this study, the advisory team consisted of five experts

from the local community.

Each member was provided with an electronic copy of the participant

information sheet (Appendix 7) and a consent form (Appendix 8) following a phone call

with the PR. During this phone call (and throughout the recruitment phase), all members

had the opportunity to ask any questions related to the study before signing their

consent form.

Once consent forms were signed and returned to the PR, an electronic copy of

the draft questionnaire (Appendix 9) and review form (Appendix 12) was sent to each

expert for them to assess the content validity of the questionnaire.

Table 4.4 briefly describes the expertise and professional role in the local

community of each member of the advisory team.

Table 4.4

Professional Role and Expertise of Advisory Team Members

Expert

Expertise

1

A vocationally trained general practitioner with more than 25 years’
experience in the medical field. Worked closely with the Friends of
Fiji Health general surgical team to provide medical treatment and
training to the local community in Fiji.

A registered nurse specialist in the Cardiothoracic and Vascular
Intensive Care Unit located at Auckland City Hospital.

A Fiji-born Indian, retired medical practitioner and member of
Soroptimist International and the University of the Third Age. Had
been recognised for services in medicine and the community and was
a member of the New Zealand Order of Merit.

A doctor and the clinical director of the largest independent
healthcare group providing general practice, urgent care clinics,
specialist centres and occupational health clinic services to our local
community.

A well-known, Fiji-born health coach and self-management facilitator
in one of the largest independent healthcare groups providing general

87



practice, urgent care clinics, specialist centres and occupational health
clinic services to the local community.

4.1.7 Content Validation

The Content Validity Index (CVI) measures the ‘degree to which an instrument
has an appropriate sample of items for a construct being measured’ (Shi et al., 2012, p.
1). It is the most widely reported approach in instrument development. Two types of
CVI can be calculated (Rodrigues et al., 2017; Shi et al., 2012): (1) the CVI of
individual items, or item-level CVI (I-CVI); and (2) the CVI of the overall scale, or
scale-level CVI (S-CVI). Thus, the content validity of the overall instrument can be
assessed by calculating either the S-CVI/UA (universal agreement) or S-CVI/Ave
(average). According to Shi et al. (2012), a scale with excellent content validity should
have I1-CV1 of 0.78 or higher and a S-CVI/UA and S-CVI/Ave of 0.8 and 0.9 or higher,
respectively.

As recommended by Polit and Beck (2006), the calculations described in Table
4.5 were made to evaluate the draft questionnaire.
Table 4.5

Measures Used to Assess Content Validity of the Draft Questionnaire

The number of experts in agreement, i.e., experts who ‘strongly
I-CVI agree’ or ‘agree’ with the appropriateness, relevance or clarity of
the question, divided by the total number of experts

Proportion

a. ‘Stated clearly’ The number of questions stated clearly/appropriately/deemed
b. ‘Appropriate’ relevant divided by the total number of questions in that section
c. ‘Relevant’

The total number of questions that received agreement (experts
who chose ‘strongly agree’ or ‘agree’ with the appropriateness,
relevance or clarity of the question) by all experts divided by the
total number of questions in that section

S-CVI/UA

The average of the I-CVIs for all items on the scale, i.e., the sum
S-CVI/AVE of the proportion stated clearly/appropriate/deemed relevant
divided by the total number of experts (S-CVI)

88



4.1.8 Advisory Team Feedback and Data Analysis

For these data, a minimum I-CVI of 0.8 was chosen as an acceptable standard
for content validity (Polit & Beck, 2006; Shi et al., 2012). For the Knowledge section,
the mean 1-CVI (and S-CVI/Ave) was 0.93, 0.79 and 0.88 for the appropriateness,
relevance and clarity of the questions, respectively (Appendix 10, Tables 1-12).
Similarly, the mean I-CVI (and S-CVI/Ave) was 0.88 for appropriateness, 0.89 for
relevance and 0.82 for clarity of the questions in the Attitude section (Appendix 10,
Tables 4-6). Finally, the mean I-CVI (and S-CVI/Ave) for the Practice section was 0.94
for appropriateness, 0.94 for relevance and 0.86 for clarity of the questions (Appendix
10, Tables 7-9).

In addition, the experts provided valuable suggestions and comments on several
of the questions. In the Knowledge section (Appendix 10, Table 10), experts suggested
changing the term ‘cardiovascular disease’ in Question 1 (and the overall questionnaire)
to ‘heart disease’ as this would make the question/questionnaire ‘easier to understand’
and allow participants to ‘complete the questionnaire’. Two experts suggested slightly
rephrasing Questions 7 and 10, and removing Questions 6, 9 and 14 as they were ‘too
technical’ for the intended audience, ‘repetitive’ or similar to another question, or were
‘unnecessary’ or vague questions that ‘could confuse the participant on how to answer
the question appropriately’. For the Attitudes section (Appendix 10, Table 11), the
experts suggested rephrasing three questions (19, 22 and 29) and removing Question 32
for the same reasons as above. For example, one of the experts commented about
Question 32, ‘I read the nutrition panel information of each product that I intended to
buy’, suggesting it was unnecessary in this group of questions. Another expert
questioned whether people in this community ‘would have enough knowledge of the
general category of foods’ to be able to reflect on such a question. In the last section

(Practices), experts suggested rewording five questions (38, 39, 42, 43, and 57) to
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improve the clarity and understanding of the questions. This included changing the
words ‘leisure time’ to ‘spare time’ in Question 42, ‘salt/day’ to ‘salt per day’ in
Question 38 and ‘3x/week’ to ‘3 times a week’ (Appendix 10, Table 12).

The overall feedback about the questionnaire was both positive and constructive.
As anticipated, most of the experts found the questionnaire a ‘bit long’ or lengthy;
however, they did acknowledge that the questions were ‘really good’ and ‘appropriate
to create a good profile of the community and their knowledge of heart disease’. The
experts also recognised that the questionnaire was ‘comprehensive’ enough to achieve a
‘good picture of what’s going on’ in the community and that ‘it is a good initiative, and
the collected data will be valuable’. One expert commented that the open-ended
questions included in the questionnaire could ‘help in improving the policies’.
Furthermore, Expert 5 expressed their appreciation and support for the draft
questionnaire by stating that, ‘our people need this’.

In summary, the initial review process identified that most questions in each
section were deemed appropriate and relevant for the draft questionnaire. However,
some questions needed revision to improve clarity. Nine of the 58 questions in these
sections were reviewed based on feedback from the advisory team. Tables 4.6 and 4.7
summarise the total I-CV1 analysis findings and overall feedback on the draft
questionnaire by the advisory team, respectively. Also included are the responses and
plan of action (highlighted in red) for revising the study questionnaire. These
calculations and results were checked and accepted by study supervisors following

review.
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Table 4.6

Summary of the Total I-CVI for each Question in the Knowledge, Attitude and Practices

Section
Total question I-CVI analysis
Question Appropriateness I-CVI Relevance I-CVI Clarity I-CVI
1 1 1 0.4
2 0.8 1 0.8
3 1 1 1
4 1 1 1
5 1 1 0.8
6 0.8 0.8 0.4
7 0.8 0.8 0.6
8 1 1 1
9 1 1 0.6
Knowledge 10 1 1 0.6
11 1 1 0.8
12 0.8 1 0.8
13 1 1 1
14 0.6 0.8 0.6
15 1 1 1
16 1 1 0.8
17 1 1 1
18 1 1 1
19 0.8 0.8 0.6
20 0.8 0.8 0.8
21 0.8 0.8 0.8
22 0.8 0.8 0.8
23 0.8 0.8 0.8
24 0.8 0.8 0.8
25 0.8 0.8 0.8
26 1 1 1
. 27 1 1 0.8
Attitude 28 1 1 1
29 1 1 0.6
30 1 1 1
31 1 1 1
32 0.6 0.6 0.8
33 0.8 1 0.8
34 0.8 0.8 0.8
35 1 1 0.8
36 1 1 0.8
38 1 1 0.8
39 1 1 0.8
40 0.8 0.8 0.8
Practice 41 1 1 1
42 1 1 0.8
43 0.8 0.8 0.8
44 1 1 1
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Total question I-CVI analysis

Question Appropriateness I1-CVI Relevance I-CVI Clarity I-CVI
45 1 1 1
46 1 0.8 0.8
47 0.8 1 1
48 1 1 0.8
49 0.8 0.8 0.8
50 1 1 1
51 0.8 0.8 0.8
52 1 1 1
53 1 1 0.8
54 1 1 0.8
55 0.8 0.8 0.8
56 1 1 1
57 1 1 0.6
58 0.8 0.8 0.8

KEY:

5/5 experts strongly agree or agree = 1.0
4/5 experts strongly agree or agree = 0.8
3/5 experts strongly agree or agree = 0.6
2/5 experts strongly agree or agree = 0.4

QUICK SUMMARY OF RESULTS:

For these data, a minimum 1-CV1 of 0.8 was chosen as the acceptable standard for content
validity (Polit & Beck, 2006; Shi et al., 2012).

Most of the questions were appropriate and relevant to each section of the draft questionnaire.
However, some questions required revision to achieve more clarity (described below).

Nine of the 58 questions in these sections were revised based on the feedback from the
advisory team.

Table 4.7
Overall Feedback from the Experts on the Draft Questionnaire Including the

Response/Plan of Action to Each Suggestion/Comment

Advisory team overall feedback about draft questionnaire

Expert 1 1) Generally—the whole questionaire is too long. Will it be filled
approprriately if it is deemed to long and some qustions are quite
vague.

2) Section on attitudes, are those questions necessary as many of them
can be ascertained from section ¢ questions and statements.

Response & 1) The questionnaire will be split into two sections—Part 1 and Part 2
action plan (as Expert 5 also suggested).
2) Based on individual feedback from each expert and question
analysis, some questions have been rephrased or removed in each of
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Advisory team overall feedback about draft questionnaire

the sections. However, the three sections will remain in the
questionnaire.

Expert 2

| feel that the questions are really good. But few suggessions:

1. In attitude section c: questions 37 to 48 has the columns that has the
options never/rarely/sometimes/often/always. But the questions 19
to 36 has different options like strongly agree/ agree/not
certain/disagree/strongly disagree. If you need it that way its fine.
But if you want to make it simple to avoid confusion to readers and
look alike to make analysis easy, make it strongly agree/agree/not
certain/disagree/strongly disagree for all, and change the statements
from questions 40 to 48 from question form to general statement.
like:

Q40: My daily activity involves vigorous activities (e.g.)

Q41: I walk for atleast 10 mins to get to and from places every day

Q42: 1 spend my leisure time to exercise at least 20 minutes per
session

Q43 : | take Health supplements/special diet that is not recommended
by a health professional

Q44 : | eat two fruit servings per day

Q45: | take three vegetable servings per day

sometimes | eat dinner late in the night before I sleep

QA47: | eat in between main meals; e.g., ....

Q48 : | lead a stress full life

2. Questions 49 to 58 | feel are more of knowledg/believe related
questions than practice related. So may be they can be clubbed with
knowlede questions.

3a. under demographic data, Q73 : change Questions as, In general,
how would you consider your health condition to be?

3b. Q76 to 78 :smoking/alcohol/kava habbits - if Yes, in options,
wondering if specifying quantity would be more beneficial in
addition to times

3c. Q92: under option, medical term like Atrial fibrillation, I wonder
how many will understand? Instead using irregular fast heart
beat/rate/rhythm might be an option?

3d. Q95 : Not sure whther it is an applicable to ask people, because it
may be difficult for them to say? Can be removed.

Response &
action plan

1-2) Relevant questions have been edited based on the individual
feedback from experts and question data analysis

3a) Changed Q73 to, ‘In general, how would you consider your health
condition to be?’

3b) Only the question about alcohol will be rephrased to match the
Alcohol Use Disorders Identification Test (AUDIT) screening tool
as this is used in the clinical setting. The other two questions
(smoking and kava) include a quantity component in the answer.

3¢) Included the definition ‘irregular fast heartbeat/rate/thythm’ in
brackets next to ‘atrial fibrillation’ (Q92)

3d) I think it is important to know and understand your level of risk
for CVD. People who have had their CVDRA done may or may not
know or remember what their risk is despite having had an
assessment.
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Advisory team overall feedback about draft questionnaire

Expert 3 1. | think the questions are appropriate to create a good profile of the
community and their knowledge of heart disease.
2. Open-ended questions—good questions
3. Demographic—relevant questions
4. 1t will give you a good picture of whats going on.
5. Add not sure in the procedures question

Response &  5) Q92: ‘Not sure’ has been added to the question as a response
action plan option.

Expert 4 1. Change the words ‘cardiovascular disease’ to heart disease for the

community
2. Remove medical terminology
3. The open-ended questions would help in improving the policies etc
4. Update the risk factors - include psychosis/schizophrenia/bipolar as
well now (mental health)

- PREDICT tool (newer version - 2018)

+ heart failure it is also a risk factor
5. Include alcohol intake in the demographics section as it is just as
important as smoking habits.

-You can use the AUDIT screening tool questions on
Medtech—use the first 3 questions.

-1t is a WHO approved tool and is a needed figure for the
government as well (like smoking).

-1f a person scores 4 and above—considered positive for
problem alcohol use.
6. Overall the questionnaire is very comprehensve and a bit long.
7. However, it is a good initiative and the collected data will be

valuable
Response &  1-2) The term ‘cardiovascular disease’ has been replaced by ‘heart
action plan disease’ throughout the questionnaire. Most of the medical

terminology has been replaced/removed to improve clarity and
understanding of the overall questionnaire.

4) The following risk factors will be added to Q17 — “Severe mental
illness, impaired renal function and heart failure’—(Reference:
https://bpac.org.nz/2018/cvd.aspx)

5) AUDIT screening tool questions will be used instead of the current
question (Q77).

6) The questionnaire will be split into two sections—Part 1 and Part 2
as Expert 5 also suggested.

Expert 5 1. Change medical terms to layperson language—eg q(6)—will they
know what HDL is
2. Good open ended questions—this is very important for our
community as they would be open to feedback
3. Questionnaire is bit long—spilt it into smaller sections
4. Overall, very good questionnaire—our people need this

Response &  3) The questionnaire will be split into two sections—Part 1 and Part 2.
action plan

Note. The wording and spelling of the expert feedback in this table are verbatim.
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4.1.9 Revised Questionnaire and Review Form

Based on the findings and feedback described above, the following actions were
taken to revise the developed questionnaire. In Part 1—Section A (Knowledge), the
researcher removed Questions 6 and 9 as they did not meet the acceptable standard of |-
CVI1 0.8 for clarity. Question 14 was also removed as it did not meet the acceptable
standard of 1-CV1 0.8 for appropriateness and clarity. Question 17 was revised to
include the options severe mental illness, heart failure and impaired renal function as
factors that could increase the risk of a heart attack or heart disease. In Part 1—Section
B (Attitudes), Question 32 was removed as it did not meet the acceptable standard of I-
CVI1 0.8 for appropriateness and relevance, and Question 22 was reworded to include
the words ‘for my height or age’ to clarify the statement about how a participant may
feel about their present weight. In Part 1—Section C (Practices), Questions 38, 39, 42
and 43 were slightly reworded to simplify and make them easier for a participant to
understand.

There were no changes/actions to the wording or format of the ‘open-ended
questions’ in Part 2. Three of the experts found these questions ‘good’ and ‘very
important’ for the target community. They stated that participants ‘would be open’ to
providing feedback and the open-ended questions ‘would help to improve policies’.

In the last part of the questionnaire, Part 3—Participant Demographics and
Current Health Status, Expert 2 suggested rewording Question 73 to, ‘In general, how
would you consider your health condition to be?’. Expert 3 suggested incorporating the
WHO Alcohol Use Disorders Identification Test (AUDIT) screening tool questions as
used in primary care (clinical settings) so that the questionnaire would be in line with
current clinical practice (WHO, 2001). The final change/action suggested by the experts
for this series of questions was to add the definition of ‘atrial fibrillation’, which is

‘irregular fast heartbeat/rate/rhythm’, and the option of ‘not sure’ to Question 92.
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The questionnaire was split into two separate documents to help participants
manage and complete this comprehensive survey. Part 1—KAP of CV health questions
and Part 2—Open-ended Questions made up one document, and Part 3—Participant
Demographics and Current Health Status were presented in the other.

Table 4.8 summarises the proposed changes to the questionnaire. These changes
were highlighted in a revised letter (Appendix 11) to the advisory team for their
information. A revised review form was also created for the advisory team to assess six
questions that were rephrased/reworded to meet the standards of each review category
(appropriateness, relevance and clarity) and for them to provide any further/additional
comments (Appendix 12).

Table 4.8

Summary of the Proposed Changes to the Questionnaire Following Advisory Team

Review
Original question Action/revised question
(6): If your ‘good’
cholesterol (HDL) is  This question has been removed from the
high you are at risk questionnaire.
for heart disease
(9£:ttler:ﬁglélgrn%a;t;1r;?m This question has been removed from the
Bour health guestionnaire.
(14): The healthiest
ienC;\I/SIr:a (’;Se ier)m(\%(I:\I/SeES frzgge heart This question has been removed from the
breathing for a guestionnaire.
sustained period
(17): Which of the (17): Rephrased to, “Which of the
follbwin factors following factors increases the risk of a
increase %he risk of a heart attack or heart disease?’
heart attack or heart Added the options: severe mental illness,
disease? heart failure and impaired renal function
' to the answer selection
(22): 1 feel my present . ;
weiaht is too hiah for (22): Rephrased to, ‘I feel my present
Section B: my %ealth g weight is too high for my height or age’.
Attitude (32): 1 read the

This question has been removed from the

nutrition panel . .
questionnaire.

information of each
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Original question Action/revised question

product that I intend
to buy

(38): 1 use more than 3 (38): Rephrased to, ‘I use more than 3
teaspoons of salt/day teaspoons of salt per day’

(39): I consume fatty
foods more than
3x/week

(42): Do you spend
your leisure time to

Section C: exercise at least 20
Practice minutes per session?

(43): How often do you
take any health
supplements or are on
a special diet? i.e.,
that is not
recommended by a
health professional

(39): Rephrased to, ‘I consume fatty foods
more than three times a week’

(42): Rephrased to, ‘During your spare
time, do you exercise for at least 20
minutes (per session)?’

(43): Rephrased to, ‘How often do you
take any health supplements or are on a
special diet that is not recommended by a
health professional?’

(73): In general, you (73): Rephrased to, ‘In general, how
would consider your would you consider your health condition
health to be? to be?’

(77): Rephrased to include the AUDIT
screening tool questions (used in clinical
settings).

1. How often do you drink? (multiple
choice answer).

(77): Do you drink If the patient selects an option apart from
alcohol? ‘never’, then the following questions
Participant will emerge:
Demographics 2. How many per day? (Multiple choice
& Current answer)
Health Status 3. 6 or more per day? (Multiple choice
answer)

(92): Please indicate if
any of the following
medical
conditions/procedures
are known in your
immediate family

Action 1:

The definition ‘irregular fast
heartbeat/rate/thythm’ has been added in
brackets next to atrial fibrillation (one of
the answer options)

history (i.e., parents Action 2: .
- " Add the option ‘not sure’ to the answer
grandparents, or :
- . selection
siblings):
Overall Action 1: Split the questionnaire into two separate documents

The six questions under final review (Table 4.9) were evaluated to confirm that

they were appropriate, relevant and clear for the final version of the questionnaire.
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Table 4.9

The List of Questions Under Final Review by the Advisory Team

Section No Question

1 Heart disease is a disease that is related to heart and blood vessels

6 Only exercising will lower a person’s chance of developing heart
disease

8 Heart disease can occur in young people

16 I don’t think of myself as at risk of heart disease

26 | should maintain my weight according to my BMI; i.e., the right
weight for my height

53 I don’t know what is considered a healthy diet that would prevent
me from developing heart disease

Practic|Attitude [Knowledge

e

4.1.10 Final Review: Feedback and Data Analysis

As in the first review process, this study chose a minimum I-CVI of 0.8 as an
acceptable standard for content validity in the final review (Polit & Beck, 2006; Shi et
al., 2012). The appropriateness, relevance and clarity of each of the six questions in
Table 4.9 were tested. For appropriateness, the mean I-CVI (and S-CVI/Ave) was 0.97
(Appendix 13, Table 1), for relevance the mean I-CVI (and S-CVI/Ave) was 0.97
(Appendix 13, Table 2) and for clarity the mean I1-CVI (and S-CVI/Ave) was 0.80
(Appendix 13, Table 3). Based on this, one of the six questions in the final review
(Question 26) was revised as it failed to meet the minimum I-CV1 of 0.8 for clarity.
Based on the feedback from the experts, the question was reworded to, ‘I should ensure
that my weight is appropriate for my height’ for the final questionnaire. The experts also
suggested rephrasing Question 16 to, ‘I don’t think I’m at risk of having heart disease’,
and Question 53 to, ‘I don’t know about healthy diets that would prevent me from
developing heart disease’ to make these questions easier to understand.

In terms of overall feedback, most of the experts found the final version of the
questionnaire ‘good’, ‘simple’ and ‘appropriate’. With all the changes made, one expert
found the questionnaire ‘easier to understand’. One expert noted that the ‘questionnaire

seemed too long’ and that ‘some people might not have the time or the patience to
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complete the questionnaire’. This was certainly a potential drawback of the developed
questionnaire at this point. Thus, time and data completeness were assessed in the next
phase of the study i.e., Phase Two.

Despite this concern, another expert stated how helpful they felt this
questionnaire would be for ‘understanding the current status of CV health in this
community’ and how the questionnaire was ‘quite relevant to current health concerns
within this particular community’. This was reassuring feedback for this study as there
IS a need for further research and support for CVD prevention in this community.

Tables 4.10 and 4.11 summarise the findings of the final review and data
analysis, this includes the responses and the plan of action, highlighted in red, employed
to finalise the study questionnaire. These calculations and results were checked and
accepted by the study supervisors following their review.

Table 4.10

Summary of the Total I-CVI for Revised Questions in the KAP Questionnaire

Advisory team—final questionnaire review—question analysis

Appropriateness  Relevance  Clarity
I-CVI I-CVI I-CVI

1  Heart disease is a disease that is 1 1 1
related to heart and blood
vessels

Only exercising will lower a 0.8 0.8 0.8
person’s chance of
developing heart disease

Heart disease can occur in 1 1 1
young people

(op}

Knowledge
(o¢]

16 | don’t think of myself as at 1 1 0.8
risk of heart disease

26 | should maintain my weight 1 1 0.6
according to my BMI; i.e.,
the right weight for my height

Attitude

53 I don’t know what is 1 1 0.8
considered a healthy diet that
would prevent me from
developing heart disease

Practice
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KEY:

5/5 experts strongly agree or agree = 1.0
4/5 experts strongly agree or agree = 0.8
3/5 experts strongly agree or agree = 0.6
2/5 experts strongly agree or agree = 0.4

SUMMARY OF RESULTS:

As in the first review, a minimum I-CVI of 0.8 was chosen as an acceptable standard for

content validity (Polit & Beck, 2006; Shi et al., 2012).

Based on this criteria, one of six questions in the questionnaire was revised based on the
feedback given by the advisory team. Other feedback/suggestions from the experts were

also taken into consideration (described below).

Table 4.11

Feedback from the Experts on the Six Revised Questions Including the Response/Plan of

Action
Advisory team—final questionnaire review
Exp | Exp
Question Expert ert ert Expert Expert
1 4 5
2 3
Heart disease is a
1 disease that is related i i ) i i
to heart and blood
vessels
Acti | No change will be made to this question as 5/5 experts agreed that the question is
on: | appropriate, relevant and stated clearly.
ngre:eg':(;ggsw'“ Exercise is one of
S| 6 P . the factors that - - - -
3 chance of developing
o : can help
= heart disease
é No change will be made to this question as 4/5 experts agreed that the question is
Acti | appropriate, relevant and stated clearly. Also, the question is a true or false question and
on: | the correct answer to this question is FALSE because, as Expert 1 suggests, ‘exercise is
one of the factors that can help’ lower the chance of developing heart disease.
Heart disease can
8 occur in young - - - - -
people
Acti | No change will be made to this question as 5/5 experts agreed that the question was
on: | appropriate, relevant and stated clearly.
Change to ‘I
I don’t think of don’t think
16 | myself as at risk of - - - - I'm at risk of
heart disease having heart
disease”’
ol Acti Although the question has been deemed appropriate, relevant and started clearly by 4/5
S on: experts, | agree that rephrasing the question to ‘I don't think | am at risk of having heart
b= " | disease’ would be easier to understand.
< : .
- I should Change to ‘I
I should maintain my
. ) ensure that should
weight according to S o
o good reference my weight is | maintain my
26 | my BMI; i.e. the . - - - .
. ; point appropriate weight
right weight for my f di
height or my according to
height’ my height”’
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Advisory team—final questionnaire review

Based on the feedback of 3/5 experts, the question will be rephrased to, ‘I should ensure
Acti | that my weight is appropriate for my height’. In my opinion, this is important because to
on: | maintain weight you need to ensure that you are the appropriate weight for your height
first, especially if we are to use BMI as a reference point.
Change to ‘I
I don't know what is don’t know
considered a healthy | If the answer is about healthy
53 diet that would yes then the group i ) i diets that
8 prevent me from will need to be would prevent
g developing heart educated me from
a disease developing
heart disease’
Acti Although the question has been deemed appropriate, relevant and started clearly by 4/5
.| experts, I agree that rephrasing the question to, ‘I don’t know about healthy diets that
on: . . : .
would prevent me from developing heart disease’ would make it easier to understand.
Table 4.12

Final Feedback from Each of the Experts on the Final Questionnaire Including the

Response/Plan of Action

Advisory team overall feedback about draft questionnaire

Expert 1

1) Generally—the whole questionaire is too long. Will it be filled
approprriately if it is deemed to long and some qustions are quite
vague.

2) Section on attitudes, are those questions necessary as many of them
can be ascertained from section ¢ questions and statements.

Response &
action plan

1) The questionnaire will be split into two sections—~Parts 1 and 2 (as
Expert 5 also suggested).

2) Based on individual feedback from each expert and question
analysis, some questions have been rephrased or removed in each of
the sections. However, the three sections: Knowledge, Attitude, and
Practices, will remain in the questionnaire.

Expert 2

| feel that the questions are really good. But few suggessions:

1. In attitude section c: questions 37 to 48 has the columns that has the
options never/ rarely/ sometimes/often/ always. But the questions 19
to 36 has different options like strongly agree/ agree/ not
certain/disagree/strongly disagree. If you need it that way its fine. But
if you want to make it simple to avoid confusion to readers and look
alike to make analysis easy, make it strongly agree/ agree/ not
certain/disagree/strongly disagree, for all and change the statements
from questions 40 to 48 from question form to general statement. like:
Q40: My daily activity involves vigorous activities (e.g.)

Q41: 1 walk for atleast 10 mins to get to and from places every day

Q42: 1 spend my leisure time to exercise at least 20 minutes per
session

Q43 : | take Health supplements/ special diet that is not recommended
by a health professional

Q44 : | eat two fruit servings per day

Q45: | take three vegetable servings per day
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Advisory team overall feedback about draft questionnaire

Q46 : sometimes | eat dinner late in the night before | sleep

Q47 : 1 eat in between main meals e.g. ....

Q48 : | lead a stress full life

Questions 49 to 58, | feel are more of knowledg/believe related
questions than practice related. So may be they can be clubbed with
knowlede questions.

3a. under demographic data, Q73 : change Questions as, In general,
how would you consider your health condition to be?

3b. Q76 to 78 :smoking/alcohol/kava habbits - if Yes, in options,
wondering if specifying quantity would be more beneficial in addition
to times

3c. Q 92 : under option, medical term like Atrial fibrillation, I wonder
how many will understand? Instead using irregular fast heart
beat/rate/rhythm might be an option?

3d. Q95 : Not sure whther it is an applicable to ask people, because it
may be difficult for them to say ? Can be removed.

1-2) Relevant questions have been edited based on the individual

feedback from experts and question data analysis

3a) Changed Q73 to, ‘In general, how would you consider your health

condition to be?’

3b) Only the question about alcohol will be rephrased to match the

AUDIT screening tool as this is used in the clinical setting. The other
Response &  two questions (smoking and kava) include a quantity component in
action plan the answer.

3c¢) Included the definition ‘irregular fast heartbeat/rate/rthythm’ in

brackets next to ‘atrial fibrillation’ (Q92)

3d) I think it is important to know and understand your level of risk

for CVD. People who have had their CVDRA done may or may not

know or remember what their risk is despite having had an

assessment.

simple and appropriate
Expert 3 other changes are good
simplified questions—appropriate.

Re§ponse = N/A—no other changes
action plan
Other changes are okay
Expert 4 All the best
Regponse = N/A—no other changes
action plan
With the changes made, the questionnaire is easy to understand.
The questionnaire will be quite helpful in
understanding the current status of CV health
Expert 5 o )
in this community.
Quite relevant to current health concerns within the particular
community
Response
and action N/A—no other changes
plan

Note. The wording and spelling of the expert feedback in this table are verbatim.
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4.1.11 Final Questionnaire

The purpose of Phase One was to develop a questionnaire to assess the level of

KAP towards CV health in the Fijian Indian community. There was a total of 92

questions divided into three parts to form the comprehensive CV health KAP survey.

The final version of the study questionnaire is provided in Appendix 14. Its three parts

were:

Part 1—KAP of CV Health was comprised of 54 questions split into three
sections. The purpose of this part of the survey was to assess the level of KAP of
CV health in the community and to create a foundation upon which further
studies or recommendations could be made to support this community in
preventing CVD. The first section, Knowledge of CV Health, was comprised of
13 true/false statements about CV health and disease, and two multichoice
questions about the known risk factors of a heart attack/heart disease and
symptoms of a heart attack. The second section, Attitudes towards CV Health,
was comprised of 17 questions to which participants were asked to indicate how
much they agreed or disagreed with each statement. In the last section, Practices
towards CV Health, there were two subgroups of questions. The first was
comprised of 12 questions focused on physical/daily activities and the second
was made up of 10 questions about perceptions/beliefs related to CV health. As
in the attitudes section, participants were asked to indicate how much they
agreed or disagreed with each statement.

Part 2—Open-ended Questions, contained four questions. The purpose of this
part of the survey was to ask the people of the Fijian Indian community for their
feedback, ideas and suggestions on what they considered would help improve
the community’s understanding of heart disease and what health resources or

services would be the most helpful for them to learn and understand more about
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health disease/heart health. This would provide valuable information for future
health promotion strategies and interventions.

e Part 3—Participant Demographics and Current Health Status, was comprised of
34 questions. The purpose of this section was to better understand the present
characteristics of the Fijian Indian community and to assess if socio-
demographic factors influenced the community’s KAP towards CV health and

disease prevention.
4.2 Chapter Summary

This chapter has illustrated the development of a KAP questionnaire to assess
the level of KAP towards CV health in the Fijian Indian community. A comprehensive
literature search was conducted to identify appropriate questions related to CV health
and disease prevention. Questions were chosen and/or adapted for the draft
questionnaire based on their appropriateness and relevance to the research aims and
questions of this study. An advisory team consisting of five invited members of the
local community was formed to assess the content validity of the questionnaire. Each
advisory team member provided feedback on the selected questions, which were then
analysed using Polit and Beck (2006) as a guide. Final analysis of the developed
guestionnaire revealed moderate to high content validity with a mean 1-CVI of 0.94 for
appropriateness, a mean I-CV1 of 0.94 for relevance and a mean I-CV1 of 0.86 for
clarity. The overall S-CVI/Ave for this study questionnaire was 0.91. Furthermore, the
advisory team provided positive feedback on the overall questionnaire. The study
questionnaire was then finalised for the next phase of this study—the feasibility study

(Phase Two).
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Chapter 5: Phase Two Study

This chapter describes Phase Two of this study, in which the feasibility and appropriateness of
the questionnaire was assessed with a group of participants from the Fijian Indian community.
Following ethics approval, 30 members of the Auckland Fijian Indian community were
recruited to complete the questionnaire and provide feedback on their experience. To assess the
feasibility and reliability of the questionnaire, test-retest reliability testing was conducted. Data
were collected over a two-week period with each participant completing the test once and then
a second time two weeks later. The results were analysed to determine whether the developed
questionnaire was feasible and appropriate to be used as a survey in the wider Fijian Indian

community.

5.1 Methods

5.1.1 Recruitment Preparation
5.1.1.1 Participant Information Sheet, Consent form and Recruitment Flyer

A participant information sheet and consent form (Appendix 15 & 16) were
created for Phase Two. A recruitment flyer was also created to advertise the study in the
local community (Appendix 17).
5.1.1.2 Version and Distribution of the KAP Questionnaire

Two versions of the KAP questionnaire were prepared for this phase of the
study. For their convenience, participants had the option of choosing to fill out a
physical, printed copy of the questionnaire or an electronic version of the questionnaire
via the well-known Qualtrics survey software (Qualtrics, Provo, UT). Qualtrics is a
secure, cloud-based platform for creating and distributing web-based surveys. It is
widely used for academic and market research (Qualtrics, 2022a). To ensure user
friendliness, a simple version of the questionnaire was created. Care was taken to ensure
that participants were able to go back and review any answers or skip any questions that
they were not comfortable answering, just like someone who had a physical copy of the

questionnaire would. Furthermore, the electronic version of the questionnaire could be
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completed on any device available to the participant (Appendix 18). Both the hard copy
and electronic versions of the questionnaire were checked, tested and approved by the
research supervisors.
5.1.1.3 Scoring Instructions

To evaluate the results of the questionnaire in Phase Two, scoring instructions
were created. For Section A (Knowledge of CV Health), Questions 1-13, the maximum
score for the correct answer was 5. For Questions 14 and 15, 1 point was given for each
multichoice option chosen as all options available were correct answers. Thus, the
maximum score for this section was 87. For Section B (Attitudes towards CV Health),
Questions 16-32, the maximum score for each positive response was 5; thus the
maximum score for this section was 85. Similarly, for the last section (Practices towards
CV Heath), the maximum score for each positive response was 5; therefore the
maximum score for this section was 110 (Questions 33-54). To calculate the overall
percentage of each section, the individual score was divided by the total score for each
section and multiped by 100. A percentage of 0-50% represented poor, 51-80% was
fair and 81-100% indicated good knowledge, attitude or practice towards CV health.
The remaining questions in the questionnaire were not scored, but were numbered to
enter them into the data analysis software, SPSS Version 28.0.1, for further analysis.
Appendix 19 shows how each question in the questionnaire was scored for data
analysis. To test whether the scoring instructions would work in practice, the researcher
piloted them with four members of her family and found no issues in evaluating their
responses or entering them into Microsoft Excel. Once again, the scoring instructions

were checked and approved by the research supervisors.
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5.1.2 Feasibility Study
5.1.2.1 Amendment to Auckland University of Technology Ethics Approval

As guided by the AUT ethics advisor, the researcher applied for an amendment
to the AUT research ethics approval. A copy of the participant information sheet,
consent form, recruitment flyer, scoring instructions, participant review form and both
versions of the developed questionnaire were included in the application. Ethics
approval for the collection and use of data during Phases Two and Three of this study
was obtained from the AUT Ethics Committee (23/06/2020 AUTEC 19/63) (Appendix
20).
5.1.2.2 Recruitment Phase

The purpose of this feasibility study was to further refine the questionnaire, test
for appropriateness and understanding, and evaluate timing and ambiguity. This study
aimed to recruit 30 individuals from the Fijian Indian community in Auckland (Moore
et al., 2011; Perneger et al., 2015). The anticipated number of participants during this
phase of the study was discussed with an AUT biostatistician.

The recruitment flyer was promoted in the local community as well as via word-
of-mouth to encourage voluntary participation. The inclusion criteria for this phase
were:

e adult males and females (>18 years of age)

e individuals who identified as being part of the Fijian Indian ethnic group

¢ individuals who had not been diagnosed with a CVD or suffered from a CV
condition such as heart attack

¢ individuals with sufficient proficiency in English
During this recruitment phase, initial contact was made by interested

participants. The PR then provided a copy of the participant information sheet with a
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consent form via email/post after confirming that an interested participant met the
inclusion criteria.

Once the participants had been sent a participant information sheet and consent
form, a follow-up call was made by the PR to confirm their understanding of the study
and answer any questions regarding the study. If the participant wanted more
information, was unable to provide an email address, or was not able to complete the
questionnaire online, the PR arranged a convenient time/location to discuss the research
study, and complete the consent process and study questionnaire. One-on-one
participant meetings were held at either AUT North/South campus or a public venue
such as a local library, depending on time and convenience of the interested participant.

Once consent forms were signed and returned to the PR, the participant was
provided with a Qualtrics survey link or a printed copy of the questionnaire. Each
participant was allocated a study number and their name and details added to a secured
(password-protected) participant file to maintain anonymity in the study data.
Recruitment for this phase of study ended once a total of 30 participants was reached.
5.1.2.3 Preference and Time/Duration

At baseline, this study found that participants preferred to complete an online
version of the study questionnaire. Ten of the 30 participants completed the written
version, and 20 participants completed the online version via the Qualtrics survey link.
Based on this preference, the researcher decided that an online version of the survey
would be the primary data collection tool for Phase Three of this study.

The Qualtrics software estimated that it would take 20 minutes to complete this
questionnaire. Similarly, when the researcher piloted how long it would take to
complete the written version of the questionnaire with four of her family members, she

also found that it took an average of 20 minutes to complete the questionnaire.
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At both timepoints, the time for questionnaire completion for each participant
was recorded. For participants who opted for a written version, the researcher was able
to record how long it took them to complete their questionnaire using a stopwatch. For
participants who chose to complete their questionnaire online, the Qualtrics software
electronically recorded the time at which they started the questionnaire and that when
they completed it. At first, the results of this assessment were ambiguous. For
participants who completed the written version, there was an average of 25 minutes at
baseline (Timepoint 1) and 17 minutes at follow up (Timepoint 2). However, the
average times for participants who completed the online version were quite different
from each other at both timepoints. A small number of outliers in these results may have
resulted from the participant closing the questionnaire at some point and recommencing
at another time—possibly the next day. Upon reflection, this finding will be used to
improve the data collection process in the next phase of the study (Phase Three).
Luckily, this was not an issue with the participants who completed the written version.
When these outliers (n = 5) were removed from the time results in the online participant
group, the average time was 21 minutes at baseline (Timepoint 1) and 23 minutes at
follow up (Timepoint 2). Overall, the average time was 22 minutes at baseline and 21
minutes at follow up for both groups, which is similar to the Qualtrics software
estimation and the pilot test on the researcher’s family prior to participant involvement.
5.1.2.4 Data Checking and Cleaning

Data were collated in Microsoft Excel and checked three times to ensure they
were clean and there were no data entry errors. Participant data was matched for each
timepoint and checked by the research supervisors before data analysis commenced.
This study found less than 1% of the data were missing at both timepoints (Table 5.1).
This was calculated by counting the number of missing values in each section (KAP)

and dividing it by the total number of questions for 30 people. For the test-retest
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reliability data analysis, two participants were excluded as there were several
discrepancies in the data that made it difficult to accurately match their data. This was
also checked and confirmed by research supervisors. The final number of participants in
the test-retest reliability data analysis was 28. The proportion of missing values in this
final test-retest reliability analysis data group was also less than 1% (Table 5.1).
Microsoft Excel and SPSS software were used to complete all data analyses.

Table 5.1

Data Completeness for Part 1 KAP of CV Health Questionnaire

Total number of questions  Baseline Follow up
1,620 11 missing 9 missing

Original dataset (n =30) (30 participants x 54 values values
questions)

Final dataset (n = 28) 1,512
(28 participants x 54
guestions)

3 missing 2 missing
values values

5.1.2.5 Questionnaire Reliability and Review

The two fundamental elements of evaluating an instrument such as a
questionnaire are validity and reliability testing. By definition, ‘construct validity’ is the
extent to which an instrument measures what it is intended to measure, and reliability is
its ability to measure this consistently (Tavakol & Dennick, 2011). The literature offers
several guidelines and examples on how to successfully pre-test an adapted
questionnaire (Azraii et al., 2021; Collins, 2003; Coluci et al., 2009; ESCAP Statistics
Division, 2010; Hyman et al., 2006; Nguyen et al., 2021b; Niu et al., 2022; Ozden et al.,
2022; Radhakrishna, 2007; Tsang et al., 2017). For this phase, this study focused on (1)
determining the stability of the questionnaire via a test-retest reliability analysis and (2)
a preliminary assessment of the internal consistency of the questionnaire as a measure

of questionnaire reliability.
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5.1.2.5.1 Test—Retest Reliability Analysis

Test—retest reliability refers to the stability and accuracy of a construct across
time. This is typically assessed by administering the construct—in this case the study
questionnaire—to each participant twice within a predetermined time (Salkind, 2007).
The correlation between the two scores is then calculated to assess the stability and
accuracy of the construct (Buelow, 2020).

In this study, participants were asked to complete the KAP questionnaire at two
timepoints. Timepoint 1 was representative of baseline or pre-test data, which each
participant provided following the consent process. At Timepoint 2, scheduled for two
weeks later, post-test data, was collected. Research has shown that a one tothree-week
period between measurements is appropriate for testing the reliability of a questionnaire
(Davey et al., 2016; Gambling & Long, 2021; Marx et al., 2003; Polit, 2014). Each
participant was sent a reminder by the PR via email (or phone) one week and then one
day before their second timepoint to complete their questionnaire. All participants
completed their questionnaires at both timepoints.

To establish evidence of test—retest reliability, the Pearson’s r value was
interpreted using Cohen’s criteria of 0.1 for a weak correlation, 0.3 for a moderate
correlation and 0.5 for a strong correlation (Cohen, 1992; Salkind, 2007).

A Pearson’s correlation coefficient was computed to assess the relationship
between overall KAP score, total knowledge score, total attitude score and total practice
score across the two timepoints. For the overall KAP score, there was a strong, positive
correlation between the two timepoints, r(28) = 0.65, p < 0.01. For total knowledge
scores, there was a strong, positive correlation between the two timepoints, r(28) = 0.59,
p =0.01, as was also true for the total attitude (r(28) = 0.70, p < 0.01) and total practice

scores (r(28) = 0.82, p < 0.01). Despite the small sample size, the statistically significant
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positive correlations seen in this analysis suggested reasonable stability and reliability
of the KAP questionnaire.

These results were supported by similar average scores for each section and
overall KAP score between the two timepoints. The average score for the overall KAP
at Timepoint 1 was 204 and at Timepoint 2 was 206. The average total knowledge
scores were 63 and 65; average total attitude scores were 68 and 67; and average
practice scores were 73 and 74 for Timepoints 1 and 2, respectively (Appendix 21,
Table 5.2).

Table 5.2

Test—Retest Reliability Analysis for the KAP Questionnaire at the Two Timepoints

Overall Total Total Total
KAP score  knowledge attitude practice
(T1) score (T1) score (T1)  score (T1)
Overall KAP  Pearson’s 0.649™
score (T2) correlation
Sig. (2- <0.001
tailed)
n 28
Total Pearson’s 0.586™
knowledge correlation
score (T2) Sig. (2- 0.001
tailed)
n 28
Total attitude Pearson’s 0.704™
score (T2) correlation
Sig. (2- <0.001
tailed)
n 28
Total practice Pearson’s 0.823™
score (T2) correlation
Sig. (2- <0.001
tailed)
n 28

** Significant at the 0.01 level (2-tailed).

5.1.2.5.2 Internal Consistency
Internal consistency is defined as the extent to which all items in an instrument

measure the same concept/construct and is determined by the interrelatedness of items

112



in the test (Tavakol & Dennick, 2011). Cronbach’s alpha (o) is the most used measure
of internal consistency and is expressed as a number between 0 and 1 (Bolarinwa, 2015;
Taber, 2018; Tavakol & Dennick, 2011). If the items in a test are related to each other,
the value of a is higher. Generally, a values of 0.6-0.7 indicate an acceptable level of
reliability, while o of 0.8 or higher indicates very good reliability. However, a values
greater than 0.95 may indicate a level of redundancy between items (questions); that is,
replication of content across the questions (Hulin et al., 2001; Streiner, 2003; Taber,
2018; Ursachi et al., 2015).

Table 5.3 presents the preliminary results for tests of internal consistency for
each section of the KAP questionnaire. The Knowledge and Practice section questions
were divided based on the format of their answer options to enhance the accuracy of the
test; for example, the answer options for knowledge Questions 1-13 were presented as a
Likert scale and those for Questions 14 and 15 were multiple choice.

The Knowledge section consisted of 13 questions and two multiple choice
questions, with a of 0.28 and 0.65 for these two types, respectively. The Attitudes
section consisted of 17 questions with o of 0.27. The first part of the Practice section
consisted of 12 questions and the second part had 10 questions, with a of 0.64 and 0.2,
respectively (see Chapter 4). While some sections of the questionnaire recorded an
acceptable a score (Table 5.3), these results suggest that the study was insufficiently
powered to detect internal consistency of all sections in the feasibility study (n = 28).
Table 5.3
The Internal Consistency Measured by Cronbach’s Alpha for Each Section of the KAP

Questionnaire at Timepoint 1

Number of questions Cronbach’s alpha (o)

Knowledge (Questions 1-13) 13 0.281
Knowledge (Question 14 & 15) * 2 0.650
Attitude (Questions 16-32) 17 0.271
Practice (Questions 33-44) * 12 0.640
Practice (Questions 45-54) 10 0.197
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*Indicates an acceptable level of internal consistency

Most published KAP studies administered their developed questionnaire to a
larger sample size before testing for internal consistency and construct validity. Given
the complex nature of a KAP questionnaire, most development and validation studies
performed a form of factor analysis (either exploratory or confirmatory factor analysis),
alongside an assessment of internal consistency via Cronbach’s alpha (o) to assess
construct reliability and validity in a larger sample (Mallah et al., 2022; Ramirez-
Trujillo et al., 2021; Retinasekharan et al., 2022; Watkins, 2018). The fundamental
purpose of a factor analysis is ‘to determine the number and nature of the underlying
variables or factors that account for the variation and covariation among a set of
observed measures’ (Brown, 2015, p. 10). This was particularly important in the current
study as KAP surveys are made up of associated questions that are intercorrelated
because they share a common cause; that is, they are influenced by the same underlying
construct (Brown, 2015). However, for a robust factor analysis a large dataset is needed
to yield significant results.

5.1.3 Review Form Analysis

At Timepoint 2, participants in this study were asked to complete a brief review
form (Appendix 22) to assess whether the questions were appropriate and easy to
understand in each section; they had any suggestions on how the question/s in that
section could be improved; or they had any additional feedback about the
questionnaire/survey.
5.1.3.1 Knowledge

Overall, the participants found the questions in this section appropriate and easy
to understand: 30/30 and 29/30 participants, respectively (Appendix 23). The one
participant that found the knowledge questions difficult to understand did not leave any

comments or indication of which question/s they found difficult to understand and why.
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However, other participants had suggestions and comments for how to improve the
questions in this section (Table 5.4). In this table, the action taken in response to this
valuable feedback is also described.

Table 5.4

Participant Feedback on Questions in the Knowledge Section

Participant Feedback Action to be taken

10 ‘N/A_ questions qre very N/A
straightforward .

‘Maybe include some more
medical jargon so people
become aware of the wider
possibilities of cause, but in
saying that, | guess they
were appropriate for people
who just have basic/little
knowledge of heart disease .

13 N/A

It seems the participant is referring to
Q9—‘Eating a lot of red meat increases
the risk of heart disease’ but may have
misunderstood what the question was
question that asked if | BRI, @ the_y may pe TG [0
another question in either the attitude or
needed to reduce meat or : : . .
27 - . practices section. This question was a
add more vegies to my diet. | X
. statement related to CV health to which a
already don't eat meat and - o
. . participant was meant to select ‘true’ if
eat mostly vegies. Hence it : . -
, they agreed with the statement, ‘false’ if
wasn 't a yes/no type : . s
: \ they did not and ‘not sure’ if they were
question for me. But that’s . . . .
. o , uncertain. No action will be taken in
just specific to me . .
response to this comment.

N/A

There were maybe one or
two questions that I couldn't
answer with yes or no, for
example, I think there was a

‘ think they are very well

29 s
summed up .

5.1.3.2 Attitude

Overall, the participants found the questions in this section appropriate and easy
to understand: 29/29 and 29/30 participants, respectively (Appendix 23). Like with the
Knowledge section, one participant found the questions in this section difficult to
understand but did not leave any comments or indication of which question/s they found

difficult to understand and why. Other participants had some suggestions and comments
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on how the questions in this section could be improved (Table 5.5). In this table, the
actions taken in response to this useful feedback are described as well.
Table 5.5

Participant Feedback on Questions in the Attitude Section

Participant Feedback Action to be taken

This comment is about Q28—*I prefer to
spend more time on my electronic
‘One of the questions was  device(s) or watching tv rather than

‘Do you prefer to spend exercising’. | can see how this question
more time in front of 7V...  can be confusing given this participant’s
than exercising’, which | context. However, they have indicated that
17 found to be somewhat at they do prefer to sit in front of the tv. The
ends, as yes, | don't like key term in this question is ‘prefer’
exercising and | would regarding their attitude towards exercising.
prefer to sitin front of the ~ They would have an opportunity to
TV but I still exercise.’ indicate their exercise habits in the

practice section. No action will be taken in
response to this comment.
No. Actually the questions
were very good and asked
27 a variety of things that | N/A
would normally not think
about but do exist.

5.1.3.3 Practices

Overall, the participants found the questions in this section appropriate and easy
to understand: 28/29 and 28/30 participants, respectively (Appendix 23). Similar to the
review of the Knowledge and Attitude section, one participant did not find the questions
in this section appropriate. They did not leave any comments or indication of which
question/s they found inappropriate and why. Two participants found the questions in
this section difficult to understand: one left no comments to clarify which question/s
they found difficult to understand and why, but Participant 10 said ‘I often take health
supplements, or | am on a special diet. Special diet is too general’. Their comment was
about Question 39 (‘How often do you take health supplements or are on a special diet
that is not recommended by a health professional?”). Their suggestion on how to

improve this question was as follows: ‘perhaps listing examples of special diets after
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may help’. Although this was a valued suggestion, the purpose of this question was to
examine, in general, how many people in this community were taking health
supplements and were on special diets without guidance or advice from a health
professional. It would make sense to add a list of examples if this study wanted to
identify which health supplements/special diets people in the community were taking or
doing in their daily lives to maintain their health.

5.1.3.4 Additional Comments

Some participants also provided additional feedback about the
survey/questionnaire on the review form. Table 5.6 summarises this feedback. In
general, responses to this questionnaire/survey were positive and encouraging and it
seemed to be well received by the participants in this phase of the study.

Participant 10’s feedback was particularly interesting and might explain why
this study results saw marginal differences in the overall and average KAP scores
between the two timepoints:

doing the questionnaire twice (after 2 weeks) was really helpful as the first time

round you get a glimpse of what is going to be asked of you, so naturally you

want to improve; for example, the question about how often you exercise, first
time around was 1-2 times a week but knowing | was going to be asked it again

I made a point to exercise more often. The open-ended questions forced me to

go and research in my own time before doing the questionnaire again so | had a
better idea of what was being asked of me.

Nevertheless, it is very encouraging to read that the questionnaire had such a
positive impact on this participant.
Table 5.6

Participant Feedback on Questionnaire

Participant Feedback

7 ‘Good questionnaire/review; makes us reflect on what we do .
‘Doing the questionnaire twice (after 2 weeks) was really helpful as the
first time round you get a glimpse of what is going to be asked of you,

10 so naturally you want to improve; for example, the question about how
often you exercise, first time around was 1-2 times a week but knowing
I was going to be asked it again | made a point to exercise more often.
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The open-ended questions forced me to go and research in my own
time before doing the questionnaire again so | had a better idea of
what was being asked of me .

‘I feel the questions were appropriate and applicable for the survey.

19 . . ' ;i
Thank you for including me in your research’.

20 ‘Everything was easy to follow and questions were all appropriate and
understandable’.

29 ‘Fijian Indians are so bad at knowing all this info so it’s great that you
guys are doing these studies .

7 ‘Pretty good questions. I love that question about health being in God's

hands! Lol made me laugh both times ... but is so true too! .
Note. The wording and spelling of the participant feedback in this table are
verbatim.

5.1.4 Analysis of Open-ended Questions

Thematic analysis was conducted to analyse the qualitative responses to the four
open-ended questions in the study questionnaire (Braun & Clarke, 2022). The purpose
of thematic analysis is to generate patterns of meaning; that is, ‘themes’ across a dataset
that addresses a research question. In this study, this method of analysis was used to
answer the final research question: How should the KAP of CV health in this community
be promoted and enhanced?

According to Braun and Clarke (2022), there are six important phases in this
analysis method: (1) familiarising yourself with the dataset; (2) coding; (3) generating
initial themes; (4) developing and reviewing themes; (5) refining, defining and naming
themes; and (6) writing up. Table 5.7 describes the overall process involved in each
phase of this analysis method.

Table 5.7
The Six Phases of Thematic Analysis (Adapted From the Official Thematic Analysis

Website of The University of Auckland, 2022).

Phase Description
This phase involves reading and re-reading the data, to
Familiarising become immersed and intimately familiar with its content,
1  oneself with the and making notes on initial analytic observations and
dataset insights, both in relation to each individual data item (e.qg.,

an interview transcript) and in relation to the entire dataset.
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This phase involves generating succinct labels (codes) that
capture and evoke important features of the data that might
be relevant to addressing the research question. It involves
coding the entire dataset, with two or more rounds of
coding, and then collating all codes and relevant data
extracts for later stages of analysis.

This phase involves examining codes and collated data to
begin to develop significant broader patterns of meaning
Generating (potential themes). It then involves collating data relevant
initial themes to each candidate theme, so that the researcher can work
with the data and review the viability of each candidate

theme.

This phase involves checking the candidate themes against
the coded data and the entire dataset, to determine whether
they tell a convincing story of the data that addresses the
research question. In this phase, themes are further
developed, which sometimes involves them being split,

2 Coding

Developing and
4 reviewing

themes combined or discarded. In the thematic analysis approach
applied here, themes are defined as patterns of shared
meaning underpinned by a central concept or idea.

Refining, This phase involves developing a detailed analysis of each

theme, working out the scope and focus of each theme, and
identifying the ‘story’ of each. It also involves deciding on
an informative name for each theme.

This final phase involves weaving together the analytic

6  Writing up narrative and data extracts and contextualising the analysis

in relation to the literature.

5  defining and
naming themes

Briefly, the responses to each of the open-ended questions were carefully read
and coded by the PR. The coded items in the data were then grouped together and sorted
into initial themes. These initial themes were then further refined to determine the scope
and focus of the theme, and ensure that it addressed the research question. Appendix 24
illustrates the detailed process and results from this analysis. This was reviewed and

supported by study supervisors.
5.2 Results: Preliminary Findings for the KAP of CV Health Survey

5.2.1 Participant Socio-demographics

The study participants were 14 males and 14 females. Most were aged 40-60
years (42.9%) and born in Fiji (85.7%). More than half of the participants were married
(67.9%) and had five people in their family (39.3%). Almost all the participants were
Hindu (89.3%) and had lived in NZ for 10 years or more (89.3%). Most had completed

119



a tertiary education (82.1%) and a high proportion were employed full time; that is,
worked 40 hours or more a week. Lastly, English, Fiji Hindi and Hindi were the most
fluently spoken languages in this group. Appendix 25, Table 1 lists the socio-
demographic characteristics of the study participant group.

5.2.2 Participant Health-related Characteristics

In general, the participants considered their health to be ‘good’ (39.3%). The
majority had a family doctor (89.3%) and had had their latest health check-up at a local
health centre or family doctors in the previous three months (39.3%). At the time of the
study, 14.3% of participants were diagnosed with high blood pressure, 17.9% of
participants were diagnosed as pre-diabetic, 7.2% of participants were diagnosed with
Type 1 or Type 2 diabetes and 14.3% of participants were diagnosed with high
cholesterol, by a doctor or registered health professional. Furthermore, none of the
participants had been hospitalised because of problems with their heart or blood vessels
nor were current smokers.

When asked to describe their lifestyle, almost half of the participants said that
their lifestyle was relatively stressful (46.4%), whereas others said it was free from
stress (35.7%). This study found that in a typical week, most of the participants did at
least 30 minutes of exercise (e.g., walking, running, cycling, jogging) on 1-2 days and
ate fruit and vegetables on 5-6 days a week; foods high in trans-fats (e.g., baked goods,
fried food, snacks, margarine) on 1-2 days a week; and foods high in saturated fat (e.g.,
dairy foods, meat) on 3—4 days a week. Most added salt to food during cooking for
meals eaten at home (64.3%) but never added salt to their food at the table (64.3%). In
terms of alcohol consumption, half of the participants drank alcohol on a monthly (or
less) basis and only five (17.9%) drank kava, the (traditional) national drink of Fiji.

More than half of the participants (64.3%) indicated that they did not know their

current BMI nor their level of risk for CVD despite the presence of serious medical
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conditions/procedures in their immediate family such as hypertension (23.1%), heart
disease (22%), hypercholesterolemia (17.6%) and diabetes mellitus (16.5%).
Surprisingly, 27 of the 28 participants (96.4%) had not a cardiovascular risk assessment
undertaken of which they were aware. Appendix 25, Table 2 summarises the
abovementioned health-related characteristics of the study participants.
5.2.3 Knowledge of Cardiovascular Health

Most of the participants in this study were able to correctly answer each of the
knowledge-related statements (Appendix 21, Table 1). However, 50% thought that the
most common cause of heart attack was stress, and some were not certain about whether
eating a lot of red meat increased the risk of heart disease. In terms of identifying all the
risk factors for heart disease, the average score for this question was 9 from a maximum
of 13 points. Severe mental illness and impaired kidney function were the least
recognised risk factors for heart attack/heart disease (Appendix 21, Table 1).
Interestingly, the average score for identifying symptoms of a heart attack was 6 from a
possible 9 points. Vomiting tendency (nausea) and fatigue were the least recognised
symptoms among participants (Appendix 21, Table 1). The average total knowledge
score was 63 from a possible 87 points (Appendix 21, Table 4) among the study
participants (n = 28). The lowest total knowledge score for a participant was 49 and the
highest was 76 points (out of a possible 87 points). Although these findings will need to
be confirmed in a larger sample size, these preliminary results suggest that the study
population, on average, had a fair level of knowledge (72%) about CV health.
5.2.4 Attitudes towards Cardiovascular Health

In this section, there were many examples of the positive attitudes of the study
participants towards healthier lifestyles and CVD prevention. For instance, 96% of the
participants agreed that to maintain a healthy lifestyle they should be exercising and

eating less oily food. All agreed that they should include fruit or vegetables in their diets
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to maintain their health and 92% knew to avoid drinking carbonated drinks. A total of
71% of participants indicated they were able to manage their stress and 85% said they
made time to take care of themselves (Appendix 21, Table 2). As a result, the average
total attitude score was 68 from a possible 85 points (Appendix 21, Table 4) among
study participants (n = 28). The lowest total attitude score was 60 and the highest was
78 points (out of a possible 85 points). Overall, these initial findings suggest that the
study population, on average, had a good attitude (80%) towards CV health. However,
these results will also need to be confirmed in a larger sample size.
5.2.5 Practices towards Cardiovascular Health

This study has also shown that in the participant group there were some positive
practices and beliefs towards CV Health. For example, most of the participants
exercised more than 20 minutes, 3 times a week and rarely consumed fatty foods more
than 3 times a week. Participants often walked for at least 10 minutes to get to and from
places, and during their spare time, they sometimes exercised for at least 20 minutes.
Most participants believed that increasing exercise and eating a healthy diet would
reduce their chances of having a heart attack or stroke. Despite these examples, half of
the participants were still concerned about the likelihood of having a heart attack or
stroke in the near future. More than half of the participants also believed that having a
heart attack or stroke was always fatal or that their whole life would change if they had
a heart attack or stroke. As a result, the average total practice score was 73 out of a
possible score of 110 (Appendix 21, Table 4) for the study participants (n = 28). The
lowest total practice score was 58 and the highest, 89 (out of a possible 110 points).
Overall, these results suggest that the study population, on average, had fair practices

(66%) towards CV health.
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5.2.6 Knowledge v. Attitudes

Using Cohen’s criterion as a guide, this study found no statistically significant
correlation between the Knowledge of CV health and Attitudes towards CV health in
the study participants, r(28) = —0.01, p = 0.96 (Appendix 21, Table 5). A larger sample
size is needed to determine the relationship between these two variables.
5.2.7 Knowledge v. Practices

Similarly, this study found no statistically significant correlation between the
Knowledge of CV health and Practices towards CV health in the study participants,
r(28) = —0.01, p = 0.96 (Appendix 21, Table 6). A larger sample size is needed to
determine the relationship between these two variables.
5.2.8 Attitudes v. Practices

Lastly, this study found no statistically significant correlation between the
Knowledge of CV health and Practices towards CV health in the study participants,
r(28) = —0.21, p = 0.28 (Appendix 21, Table 7). A larger sample size is needed to
determine the relationship between these two variables.
5.2.9 KAP v. Participant Socio-demographics

This study explored whether there was a difference between the level of KAP
and gender in this study population. Although no differences were found in the average
total knowledge scores (males: 63, n = 14; females: 63, n = 14; Appendix 21, Table 9),
there were slight differences in the average total attitude and practice scores. Females in
this study population had a slightly higher average total attitude score than males
(males: 67, n = 14; females: 69, n = 14; Appendix 21, Table 10); whereas the males had
a slightly higher average total practice score than the females (males: 76, n = 14;
females: 71, n = 14; Appendix 21, Table 11). Thus, this study found a small difference
in the average overall KAP score between males and females in the study population

(males: 206, n = 14; females: 203, n = 14; Appendix 21, Table 8). Unfortunately, the
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data for the remaining participant socio-demographics were too few and variable
(Appendix 25, Table 1) to be able to compare their effects on the level of KAP towards
CV Health in this community.
5.2.10 Open-ended Questions about Cardiovascular Health

The thematic analysis of the four open-ended questions in this survey generated
three themes: (1) Managing Health Together; (2) Recognising Barriers to CV Health
and (3) Targeted CV Health Promotion. Table 5.8 describes the characteristics of each
of these themes.
Table 5.8

Characteristics of the Themes Developed Following Thematic Analysis

Theme Characteristics

This theme reflects how the community are
aware of what they can do to look after their
heart health but also the need for ongoing
advice, guidance and support from health
professionals. For people at risk of CVD, it
is a journey on which they will need regular
health checks to manage their health better
and prevent the development of CVD.

This theme acknowledges the various
challenges identified by participants
towards the given KAP of CV health in the
community.

This theme recognises the suggestions by
participants to promote and enhance the
community’s understanding of CV health
and disease. Data suggest focusing on areas

Targeted CV Health Promotion that are highly accessed by the community,

building a relationship with community
leaders and religious figures and increasing
the presence of the health force in the
community.

Managing Health Together

Recognising Barriers to CV Health

5.2.10.1 Managing Health Together
The theme Managing Health Together acknowledges the awareness of positive
health behaviours in the community. Some participants made suggestions around

exercising regularly and eating healthy to support CV health. For example:

124



Regular exercise; eating healthy; drinking plenty if liquid (water). (Participant 2)

At least 3 days a week for 20 minutes would really help our people.
(Participant 19)

A few participants also commented on the use of oil in the preparation of food and the
importance of being stress free and considerate of one’s health.

These findings suggests that there was an understanding in the community that
health is not just about physical health but a person’s mental health as well. More
importantly, these comments show that the people participating in this community did
care about their health and understood the need to be mindful of their health. For
example:

Eat healthy food; less oil in cooking. (Participant 2)

Control your eating habits; exercise regularly; be stress free. (Participant 2)

Be considerate about your health. (Participant 13)

Equally, several participants indicated that they needed additional support from
health professionals to be able to better understand their health and to learn ways to
incorporate positive health behaviours. For example:

Regular check-up and advice with a follow up. (Participant 3)

Giving advice on keeping ourselves healthy by eating healthy and maintaining
our diet. (Participant 4)

With regular check-ups to prevent it from happening in the first place.
(Participant 10)

Coaching people in healthy diet. (Participant 13)

Giving me a better picture of my health issues. (Participant 24)

Advising us more on our diet plans. (Participant 2)

The encouragement of blood tests for “at risk’ patients. (Participant 16)

These comments reiterate that people in this community were concerned about

their health, but some may not have had the skills or knowledge of how to manage their

CV health, or health in general. For a population that is at a high risk of developing
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CVD, this would significantly impact the level of KAP towards CV health in this
community.
5.2.10.2 Recognising Barriers to Cardiovascular Health

The theme Recognising Barriers to CV Health highlights some of the challenges
the community are facing when it comes to better understanding their CV health and
knowing how to prevent CVD. This includes having time to look after themselves,
current practices, self-motivation and access to health services. For example:

People are usually so busy at work so they don't have time to do something for
themselves. (Participant 13)

Regular full check-ups and advice—at the moment they only do blood tests.
(Participant 26)

Well some Indians don’t take health seriously so it’s ideal to be accountable for
them and their health. (Participant 10)

It was an awesome survey. It refreshed my mind too about how crucial it is to
look after your health. Normally, I work long hours and when | come home, |
am tired. Therefore, | don't do anything for myself. (Participant 13)

Schools not to participate in unhealthy options for fund raising; e.g., chocolate
bars. (Participant 25)

Having doctors ask about heart-related diseases after visits and just ensuring we
are aware of what we can be doing to reduce the chances of developing such a
disease. (Participant 23)

I think there is enough information available to me to initiate a healthier lifestyle
if and when | make the effort. (Participant 13)

The history of our people should make us more conscious of our health risks but
there are too many who are complacent; this includes me.
(Participant 25)

Free check-ups in communities (Participant 26)

Addressing misbeliefs and lack of awareness in the community was also
recognised by participants in this study as a barrier to the KAP of CV health. For
example:

Reducing the misbeliefs of what ideal health is. And that medication will not
cure all disease, but we have to make lifestyle changes. (Participant 14)

More awareness at community events; e.g., free health check-ups/take surveys
and follow up. (Participant 18)
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Fijian Indians never exercise. (Participant 19)

Educating and addressing misbeliefs in the community about health. (Participant
14)

These examples and perspectives from the community are valuable for

understanding the needs of this community and planning future interventions to support

CV health and disease prevention in this community.

5.2.10.3 Targeted Cardiovascular Disease Promotion

The theme Targeted CV Health Promotion collates the participants’ ideas

around helpful resources and services; specifically, for the community to learn and

understand more about CV health and CVD. There were a range of suggestions that

grouped into several categories, as follows:

1.

Simplifying and tailoring information

Make it more streamlined to understand; most information out there is too
complex for someone without a medical background or someone who is less
literate to understand. Information is more targeted at an older audience; more
information regarding youth/young adults would be helpful to reduce risks or
help make lifestyle changes going forward. (Participant 1)

Provide flyers on heart health. (Participant 17)

Giving brochures out for them to read; instead of sales advertisement there
should be health advertisements. (Participant 10)

Possibly a website targeted at Fijian Indians where there is specific information
targeted about the risks of heart disease and preventative measures (or how to
reduce risks) that are tailored to the community as opposed to generic
information’ (Participant 1)

More education in schools around it. (Participant 19)
Through Facebook, as most Fijian Indians are on there. (Participant 19)

Local advertising via social media; e.g., radio, TV & newspapers, cultural
events. (Participant 25)

Health professionals should create more awareness about the risks of heart
disease. Maybe monthly newsletters to go around the community or hold
talks/workshops to educate people. Health column in the local Indian
newspapers should feature heart diseases and recommend diet recipes and
exercises to control it better. Interview people who have heart disease and create
awareness about the daily problems associated with it: people feel more inclined
to change if it is coming from someone in their own community. Local Hindi
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radio stations do not have a health-based programme where they discuss
diseases that affect the Indo-Fijian community; easy to reach people through this
especially the older generation as they are more inclined to listen to the radio
than read the newspaper. Local Hindi TV station should have a similar
programme. (Participant 18)

2. Bringing the health force to the people

Have workshops to address the growing rate of heart disease in the Fijian
community. They can address ways to achieve a healthier lifestyle, more
programmes on radio regarding the benefits of exercising, eating healthy and
non-smoking. (Participant P27)

Having people go around to community-based events to give talks. (Participant
1)

3. Increasing presence in the community

Building awareness in the community by doing small campaigns etc.
(Participant 17)

Maybe increasing the awareness at temples and Indian supermarkets with
pamphlets or simple signs describing the common causes and potential options
to reduce the likelihood of getting heart-related diseases. (Participant 23)

Target places where the community gathers, like religious events. Start by
introducing healthy food items in the menu. Have workshops and lectures by
health professionals. (Participant 27)

4.  Building relationships with community and religious leaders to promote CV
health

Approach community leaders to make it compulsory to spend at least 10 min
suggesting the health issues. (Participant 24)

Something to look into could be the inclusion of medical health practitioners
within the religious community. Many Fijian Indians will often listen more to
the words of religious figures within the community, and often are more open to
discuss issues. If priests were more aware of symptoms, perhaps they could
direct their people to the appropriate medical services. (Participant 6)

The advantage of these suggestions and ideas is that they came directly from
members of the community. The participants believed that these resources would help
support the community to learn more about their heart health and how to reduce their

risk of CVD.
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5.3 Chapter Summary

This chapter has described the second phase of this study, in which participants
from the Fijian Indian community was recruited to complete the KAP questionnaire on
two occasions (baseline and then two weeks later) and then provide feedback on their
experience of completing the developed KAP questionnaire. An analysis of KAP scores
at the two timepoints revealed excellent test-retest reliability as supported by the
statistically significant correlations in the overall KAP, total knowledge, total attitude
and total practice scores between the timepoints. The test-retest reliability correlations
and the participant responses in the open-ended questions support that the KAP
questionnaire is reliable, feasible and appropriate tool to be used as a survey in the
wider Fijian Indian community. The preliminary findings of the questionnaire (at
baseline) and thematic analysis of the open-ended questions are also described in this

chapter.
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Chapter 6: Discussion

This chapter discusses the significance of the findings in Phase One and Phase Two and how
they relate to the study aims and research questions. The discussion in this chapter analyses
how these findings compare with the existing body of knowledge and then the additional
insights that the study findings add for the study population and the NZ health system. Lastly,

this chapter describes the strengths and limitations of this study.

6.1 Revisiting the Aims and Hypotheses of This Study

The first aim of this study was to develop and test a questionnaire to measure the
level of KAP towards CV health in the Fijian Indian community in NZ. The second aim
was to assess the feasibility of applying the developed questionnaire to test the KAP
towards CV health in the Fijian Indian community. The combined hypothesis for these
two aims was that the developed questionnaire would effectively measure the level of
KAP in the Fijian Indian community (Table 6.1).

In Phase One, this study developed a KAP questionnaire using a scientific
process outlined by the WHO (World Health Organization, 2008). The PR
systematically researched the questionnaire design by reviewing the literature and
current CV health-related questionnaires to understand the appropriate format and
structure of the KAP questionnaire for this study. Questions were developed, modified,
and adapted from relevant questionnaires as well as feedback from peers within the
Fijian Indian community and study supervisors. The purpose of this questionnaire was
to identify the level of KAP towards CV health and use this information to inform
strategies to support CV health promotion and disease prevention in the Fijian Indian
community. Phase Two tested the reliability and feasibility of the questionnaire by
recruiting members of the Fijian Indian community and completing a test-retest
analysis as well as gathering feedback on the questionnaire using a review form.

Considering the breadth of the work undertaken and the time allocated to complete this
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PhD research, the final phase of this study (Phase Three) is proposed as a follow-up

study.

Table 6.1

The Aims and Hypotheses of Each Phase of This Study

Aims Hypotheses

Phase One To develop and test a The developed questionnaire
questionnaire to measure the will effectively measure the
level of KAP towards CV level of knowledge, attitude
health in Fijian Indian and practices in the Fijian
community. Indian community.

Phase Two To assess the feasibility of
applying the developed

questionnaire to assess the
KAP towards CV health in the
Fijian Indian community.

Phase Three To assess the level of KAP (i.e., The level of KAP towards CV
(proposed; not behaviour and beliefs) towards health among the Fijian Indian
actioned) CV health in the Fijian Indian community is poor/low.
community in Auckland, NZ.
To understand the relationship There are positive relationships
between KAP (i.e., behaviour between CV health

and beliefs) and CV health knowledge, attitude, and

among the Fijian Indian health practices and CV health

community in Auckland, NZ. in the Fijian Indian
community.
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6.2 Phase One: Developing the Cardiovascular KAP Questionnaire

Developing a survey questionnaire is a multifaceted process. Because the focus
of this study was to determine the KAP towards CV health in the Fijian Indian
community, the WHO’s guidelines for developing a KAP survey were used along with
other relevant resources (Andsoy et al. (2015); Arikan et al. (2009); Awad and Al-Nafisi
(2014); Bergman et al. (2011); Ibrahim et al. (2016); Magalh&es et al. (2015); Mayo
Clinic (2020); MoH (2018a); Mirza et al. (2016); Tovar et al. (2010) and Vaidya et al.
(2020).

The current study is one of the few to have used the WHO’s guidelines to
develop a novel CV health-related KAP questionnaire for an at risk population (Mirza et
al., 2016; Vaidya et al., 2013). While other relevant studies have described the
development of their CV health-related KAP questionnaire (Hertz et al., 2019;
Mohammad et al., 2018; Shammi et al., 2021), the process involved in the development
of these questionnaires was difficult to ascertain. Furthermore, a key focus of the
current study was to develop a KAP questionnaire using a robust, scientific process as
well as gain feedback from experts and peers in the Fijian Indian community.

Draft questions were selected or developed based on their relevance to the
purpose, aims and research questions of this study. Similarly, the structure of the
questions and questionnaire design in this study was guided by similar questionnaires
(discovered in scoping and literature review), peers in the Fijian Indian community,
experts in the field (advisory team) and the study supervisors (see Chapter 4.1.3 Draft
Questionnaire).

Polit et al. (2007) was used as a guide to calculate content validity index of the
questionnaire as a measure of content validity (Abdulkader Mohamed et al., 2022;
Cheng et al., 2022; Kumar et al., 2022; Wu et al., 2022) contending two key

recommendations for assessing content validity. The first was to carefully select a panel
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of experts with relevant experience in the field or topic of interest. In this study, the PR

invited 10 experts from the local community, with five consenting to commit their time

and availability. These five experts had a range of experience in working with the Fijian
Indian community, local community health services and health promotion.

Polit et al.’s (2007) second recommendation was for the questionnaire to be
composed of items (questions) that have I-CVI of 0.78 or higher and S-CVI/Ave of 0.9
or higher. In this study, each member of the advisory team assessed whether the draft
questions in Part 1—Knowledge, Attitude and Practices of CV Health were appropriate,
relevant and stated clearly. The initial review found that most questions in each section
were appropriate and relevant for the questionnaire, and the overall feedback from the
advisory team was positive. However, six questions in the draft questionnaire needed
improvements to meet the minimum 1-CVI1 of 0.8 required for moderate to high content
validity (Polit et al., 2007). These questions were revised and presented again to the
advisory team for final review. A final analysis of the cardiovascular KAP questionnaire
showed moderate to high content validity with mean 1-CV1 of 0.94 for appropriateness,
mean 1-CVI of 0.94 for relevance and mean I-CV1 of 0.86 for clarity. The overall S-
CVI/Ave for this study questionnaire was 0.91.

The first part of the questionnaire consisted of 15 knowledge-, 17 attitude- and
22 practice (behaviour and belief)-based questions. The number of questions in each
section was similar to that in Mohammad et al.’s (2016) study questionnaire, but more
than the study questionnaires in Hertz et al. (2019), Mirza et al. (2016) and Shammi et
al. (2021). These differences may be due to the focus/topic of the questionnaires and
expert opinion. For example, Shammi et al.’s (2021) KAP questionnaire has fewer
questions per section since it focuses more on understanding the dietary patterns of
participants and their association with CVD risk factors. While the purpose of the

current study was to identify the level of KAP towards CV health in the Fijian Indian
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community, to inform strategies to support CV health promotion and disease prevention
in the Fijian Indian community.

Furthermore, Andrade et al. (2020) suggested that when creating a KAP
questionnaire/survey, it is useful to include open-ended questions so that participants
can express their thoughts regarding topics not addressed in the questionnaire.
Therefore, a key feature of this study’s questionnaire was that it included open-ended
questions (Part 2) to gather the community’s thoughts/suggestions around CV health
promotion and community health support. Another key feature of the questionnaire was
its extensive questions about the demographic and current health status of the
participants (Part 3). The purpose of this section was to obtain a better understanding
and profile of the community, as there is very limited information and scant literature on
the CV health of Fijian Indian community in NZ. Other CV health-related KAP studies
have used only ‘generic’ questions such as age, gender and education to create a basic
profile of their participants (Hertz et al., 2019; Mirza et al., 2016; Mohammad et al.,

2018; Shammi et al., 2021; Vaidya et al., 2013).

6.3 Phase Two: Feasibility Study

The purpose of the feasibility study in Phase Two was to help refine the
developed questionnaire, test for appropriateness and understanding, and evaluate
timing and ambiguity. By providing both written and electronic versions of the
questionnaire, this approach was able to determine which method of administration was
preferred/favoured by community members. Twenty of the 30 participants chose to
complete the survey online, possibly because of the rapid growth and widespread use of
the internet in countries such as NZ (Hohwi et al., 2013). Moreover, participants were
able to easily access the questionnaire via the Qualtrics software (the online platform for
the study questionnaire) from any device they preferred, including their phone, laptop,

computer or tablet. The only drawback of this method is that some people who do not
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have access to a device or internet—most likely the older age groups—will not be able
to participate in the next phase of the research. Thus, it will be necessary to arrange
alternative methods of reaching this cohort of the target population, such as by having
the research team visit local general practices and temples or setting up one-on-one
meetings with interested participants.

The length of a questionnaire is an important factor that determines its feasibility
because this directly affects response rates and data quality (Galesic & Bosnjak, 2009;
Hugick & Best, 2022; Kost & de Rosa, 2018). Research has shown that data quality
suffers when surveys/questionnaires take longer than 20 minutes to complete
(Deutskens et al., 2004; Galesic & Bosnjak, 2009; Liu & Wronski, 2018; Revilla &
Ochoa, 2017). In this study, the Qualtrics software estimated that it would take 20
minutes for a participant to complete the study questionnaire online. Similarly, in a
small pilot study conducted by the PR to estimate the completion time for the written
version of the questionnaire the average time taken was 20 minutes. These results were
supported by the average time it took participants to complete the questionnaire at
baseline (Timepoint 1) and follow up (Timepoint 2) in the test—retest reliability analysis.
Less than 1% of data (survey answers) were missing at both timepoints, suggesting that
participants understood the questions and were interested in answering them.

In this study, a two-week interval was chosen between each timepoint. Similar
studies have considered this timeframe to be appropriate for participants because it is
neither too short to recall the responses nor too long to influence KAP (Al-lela et al.,
2011; Koohi et al., 2021). The test-retest reliability analysis revealed statistically
significant correlations between timepoints for the overall KAP, total knowledge, total
attitude and total practice scores. These results were supported by similar average scores
for each KAP section as well as total KAP score between timepoints. These findings

suggest a certain degree of stability and reliability of the study questionnaire.
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Unfortunately, these findings could not be compared with those of previous studies on
the KAP of CV health or CVD because of inadequate information and clarity regarding
the development and validation of the questionnaires reported in those studies (Hertz et
al., 2019; Mirza et al., 2016; Mohammad et al., 2018; Shammi et al., 2021; Vaidya et
al., 2013).

Participants in this study were also asked to openly provide feedback on the
questionnaire at Timepoint 2. This was an important opportunity to seek feedback and
suggestions from members of this community, which has not been done previously
(Hertz et al., 2019; Mirza et al., 2016; Mohammad et al., 2018; Vaidya et al., 2013,
2013) and in this community. All but one participant found the questions in each of the
sections appropriate and easy to understand. This participant did not leave any
comments to indicate which question/s they found inappropriate or difficult to
understand. Because the data were anonymised, the researcher was unable to follow up
with the participant to clarify this point, which was a limitation of this study design. On
reflection it may have been helpful if a focus group session/s had been held to gather
feedback from participants on the developed questionnaire, as has been done in the
previous studies (Geer et al., 2006; Woringer et al., 2017). Nevertheless, the developed
guestionnaire was well received and valued by the participant group.

The focus of this questionnaire was to not only understand the KAP towards CV
health in the community but to gather information from the community on how health
professionals could promote and support their understanding of CV health and disease,
which was not done in the previous CV health-related KAP studies reviewed in Chapter
3. The current study is the first to gather feedback and determine whether the target
population found the developed questionnaire easy to understand and appropriate for the

community. Given the lack of research in the Fijian Indian community, this was a
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crucial step for predicting the acceptance and success of the developed questionnaire in
the next phase of this study.

As described in Chapter 3, Mirza et al. (2016), Mohammad et al. (2018), Hertz
et al. (2019) and Vaidya et al. (2013) created their CV health-related KAP questionnaire
from various approaches. Like the current study, Mohammad et al. (2018) and Hertz et
al. (2019) assessed the content validity of their questionnaire using experts in the field.
Unfortunately, the results of the current study cannot be compared with those studies
because they did not publish or cite the findings of their content validity analysis.
Vaidya et al. (2013) was the only study to assess the reliability of their questionnaire by
measuring Cronbach’s alpha (a) or internal consistency (among 777 participants). In the
current study, there were too few participants to identify the true internal consistency of

the questionnaire in Phase Two.

6.4 Research Question 1: Is the Developed Questionnaire Feasible and
Appropriate to Assess the Level of KAP in the Fijian Indian

Community?

This study was able to develop a questionnaire that was appropriate and feasible
to assess the level of KAP towards CV health in this community. The participants in
this study found the questions in each section relevant, appropriate and easy to
understand. The estimated time to complete both the written and online questionnaire
was an average of 20 minutes. The findings of both Phases One and Two provided
support for the first hypothesis of this study; that is, that the developed questionnaire
will effectively measure the level of KAP towards CV health in the Fijian Indian
community.

To be able to use this questionnaire confidently in clinical practice and future

research, additional psychometric testing is necessary. Thus, a key recommendation
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from the findings is to determine the construct validity and internal consistency of the

questionnaire in a larger sample size (described in Chapter 7).

6.5 Research Question 2: What is the Level of Cardiovascular Health
Knowledge among the Fijian Indian Community?

Knowledge and understanding of heart health is an important prerequisite for
enabling health-promoting behaviour and preventing CVD (Homko et al., 2008; Jafary
et al., 2005). According to Aminde et al. (2017), adequate awareness of chronic diseases
such as CVD, and their risk factors, is needed for the effective prevention and control of
these diseases (Aminde et al., 2017). Health behaviour models such as the Health Belief
Model state that behaviour change requires knowledge of the negative health
consequences of a behaviour (Glanz et al., 2008; Janz & Becker, 1984; Rosenstock,
1990). It is this awareness or knowledge that motivates individuals to adopt healthy
attitudes and practices/behaviours to reduce their risk of developing a chronic disease
(Becker, 1974; Ford & Jones, 1991).

A major benefit of assessing the level of knowledge in a high-risk community is
the ability to identify crucial knowledge gaps and to use this information to inform
future interventions such as community health promotion/education programmes
(Andrade et al., 2020). The preliminary results in this study suggest that the members of
the Fijian Indian community surveyed had a fair level of knowledge (72%) about CV
health, the risk factors for CVD and symptoms of a heart attack. Although a larger
sample size is needed to confirm this finding, this is the first study to assess CV health
knowledge in a high-risk NZ community.

In this study, 50% of the participants thought that the most common cause of a
heart attack was stress. Some participants were also uncertain about whether eating
large amounts of red meat increased the risk of heart disease, and when participants

were asked to identify the common risk factors for heart disease, severe mental illness
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and impaired kidney function were the least recognised risk factors. Similarly, vomiting
tendency (nausea) and fatigue were the least recognised signs of a heart attack. These
findings differed from those reported in the studies described in the scoping review in
Chapter 3. For example, in Vaidya et al.’s (2013) study, only 20% of the participants
identified chest pain as a warning sign of heart attack and almost 7% thought that fried
food or saturated fat (such as ghee) were healthy options. Mohammad et al. (2018)
found that only 37% of participants knew that obstructed blood vessels were associated
with CVD and only 16% of participants knew the difference between good and bad
cholesterol. The low level of knowledge in these studies compared with the current
study can be attributed to several factors, including demographic differences in the
study population, study location and data collection methods/tools (ul Haq et al., 2012).
This underscores the need to explore the level of CV health knowledge in this
community. To be able to improve the level the knowledge about CV health, it was

important to first identify the gaps in knowledge in high-risk populations.

6.6 Research Question 3: What are the Attitudes Towards

Cardiovascular Health among the Fijian Indian Community?

Knowledge alone cannot create behaviour change (Homko et al., 2008). This
notion is based on the ‘perceived susceptibility and perceived severity’ components of
the Health Belief Model (Rosenstock, 1974). As described in Chapter 2, perceived
susceptibility refers to a person’s perception of risk or susceptibility to contracting a
condition or illness. Perceived severity relates to a person’s concern regarding the
seriousness of contracting the condition/illness and potential consequences (DeDonno et
al., 2022).

The initial findings for this cohort of the Fijian Indian community suggest the
community held a positive attitude (80%) towards CV health. This finding is consistent

with those of other CV health-related KAP studies including (Mirza et al. (2016), Hertz
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et al. (2019), Mohammad et al. (2018), and Shammi et al. (2021), but not with those of
Vaidya et al. (2013). In the current study, 96% of the participants agreed that to
maintain a healthy lifestyle they should be exercising and eating less oily food. All the
participants agreed that they should include fruit or vegetables in their diets and 92%
knew to avoid drinking carbonated drinks to maintain their health. In addition, 71%
indicated they were able to manage their stress and 85% made time to take care of
themselves. In Vaidya et al.’s (2013) study, most of the participants did not consider
themselves to be at risk of CVD nor did they want to change their lifestyle. AlImost 32%
said they did not have time to take care of themselves and 59% did not think that
changing their behaviour would reduce their risk of CVD. Importantly, as discussed
above, these differences in study findings could be due to the different study population,
study location and data collection method/tool used. However, these findings emphasise
the likely influence these perceptions may have on behaviour change. Hence, there is a
need to further explore the perceptions and attitudes towards CV health in high-risk

populations.

6.7 Research Question 4: What are the Practices of the Fijian Indian

Community Towards Cardiovascular Health?

The onset and progression of CVD can be delayed if known risk factors
(modifiable factors) are minimised by adopting healthy lifestyle habits and undergoing
appropriate treatments (Arnett et al., 2019; Carrington et al., 2009; Rippe, 2018). The
initial results of this study suggest that the Fijian Indian community, on average, had
fair practices (66%) towards CV health. Although a larger study is needed to confirm
these findings, these results highlight the need to further promote the adoption of
healthy lifestyles in this high-risk community.

Diet, physical activity, weight management and smoking cessation are four

elements of a healthy lifestyle that can reduce the risk of CVD and other long-term
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health conditions (Arnett et al., 2019; Claas & Arnett, 2016). Most participants in the
current study exercised for more than 20 minutes (3 times a week) and often walked for
at least 10 minutes to get to and from places. Some also exercised during their spare
time, for at least 20 minutes. To some extent, these results are associated with the
MoH’s recommended activity levels of “at least 2% hours of moderate (or 1% hours of
vigorous physical activity) spread throughout the week’ (MoH, 2021e). However, this
finding will need to be confirmed in the wider Fijian Indian community.

Considering the other CV health-related studies discussed in the scoping review
(Chapter 3), this study’s findings were vastly different from those of Mirza et al.’s
(2016) study in which not only did most participants fail to allocate time for exercise,
but only 22% believed that an active lifestyle could prevent coronary artery disease.
Mohammad et al. (2018) discovered that many of their participants found it difficult to
avoid fried food every day. However, participants in the current study indicated that
they rarely consumed fatty foods more than three times a week, and none were current
smokers. Vaidya et al. (2013), Mohammad et al. (2018) and Shammi et al. (2021) found
that several of their participants were regular or occasional smokers. Aside from their
obvious differences in terms of sample size, the tool/instrument used and the study
environment, these studies demonstrate that practices towards CV health can vary from
one community or population to another. Therefore, a better understanding of these
practices will allow health professionals to develop new strategies and interventions, to
enhance current skills and practices in the community.

6.7.1 How do These Preliminary Findings Align With the Health Belief Model?

Health beliefs play a key role in the adoption of preventative health practices
and undergoing of health treatments (Ramaswamy et al., 2020). As described in Chapter
2, the Health Belief Model has been used to explain and predict the adoption of many

preventative health behaviours and interventions (Carpenter, 2010). According to this
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model, individuals are most likely to adopt preventative measures if they perceive CVD
as a serious threat (‘perceived severity’), feel they are personally susceptible to CVD
(‘perceived susceptibility”), feel confident in implementing the recommended
preventative actions (‘self-efficacy’), and perceive that engaging with these preventative
measures has fewer costs than benefits (‘perceived benefits’).

Although the current study’s questionnaire was not drawn from this theoretical
framework, some questions aligned with its key elements. These include, ‘I am
concerned about the likelihood of having a heart attack/stroke in the near future’ (Q46),
‘my whole life would change if | had a heart attack or stroke’ (Q48) and ‘I should
include fruit or vegetables in my diet for maintaining my health’ (Q32).

In this study, half of the participants were concerned about the likelihood of
having a heart attack or stroke in the near future. This finding relates to the ‘perceived
susceptibility’ component of the Health Belief Model and thus may be related to current
practices towards CV health in this participant group. Similarly, more than half of the
participants believed that having a heart attack or stroke was always fatal and that their
whole life would change if they had a heart attack or stroke. However, the relationship

between these preliminary findings will need to be confirmed in a larger study.

6.8 Research Question 5: What are the Relationships between KAP in

the Fijian Indian Community and Cardiovascular Health?

KAP studies have demonstrated an association between the elements of KAP
beyond assessing the prevalence of each. For example, three studies reported that a
higher level of knowledge is positively associated with the practice of preventative
behaviours (Hoque et al., 2020; Vaidya et al., 2013; Verma et al., 2019). Similarly,
studies have shown a positive association between attitudes and preventative behaviours
(Lakshmi et al., 2020; Shammi et al., 2021; ul Haq et al., 2012). Understanding the

relationships between the elements of KAP can be beneficial for the development of
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effective health promotion strategies and interventions. This might include targeted
community awareness interventions in populations where the level of knowledge is
positively associated with attitudes and adherence to preventative health behaviours
(Devkota et al., 2021). The current study found no statistically significant correlations

between the elements of KAP towards CV health in this community at this time.

6.9 Research Question 6: What are the Demographic and Sociocultural
Factors That Influence the Knowledge, Attitude and Practices of

Cardiovascular Health in the Fijian Indian Community?

Demographic factors and sociocultural factors have been shown to influence the
level of KAP in target populations. Shen et al. (2017) found that significant gender
differences exist in the KAP towards CVD among Asian patients in Singapore. In their
study of 1,000 participants, males were found to have lower knowledge, lower attitude
and higher practice scores than females (Shen et al., 2017). In this study, there were
slight differences in the average total attitude and practice scores between males and
females and therefore, there was a small difference in overall KAP score. Although the
differences were not statistically significant, the findings reveal a potential strategy for
supporting CV health promotion in this community; for example, by adopting gender-
specific educational programmes or public health campaigns that focus on building the
KAP towards CV health (Muhamad et al., 2012).

Education levels have also been found to affect KAP levels. Duber et al. (2018)
found that participants with a higher education level in Beijing and Shanghai were able
to recognise more risk factors for CVD. However, participants in Bangalore, with lower
educational attainment, demonstrated the opposite association (Duber et al., 2018).
Though this current study was unable to identify more potential associations, it
emphasises how multiple factors can influence the KAP towards CV health in different

communities.
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6.10 Research Question 7: How Should the KAP Towards
Cardiovascular Health in This Community be Promoted and

Enhanced?

To answer this research question, the feedback/opinions of the study participants
in response to the open-ended questions was explored, using thematic analysis (Braun &
Clarke, 2022). Thematic analysis is a popular method for analysing qualitative data in
many disciplines/fields including social, behavioural and applied sciences. It is widely
used by researchers to explore patterns of meaning (‘themes’) in a dataset. One of the
advantages of using Braun and Clarke’s (2006, 2012) method of thematic analysis is
that it can be used to address different types of research question related to a person’s
experiences, views, perceptions, practices or behaviours. The current study found three

themes that addressed the research question.
6.11 Theme One: Managing Health Together

The theme Managing Health Together showed examples of how participants
knew of ways to manage their heart health and wellbeing; for example, by doing regular
exercise, eating healthily, using less oil in the preparation of food and being stress free.
However, several participants expressed the need for additional support from their local
health professionals. Participants suggested regular/scheduled check-ups, coaching,
encouragement and advice about maintaining a healthier lifestyle/diet, so they could
have a ‘better picture’ of their health.

Regular health check-ups are important not only for the heart but for general
health, serving to identify early signs of disease or illness, especially for people who are
at a higher risk. According to the MoH’s CVD Risk Assessment and Management for
Primary Care guidelines, CV risk assessments for Maori, Pacific and South Asian
populations (in which Fijian Indian people have been classified) should begin 15 years
earlier than for other populations; that is, at 30 years of age for men and 40 years for
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women. For individuals considered at a higher risk (>15%), it is recommended that risk
management reviews take place annually, and for those individuals at a low—medium-
level risk (<3-14%), repeat assessments of CVD risk could be every 2-10 years (MoH,
2018a; Wells et al., 2017).

Given the silent, progressive nature of CVD, it is the management of a person’s
daily health/lifestyle—especially those at higher risk of developing CVD—that is most
important in preventing the development of CVD. Evidence of a benefits of a healthier
lifestyle for CVD risk management is well documented in the literature (King et al.,
2007; Lietal., 2020; Lv et al., 2017; Menotti et al., 2022; Tsai et al., 2020). In NZ,
primary care physicians are advised to encourage a healthy lifestyle (regardless of CVD
risk) and to effectively communicate risk to individuals as part of shared decision
making and CVD risk management (MoH, 2018a).

The New Zealand Heart Foundation describes ‘shared decision making’ as core
to patient-centred care and LTC management. It involves a:

health professional and person working together to consider evidence-based

clinical information about tests, treatment options, likely benefits and outcomes,

and potential risks and then choosing, in collaboration, the course of treatment,

management or support that best fits the person’s informed preferences. (The
Heart Foundation, 2022, p. 1)

The literature suggests that shared decision making not only improves health
professional—patient communication, but also increases people’s knowledge about their
condition, treatment options for their participation in care and confidence in their
knowledge and self-management skills (de Silva, 2012).

Similarly, health coaching and CVD prevention programmes globally have been
shown to successfully educate, encourage, and support people at risk of, or living with
CVD. Health coaching is an effective patient education method that improves the
management of chronic diseases and have positive effects on a person’s physiological,

behavioural and psychological status, and significantly reduce overall mortality (Kivel&d
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et al., 2014). For example, Byrnes et al. (2018) found that participants (with CVD)
enrolled in the Coaching on Achieving CV Health programme achieved a statistically
significant decrease in overall mortality and hospital costs compared with participants
who received usual care. This study, which was conducted in Australia, also found a
dose—response effect on the overall mortality rate and hospital costs; that is, those who
received four or more coaching sessions had a substantial reduction in mortality and
hospital cost (Byrnes et al., 2018). By using the health coaching process, health
professionals can ‘assist patients to identify barriers to behaviour change, determine
health-related goals and compose realistic plans for achieving these goals by listening,
asking open-ended questions, and providing support and accommodating feedback’
(Zuraida et al., 2022; p. 177). In the same way, several community- and hospital-based
CVD prevention programmes have led to improvements in CVD risk factors and patient
education (Eliasson et al., 2021; Gomes et al., 2021; Ramoda Castro et al., 2017; Soltani
etal., 2021).

The theme Managing Health Together is about providing this community with
ongoing, regular support from health professionals to manage their risk of CVD.
Whether it is through scheduled follow-ups, engagement with a local health coach or a

community prevention programme, there is a need and request for additional support.
6.12 Theme Two: Recognising Barriers to Cardiovascular Health

The second theme, Recognising Barriers to CV Health, highlights the need to
address the challenges the community faces in better understanding CV health and
disease prevention. Participants identified barriers such as the availability of time, self-
motivation, access to health services, current practices in schools and health services,
and misbeliefs in the community as influencing their KAP towards CV health.

Adopting a healthy lifestyle can often be difficult because of time constraints

and loss of motivation (Aditama et al., 2015; Devine et al., 2009; Escoto et al., 2012;
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Schutzer & Graves, 2004; Seguin et al., 2014). As Participant 13 in this study described,
‘people are usually so busy at work, so they don't have time to do something for
themselves’ and ‘normally, | work long hours and when I come home, | am tired.
Therefore, 1 don’t do anything for myself’. Caruso (2006) linked the effect of long work
hours to less time to exercise, less time to prepare and consume a nutritious diet, and an
increase in harmful behaviours such as tobacco and alcohol use (Caruso, 2006).
Complacency or the loss of motivation can also lead to a disregard for health-promoting
behaviours (Hardcastle et al., 2015; Ljubici¢ et al., 2022; National Academy of Sciences
(US), 1995; West et al., 2011), thus increasing the risk of illness or disease. Hessler et
al. (2019) suggested that there are often legitimate reasons why effective health-
promoting behaviours are not performed. Reasons such as a perceived lack of urgency,
fear of failure, lack of resources and/or a belief that it will not be effective or will cause
harm can result in a person not making or maintaining a positive behaviour change
(Hessler et al., 2018).

Misconceptions or misbeliefs about health can limit a person’s ability to manage
their risk of illness or disease. The misconceptions or misbeliefs around CVD are
common and can arise from a person’s preconceived ideas about the condition, or from
well-intentioned friends and family members (Angus et al., 2012; Lin et al., 2012).
According to Lin et al. (2012), ‘a lack of understanding of illness may partly result in
misconceptions about illness from their own experience and/or societal beliefs, for
example, diabetes means the amount of sugar eaten, and heart attack is a sudden death’
(p. 5). Although participants in the current study did not provide any specific
example(s) of misconceptions/misbeliefs in the community, a classic example of a
misconception among cardiac patients is that exercise can cause angina (chest pain), and
that this is ‘bad’ for the heart. This notion could lead patients to avoid regular exercise

to the detriment of their CV rehabilitation (Lewin, 1997, as cited in Angus et al., 2012).
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Furthermore, participants in this study raised concerns about current fundraising
practices in schools and follow-up services in healthcare: for example, ‘schools should
not participate in unhealthy options for fundraising, such as chocolate bars’ (Participant
25). Richards et al. (2005) found that most schools in NZ participated in sponsorship,
incentive and fundraising initiatives. Although some schools were found to deliver
positive health messages in their study, others were linked with products or activities
that were potentially harmful to health. This included the provision of foods high in
sugar and fat to students, and funding from organisations that generated profits from
gambling and alcohol sales (Richards et al., 2005). Schools provide the ideal
environment for primary prevention and health promotion among young people. Health
education in NZ is focused on encouraging young people to make healthy food choices
and lead active lifestyles (Ministry of Education, 2022b). However, selling chocolate
bars and holding sausage sizzles are the most common fundraising initiatives in NZ
schools (Pledger et al., 2012). This greatly undermines the efforts of health promotion
and health education in schools.

Lastly, participants proposed ‘free check-ups in the community’. Healthcare
costs are another barrier for people in receiving timely, appropriate support to manage
their health and wellbeing (Lee et al., 2010; Parikh et al., 2014). Financial barriers to
healthcare are not unusual. According to the Health Quality and Safety Commission of
New Zealand (2020), appointment cost was the most common barrier to patients
accessing health services or visiting a general practitioner or nurse (Health Quality &
Safety Commission New Zealand, 2020). Moreover, patients who deferred primary
healthcare (both doctor and dentist) because of costs had poorer self-rated health, and
physical health and mental health summary scores (Jatrana & Crampton, 2021). Free
health check-ups in the community may be the answer to this barrier because regular

medical check-ups are vital, especially for those at considerable risk of LTCs.
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Overall, recognising the barriers to CV health in the community will provide a
better understanding of how to approach CV health promotion within this community.
This could help find solutions or strategies to reduce these barriers, find new ways to

promote CV health in the community, and reduce CVD risk.
6.13 Theme Three: Targeted Cardiovascular Health Promotion

This leads to the last theme, Targeted CV Health Promotion. Participants in this
study offered a range of suggestions on how to educate the community on CV health
and disease prevention. One of the key suggestions was to ‘simplify and tailor
information’ to the community. Previous research has recommended tailoring health
promotion initiatives to the realistic cultural norms and perspectives of individuals
(Lawton et al., 2006). In 2010, Renzaho and colleagues published a systematic review
of the effectiveness of prevention programmes for obesity and chronic disease among
immigrants to developed countries. They found that interventions that (1) were tailored
to the cultural needs of the population; that is, cultural norms, attitudes and beliefs, (2)
were implemented in the community, and (3) used translated, culturally relevant
educational tools and community-based trained educators led to significant
improvements in health-related behaviours including changes in diet and exercise
among participants (Renzaho et al., 2010). Similarly, Jiwani et al. (2018) reviewed the
impact of culturally tailored interventions to reduce CVD in South Asians. Despite the
limited number of studies, the review found foundational evidence for the effect of
culturally competent interventions in improving CVD risk factors in the South Asian
migrant community. Similar to Renzaho et al. (2010), this review also supported the use
of trained community health workers as ‘agents of change’ in the implementation of
culturally tailored interventions in the community (Jiwani et al., 2018).

More recently, Kandula et al. (2020) published a clinical trial protocol for a

community-based, culturally adapted lifestyle intervention for South Asian adults. The
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intervention, titled ‘South Asian Healthy Lifestyle Intervention’ was designed to
improve healthy eating, physical activity and stress management via the use of
evidence-based behaviour change strategies with culturally adapted strategies and group
motivational interviewing. The findings of this promising study will inform community
models to reduce atherosclerotic CVD risk in South Asians and deepen the evidence on
lifestyle interventions for diverse communities in the USA (Kandula et al., 2020).
Likewise, a conceptual shift from the ‘one-size fits all’ to a more tailored, individual
approach could improve the KAP towards CV health in the Fijian Indian community.
Participants also suggested ‘bringing the health force to the people’ and
‘increasing presence in the community’ to promote CV health in the community (Bader
et al., 2006). This could occur in several ways including community health screening
and information sharing at community events, charity events and local Indian
supermarkets. Community health screening provides an opportunity for targeted health
education and free/inexpensive health assessments to determine risk of developing a
medical condition such as diabetes or CVD (McKeirnan et al., 2015). Recently, Health
Screening NZ has released a new, innovative heart screening and intervention
management app, called Cardiaction. It displays and explains a person’s heart screening
results and offers tailored, educational information on the importance of improving
these metrics for better heart health. While this screening service is currently only
available in select pharmacies in Christchurch (NZ), it has the potential to identify
people at risk of CVD and provide tailored support nationwide (Health Screening NZ,
2022). CV health promotion at community events, charity events and local
supermarkets is also an effective way to motivate and disseminate information to
families and the wider community (Martin et al., 2022). Increasing the presence of
health professionals at Fijian Indian community events could provide an environment

for people to learn more about how to manage their health, ask questions and have more
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information about tools and resources that are available to them, such as the newly
introduced Cardiaction screening service.

Another key sub-theme was to ‘build relationships with community and
religious leaders to promote CV health’. Like many ethnic groups, the Fijian Indian
community respect and value the advice and guidance of their community and religious
leaders. Research has demonstrated the positive role that community leaders, religious
leaders and places of worship can play in raising awareness of medical conditions and
promoting healthy lifestyle choices and behaviours (Adedini et al., 2018; Ali, 2021,
Anshel & Smith, 2014; Hopoi & Nosa, 2020; Khalid et al., 2022; Kruger et al., 2010;
Rivera-Hernandez, 2015; UNICEF, 2020). According to Islam and Patel (2018), the
iterative engagement of community and religious leaders is key to implementing health
promotion activities and providing access to activities such as hosting educational
sessions. Successful examples of these relationships have been seen around the world,
including NZ. In 2004, Simmons and colleagues presented the results of a two-year
church-based diabetes risk reduction programme in four churches in South Auckland
(N2Z). In their study, they used the support of Pacific Island church leaders and
committee members to adapt, enhance and prioritise various sessions on diabetes
awareness, exercise and nutrition, so that it was tailored for their people. Overall, they
found that diabetes knowledge significantly increased in both intervention churches.
Furthermore, in one intervention church, weight, waist circumference and regular
exercise improved over this time. These findings indicate that without the support of the
individual church leaders and committee members, this programme would have been
less successful (Simmons et al., 2004). Thus, building relationships with known
community and religious leaders in the Fijian Indian community may also provide a

valuable opportunity to improve the KAP towards CV health and disease prevention.
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To conclude, the findings of this thematic analysis have highlighted that more
effective strategies are needed to improve and enhance the KAP towards CV health in
the Fijian Indian community. By ‘managing health together’, ‘recognising barriers to
CV health’ and delivering more ‘targeted CV health promotion’, there is the potential to
increase awareness of CV health; build relationships between the community and health
providers to empower the community to take ownership of their health; and increase
health service utilisation. More importantly, this will create a path to improve baseline
health statistics in this high-risk population.

6.13.1 What Implications do These Preliminary Findings Have for Health
Education and Health Promotion Practices in New Zealand?

This preliminary thematic analysis offers promising evidence for improving
health education and health promotion practices in NZ. The findings align with most of
the key action areas of the Ottawa Charter; that is, build healthy public policy, create
supportive environments, strengthen community action and develop personal skills
(described in Chapter 2). At present, health and physical education in the NZ School
Curriculum focuses ‘on the wellbeing of the students themselves, of other people, and
society through learning in health-related and movement contexts’ (Te Kete Ipurangi,
2014). At the heart of this learning is four underlying, interdependent concepts: ‘hauora
or wellbeing’, “attitudes and values’, ‘socioecological perspectives’ and ‘health
promotion’ (Te Kete Ipurangi, 2014).

Many NZ schools have adopted the HPS approach, which is based on the
principles of the Ottawa Charter (MoH, 2012; WHO, 2022c). However, without strong
national leadership and direction, the implementation and development of this approach
has been ad hoc, sporadic and disjointed, with schools lacking a clear understanding of
the concept (Cushman, 2008; Cushman & Clelland, 2012). According to McHugh et al.

(2021), HPS approaches need to be adaptive; that is, actively involving community
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partners and linking to local initiatives where possible, with support from senior
management and policy developers. They suggested starting with what teachers,
students and their parents see as barriers to health to create a whole school ethos for
wide-reaching and sustainable HPS programmes (McHugh et al., 2021).

In 2009, the NZ Government rescinded a policy requiring healthy foods to be
sold in schools (Pledger et al., 2012). This change may have prevented the
implementation of school-level policies and practices that were in line with the HPS
approach (Mclsaac et al., 2019). It is also possible that many school canteens returned
to offering largely unhealthy ‘occasional’ foods, rather than following the previous
recommendation of offering healthier food daily (Pledger et al., 2012). Equally, the
current national guidance around food-related fundraising in schools is that as long as
the food is safe and suitable, schools can use this food for fundraising up to 20 times a
year without registering it under the NZ Food Act 2014. This includes chocolates,
sausage sizzles and charity bake sales (Ministry of Education, 2022a).

Richards et al. (2005) found that most NZ schools were ‘involved in some sort
of sponsorship, incentive and fundraising initiatives, some of which had the potential to
have a negative impact on the health of students’ (p. 333). Given the lack of severe
restrictions on these initiatives currently, it is the school’s responsibility to have policies
and practices around food sales/environment including fundraising.

Recently, D’Souza et al. (2022) evaluated the healthiness of NZ school food
environments and found that the nutrition policies in NZ schools were weak, and that
canteen and fundraising items were largely unhealthy, which diminished the other
positive efforts schools were making towards health promotion. This study confirms the
need for more robust national-level policies concerning school food environments

(D’Souza et al., 2022).
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A key to improving health promotion practices in NZ is ‘community
engagement’. The preliminary findings of this thematic analysis have provided evidence
for future research and innovative ideas for engaging with the Fijian Indian community
about their CV health. Traditionally, health professionals primarily designed health-
related interventions or actions with little or no contribution from their intended
population or community. Researchers, health professionals and policy makers have
increasingly focused on the meaningful engagement and involvement of members of the
community in public health interventions or programmes (Louise & Annette, 2019;
O’Mara-Eves et al., 2015).

There are several examples of the benefits and success of community
engagement in health-related interventions in the literature, including the Apnee Sehat
project, an innovative community health and lifestyle intervention for a South Asian
community in the UK (Coe & Boardman, 2008). This project aimed to identify and
tackle the issue of premature diabetes and heart disease in a culturally sensitive and
acceptable manner through a local Sikh temple. It was built on a partnership between
the local Sikh community and local health professionals including the town mayor, local
university and hospital. A range of activities and interventions held at the Sikh temple
included health presentations, tailored posters, health fairs/lectures and various
resources that supported and promoted healthy lifestyles and exercises. In Coe and
Boardman’s (2008) evaluation of this ongoing project, they found that participants
welcomed the interventions and reported raised awareness, understanding and lifestyle
changes at both individual and household levels (Coe & Boardman, 2008). A
community-based initiative like this demonstrates the importance of engagement and
co-design in initiating and sustaining change.

Given the growing and ageing Fijian Indian community in NZ, health

professionals will be seeing more Fijian Indian clients. Therefore, there needs to be

154



more research focused on the health and wellbeing of this community, especially around
the barriers to CV health and disease prevention. This may lead to the development of
novel programs or approaches that are responsive to the health needs of this community

and increase their potential for better health outcomes.
6.14 Recommendations to Te Whatu Ora—Health NZ

This study recommends that Te Whatu Ora—Health NZ considers the
suggestions of the Asian Health Reform Advisory Group (2022) for the benefit of the
Fijian Indian community and all other ethnic minority groups in NZ. The Fijian Indian
community deserves recognition in the NZ health system as a growing and significant
migrant population; not be hidden or lost in statistical representation, or during the
transitional years of this new health system.

It is possible that the health needs of the Fijian Indian community are similar to
those of larger ethnic communities in NZ, but more research is needed to support this
theory. Therefore, a greater focus on the health needs of this community, through
innovative research designs and intersectoral collaboration, is imperative for improving
health services and outcomes across the NZ health system. This recommendation is also
in line with the current NZ Health Strategy (described in Chapter 2).

The preliminary findings of this study support the five key themes of the NZ
Health Strategy (Minister of Health, 2016). For example, Participant 3 suggested
‘regular check-ups and advice with a follow up’, which falls into the first theme of
‘people powered’. Participant 18 suggested ‘more awareness at community events; e.g.,
free health check-ups, take surveys and follow up’, which relates to Theme Two, ‘close
to home’ and Participant 27 recommended targeting ‘places where the community
gathers, like religious events ... have workshops, lectures by health professionals’,
which fits into Theme Three, ‘value and high performance’. Similarly, Participant 24

suggested approaching community leaders to promote CV health and Participant 1 had a
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suggestion to create a website for the Fijian Indian community to learn more about CV
health, in line with Themes Four and Five, ‘one team” and ‘smart system’. These are but
a few examples of how this study’s findings have the potential to support the NZ Health
Strategy.

More research into the health needs of this migrant community (and other ethnic
migrant groups) might further support the NZ health system to find ways to facilitate
actions of the NZ Health Strategy. Te Whatu Ora—Health NZ is responsible for
delivering a better health system for all New Zealanders (Te Whatu Ora, 2022). If they
are to truly meet these intentions, they must acknowledge the health needs of this
growing migrant population as well.

6.15 The Strengths and Limitations of this Research

6.15.1 Strengths

As this was the first study to develop a novel CV health-related KAP
questionnaire for this community, the engagement of an advisory team with
considerable experience in working with the Fijian Indian community was a major
advantage. The participants in Phase One of this study were extremely professional,
enthusiastic and committed to supporting the Fijian Indian community. They
volunteered their time to develop this questionnaire motivated by the fact that future
research using this questionnaire could provide a foundation of empirical evidence
about this under-researched community.

Another major strength of this study was the successful recruitment of
participants in Phase Two. Because of the lack of research on this study population, it
was difficult to predict the recruitment and retention of participants from the Fijian
Indian community. The PR was able to engage and retain all 30 participants in Phase
Two of this study, with the exception of two participants whose data was incomplete in

the final test-retest reliability data analysis. This showed that community members were
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interested in this research topic and there is potential for recruiting more participants for
the next phase of the study. Based on a search of the literature, this appears to be the
first-time participants from the Fijian Indian community have been surveyed in this
field.

Lastly, this study was able to provide unique insights into the level of KAP in
the community as well as thoughts/views from community members on how the KAP
towards CV health should be promoted and enhanced in their community. These
findings are both encouraging and would contribute to the next phase of the study.
6.15.2 Limitations

This study has a few limitations. The first is that an expert on
questionnaire/survey development was not consulted or included on the advisory team.
Such expertise and feedback throughout the development and testing of the
questionnaire would have been extremely valuable for this study (Davis, 1992). Second,
two different methods—a stopwatch and a software timer—were used to record survey
completion times in Phase Two. As a result, the average time to complete the developed
survey may not be as accurate, relative to if only one method had been used to assess
the completion time. The third limitation was the nature of the pre- and post-tests in
Phase Two. Participants reflected on their answers and actively tried to improve their
knowledge and their score on the post-test. While it was encouraging to see the
questionnaire’s positive impact on participants, this may explain why marginal
differences were found between the two tests in terms of average and overall KAP
scores. Finally, and most importantly, the last phase of this study could not be
completed because of the rise in COVID-19 pandemic cases in NZ. With uncertainty
around the nation’s lockdown restrictions, recruitment and data collection during this
time and phase would have been extremely difficult. A critical part of questionnaire

development is determining the construct validity of the questionnaire. As a result,
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construct validity could not be determined for the questionnaire developed in the study,
which is a critical aspect of questionnaire development. Nonetheless, this study opted to
use the baseline (Timepoint 1) results to understand the prospective level of KAP
towards CV health in this community.

Furthermore, the sample size (n = 28) in Phase Two was too small to provide a
good representation of the community or identify significant correlations between the
KAP towards CV health. This limitation also meant that this study was unable to
determine the internal consistency and construct validity of the developed questionnaire.
The next chapter describes the learnings, next steps, and recommendations arisings from
these findings, for this novel study.

6.16 Chapter Summary

This chapter has discussed the key findings of Phases One and Two and how
they align with the research aims and questions of this study. This study developed a
questionnaire that was appropriate and feasible to assess the level of KAP towards CV
health in the Fijian Indian community. Phase One involved developing the KAP
questionnaire as well as assessing the content validity of the study questionnaire, with
the help of five experts with experience working with the Fijian Indian community,
local health services and health promotion. The final analysis of the developed
questionnaire indicated moderate to high content validity regarding appropriateness,
relevance, and clarity. Phase Two assessed the feasibility of the questionnaire among 30
members of the Fijian Indian community via test-retest reliability analysis and a follow-
up review form. The test—retest reliability analysis found significant correlations in the
overall KAP, total knowledge, total attitude and total practice scores between
timepoints. These findings were supported by similar average scores for each KAP
section and the total KAP score between timepoints, suggesting a certain degree of

stability and reliability of the study questionnaire. Similar to Phase One, participants
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also found the questions in each section relevant, appropriate and easy to understand.
Additionally, the preliminary findings of this study questionnaire revealed a better
understanding of this under-researched community and potential ways in which health

professionals can target KAP interventions towards CV health.
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Chapter 7: Conclusions

This thesis concludes with a summary of the key findings of Phases One and Two, and possible

directions for future research.

7.1 Summary of the Key Findings in this Research

Prior to this study, the KAP towards CV health had not been explored in high-
risk communities in NZ. As a growing migrant community, the Fijian Indian
community is under-represented in both health service policy and interventions, and
research in NZ. The present study was designed to identify KAP of the Fijian Indian
community towards CV health and disease prevention in order to inform targeted
strategies to support the promotion of CV health in this high-risk community.

Generally, KAP surveys aim to identify what is known, believed and
behaviourally acted upon regarding a specific issue in a given population. Thus, KAP
surveys can reveal information about what is well known and attitudes that are widely
held in a community about particular topics. To a certain extent, KAP surveys can
identify factors that influence behaviour and attitudes, and lead to development of
targeted strategies/interventions based on this information (Abdulkader Mohamed et al.,
2022; Alhaj, 2018). A scoping review of the literature found five versions of KAP
questionnaires related to CV health (discussed in Chapter 3). However, none of the
previously developed questionnaires were specifically focused on the general KAP
towards CV health and disease prevention or the Fijian Indian community. Thus, this
study sought to develop its own questionnaire.

The first aim of this study was to develop and test the questionnaire to measure
the level of KAP towards CV health in the NZ-based Fijian Indian community. In Phase
One, a scientific approach using the method for KAP questionnaire development,
recommended by the WHO (World Health Organization, 2008), was used. Attention

was paid to the structure of the questions guided by similar questionnaires (identified in
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scoping and literature review) and gaining feedback from peers in the Fijian Indian
community and study supervisors about the developing of questions and the overall
questionnaire. Five experts analysed the content validity of the questionnaire by
assessing whether the questions in each section were appropriate, relevant, and stated
clearly. Each expert provided feedback on the overall questionnaire and made
suggestions to ensure the questionnaire was fit for purpose. In this study, the final
analysis of the developed questionnaire showed moderate to high content validity for
appropriateness, relevance and clarity. Experts also provided positive feedback on the
overall questionnaire. Taken together, these results suggest that the developed
cardiovascular KAP questionnaire was appropriate, relevant and comprehensible to
assess the KAP towards CV health in this population.

The second aim of this study was to assess the feasibility of applying the
developed questionnaire to test the KAP towards CV health in the Fijian Indian
community.

In Phase Two, 30 members of the Fijian Indian community were recruited and
asked to complete the developed questionnaire at two timepoints (two-week interval
time). The purpose of this phase was to assess the reliability of the questionnaire, test
for appropriateness and understanding, and evaluate timing. Test—retest reliability
analysis found statistically significant correlations in the overall KAP, total knowledge,
total attitude and total practice scores between the two timepoints. These results were
supported by similar average scores for each KAP section, the total KAP score, and
Cronbach alpha for internal stability. These findings suggest acceptable stability and
reliability of the study questionnaire. At Timepoint 2 (follow up), participants were also
asked to provide feedback on the questionnaire. This was an important opportunity for
this study to receive feedback and suggestions from members of this community, which

has not been done previously. In the qualitative evaluation of the questionnaire in Phase
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Two, participants found the questions in each of the sections appropriate and easy to
understand. The findings of Phase Two strengthened the content validity of the
developed questionnaire and progressed the feasibility of conducting the next phase of
this study (Phase Three) that will be undertaken as postdoctoral research.

The preliminary findings at Timepoint 1 (baseline) suggest fair knowledge, good
attitude and fair practices towards CV health in the community. Thematic analysis of
the open-ended questions also identified three themes for CV health promotion and
disease prevention for this community: Managing Health Together, Recognising
Barriers to CV Health and Targeted CV Health Promotion. Overall, the preliminary
findings of Phase Two contribute in several ways to our understanding of the Fijian
Indian community and provide insight into new strategies and ways to promote CV
health and disease prevention in the community.

Figure 7.1 illustrates the process and development of the study and its findings.
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Figure 7.1

Quorum Flowchart of the Current Study
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7.2 Future Research and Directions

A natural progression of this research is to analyse the construct validity of this
questionnaire in a larger sample population (Phase Three). As a critical part of
questionnaire development, this process ensures the construct measures what it is
intended to measure and produces accurate and reliable results. This would involve first
calculating an appropriate sample size based on the current population size, confidence
level and margin of error (Cochran, 1977; Machaalani et al., 2022; Qualtrics, 2022b).
The next phase will also need to consider recruiting additional participants to
compensate for any incomplete data (Sakpal, 2010). Similarly, research assistants may
be needed to recruit members of the community at local community events, temples etc
(AshaRani et al., 2020; Hertz et al., 2019; Koohi et al., 2021; Vaidya et al., 2013). The
expert advisory team that has been supporting this research will be consulted regarding
guidance on the appropriate research assistants within the local Fijian Indian
community. Steps will also be taken to ensure people with limited or no access to the
internet or electronic devices are able to participate in the next phase of this study.

A common method of assessing the construct validity of a KAP questionnaire is
to run a factor analysis, notably an exploratory factor analysis (Guad et al., 2021). This
method is used by researchers to analyse whether a certain set of items (questions)
measure and belong to an intended construct. It can also be used to explore the
dimensionality, or factor structure, of the developed questionnaire (Knekta et al., 2019).
Similarly, the internal consistency (Cronbach’s alpha) of a questionnaire can be
determined with a larger sample size. During Phase Three, the oversight and support of
a biostatistician will be essential.

The findings from this larger study will have several important implications
including the potential to inform migrant health policy makers and educate health

professionals. Thus, a community presentation to the local Fijian Indian community of
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the findings and focus group session following Phase Three would be beneficial. This
community engagement session could help clarify any discrepancies in the data and
explore the community’s views on the study findings. More broadly, further research
will also be needed to determine how these findings can inform and continue to support
the current NZ Health Strategy and principles of the Ottawa Charter.

A key focus of the new NZ health system (Te Whatu Ora—Health NZ) is to
deliver a better health system for all New Zealanders. However, the NZ health system
has failed to prioritise and address the health needs of Asian and other ethnic minority
migrant populations. The Fijian Indian community is a growing and significant migrant
population that is under-represented in the current NZ health system. A greater
emphasis on the health needs of this migrant community (and other ethnic migrant
groups) is not only essential for developing health services, reducing the burden of
chronic disease, and improving outcomes but for strengthening and diversifying the
focus of the reformed NZ health system. Understanding the level of KAP towards CV
health in this community creates the opportunity for novel interventions and targeted
health promotion strategies to be developed. More importantly, it highlights the
importance of health promotion and health seeking behaviours in the community, which
can encourage members to take an active role in learning more about their CV health,
risk factors and wellbeing. At this stage, the findings of this study represent a first step
toward providing more targeted support for better CV health outcomes for this growing

and significant migrant population.
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Appendices

Appendix 1: Fijian Indian Community Statistics

A. Population Counts, over time for Fijian Indian and Indian ethnic group, 2006-2018
Censuses (Stats NZ, 2021b).

2006 (count) 2013 (count) 2018 (count)
Fijian Indian 5,619 10,926 15132
Indian 104,583 155,178 239193

B. Population, by age and sex, for Fijian Indian ethnic group, 2018 Census (Stats NZ,
2021b).

Population, by age and sex, for the Fijian Indian ethnic group,
2018 Census

BS years and over
BO-—84 years
75-79 years
T0—74 years
5569 years
G064 years
55-59 years
50-54 years
4549 years
40-44 years
35-39 years
30-34 years
25-29 years
20-24 years

15-19 years
10-14 years
5-9 years
0—4 years

28 24 20 16

Age group

4 B 12 1B 20 24

=]
]
=
=]

Percent

@ Male (%) Female (%)

C. Number of languages spoken by the Fijian Indian ethnic group, 2006-2018
Censuses (Stats NZ, 2021b).

Number of languages spoken by the Fijian Indian ethnic group, 2006-18 Censuses

None

One language
Two languages
Three languages
Four languages

Five languages

Six languages

10 15 20 25 30 35 40 45 50 55 60 65
Percent

=1
5l

@ 2006 (%) 2013 (%) @ 2018(%)
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D. Population, by regional council, for the Fijian Indian and Indian ethnic groups, 2018
Census (Stats NZ, 2021b).

Population, by regional council, for the Fijian Indian and Indian ethnic groups, 2018 Census

Northland Region B
Auckian Region
Waikato Region — [—
Bay of Plenty Region ML
Gisborne Region ]
Hawke's Bay Region |
Taranaki Region B
Manawatn-Whanganui Region [
Wellington Region - —
Tasman Region |
Nelson Region -]
Mariborough Region |
West Coast Region )
Canterbury Region .
Otago Region |
Southland Region
0

Percent

@ FijianIngian (%) @ Indian (%)

E. Years since arrival in NZ for the Fijian Indian ethnic group, 2006-2018 Censuses
(Stats NZ, 2021b)

Years since arrival in New Zealand for the Fijian Indian ethnic
group, 2006-18 Censuses

Less than 1 year
1 year

2 years

3 years

4 years

10-19 years

20 years or more

F
r
F
—
—
5 e s
L TR
e

0 10 20 30 40 50
Percent
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F. Birthplace for the Fijian Indian ethnic group, 2006-18 Censuses (Stats NZ, 2021b).

Birthplace for the Fijian Indian ethnic group, 2006-18
Censuses

Nowzesons

Australia l

pocic sancs

United Kingdom and Ireland
Europe (excl United Kingdom a...
North America !
Asia |
Middle East and Africa
Other

0 20 A0 60 BO 100
Percent

® z006(%) O 2013(%) @ 2018 (%)

G. Religious affiliation for the Fijian Indian ethnic group, 2006-2018 Censuses (Stats
NZ, 2021b).

Religious affiliation for the Fijian Indian ethnic group,
2006—18 Censuses

Mo religion

Buddhism

Christian

Hinduism

Islam

Judaism

Maori religions, beliefs, and ph...
Spirtualism and New Age relig...
Other religions, beliefs, and ph...

F"|||F

Object to answering

[ ]

10 20 30 40 50 B0
Percent

® 2008(% O 2013(%) @ 2018 (%)
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H. Number of children born to each female for the Fijian Indian ethnic group, 2006-
2018 Censuses (Stats NZ, 2021b).

Number of children born to each female for the Fijian Indian
ethnic group, 2006—18 Censuses

Mo children
One child
Twa children
Three children
Four children
Five children

Six or more children

Object to answering

20
Percent
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el
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i
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e
=]

® 2008(x% O 2013(% @ 2018 (%)

I.  Occupations for the Fijian Indian and Indian ethnic groups in NZ, 2018 Census (Stats NZ,
2021b).

QOccupations for the Fijian Indian and Indian ethnic groups,
2018 Census

Managers

Professionals
Technicians and trades workers
Community and personal senvi...
Clerical and administrative wor...
Sales workers

Machinery operators and drivers

Labourers
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¥
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Percent
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J. Sources of personal income, by birthplace for the Fijian Indian ethnic group, 2018
Census (Stats NZ, 2021b).

Sources of personal income MNZ born (%) Owerseas born (%)
Mo source of income during that time 19 8.6
Wages, salary, commissions, bonuses etc 65.9 69.6
Self-employment or business 541 109
Interest, dividends, rent, other investments 49 54
Payments from a work accident insurer 1.2 1.2
NZ superannuation or veterans pension 07 57
Other superannuation, pensions, or annuities 0 1.3
Jobseeker support 73 3.8
Sole parent support 1.7 0.9
Supported living payment 1.9 1.9
Student allowance 12.2 21
Other government transfers 34 48
Other sources of income 1.9 05

K. Highest qualifications for the Fijian Indian and Indian ethnic groups, 2018 Census
(Stats NZ, 2021b).

Highest qualifications for the Fijian Indian and Indian ethnic
groups, 2018 Census

Mo qualification —
Level 1 certificate -
Level 2 certificate I
Level 3 certificate -
Leval 4 certificate r
Level & diploma S
Level & diploma -
Bachelors degree and level 7 ..
Post-graduate and honours de_.. ..
Master's degree _
Doctorate degree L
Overseas secondary school ...

Percent

@ Fijian Indian (%) @ Indian (%)
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L. Study participation, for the Fijian Indian and Indian ethnic groups, 2018 Census
(Stats NZ, 2021b).

Study participation, for the Fijian Indian and Indian ethnic

groups, 2018 Census
30
20
E
o
o
10
, H
Fulktime study Part-time study
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Appendix 2: New Zealand Health System

A. The future of the New Zealand Health System (Department of the Prime Minister
and Cabinet, 2021a).

RAnsd of the wider ring of agencies will ot be changing
Minister of a5 part of these reforms — howaver, the Health
Health Promaotion agency will become a business unit as
part of our core health agencies te make sure our whole
system is orienled lowards halping people live well.

The Minester af Health has
a direct ralationship with all
ke organisabions.

It Tutuee hoalth syslam, e

Iinisiry’s role i focused on . i
stewardship, strategy and Ministry of | Haa"n&ﬂﬁ!ﬁjiﬁﬁmw
polley - with commissioning and Health
operational rolas moved into
Health NZ

T Operalional heallh agences
! (8. MZ Blood Service)
!

o Public Healih Haalth and Disatbilty

The Ministry will include Agency Commissions

@ Public: Hoallh Agoency,
with a natienal fecus

on profecting public . The natisnal oparational reles of the Minstng
health against threats MaoriHealth | | Health NZ of Health and the 20 DHBs will merge into
such as pandemics Authority Health NZ, & new entity responsible for day-
to-day running of our whole health

system. Heallh NZ will mchude & unified
public health service, bringing together all
12 Pulssic Haalth Unils.

A M&on Health Authority wall
ansure that our system has
a strong focus on health
outcomes and care for

Care will confinue 1o be provided by (he

Miorl, and will cominisslon Commissioning and | Same dedicated people A% (oday - bul
services in partnership with prewisicn of with much batter consistancy and
Health NZ. healihcate services | coondmation, and much less
fragmentation

B. All New Zealanders live well, stay well, get well in a system that is people-powered,
provides services close to home, is designed for value and high performance, and
works as one team in a smart system (Minister of Health, 2016a).

Closer to
All home
Ka aro mai ki
te kainga

Smart system

He atamai te
whakaraupapa New Zealanders

live well
stay well
get well

Value
and high
One team performance
Kotahi te tima Te whainga hua
me te tika o
nga mahi
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C. Summary of Actions under the themes—People-powered and Closer to Home in
New Zealand Health Strategy—Roadmap of Actions 2016 (Minister of Health,
2016b).

People-~ . Inform people about public and personal health services so they can be
powered 'health smart’ and have greater control over their health and wellbeing.

Ma te iwi . Make the health system more responsive to people.
I e e A i s sea s irisica

. Engage the consumer voice by reporting progress against measures
important to the public, building local responses and increasing
participation of priority groups.

. Promote people-led service design, including for high-need

priority populations.

. In selected high-need communities, build on, align, clarify and simplify
multiple programmes of social investment.

Closer to . Ensure the right services are delivered at the right location in an
home equitable and clinically and financially sustainable way.

Ka an mai Ki . Enable all people working in the health system to add the greatest value
te kainga by providing the right care at the earliest time, fully utilising their skills
and training.

. Increase the effort on prevention, early intervention, rehabilitation and
wellbeing for people with long-term conditions. This includes addressing
common risk factors.

. Collaborate across government agencies, using social investment
approaches, to improve the health outcomes and equity of health
and social outcomes for children, young people, families and whanau,
particularly those at risk.

. Involve health and other social services in developing shared care for
older people with high and complex needs in residential care facilities or
those needing support at home.

. Support clinicians and people in developing advance care plans and
advance directives.

. Review adult palliative care services to ensure all those who would
benefit from palliative care at the end of their life are able to access high-
quality care and have a seamless experience.
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VETEED L=l 13- Enable people to be partners in the search for value by developing
performance measures of sarvice user exparience and improving public reporting

. of performance.
Te whidinga

LUER LR CRLE R 14 implement a framework focused on health outeomes to better reflect
0 nga mahi links between people, their needs and outcomes of services.

15, Woark with the system to develop a performance management approach
with reparting that makes the whole system publicly transparant.

16. Maintain the direction st by the Strategy through monitoring and
evaluatiaon, and advice from a Strategy Leadership Group.

17. Align funding across the system to get the best value from
health investmant.

- D D O

18. Continue to develop the application of the social investment approach to
health investrment with DHEs. Consider using this approach to imprave
cverall outcames for high-need pricrty populations, while developing
and spreading better practices.

I R P P R P R P P Y]

19. Continuausly improve system quality and safety.

One team 20, Imprave governance and decision-making processes across the system in
order to improve overall outcames, by focusing on capability, innovation
and best practice.

. Clarify roles, respansibilities and accountabilities acrass the system as
part of the process of putting the Strategy into action.

22, Create a ‘one-team” approach ta health in New Zealand through an
annual farurm for the whole system to share best practice and help build
a culture of trust and partnership.

27, Put in place a system leadership and talent management programme
to enhance capacity, capability, diversity and succession planning
thrawghout the sectar

Z4. Put in place workforce development initiatives to enhance
capacity, capability, diversity and succession planning and build
warkforce flexibility.

Smart system 25, Inerease Mew Zealand's national data quality and analytical capability
to make the whaole health system mare transparent and provide useful
infermation for designing and delivering elfective sarvices,

Kofahi te tTma

He atamai te

e ka e Da Pa

26. Establish a national electronic health record that ks accessed through
certilied systems including patient partals, health provider portals and
mabile applications.

. Develop capability for effectively identifying, developing, prioritising,
regulating and intreducing knowledge and technologies.
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Appendix 3: Draft KAP of CVD Survey Questions

DRAFT SURVEY—PART 1 (PARTICIPANT DEMOGRAPHICS & CURRENT HEALTH STATUS)

Question

Answer Options

Justification/Comments

1. Which gender do you identify most
with?

©]

O O O O O

O

Male

Female
Transgender Female
Transgender Male

Gender Variant/Non-conforming

Not listed (please specify)
| prefer not to disclose

General demographics—total sample population

n

Age (in years)

n years

w

Country of Birth?

(Type Field)

4. What is your marital status?

O

Single
Married
Widowed
Divorced

5. What is your highest level of
education attained

No schooling completed
Primary School

High School
Diploma/Certificate
Trade/Technical training
Bachelor’s Degree
Postgraduate Diploma
Master’s Degree

Doctor of Philosophy

6. In what languages can you speak
fluently?
(Please select all that apply)

O 0O 0O O O0Ol0O0 OO0 O OO0 OoO OoO|o oo

English

Fiji Hindustani (Fiji Hindi)
Hindi

Fijian

Other (please specify)
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7. What is your current employment
status?

Unable to work

Employed full time (40 or more hours per week)
Employed part time (up to 39 hours per week)
Unemployed

Self-employed

Student

Homemaker

Retired

O O O O O O 0o

Indication of social economic status

The next section is about your current health status, your family history and awareness of cardiovascular disease.

Question Options Reference Comment
8. In general, you would consider your o Excellent Andsoy et al (2015) | Relevant to perception of
health to be? o Very Good their own health
o Good
o Fair
o Poor
9. Do you have a family doctor? o Yes Andsoy et al (2015) | Indication of health care
o No seeking behaviour
10. When was your latest health check-up o Within the last 3 months Andsoy et al (2015) | Relevant to practice—
at your local health centre or family o Within the last 6 months general health awareness
doctor’s? o Within 1 year
o Inthe last 2 years and over
o Not sure
11. Are you a smoker? o Yes Relevant to practice—
o No health behaviours
o Ex-smoker
If yes, o | am asocial smoker Ministry of Health—
o Upto 5 times a week CVDRA and
o Upto 10 per day Management of
o Upto 11-19 per day Primary Care
o More than 20 per day
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12. Do you drink alcohol? o Yes Relevant to practice—
o No health behaviours
If yes, o Every day
o 3-5timesaweek
o Once a week
o Only on weekends
o On special occasions
13. Do you drink kava? o Yes Relevant to practice—
o No health behaviours +
relevant to target
community
If yes, o Every day
o 3-5timesaweek
o Once a week
o Only on weekends
o On special occasions
14. Have you been diagnosed by a doctor or o Yes Andsoy et al (2015) | Relevant to CVD risk
registered health professional as having o No factors
high blood pressure? o Not sure
If yes, o Yes
Are you currently taking medications to o No
control your blood pressure? o Not sure
If yes, o 1to 3 months
how long have you been taking this o Less than 6 months
medication? o 6 monthsto 1 year
o 2to5years
o More than 5 years
15. Have you had a fasting blood glucose o Yes Andsoy et al (2015) | Relevant to practice—
test before? o No general health awareness
o Notsure
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16. Have you been diagnosed by a doctor or o Yes Relevant to CVD risk
registered health professional as being o No factors
pre-diabetic? o Not sure
If yes, o Yes
Are you currently taking medications to o No
control your blood glucose levels? o Not sure
If yes, o 1to 3 months
how long have you been taking this o Less than 6 months
medication? o 6 monthsto 1 year

o 2to5years
o More than 5 years

17. Have you been diagnosed by a doctor or o Yes Andsoy et al (2015) | Relevant to CVD risk
registered health professional as having o No factors
Type 1 or Type 2 Diabetes? o Not sure
If yes, o Type 1 Diabetes
Which of the following have you been o Type 2 Diabetes
diagnosed with?

Following selection, o Yes Andsoy et al (2015)
Are you currently taking medications to o No
control your blood sugar levels? o Not sure
If yes, o 1to 3 months
how long have you been taking this o Lessthan 6 months
medication? o 6 months to 1 year
o 2to5years
o More than 5 years

18. Have you been diagnosed by a doctor or o Yes Andsoy et al (2015) | Relevant to CVD risk
registered health professional as having o No factors
high cholesterol? o Not sure
If yes, o Yes Andsoy et al (2015)

Are you currently taking medications to o No
control your cholesterol levels? o Not sure
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1 to 3 months

If yes, o
how long have you been taking this o Less than 6 months
medication? o 6 monthsto 1 year
o 2to5years
o More than 5 years
19. In a typical week, how many days do o 0days Awad & Al-Nafisi Relevant to practice—
you do at least 30 minutes of exercise o 1-2days (2014) health behaviours
(such as walking, running, cycling, o 3-4days
jogging)? o 5-6days
o T7days
20. How often do you eat healthy food? o Not every day Awad & Al-Nafisi Relevant to practice—
(Plenty of fruits and vegetables, foods o Everyday (2014 health behaviours
low in saturated fat, cholesterol, salt and
high fibre?)
21. Do you know what your current Body o Notsure Relevant to CVD risk
Mass Index (BMI) is? o Lessthan 18.5 factors
o 185-25
o 25-30
o 30-35
o 35-40
o More than 40
22. How do you describe your lifestyle? o Very stressful Awad & Al-Nafisi Perception and Relevant
o Stressful (2014) to practice—health
o Relatively stressful behaviours
o Free from stress
23. Please indicate if any of the following o Hypertension (High blood pressure) Andsoy et al (2015) | Family history—CVD risk
medical conditions/procedures are o Diabetes Mellitus factor
known in your immediate family o Hypercholesterolemia (High cholesterol)
history (i.e. parents, grandparents and o Heart Disease
siblings): o Cardiovascular Surgery
o Atrial Fibrillation
o Stroke
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24. Have you ever been hospitalised due to o Yes Relevant to practice—
problems with your heart or blood o No general health awareness
pressure? o Not sure

25. In the past, have you had a o Yes “
cardiovascular risk assessment done? o No

o Notsure

26. What do you think your level of risk is o Notsure Andsoy et al (2015)

for cardiovascular disease? o <3% + MOH CVDRA
o 3-9% and Management of
o 10-14% Primary Care
o 15+%

27. What sources have you used to find out o None Andsoy et al (2015) | Relevant to future
more about cardiovascular health and o Physician/Family Doctor/GP improvements of
disease? o Radio/Television resources—indication of

o Family/Friends best information source
o Nurse
o Internet
o Written information i.e. pamphlet,
information booklet
o Other (please specify)
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PART 2 (KNOWLEDGE, ATTITUDES AND PRACTICES OF CV HEALTH AND DISEASE)

SECTION 1: KNOWLEDGE OF CARDIOVASCULAR HEALTH & DISEASE

Vomiting tendency (nausea)
Dizziness or light-headedness
Heartburn/Indigestion
Fatigue

Question Options Correct/Expected | Reference Comment Relevant
Response to RQ1?
Cardiovascular disease is a disease o True True Ibrahim et | Merged two questions v
that is related to heart and blood o False al (2016) | from the original
vessels reference
Basic knowledge of the
term

Which of the following factors o High blood pressure All of the above Vaidya et al | Addresses knowledge of v
increase the risk of a heart attack or o High blood sugar (2013) the common/known risk
heart disease? o High cholesterol factors

o Physical inactivity Mayo Clinic

o Overweight

o Cigarette/Smoking

o Smokeless tobacco

o Excessive alcohol

o Excess stress

o Family history of a heart attack

o All of the above
Symptoms of a heart attack can o Difficulty in breathing All of the above Vaidya et al | Knowledge of the signs v
include... o Pain in the chest, teeth and jaw (2013) and symptoms of a heart

o Pain or numbness in the arms attack are really

o Excessive sweating/cold sweat Mayo Clinic | important

O

O

O

O

O

Loss of consciousness
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o All of the above
A person always knows when they o True False Wagner et
have heart disease o False al (2006)
If you have a family history of heart o True True Wagner et
disease, you are at risk of developing o False al (2006)
heart disease
The older a person is, the greater their o True True Wagner et
risk of having heart disease o False al (2006)
Smoking is a risk factor for heart o True True Wagner et
disease o False al (2006)
A person who stops smoking will o True True Wagner et
lower their risk of developing heart o False al (2006)
disease
High blood pressure is a risk factor for o True True Wagner et
heart disease o False al (2006)
Keeping blood pressure under control o True True Wagner et
will reduce a person’s risk for o False al (2006)
developing heart disease
High cholesterol is a risk factor for o True True Wagner et
developing heart disease o False al (2006)
Eating fatty foods does not affect o True False Wagner et
blood cholesterol levels o False al (2006)
If your ‘good’ cholesterol (HDL) is o True False Wagner et
high you are at risk for heart disease o False al (2006)
If your ‘bad’ cholesterol (LDL) is high o True True Wagner et
you are at risk for heart disease o False al (2006)
Being overweight increases a person’s o True True Wagner et
risk for heart disease o False al (2006)
Regular physical activity will lower a o True True Wagner et
person’s chance of getting heart o False al (2006)

disease
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Only exercising at a gym or in an o True False Wagner et
exercise class will lower a person’s o False al (2006)
chance of developing heart disease

Walking and gardening are considered o True True Wagner et
exercise that will help lower a o False al (2006)
person’s chance of developing heart

disease

Diabetes is a risk factor for developing o True True Wagner et
heart disease o False al (2006)
Irregular eating patterns has no harm o True False Ibrahim et
to your health o False al (2016)
Doing housework as an exercise is o True False Ibrahim et
enough for a day o False al (2016)
If you have a slim body, you don’t o True False Ibrahim et
need to exercise o False al (2016)
Cardiovascular disease can occur to o True True Ibrahim et
young people o False al (2016)
Eating a lot of red meat increases o True True Bergman et
heart disease risk. o False al (2011)
Most people can tell whether or not o True False Bergman et
they have high blood pressure. o False al (2011)
The most important cause of heart o True False Bergman et
attacks is stress. o False al (2011)
The healthiest exercise for the heart o True True Bergman et
involves rapid breathing for a o False al (2011)
sustained period of time.

Men and women experience many of o True True Bergman et
the same symptoms of a heart attack o False al (2011)
Heart disease is better defined as a o True False Bergman et
short-term illness than a chronic, long- o False al (2011)

term illness.
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SECTION 2: ATTITUDE TOWARDS CARDIOVASCULAR HEALTH & DISEASE

Question

Options

Reference

Comment

Relevant to RQ2?

I don’t perceive myself to be at risk of heart
disease

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

Changed answer options for
consistency

v

I don’t want to change my lifestyle

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

Removed example in question—made
question sound antagonizing

| feel the amount of food | eat is too much, and
I would like to cut down

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

| feel my present weight is too high for my
health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

I don’t think changing my behaviour will
reduce my risk of developing heart disease

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

I don’t have time to take care of myself

Strongly Disagree
Disagree
Uncertain

Agree

Vaidya et
al (2013)
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Strongly Agree

God or a higher power ultimately determines
my health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

I should be doing exercise to maintain a
healthy lifestyle

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

If | need to go to places somewhere near, |
choose to walk rather than taking any other
mean of transportation.

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

Removed the example

I know smoking is bad for health.

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

I should maintain my weight according to my
body mass index (BMI)

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

I should take less oily food for a healthy
lifestyle

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

| prefer to spend more time on my electronic
device(s) or watching tv rather than exercising

Strongly Disagree
Disagree

Ibrahim et
al (2016)

Reworded the question
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Uncertain
Agree
Strongly Agree

I read the nutrition information of each product
that I intended to buy

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

I choose to eat or buy fast food when going out
with family or friends

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

Added family or friends to the question

| can manage my stress

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

I should avoid drinking carbonated drinks

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

Sometimes | eat dinner late at night before
sleep

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

Changed supper to dinner

| believe walking a lot can give benefits to my
health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

As above.
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I should take fruit or vegetable in my diet for
maintaining my health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

As above.

I should control my stress to avoid from
getting any disease

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

As above.
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SECTION 3: PRACTISE/BEHAVIOUR TOWARDS CARDIOVASCULAR HEALTH & DISEASE

Question

Options

Reference

Comment

Relevant to RQ3?

Do you exercise more than 20mins 3x/week?

Never
Rarely
Sometimes
Often
Always

Mirza et al (2016)

Added answer options

v

Do you use more than 3 teaspoons salt/day?

Never
Rarely
Sometimes
Often
Always

Mirza et al (2016)

As above

Consume fatty foods more than 3x/week?

Never
Rarely
Sometimes
Often
Always

Mirza et al (2016)

As above

Does your daily activity involve vigorous
activity? (E.g. heavy lifting, digging)

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

Changed the Likert scale from 4 options to 5
options—for consistency.

Do you walk for at least 10 minutes to get to
and from places such as café, classes, mosque
etc.?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above.

Do you spend your leisure time to exercise at
least 20 minutes per session?

Never
Rarely
Sometimes
Often

Ibrahim et al
(2016)

As above

219




Always

Do you take any health supplements or on a
special diet? i.e. that is not recommended by a
health professional

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

Reworded the question

How often do you take fruits in your diet?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

How often do you take vegetables in your diet?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

How often do you eat fast food?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

Do you take fried food as your main course?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

Do you like to eat in between main meals? (E.g.

snacking, eating biscuits, etc.)

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

Do you lead a stressful life?

Extremely
Very

Ibrahim et al
(2016)

Changed the answer options in the question
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Moderately
Slightly
Not at all
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SECTION 4: BELIEFS TOWARDS CARDIOVASCULAR HEALTH & DISEASE

Question Options Reference | Comment Relevant
to RQ3?
Itis likely that I will suffer from a heart attack or stroke in the future Strongly Disagree Tovar et al | Changed answer option to for | v/
Disagree (2010) 5-point Likert scale—2
Not Certain/Sometimes positives, 1 neutral and 2
Agree negatives
Strongly Agree
Not certain or Sometimes?
I am concerned about the likelihood of having a heart attack/stroke in Strongly Disagree Tovar et al v
the near future Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
Having a heart attack or stroke is always fatal Strongly Disagree Tovar et al v
Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
My whole life would change if | had a heart attack or stroke Strongly Disagree Tovar et al v
Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
Increasing my exercise will decrease my chances of having a heart Strongly Disagree Tovar et al v
attack or stroke Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
Eating a healthy diet will decrease my chance of having a heart attack | Strongly Disagree Tovar et al v
or stroke Disagree (2010)
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Not Certain/Sometimes
Agree
Strongly Agree

I don’t know appropriate exercises to perform to reduce my risk of
developing cardiovascular disease

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

I don’t have time to exercise for 30 minutes a day on most days of the
week

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

I don’t know what is considered a healthy diet that would prevent me
from developing cardiovascular disease

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

I have other problems more important than worrying about diet and
exercise

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)
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PART 3 (OPEN-ENDED QUESTIONS)

Question Comments

1) What ideas or suggestions do you have for improving our
community’s understanding of heart disease?

2) What would be the most beneficial health resource or service for
our Fijian Indian community?

3) How could local health professionals support you to better
understand your heart health?

4) Do you have any other comments?

I believe these 4 questions are our chance to ask the community about what they
think is the best approach to educating/helping the community.

On behalf of the Research Team at AUT, we would like to thank you for taking time out today to complete this survey.
We truly appreciate your contribution to understanding the knowledge, attitudes and practice of CVD within our community.
In order to be able to send you a summary of the results at the end of the study, please provide us with your best contact number and email address:

e Contact number—

e Email address—

Please note, your personal information will only be accessible to the primary researcher and the Research Team during the time of the study.

Recontact Request—if we would like to clarify any of your answers in the survey, do you mind if we contact you via phone or email?
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Main References:

Author Title Validated? | How was it been validated? Comment
Andsoy et al | Knowledge and Attitudes No This reference | have only
(2015) towards Cardiovascular Disease used for Part 1
in a Population of North (Participant
Western Turkey: A Cross- Demographics)
Sectional Survey
They used Arikan et al
https://www.journalagent.com/t (2009) to assess
kd/pdfs/TKDA_37_1 35 40%5 knowledge in their study
BA%5D.pdf (see below).
Arikan et al | The Cardiovascular Disease Yes Recent literature data, patient education materials and | Developed in Turkey
(2009) Risk Factors Knowledge Level prevention guidelines of national and international
(CARRF-KL) Scale: a validity cardiology societies were reviewed to prepare the Sample—biased?
and reliability study scale. 16 items from the Heart Disease Fact
https://www.journalagent.com/t Questionnaire (HDFQ) and 4 items from the 40-Item | “Scale-item weight for the
kd/pdfs/ TKDA _37_1 35 40%5 Coronary Heart Disease Knowledge Test were added | incidence of existing risk
BA%5D.pdf and a scale with 28 items in total were prepared factors in our country. For
instance, there was only
To determine its validity and reliability, the scale was | one question about
administered to 200 participants older than 20 years, | obesity, although it is an
of whom 144 individuals were involved in test-retest | increasing public health
evaluations. Internal consistency was estimated using | problem in Turkey”
the Cronbach’s alpha. To determine the validity of
the scale, individuals with CVVD and/or family history
were compared with those without CVD and/or
family history.
Wagner et al | Development of a questionnaire | Yes Based on extensive pilot data, the current study This questionnaire
(2016) to measure heart disease risk analysed responses from 524 people with diabetes to | measures heart
knowledge in people with assess the psychometric properties. The HDFQ is disease risk knowledge in
diabetes: the Heart Disease Fact readable to an average 13-year old and imposes little | people with diabetes.
Questionnaire burden. It shows good content and face validity. It

225



https://www.sciencedirect.com/topics/medicine-and-dentistry/cardiovascular-disease
https://www.sciencedirect.com/topics/medicine-and-dentistry/cardiovascular-disease
https://www.sciencedirect.com/topics/medicine-and-dentistry/diabetes

https://www.sciencedirect.com/s
cience/article/pii/S07383991040
02290?via%3Dihub

demonstrates adequate internal consistency, with
Kuder—Richardson-20 formula = 0.77 and good item-
total correlations. Item analysis showed a desirable
range in P-values. In discriminant function analyses,
HDFQ scores differentiated respondents by
knowledge of their own cardiovascular health, use of
lipid lowering medications, health insurance status,
and educational attainment, thus indicating good
criterion related validity.

Sample—biased?

The HDFQ requires
additional development.
Test—retest reliability
must be assessed in a
larger sample.

Ibrahim et al | Knowledge, Attitude and Yes A set of KAP questionnaire was developed and
(2016) Practice of Malaysian Public distributed to the participants. The questionnaire was

University Students on Risk validated by conducting the pre-testing among 15
Factors for Cardiovascular students in a pilot study. The content validity of the
Diseases guestionnaire was verified by expert of ITUM.
https://www.researchgate.net/pr
ofile/Mainul_Haque2/publicatio
n/296618703_Knowledge_Attit
ude_and_Practice_of Malaysian
_Public_University Students_o
n_Risk Factors_for_Cardiovasc
ular_Diseases/links/56d6dbaf08
aebabdb402e45f.pdf

Bergman et al | Development of a Yes The questionnaire was developed in 2 phases. The The way that they have

(2011)

Comprehensive Heart Disease
Knowledge Questionnaire

https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC3124098/

first phase (Phase 1) was exploratory; we developed
and tested a paper and pencil 84-item questionnaire
with a university student sample. The primary goals
were to validate the questionnaire's five-domain
structure and to reduce the number of items. We also
included additional items that evaluated participants'
perceptions of their heart disease knowledge. In
Phase |1, we validated a refined version of the scale
with a second university student sample.

conducted the study may
be the way to do it.
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https://www.sciencedirect.com/topics/medicine-and-dentistry/cardiovascular-system

An ad hoc panel was created to address and review
the content validity and face validity of the domains
and items selected for the finalized questionnaire (as
seen in Phase 1l methods and results). The group was
composed of 3 experts in cardiovascular disease,
health psychology, and psychometrics. The 3 experts
were asked to independently check to see if the items
had the correct response, fit under the pre-established
domain, and were up-to-date.

Vaidya et al
(2003)

Cardiovascular health
knowledge, attitude and
practice/behaviour in an
urbanising community of Nepal:
a population-based cross-
sectional study from Jhaukhel-
Duwakot Health Demographic
Surveillance Site

https://bmjopen.bmj.com/conten
t/3/10/e002976

No

This study conducted in-
home interviews using a
guestionnaire based on
the WHO STEPwise
approach to surveillance
(STEPS; STEP 1 and 2
guestionnaires) for
demographic information,
behavioural and physical
measurements and other
sources for addressing
knowledge, attitude and
practice/behaviour issues.

STEPS Instrument:
http://www.who.int/ncds/s
urveillance/steps/instrume
nt/en/

Mirza et al
(2016)

Knowledge, attitudes and
practices among patients with
coronary artery disease in
Dhaka, Bangladesh

Yes/No?

The KAP study questionnaire was first piloted in
both our home institution (5 patients) and in the host
hospital (15 patients) where it was translated and
back translated for comprehension and response
consistency. The survey follows the format from the

Example of a KAP survey
on CAD in a Indian
population.
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http://www.ijcmph.com/index.p
hp/ijcmph/article/viewFile/211/2
11

Behavioral Risk Factor Surveillance System
(BRFSS) of the North Dakota Department of Health,
which assessed the knowledge and behaviors
regarding CVD risk factors in their population.10
Survey guidelines from a WHO guide for KAP on
Tuberculosis were followed and questions were taken
from a Malaysian survey regarding women's KAP
toward CVD.7,11

Awad & Al- | Public Knowledge of Yes A literature review of previous studies regarding Used this reference for
Nafisi (2014) | cardiovascular disease and its CVD knowledge was conducted to identify potential | current health status
risk factors in Kuwait: a cross- items for the study instrument. Based on the literature | section
sectional survey search, the study questionnaire was adapted from
validated surveys that were previously used
https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC4237772/ The accuracy and meaning of the translated versions
both forward and backward were checked, and
recommended amendments where necessary were
discussed before being finalized. It was pretested for
content, design, readability, and comprehension on
16 Kuwaiti subjects, and modifications were made as
necessary so that the questionnaire was simple to
understand and answer yet gave accurate data.
Tovar etal | Development and psychometric | Yes Development of the HBCVD occurred in three “Future studies may be
(2010) testing of the Health Beliefs stages. The first consisted of item development needed to fine-tune item

Related to Cardiovascular
Disease Scale: preliminary
findings.

https://www.ncbi.nlm.nih.gov/p
ubmed/20831570

followed by pilot testing. The final stage included
psychometric evaluation of the HBCVD in a larger
sample.

An extensive review of the literature and our clinical
expertise in diabetes guided initial item development.

The initial item pool consisted of 25 items divided
into four subscales measuring four components of the

content to make subscales
more reliable, which
would lead to a more
consistent measure of
Health Beliefs related to
CVD.”

“the revised instrument
should be re-evaluated
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https://www.ncbi.nlm.nih.gov/pubmed/20831570
https://www.ncbi.nlm.nih.gov/pubmed/20831570

HBM: perceived susceptibility, severity, benefits and | with a larger, more
barriers. Next, a panel of six doctorly prepared diverse sample.”
experts in the areas of diabetes, CVD, health
behaviours and behaviour change evaluated the items
for representativeness, appropriateness and relevance.
The panel agreed with our definitions of the
constructs, evaluated the items for clarity and
conciseness, and suggested alternative ways of
capturing the construct. At this stage, the original 25
items remained but the wording of a few was revised
to improve clarity. Finally, a focus group of 10 adults
with diabetes who reviewed the items for relevance
and clarity approved of the instrument and offered no
additional suggestions.

NZ Ministry
of Health:
CVDRA and
Management
of Primary
Care

https://www.health.govt.nz/system/files/documents/publications/cvd-risk-assessment-and-management-for-primary-care-feb 18-
v3.pdf

Mayo Clinic

https://www.mayoclinic.org/diseases-conditions/heart-attack/symptoms-causes/syc-20373106

Use for salt
guestion

https://pdfs.semanticscholar.org/509f/e783a395e9d7868e05385a6a9e924a9bf3d9.pdf
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Other relevant references but not used in draft questionnaire:

Woringer et al (2017) https://bmjopen.bmj.com/content/7/9/e014413

The questions in the reference were similar to
scales used above.

Chung et al (2018) https://www.mdpi.com/1660-4601/15/6/1251

The questions in the reference were similar to
scales used above.

Walker et al (1995) https://deepblue.lib.umich.edu/handle/2027.42/85349

The questions in this reference were not specific
to cardiovascular health or disease.

Maeland & Havik (1986) | https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1471-6712.1987.tb00296.x

The questionnaire was developed to measure
coronary heart patient’s knowledge of their
disease. Questions a bit too in depth.

Smith et al (1991) https://scholar.google.co.nz/scholar?cluster=12606438691774341777&hl=en&as

_sdt=0,5

The questions in this test were specific to
coronary heart disease and relevant to their
cardiac rehabilitation programme.

230




Appendix 4: Draft Review Form

For question 19 through to question 36, we would like you to review each question using the following criteria as a guide.

You will need to refer to the survey questionnaire for the multiple choice options for each question.

Criteria:

1. Appropriateness for the questions for the category it is classified in.

2. The relevance of the question for assessing the knowledge, attitude and practises of cardiovascular
health.

3. The wording of the question and whether it is stated clearly.

For each criteria, please select one option in the drop-down box to indicate how much you agree or disagree with each question.

Category: Attitude towards Cardiovascular Health

Relevant to assess

. Appropriate attitudes towards Question Any
No | Question category . stated
e cardiovascular comment?
classification? clearly?
health?

19 . . .

| don’t perceive myself to be at risk of heart disease
20 | don’t want to change my lifestyle
1 | feel the amount of food | eat is too much, and | would like to cut

down
22 | feel my present weight is too high for my health
73 | don’t think changing my behaviour will reduce my risk of

developing heart disease
24 | don’t have time to take care of myself
25

God or a higher power ultimately determines my health
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26

| should be doing exercise to maintain a healthy lifestyle

27 If | need to go to places somewhere near, | choose to walk rather
than taking any other form of transport

28 | know smoking is bad for health.

29 | should maintain my weight according to my body mass index
(BMI)

30 I should take less oily food for a healthy lifestyle

31 | prefer to spend more time on my electronic device(s) or watching
TV rather than exercising

37 | read the nutrition panel information of each product that |
intended to buy

33 | choose to eat or buy fast food when going out with family or
friends

34 | can manage my stress

35 | should avoid drinking carbonated drinks

36 | should include fruit or vegetables in my diet for maintaining my

health
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Auckland University of Technology Ethics Committee (AUTEC)

Auckland University of Technology
D-88, Private Bag 92006, Auckland 1142, NZ
T:+64 5521 9999 ext. 8316

E: ethics@aut.ac.nz
www.aut.ac.nz/researchethics

5 March 2019

Eleanor Holroyd
Faculty of Health and Environmental Sciences

Dear Eleanor

Re Ethics Application: 19/63 ining cardic lar health kr led,; attitude & p i among the Fijian Indian
Community in New Zealand

Thank you for providing evidence as requested, which satisfies the points raised by the Auckland University of Technology Ethics
Subcommittee (AUTEC).

Your ethics application has been approved in stages for three years until 5 March 2022.
Non-Standard Conditions of Approval

1. As well as stating that the validation of the questionnaire will take 1 hour in the section '"What will happen..." in the
Information Sheet also include 'we would reguire no more than two hours in total of your time, spread out over the next
few months' to align with the initiation letter.

Non-standard conditions must be completed before commencing your study. Non-standard conditions do not need to be submitted
to or reviewed by AUTEC before commencing your study.

Standard Conditions of Approval

1.  Aprogress report is due annually on the anniversary of the approval date, using form EA2, which is available online through
http://www.aut.ac.nz/research/researchethics.

2. Afinal report is due at the expiration of the approval period, or, upon completion of project, using form EA3, which is
available online through http://www.aut.ac.nz/research/researchethics.

3. Any amendments to the project must be approved by AUTEC prior to being implemented. Amendments can be requested
using the EA2 form: http://www.aut.ac.nz/research/researchethics.

4. Any serious or unexpected adverse events must be reported to AUTEC Secretariat as a matter of priority.

5.  Any unforeseen events that might affect continued ethical acceptability of the project should also be reported to the AUTEC
Secretariat as a matter of priority.

Please quote the application number and title on all future correspondence related to this project.

AUTEC grants ethical approval only. If you require management approval for access for your research from another institution or
organisation then you are responsible for obtaining it. You are reminded that it is your responsibility to ensure that the spelling and
grammar of documents being provided to participants or external organisations is of a high standard.

For any enquiries, please contact ethics@aut.ac.nz

Yours sincerely,

Kate O'Connor
Executive Manager
Auckland Uni ity of Technology Ethics Committee

(o , thrishilap il.com; jag: Y it.ac.nz; gael.mearns@aut.ac.nz
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Appendix 6: Advisory Team Invitation Letters
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Advisory Team Invitation Letter

Project title: Examining cardiovascular health knowledge, attitude and practises among
the Fijian Indian community in New Zealand

Project Supervisor: Professor Eleanor Holroyd

Researcher: Thrishila Parshu Ram

Dear [NAME],
My name is Thrishila Parshu Ram and I’'m a PhD candidate at the Auckland University of Technology.

My supervisors and | would like to invite you as a known leader/member in the Fijian Indian Community to
participate in our research study.

The aims of this doctoral research are to (1) assess the level of knowledge, attitude and practices (i.e.
behaviour and beliefs) towards cardiovascular health and (2) understand the relationship between knowledge,
attitude and practices (i.e. behaviour and beliefs) towards cardiovascular health among the Fijian Indian
community in Auckland, New Zealand.

We hope to develop and implement a cross-sectional survey drawing on your expert opinion on the
knowledge, attitude practises and health seeking barriers in respect to cardiovascular health for the Fijian
Indian community in New Zealand.

We recognise that the professianals we are approaching are extremely busy in their respective fields, however
feel your input is critical to improve the cardiovascular health of this growing population. We would be very
honoured if you could agree to participate.

Your involvement in the research will include reviewing drafts of the questionnaire developed by our team. In
practical terms, we would require no more than two hours in total of your time, spread out over the next few
months.

Please find attached a Participant Information Sheet about our study for your perusal.

Please let us know wvia email by [DATE] if you are willing to participate by contacting me on
trishparshuram.aut@outlook.com or 0211032931,

If you have questions about this project: Please do not hesitate to contact me or you may “reply” to this email
and we will respond to your questions as soon as possible.

Thank you for considering participating in this project.

Kind regards,

Thrishila Parshu Ram Professor. Eleanor Holroyd

AUT PhD Candidate AUT Project Supervisor
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Advisory Team Invitation Letter

Project title: Examining cardiovascular health knowledge, attitude and practises among
the Fijian Indian community in New Zealand

Project Supervisor: Professor Eleanor Holroyd

Researcher: Thrishila Parshu Ram

Dear [NAME],

My name is Thrishila Parshu Ram and I'm a PhD candidate at the Auckland University of Technology.

My supervisors and | would like to invite you as an expert in the field of cardiovascular health to participate in
our research study.

The aims of this doctoral research are to (1) assess the level of knowledge, attitude and practices (i.e.
behaviour and beliefs) towards cardiovascular health and (2) understand the relationship between knowledge,
attitude and practices (i.e. behaviour and beliefs) towards cardiovascular health among the Fijian Indian
community in Auckland, New Zealand.

We hope to develop and implement a cross-sectional survey drawing on your expert opinion on the
knowledge, attitude practises and health seeking barriers in respect to cardiovascular health for the Fijian
Indian community in New Zealand.

We recognise that the professionals we are approaching are extremely busy in their respective fields, however
feel your input is critical to improve the cardiovascular health of this growing population. We would be very
honoured if you could agree to participate.

Your involvement in the research will include reviewing drafts of the questionnaire developed by our team. In
practical terms, we would require no more than two hours in total of of your time, spread out over the next
few months.

Please find attached a Participant Information Sheet about our study for your perusal.

Please let us know via email by [DATE] if you are willing to participate by contacting me on
trishparshuram.aut@outlook.com or 0211032931.

If you have questions about this project:

Please do not hesitate to contact me or you may “reply” to this email and we will respond to your questions
as soon as possible.

Thank you for considering participating in this project.

Kind regards,

Thrishila Parshu Ram Professor. Eleanor Holroyd

AUT PhD Candidate AUT Project Supervisor
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Appendix 7: Advisory Team Participant Information Sheet
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Advisory Team Participant Information Sheet

Date Information Sheet Produced:

5% March 2019

Project Title

Examining cardiovascular health knowledge, attitudes and practises among the Fijian Indian community
in New Zealand

An Invitation

Hello, I’'m Thrishila Parshu Ram and | am conducting a research project for my Doctor of Philosophy
degree at Auckland University of Technology. The focus of my research is on cardiovascular health among
the Fijian Indian community in Auckland, New Zealand.

You are kindly invited to participate in a project exploring the knowledge, attitude and practise, including
behaviour and beliefs, of cardiovascular health among the Fijian Indian community in Auckland, New
Zealand.

What is the purpose of this research?

Cardiovascular disease is one of the leading causes of death and illness in the world today. In New
Zealand, the risk of developing cardiovascular disease is increasing, where anyone is at risk but some
more than others.

As it is well known, people of Pacific and Indian descent experience cardiovascular disease earlier on in
their lives. The Fijian Indian population, who relate to both the Indian and Pacific ethnic groups, is one
such community that has considerable risk of developing cardiovascular disease.

By looking into the understanding and practises (i.e. behaviour and beliefs) related to cardiovascular
health in the Fijian Indian community, we are hoping to develop a preventative strategy for future use.

This will be the first study to consider the knowledge, attitudes and practices of cardiovascular health in
the Fijian Indian community. Finally, findings from this study may be used in academic publications
and/or presentations that aim to promote cardiovascular health in this population.

How was | identified and why am | being invited to participate in this research?
| am seeking

(a) health professionals (medical, nursing, health educators and counsellors) that are experts in the field
of cardiovascular health and have experience with working with the Fijian Indian Community

AND
(b) local members and known leaders of the Fijian Indian community

to join our advisory group and to participate in our exciting and novel research. Participants will be
included in this phase of the study in order of application and recruitment will complete once the
maximum number of participants is reached.

15 March 2019 page 1of 3
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How do | agree to participate in this research?

Your participation in this research is voluntary (it is your choice) and whether or not you choose to
participate will neither advantage nor disadvantage you. You are able to withdraw from the study at any
time.

If you choose to withdraw from the study, then you will be offered the choice between having any data
that is identifiable as belonging to you removed or allowing it to continue to be used. However, once the
findings have been produced, removal of your data may not be possible.

If you wish to participate in this study, a consent form has been attached at the end of this information
sheet. Please complete this and direct it back to me at your earliest convenience.

What will happen in this research?

If you choose to participate, you will be a part of an advisory group and your participation in this study
will involve sharing your thoughts, knowledge and ideas to mutually develop and validate a questionnaire
that will be used to assess the understanding and practices of cardiovascular health within the Fijian
Indian Community.

You will be provided with an electronic PDF version of the questionnaire for review and an Excel
spreadsheet to provide your answers and suggestions. The validation of the questionnaire will take
approximately an hour of your time.

An updated questionnaire will be sent back to you for your final approval, once all data has been analysed
and revised. Overall, we would require no more than two hours in total of your time, spread out over the
next few months.

Please note, only my supervisors and | will have access to the data collected for this study. Only results
from this study will be published and no personal information will be made identifiable.

What are the benefits?

There is no direct benefit in participating in this research. However, we are hoping that the information
gained in this research will be of value to future research and understanding of how best to prevent
cardiovascular disease in our Fijian Indian community.

This research may be beneficial to health service providers and community health educators who are
working actively to prevent the development of cardiovascular disease in high risk populations as well as
help improve their understanding of the current knowledge and practises within the Fijian Indian
community. Lastly, this study will contribute towards achieving my Doctor of Philosophy qualification.

How will my privacy be protected?

Your privacy and confidentiality will be a key priority throughout the study. Numbers NOT names will be
used, and any identifiable information will be excluded in any results obtained in this research.

Only my supervisors and | will have access to the data that has been collected and analysed. All data
collected will be stored securely for a period of six years, after which it will be deleted (electronic) and
destroyed (written).

What are the costs of participating in this research?

There are no financial costs involved in participating in this study. However, it is anticipated that the
questionnaire will take approximately an hour of your time.

15 March 2019 page 2 of 3
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What opportunity do | have to consider this invitation?

Interested participants are encouraged to respond within two weeks of receiving information about the
study.

Will | receive feedback on the results of this research?

A written summary of the findings of this study will be provided back to all participants via email or post.
You may wish to receive or not receive the summary by indicating on the consent form attached.

What do | do if | have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the primary
Project Supervisor, Professor Eleanor Holroyd on eleanor.holroyd@aut.ac.nz or (09) 921 9999 ext. 5298.

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC,
Kate O’Connor, ethics@aut.ac.nz , 921 9999 ext 6038.

Whom do | contact for further information about this research?

Please keep this Information Sheet and a copy of the Consent Form for your future reference. You are
also able to contact the research team as follows:

Researcher Contact Details:

Thrishila Parshu Ram
Email: trishparshuram.aut@outlook.com
Contact: 0211032931

Project Supervisor Contact Details:

Professor Eleanor Holroyd
Email: eleanor.holroyd@aut.ac.nz
Phone: (09) 921 9999 ext. 5298

Approved by the Auckland University of Technology Ethics Committee on 5" March 2019, AUTEC Reference number 19/63.

15 March 2019 page 3 of 3
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Appendix 8: Advisory Team Consent Form
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Advisory Team Consent Form

Project title: Examining cardiovascular health knowledge, attitude and practises among
the Fijian Indian community in New Zealand

Project Supervisor: Professor Eleanor Holroyd

Researcher: Thrishila Parshu Ram

(@] | have read and understood the information provided about this research project in the Information Sheet

dated 5" March 2019.
o | have had an opportunity to ask questions and to have them answered.

o | understand that identity of my fellow team members and our correspondence in during the research is
confidential to the group and | agree to keep this information confidential.

[@] | understand that taking part in this study is voluntary (my choice) and that | may withdraw from the study at
any time without being disadvantaged in any way.

e} | understand that if | withdraw from the study then, while it may not be possible to destroy all records of the
correspondence of which | was part, | will be offered the choice between having any data that is identifiable as
belonging to me removed or allowing it to continue to be used. However, once the findings have been
produced, removal of my data may not be possible.

[@] | agree to take part in this research.
(@] | wish to receive a summary of the research findings (please tick one): Yes o] No o]
Signature :
Name :
Date:
Approved by the Auckland Uni ity of Technology Ethics C i on 5% March 2019, AUTEC Reference number 19/63
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Appendix 9: Draft Questionnaire
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PART 1 - Knowledge, Attitudes and Practices of Cardiovascular Health

Section A: Knowledge of Cardiovascular Health

Which of the following statements are true, and which are false?

True*
False
Don't
know
True
False*
Don’t
know
True*
False
Don’t
know
True*
False
Don’t
know
True
False*
Don’t
know
True
False*
Don't
know
True
False*
Don’t
know
True*
False
Don’t
know
True
False*
Don’t
know
True*
False
Don’t
know
True*
False
Don’t
know

1) Cardiovascular disease is a disease that is related to heart and blood vessels

2) A person always knows when they have heart disease

3)  If you have a family history of heart disease, you are at risk of developing heart disease

oool ooo ogao

4)  The older a person is, the greater their risk of having heart disease

5)  Eating fatty foods does not affect blood cholesterol levels

Ooo0l oool ooo

6) If your ‘good’ cholesterol (HDL) is high you are at risk for heart disease

7)  Only exercising at a gym or in an exercise class will lower a person’s chance of developing
heart disease

ooo

8) Walking and gardening are considered exercise that will help lower a person’s chance of
developing heart disease

oog ooo

8) Irregular eating patterns has no harm to your health

ooo

10) Cardiovascular disease can occur to young people

ooo

11) Eating a lot of red meat increases heart disease risk

True
False*
Don’t
know

12) Most people can tell whether or not they have high blood pressure.

ooo
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13) The most common cause of heart attacks is stress.

True
False
Don’t
know

*

ooo

14) The healthiest exercise for the heart involves rapid breathing for a sustained period of time

True*
False

Don’t
know

ooao

15) Men and women experience many of the same symptoms of a heart attack

True*
False

Don’t
know

16) Heart disease is a short-term illness

True
False*
Don’t
know

oool ooo

* carrect/expected response — not to be included in final questionnaire

17) Which of the following factors increase the risk of a

heart attack or heart disease?

*correct/expected response

18) Symptoms of a heart attack can include...
*correct/expected response
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High blood pressure
High blood sugar
High cholesterol
Physical inactivity
Overweight
Cigarette/Smoking
Smokeless tobacco
Excessive alcohol
Excess stress

Family history of a heart attack
All the above*

Difficulty in breathing

Pain in the chest, teeth and jaw
Pain or numbness in the arms
Excessive sweating/cold sweat
Vomiting tendency (nausea)
Dizziness or light-headedness
Heartburn/Indigestion

Fatigue

Loss of consciousness

All of the above*




Section B: Attitudes towards Cardiovascular Health

Please select only ONE box to indicate how much you agree or disagree with each statement below

Strongly Not ) Strongly
Agree Agree Certain Disagree Disagree

19) | don't perceive myself to be at risk of heart
disease

20) |don’t want to change my lifestyle

21)  |feel the amount of food | eat is too much, and |
would like to cut down

22) |feel my present weight is too high for my health

23) I don't think changing my behaviour will reduce
my risk of developing heart disease

24) | don’t have time to take care of myself

25)  God or a higher power ultimately determines my
health

26)  |should be doing exercise to maintain a healthy
lifestyle

27)  If I need to go to places somewhere near, | choose
to walk rather than taking any other form of
transport

28) | know smoking is bad for health.

29)  Ishould maintain my weight according to my body
mass index (BMI)

30) Ishould take less oily food for a healthy lifestyle

31) | prefer to spend more time on my electronic
device(s) or watching TV rather than exercising

32) Iread the nutrition panel information of each
product that | intended to buy

33) Ichoose to eat or buy fast food when going out
with family or friends

34) | can manage my stress

35)  Ishould avoid drinking carbonated drinks

36)  |should include fruit or vegetables in my diet for
maintaining my health
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Section C: Practices towards Cardiovascular Health
Please select only ONE box to for each of question below

worrying about diet and exercise

Never | Rarely | Sometimes | Often Always
37) | exercise more than 20mins 3x/week
38) luse more than 3 teaspoons of salt/day
39) | consume fatty foods more than 3x/week
40)  Does your daily activity involve vigorous activity?
(E.g. heavy lifting, digging)
41) Do you walk for at least 10 minutes to get to and
from places such as café, classes, mosque etc.?
42) Do you spend your leisure time to exercise at least
20 minutes per session?
43) How often do you take any health supplements or
are on a special diet? i.e. that is not recommended
by a health professional
44)  How often do you eat two fruit servings per day?
45)  How often do you eat three vegetables servings per
day?
46)  Sometimes | eat dinner late at night before | sleep
47) Do you eat in between main meals? (E.g. snacking,
eating biscuits, etc.)
48) Do you lead a stressful life?
Please select only ONE box to indicate how much you agree or disagree for each statement below
Strongly Not . Strongly
A Di
Agree gree Certain isagree Disagree
49)  Itis likely that | will suffer from a heart attack or
stroke in the future
50) |am concerned about the likelihood of having a
heart attack/stroke in the near future
51) Having a heart attack or stroke is always fatal
52) My whole life would change if | had a heart attack or
stroke
53) | believe walking a lot can give benefits to my health
54)  Increasing my exercise will decrease my chances of
having a heart attack or stroke
55)  Eating a healthy diet will decrease my chance of
having a heart attack or stroke
56) Idon’t have time to exercise for 30 minutes a day on
most days of the week
57) ldon’t know what is considered a healthy diet that
would prevent me from developing cardiovascular
disease
58) Ihave other problems more important than
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PART 2 — OPEN-ENDED QUESTIONS

59) What ideas or suggestions do you have for improving our community’s understanding of heart disease?

60) What would be the most helpful health resource or service for our Fijian Indian community to learn and
understand more about heart disease?

61) How could local health professionals support you to better understand your heart health?

62) Do you have any other comments?
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PART 1 - Participant Demographics & Current Health Status

63) Which gender do you identify most with?

0
O
O

Male
Female
Gender diverse

64) Age (in years)

65) Country of Birth?

66) What is your marital status?

Single

Long term relationship/partnership/de facto
Married

Widowed

Divorced

67) What is your present religion, if any?

No religion

Christian

Hindu

Islam/Muslim

Not listed (please specify)
| prefer not to dislose

68) How many people, including you, are
there in your family or household?

1 (I am single)
2

3

4

5

5 or more

69) Length of residency in New Zealand?

One year or less
1-3 years

3-5 years

5-10 years

10 years or more

70) What is your highest level of education
attained

No schooling completed
Primary School

High School
Diploma/Certificate
Trade/Technical training
Bachelor’s Degree
Postgraduate Diploma
Master’s Degree

Doctorate
71) In what languages can you speak English
fluently? Fiji Hindustani (Fiji Hindi)
(Please select all that apply) Hindi
Fijian
Other (please specify)

72) What is your current employment
status?

Ooo0oo0oO0Oboo0o0o0o0ooOoooOOo0oOooD0OpDUooOooOooo0ooo0ooDOoooooao

]

Unable to work

Employed full time

(40 or more hours per week)
Employed part time

(up to 39 hours per week)
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Unemployed
Self-employed
Student
Homemaker
Retired

73) In general, you would consider your

health to be?

OOopooOo ooooo

Excellent
Very Good
Good

Fair

Poor

74) Do you have a family doctor?

oo

Yes
No

75) When was your latest health check-up at

your local health centre or family

doctor’s?

opoooo

Within the last 3 months
Within the last 6 months
Within 1 year

In the last 2 years and over
Not sure

76) Are you a smoker?

Yes
No
Ex-smoker

If yes,

ooooo ood

| am a social smoker
Up to 5 times a week
Up to 10 per day

Up to 11-19 per day
More than 20 per day

77) Do you drink alcohol?

oo

Yes
No

If yes,

ooooao

Every day

3-5 times a week
Once a week

Only on weekends
On special occasions

78) Do you drink kava?

00O

Yes
No

If yes,

ooooo

Every day

3-5 times a week
Once a week

Only on weekends
On special occasions
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79) Have you been diagnosed by a doctor or Yes
registered health professional as having No
high blood pressure? Not sure
If yes, Yes
Are you currently taking medications to No
control your blood pressure? Not sure

If yes,
how long have you been taking this
medication?

1to 3 months

Less than 6 months
6 months to 1 year
2 to 5 years

More than 5 years

OO0 ooooo ooo ooo

80) Have you had a fasting blood glucose Yes
test before? No
Not sure
81) Have you been diagnosed by a doctor or O Yes
registered health professional as being O No
pre-diabetic? O Not sure
If yes, O Yes
Are you currently taking medications to O No
control your blood glucose levels? O Not sure
If ves,
(a) What medication are you taking to
control your blood glucose level?
O 1to3 months
(b) how long have you been taking this O Less than 6 months
medication? O 6 monthsto 1year
O 2to5vyears
O More than 5 years
82) Have you been diagnosed by a doctor or O Yes
registered health professional as having O No
Type 1 or Type 2 Diabetes? OO0 Not sure
If yes, O Type 1 Diabetes
Which of the following have you been O Type 2 Diabetes
diagnosed with?
Following selection, O Yes
Are you currently taking medications to O No
control your blood sugar levels? O Notsure
If yes,
(a) What medication/s are you taking to
control your blood glucose level?
(b) how long have you been taking this O 1to 3 months
medication? O Less than 6 months
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6 months to 1 year
2 to 5 years

More than 5 years

OO0 ooo

83) Have you been diagnosed by a doctor or Yes
registered health professional as having No
high cholesterol? Not sure
If yes, O Yes
Are you currently taking medications to O No
control your cholesterol levels? O Not sure
If yes,
(a) What medication/s are you taking to
control your cholesterol levels?
O 1to3 months
(b) how long have you been taking this O Less than 6 months
medication? O 6 monthsto 1 year
O 2toS5years
O More than 5 years
84) In a typical week, how many days do O Odays
you do at least 30 minutes of exercise O 1-2 days
(such as walking, running, cycling, O 3-4 days
jogging)? O 5-6days
O 7days
85) In a typical week, how often do you eat O Odays
fruits and vegetables? O 1-2days
O 3-4days
O 5-6days
O 7days
86) In a typical week, how often do you eat O Odays
foods that are high in saturated fat e.g. O 1-2 days
dairy foods (butter, ghee, cream, O 3-4 days
regular-fat milk, cheese etc), meat O 5.6 davs
(fatty beef, pork, chicken, lamb and ¥
sausages etc) O 7days
87) In a typical week, how often do you eat O 0days
foods that are high in trans-fat e.g. O 1-2 days
baked goods (cakes, pie's, cookies), fried O 3-4 days
::1::, snacks (potato chips), margarine O 5-6days
O 7days
88) Is salt added in the cooking of food that O Never
you eat at home? O Rarely
O Sometimes
O oOften
O Always
89) Do you add salt to your food at the O Never
table? O Rarely
O Sometimes
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Often
Always

90)

Do you know what your current Body
Mass Index (BMI) is?

Oooooooooo

Not sure

Less than 18.5
18.5-25

25-30

30-35

35-40

More than 40

91)

How do you describe your lifestyle?

Ooooao

Very stressful
Stressful
Relatively stressful
Free from stress

92)

Please indicate if any of the following
medical conditions/procedures are
known in your immediate family history
(i.e. parents, grandparents and siblings):

ooooooo

Hypertension (High blood pressure)
Diabetes Mellitus

Hypercholesterolemia (High cholesterol)
Heart Disease

Cardiovascular Surgery

Atrial Fibrillation

Stroke

93)

Have you ever been hospitalised due to
problems with your heart or blood
pressure?

ooo

Yes
No
Not sure

94)

In the past, have you had a
cardiovascular risk assessment done?

ooo

Yes
No
Not sure

95)

What do you think your level of risk is
for cardiovascular disease?

ooood

Not sure
<3%
3-9%
10-14%
15+%

96)

What sources have you used to find out
more about cardiovascular health and
disease?

ooooooo

O

None

Physician/Family Doctor/GP

Radio/Television

Family/Friends

Nurse

Internet

Written information i.e. pamphlet, information
booklet

Other (please specify)
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Appendix 10: Advisory Team Feedback and Data Analysis

Table 1

Overall assessment of how appropriate the questions were in the Section A (Knowledge).

ANALYSIS

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION A (KNOWLEDGE)
Expert | Expert | Expert | Expert | Expert Number in Item
1 2 3 4 5 agreement Cvi
Question 1 1 1 1 1 1 5 1
Question 2 0 1 1 1 1 4 0.8
Question 3 1 1 1 1 1 5 1
Question 4 1 1 1 1 1 5 1
Question 5 1 1 1 1 1 5 1
Question 6 0 1 1 1 1 4 0.8
Question 7 0 1 1 1 1 4 0.8
Question 8 1 1 1 1 1 5 1
Question 9 1 1 1 1 1 5 1
Question 10 1 1 1 1 1 5 1
Question 11 1 1 1 1 1 5 1
Question 12 0 1 1 1 1 4 0.8
Question 13 1 1 1 1 1 5 1
Question 14 0 1 0 1 1 3 0.6
Question 15 1 1 1 1 1 5 1
Question 16 1 1 1 1 1 5 1
Question 17 1 1 1 1 1 5 1
Question 18 1 1 1 1 1 5 1
Mean I-CVI 0.93
..X;%‘ﬁgg:?a'l:e.. 072 | 100 | 094 | 100 | 100 | Ss-CviAve | 093
S-CVIIUA 0.72
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total_num_ber c_)f ques_tions that received agreement by all experts/total number of
questions in this section
;L?g?;,:iton Number of questions deemed appropriate/total number of questions in this section
S-CVI/Ave | Sum of the proportion appropriate/total number of experts (overall scale CVI)
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Table 2

Overall assessment of how relevant the questions were in the Section A (Knowledge).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION A (KNOWLEDGE)
Expert | Expert | Expert | Expert | Expert Number in Item
1 2 3 4 5 agreement CVi
Question 1 1 1 1 1 1 5 1
Question 2 1 1 1 1 1 5 1
Question 3 1 1 1 1 1 5 1
Question 4 1 1 1 1 1 5 1
Question 5 1 1 1 1 1 5 1
Question 6 0 1 1 1 1 4 0.8
Question 7 0 1 1 1 1 4 0.8
Question 8 1 1 1 1 1 5 1
Question 9 1 1 0 1 1 4 0.8
Question 10 1 1 1 1 1 5 1
Question 11 1 1 1 1 1 5 1
Question 12 1 1 1 1 1 5 1
Question 13 1 1 1 1 1 5 1
Question 14 1 1 0 1 1 4 0.8
Question 15 1 1 1 1 1 5 1
Question 16 1 1 1 1 1 5 1
Question 17 1 1 1 1 1 5 1
Question 18 1 1 1 1 1 5 1
Mean I-CVI 0.96
Proportion: 089 | 100 | 089 | 1200 | 1200 | s-cviAve 0.96
Relevant
S-CVIIUA 0.78
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total number of questions that received agreement by all experts/total number of
guestions in this section
Er;l)g)\;);rt]iton Number of questions deemed relevant/total number of questions in this section
S-CVI/Ave Sum of the proportion relevant/total number of experts (overall scale CVI)
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Table 3

Overall assessment of how clearly stated the questions were in the Section A (Knowledge).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION A (KNOWLEDGE)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement
Question 1 1 1 0 0 0 2 0.4
Question 2 0 1 1 1 1 4 0.8
Question 3 1 1 1 1 1 5 1
Question 4 1 1 1 1 1 5 1
Question 5 0 1 1 1 1 4 0.8
Question 6 0 1 0 1 0 2 0.4
Question 7 0 1 0 1 1 3 0.6
Question 8 1 1 1 1 1 5 1
Question 9 0 1 0 1 1 3 0.6
Question 10 1 1 0 1 0 3 0.6
Question 11 0 1 1 1 1 4 0.8
Question 12 0 1 1 1 1 4 0.8
Question 13 1 1 1 1 1 5 1
Question 14 0 1 0 1 1 3 0.6
Question 15 1 1 1 1 1 5 1
Question 16 0 1 1 1 1 4 0.8
Question 17 1 1 1 1 1 5 1
Question 18 1 1 1 1 1 5 1
Mean I-CVI 0.79
..S'nge%‘)glt;‘;rr‘;y.. 050 | 1.00 | 067 | 094 | 083 | s-CVIAve 0.79
S-CVI/UA 0.39

Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
Total number of questions that received agreement by all experts/total number of
S-CVI/UA ST .
guestions in this section
;roportlon Number of questions stated clearly /total number of questions in this section
elevant
S-CVI/Ave Sum of the proportion stated clearly/total number of experts (overall scale CVI)
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Table 4

Overall assessment of how appropriate the questions were in the Section B (Attitudes).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement
Question 19 0 1 1 1 1 4 0.8
Question 20 0 1 1 1 1 4 0.8
Question 21 0 1 1 1 1 4 0.8
Question 22 0 1 1 1 1 4 0.8
Question 23 0 1 1 1 1 4 0.8
Question 24 0 1 1 1 1 4 0.8
Question 25 0 1 1 1 1 4 0.8
Question 26 1 1 1 1 1 5 1
Question 27 1 1 1 1 1 5 1
Question 28 1 1 1 1 1 5 1
Question 29 1 1 1 1 1 5 1
Question 30 1 1 1 1 1 5 1
Question 31 1 1 1 1 1 5 1
Question 32 0 1 0 1 1 3 0.6
Question 33 0 1 1 1 1 4 0.8
Question 34 0 1 1 1 1 4 0.8
Question 35 1 1 1 1 1 5 1
Question 36 1 1 1 1 1 5 1
Mean I-CVI 0.88
..Apggﬁggriioa’l;.. 044 | 100 | 094 | 100 | 1200 | s-cviAve 0.88
S-CVIIUA 0.44
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total_num_ber c_)f ques_tions that received agreement by all experts/total number of
questions in this section
Ezclnggrt]iton Number of questions deemed appropriate/total number of questions in this section
S-CVI/Ave Sum of the proportion appropriate/total number of experts (overall scale CVI)
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Table 5

Overall assessment of how relevant the questions were in the Section B (Attitudes).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement

Question 19 0 1 1 1 1 4 0.8
Question 20 0 1 1 1 1 4 0.8
Question 21 0 1 1 1 1 4 0.8
Question 22 0 1 1 1 1 4 0.8
Question 23 0 1 1 1 1 4 0.8
Question 24 0 1 1 1 1 4 0.8
Question 25 0 1 1 1 1 4 0.8
Question 26 1 1 1 1 1 5 1
Question 27 1 1 1 1 1 5 1
Question 28 1 1 1 1 1 5 1
Question 29 1 1 1 1 1 5 1
Question 30 1 1 1 1 1 5 1
Question 31 1 1 1 1 1 5 1
Question 32 0 1 0 1 1 3 0.6
Question 33 1 1 1 1 1 5 1
Question 34 0 1 1 1 1 4 0.8
Question 35 1 1 1 1 1 5 1
Question 36 1 1 1 1 1 5 1

Mean I-CVI 0.89
'.D.E?por“or]f 050 | 1.00 | 094 | 100 | 1200 | s-cviAve 0.89

elevant
S-CVIIUA 0.50
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total_num_ber c_)f ques_tions that received agreement by all experts/total number of
questions in this section

;Z(I)f\?z:r:iton Number of questions deemed relevant/total number of questions in this section
S-CVI/Ave Sum of the proportion relevant/total number of experts (overall scale CVI)
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Table 6

Overall assessment of how clearly stated the questions were in the Section B (Attitudes).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement

Question 19 0 1 0 1 1 3 0.6
Question 20 0 1 1 1 1 4 0.8
Question 21 0 1 1 1 1 4 0.8
Question 22 0 1 1 1 1 4 0.8
Question 23 0 1 1 1 1 4 0.8
Question 24 0 1 1 1 1 4 0.8
Question 25 0 1 1 1 1 4 0.8

Question 26 1 1 1 1 1 5 1
Question 27 0 1 1 1 1 4 0.8

Question 28 1 1 1 1 1 5 1
Question 29 1 1 0 1 0 3 0.6

Question 30 1 1 1 1 1 5 1

Question 31 1 1 1 1 1 5 1
Question 32 0 1 1 1 1 4 0.8
Question 33 0 1 1 1 1 4 0.8
Question 34 0 1 1 1 1 4 0.8
Question 35 0 1 1 1 1 4 0.8
Question 36 0 1 1 1 1 4 0.8
Mean I-CVI 0.82
..S'nge%‘)glt;‘;rr‘;y.. 028 | 100 | 089 | 100 | 094 [ s-CVIAve 0.82
S-CVI/UA 0.22

Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
Total number of questions that received agreement by all experts/total number of
S-CVI/UA ST .
guestions in this section
Eroportlon Number of questions stated clearly /total number of questions in this section
elevant
S-CVI/Ave Sum of the proportion stated clearly/total number of experts (overall scale CVI)
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Table 7

Overall assessment of how appropriate the questions were in the Section C (Practices).

ADVISORY TEAM — DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement
Question 37 1 1 1 1 1 5 1
Question 38 1 1 1 1 1 5 1
Question 39 1 1 1 1 1 5 1
Question 40 0 1 1 1 1 4 0.8
Question 41 1 1 1 1 1 5 1
Question 42 1 1 1 1 1 5 1
Question 43 0 1 1 1 1 4 0.8
Question 44 1 1 1 1 1 5 1
Question 45 1 1 1 1 1 5 1
Question 46 1 1 1 1 1 5 1
Question 47 0 1 1 1 1 4 0.8
Question 48 1 1 1 1 1 5 1
Question 49 0 1 1 1 1 4 0.8
Question 50 1 1 1 1 1 5 1
Question 51 0 1 1 1 1 4 0.8
Question 52 1 1 1 1 1 5 1
Question 53 1 1 1 1 1 5 1
Question 54 1 1 1 1 1 5 1
Question 55 0 1 1 1 1 4 0.8
Question 56 1 1 1 1 1 5 1
Question 57 1 1 1 1 1 5 1
Question 58 0 1 1 1 1 4 0.8
Mean I-CVI 0.94
--i;%?g[fri?a'lg-- 068 | 100 [ 1200 | 1200 | 1200 | s-cviAve 0.94
S-CVI/UA 0.68

Key:

0 Strongly disagree or disagree

1 Strongly agree or agree

Item CVI Number in agreement/total of experts

S-CVI/UA Total_num_ber (_)f ques_tions that received agreement by all experts/total number of
questions in this section

Ez?ggrt]iton Number of questions deemed appropriate/total number of questions in this section

S-CVI/Ave Sum of the proportion appropriate/total number of experts (overall scale CVI)
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Table 8

Overall assessment of how relevant the questions were in the Section C (Practices).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement

Question 37 1 1 1 1 1 5 1
Question 38 1 1 1 1 1 5 1
Question 39 1 1 1 1 1 5 1
Question 40 0 1 1 1 1 4 0.8
Question 41 1 1 1 1 1 5 1
Question 42 1 1 1 1 1 5 1
Question 43 0 1 1 1 1 4 0.8
Question 44 1 1 1 1 1 5 1
Question 45 1 1 1 1 1 5 1
Question 46 0 1 1 1 1 4 0.8
Question 47 1 1 1 1 1 5 1
Question 48 1 1 1 1 1 5 1
Question 49 0 1 1 1 1 4 0.8
Question 50 1 1 1 1 1 5 1
Question 51 0 1 1 1 1 4 0.8
Question 52 1 1 1 1 1 5 1
Question 53 1 1 1 1 1 5 1
Question 54 1 1 1 1 1 5 1
Question 55 0 1 1 1 1 4 0.8
Question 56 1 1 1 1 1 5 1
Question 57 1 1 1 1 1 5 1
Question 58 0 1 1 1 1 4 0.8

Mean I-CVI 0.94
Proportion: 0.682 1 1 1 1 S-CVI/Ave 0.94

Relevant
S-CVI/UA 0.68
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total number of questions that received agreement by all experts/total number of
questions in this section

Ez?ggrt]iton Number of questions deemed relevant/total number of questions in this section
S-CVI/Ave Sum of the proportion relevant/total number of experts (overall scale CVI)
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Table 9

Overall assessment of how clearly stated the questions were in the Section C (Practices).

ADVISORY TEAM - DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Expert | Expert | Expert | Expert | Expert Number in Item CVI
1 2 8 4 5 agreement
Question 37 1 1 1 1 1 5 1
Question 38 1 1 0 1 1 4 0.8
Question 39 0 1 1 1 1 4 0.8
Question 40 0 1 1 1 1 4 0.8
Question 41 1 1 1 1 1 5 1
Question 42 1 1 1 1 0 4 0.8
Question 43 0 1 1 1 1 4 0.8
Question 44 1 1 1 1 1 5 1
Question 45 1 1 1 1 1 5 1
Question 46 0 1 1 1 1 4 0.8
Question 47 1 1 1 1 1 5 1
Question 48 0 1 1 1 1 4 0.8
Question 49 0 1 1 1 1 4 0.8
Question 50 1 1 1 1 1 5 1
Question 51 0 1 1 1 1 4 0.8
Question 52 1 1 1 1 1 5 1
Question 53 0 1 1 1 1 4 0.8
Question 54 0 1 1 1 1 4 0.8
Question 55 0 1 1 1 1 4 0.8
Question 56 1 1 1 1 1 5 1
Question 57 1 1 1 0 0 3 0.6
Question 58 0 1 1 1 1 4 0.8
Mean I-CVI 0.86
--s'gfe?(ffé‘;?{y-- 050 | 1.00 | 095 | 095 | 091 [ s-CvI/Ave 0.86
S-CVI/UA 0.36
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
S-CVI/UA Total number of questions that received agreement by all experts/total number of
questions in this section
EZ?E\?;;E[O“ Number of questions stated clearly /total number of questions in this section
S-CVI/Ave Sum of the proportion stated clearly/total number of experts (overall scale CV1)
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Table 10

Feedback from each of the experts on Section A (Knowledge) including our response/plan of action to

each.

ADVISORY TEAM - QUESTIONNAIRE REVIEW - SECTION A (KNOWLEDGE)
ADVISORY Expert Expert Expert Expert Expert
TEAM 1 2 3 4 5

Question 1: Cardiovascular disease is a disease that is related to heart and blood vessels
CVD - term
unknown. It is not
Would a lay necessary to know
person either. Use heart
. . change
Feedback understand the dlsegse |nst_ead. medical
term cvd - use Avoid medical
. - . term
heart disease terminology - easier
instead to understand and for
them to complete the
task/questionnaire
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, the term
Action: "cardiovascular disease™ will be changed to "heart disease" in the questionnaire as this will make
the question "easier to understand™ and for the participants to "complete the questionnaire™.
Question 2: A person always knows when they have heart disease
I have ticked agree
here because in few
cases, the congenital
heart diseses remain
asymptomatic and
appropriate to diagnosed at later
Feedback study. What stages in adulthood.
A . So they may not
will this achieve -
know until they are
diagnosed
incidently or
become
symptomatic later in
life.
No change will be made to this question as the experts agreed that it was an appropriate question
for this section. The purpose of this question is to test whether a person understands, like Expert 2
Action: describes that "congenital heart disease remain asymptomatic and are diagnosed at later stages
in adulthood... so they may not know until they are diagnosed incidentally or become symptomatic
later in life".
Question 3: If you have a family history of heart disease, you are at risk of developing heart disease
Feedback N/A
Action: N/A
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Question 4: The older a person is, the greater their risk of having heart disease

Though it depends
upon several other
factors and their

not necessarily. In this
time/trend, young

Feedback lifestyle it can be FALSE people are also being
considered as a diagnosed with
Knowledge CVD/heart disease
question.
Action: No change will be made to this question as 5/5 experts agreed that the question was appropriate,

relevant, and stated clearly.

Question 5: Eating fatty foods does not affect blood cholesterol levels

Types of fatty
food matter.
Feedback Have good fats
and bad fats
Action: No change will be made to this question as all experts agreed that is question was appropriate

and relevant and 4/5 experts agreed that the question was stated clearly.

Question 6: If your ‘good’ cholesterol (HDL) is high you are at risk for heart disease

Also if a question

not necessary to

related to the know. The GP
. should know

catogories/ ded h

differences and e ucarfe the

between good person. The

and bad average person
To technical for | cholesterol can Lrootn;:(;{/il rtr;]a;y HDL -

Feedback general be added here or distinction medical

population with MCQ type between the term

questions would N

two. Say "Do
create an
you know the

awareness among | ..cc

them if they do terence

not know about between good

them and bad

‘ chloestrol?"
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be removed from the questionnaire. Reasons: (1) "too technical for general
Action: population™ i.e., the use of a "medical term" (2) rephrasing the question would change the

format of the questions and answers in the knowledge section i.e., statement = true/false/don’t
know and (3) it is ""not necessary to know".
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Question 7: Only exercising at a gym or in an exercise class will lower a person’s chance of developing heart

disease
Just a suggestion
: Can the
sentence be
who is this started as Only Using the term
Feedback questionaire by doing "exercising"
directed. vigorous only
exercises like
exercising at a
gymor......
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be rephrased to say, "only exercising will lower a person's chance of developing
Action: heart disease". This will maintain the format of the question/answer structure of this section

and test whether they (participants) understand the importance of a disease prevention and
management. In response to Expert 1's feedback, this questionnaire is directed to people of all
ages.

Question 8: Walking and gardening are considered exercise that will help lower a person’s chance of
developing heart disease

instead if heart
disease make it

Feedback .
as cardiovascular
disease at the end
Action: No change will be made to this question as the 5/5 experts agreed that the question was

appropriate, relevant, and stated clearly.

Question 9: Irregular eating patterns has no harm to your health

This question
should be more
open. What do you

depends on K b 2
what somenoe now about eating
Feedback - habits and cvd.
considers More of a
irregular. di -
iscussion
question not a
statement question
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
Action: question will be removed from the questionnaire. Reason: too vague. Especially that it does
’ "depend on what someone considers irregular™. Different lifestyles/work conditions etc influence
our eating patterns. | agree that this is more of a "discussion question™ not a statement question.
Question 10: Cardiovascular disease can occur to young people
heart disease - use
this term chan_ge
Feedback L - medical
Repetitive question
term
- not needed.
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be rephrased in the questionnaire. Reason: it is a similar/repetitive statement to
Question 4 " the older a person is, the greater their risk of having heart disease". The participant
Action: would be answering the same fact in both questions i.e., as Expert 3 said, "in this time/trend, young
people are also being diagnosed with CVD/heart disease™ and that this question is not needed. The
question will be rephrased to say "heart disease can occur to young people" as 3/5 experts agreed
that the question was appropriate, relevant, and stated clearly.
Question 11: Eating a lot of red meat increases heart disease risk
what Isa lot instead of heart
will mean disease, make it as
Feedback differently to S
. cardiovascular
different -
diseases
groups.
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No change will be made to this question as all experts agreed that it was an appropriate and
relevant question for this section of the questionnaire. The term "heart disease™ will not be
changed in order to maintain consistency and ease of understanding throughout the questionnaire.

Action: I agree, "a lot will mean differently to different groups". However, if read in a general sense, "a
lot" can be referred to as "large amounts™ and it is important to know the benefits of a balanced,
healthy diet when discussing/learning about cardiovascular disease.

Question 12: Most people can tell whether or not they have high blood pressure.
knowing high
bp can affect complete the
cvs is different | sentence by adding,

Feedback from just when they have the
knowing you symptoms
have high blood
No change will be made to this question as 4/5 experts agreed that it was an appropriate and

Action: clearly stated question. 5/5 experts agreed this question was relevant. | agree with Expert 1 and 2's

’ feedback and that is why | have included questions about the risk factors and symptoms of heart
disease at the end of the section.

Question 13: The most common cause of heart attacks is stress.

Feedback N/A

Action: N/A

Question 14: The healthiest exercise for the heart involves rapid breathing for a sustained period of time
what is
sustained Unnecessary and

Feedback breathing. What - ary
; inappropriate
is proper
breathing.

Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this

Action: question will be removed from the questionnaire. Reasons: (1) too vague i.e., "what is sustained

’ breathing or proper breathing" (2) it is "unnecessary and inappropriate" for this section of the
questionnaire.

Question 15: Men and women experience many of the same symptoms of a heart attack

Feedback N/A

Action: N/A
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Question 16:

Heart disease is a short-term illness

Feedback

once you have
heart disease-
do you have it
always

Action:

No change will be made to this question as all experts agreed that it was an appropriate and
relevant question and 4/5 experts said that it was stated clearly. In response to Expert 1's feedback
- yes, by that stage, it is about managing your disease. However, the answer to this question is
false. Heart disease is a long-term illness.

Question 17:

Which of the following factors increase the risk of a heart attack or heart disease?

Feedback

This questions
on its own
could give
indication of
knowledge and
behaviour re
CVDisease

in the question add
factors increases,

Action:

Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be rephrased in the questionnaire. Reason: grammatical error. The question will be
rephrased to say "Which of the following factors increases the risk of a heart attack or heart
disease"

Question 18:

Symptoms of a heart attack can include...

Feedback

N/A

Action:

N/A
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Table 11

Feedback from each of the experts on Section B (Attitudes) including our response/plan of action to each.

ADVISORY TEAM - QUESTIONNAIRE REVIEW - SECTION B (ATTITUDE)

ADVISOR
Y TEAM

Expert
1

Expert
2

Expert
3

Expert
4

Expert

Question 19:

I don’t perceive myself to be at risk of heart disease

"perceive”
probably wont
understand this

Feedback who Is this Q term. I don’t think
directed to
of myself to be at
risk of heart
disease.
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
Action: question will be rephrased to " I don’t think of myself to be at risk of heart disease". In response to
’ Expert 1's feedback, this question is more-or-less a self-reflection type of question. Their
perception of their own attitudes towards cardiovascular health.
Question 20: I don’t want to change my lifestyle
Feedback N/A
Action: N/A
Question 21: | feel the amount of food | eat is too much, and I would like to cut down
Feedback to vaque,
. No change will be made to this question as 4/5 experts agreed that it was an appropriate, relevant,
Action: L .
and clearly stated question in this section.
Question 22: | feel my present weight is too high for my health
what is the
benchmark, to
many people is it too high for my
Feedback aleady have health ? Or for my
disapropriate height or age?
expectation of
weight
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be rephrased to "I feel my present weight is too high for my height or age". | agree
Action: with Expert 1's feedback that “people already have disappropriate expectations of weight" but on a
positive note, it does show that they are aware of this risk factor. Therefore, creates an avenue for
discussion in the management of their health.
Question 23: I don’t think changing my behaviour will reduce my risk of developing heart disease
Feedback N/A
Action: N/A
Question 24: I don’t have time to take care of myself
Feedback N/A
Action: N/A
Question 25: God or a higher power ultimately determines my
health
Feedback N/A
Action: N/A
Question 26: | should be doing exercise to maintain a healthy
lifestyle
Feedback N/A
Action: N/A
Question 27: If | need to go to places somewhere near, | choose to walk rather than taking any other form
of transport
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Feedback N/A
Action: N/A
Question 28: | know smoking is bad for health.
Feedback N/A
Action: N/A
Question 29: | should maintain my weight according to my body mass index (BMI)
I wonder how many Knowin
will know the term g
BMI, so using it in what BMI change
sim lle term I?ke Define BMI in the | would need to word?n - less
Feedback mp . question in lay be pre- -1N9
within bracket right L medical
. terms requisite to .
weight for my - .| terminology
. answering this
height would uestion
explain? 4
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
Action: question will be rephrased to " | should maintain my weight according to my body mass index
(BMI) i.e., the right weight for my height" for better understanding of the question.
Question 30: | should take less oily food for a healthy lifestyle
Feedback N/A
Action: N/A
Question 31: | prefer to spend more time on my electronic device(s) or watching TV rather than exercising
suggestion :change
this statement as ' |
spend more time on
my........TV". And
Feedback add this as practice
question instead of
having it as attitude
question
No change will be made to this question as all experts agreed that it was an appropriate, relevant,
and clearly stated question in this section. Although, | agree with Expert 2, this question can also
Action: be a "practice" related question. This question has been included in this section to better

understand the concept of "attitude/perception/intention” and how that relates to knowledge and
practice towards cardiovascular health.
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Question 32: | read the nutrition panel information of each product that I intended to buy
do people have
enough
Feedback knowledge of unneccessary
general category
of foods
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
question will be removed from the questionnaire. Reason: (1) 3/5 experts agreed that this question
Action: was appropriate and relevant to this section and (2) it may not be necessary to do this to be able to
understand a participant’s attitude towards cardiovascular health. Expert 1 also questioned
whether people would "have enough knowledge of general category of foods".
Question 33: | choose to eat or buy fast food when going out with family or friends
too vaque a .
Feedback question good question
Action: No change will be made to this question as 4/5 experts agreed that it was an appropriate and
ction: . ; SO ;
clearly stated question and all experts agreed that it was a relevant question in this section.
Question 34: | can manage my stress
Feedback vaque Q good question
Action: No change will be made to this question as 4/5 experts agreed that it was an appropriate, relevant,
ction: e .
and clearly stated question in this section.
Question 35: I should avoid drinking carbonated drinks
Feedback good question
. No change will be made to this question as all experts agreed that it was an appropriate and
Action: ; -
relevant and 4/5 experts agreed that is question was clearly stated.
Question 36: | should include fruit or vegetables in my diet for maintaining my health
Feedback quantity matters. good question
Action: No change will be made to this question as all experts agreed that it was an appropriate and

relevant and 4/5 experts agreed that is question was clearly stated.
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Table 12

Feedback from each of the experts on Section C (Practices) including our response/plan of action to

each.

ADVISORY TEAM - QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
ADVISORY Expert Expert Expert Expert Expert
TEAM 1 2 3 4 5

Question 37: | exercise more than 20mins 3x/week
Feedback N/A
Action: N/A
Question 38: | use more than 3 teaspoons of salt/day
All foods
| use more than 3 2:?:6_ ?fiﬂ;atl
Feedback teapsons/day of salt in :
- taken into
my diet
account when
they/we cook.
Although 4/5 experts agreed that it was an appropriate, relevant, and clearly stated question in
Action: this section, the question will be rephrased to "I use more than 3 teaspoons of salt per day" to

improve the clarity of the question.

Question 39: | consume fatty foods more than 3x/week

different people

Feedback will consider fatty
food differently
Although 4/5 experts agreed that it was an appropriate, relevant, and clearly stated question in
this section, the question will be rephrased to "I consume fatty foods more than 3 times a week" to
Action: improve the clarity of the question. Also, | do agree with Expert 1, that "different people will

consider fatty foods differently". However, in this context, we are hoping to evaluate how often a
participant consumes food high in fat in a week.

Question 40: Does your daily activity involve vigorous activity? (E.g. heavy lifting, digging)

Feedback N/A
Action: N/A
Question 41: Do you walk for at least 10 minutes to get to and from places such as café, classes, mosque
etc.?
add the word
Feedback daily
Action: No change will be made to this question as all the experts agreed that it was an appropriate,

relevant and clearly stated question in this section.
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Question 42: Do you spend your leisure time to exercise at least 20 minutes per session?

Feedback

per day instead of per change to
session "spare time"

Action:

Although 4/5 experts agreed that it was an appropriate, relevant, and clearly stated question in
this section, the question will be rephrased to "During your spare time, do you exercise for at least
20 minutes (per session)?" to improve the clarity of the question. The reason why | have kept “per
session" despite the suggestion to change to "per day" as you cannot guarantee that a person will
have leisure/spare time every day. For example, they may only have it every other day due to
work/personal commitments. For this question, | think that it is more focused on understanding
whether they (participants) would choose to exercise when they do get some leisure/spare time.

Question 43: How often do you take any health supplements or are on a special diet? i.e., that is not
recommended by a health professional

Feedback

supplements or
special diet that
is not
recommended,
also, question
and response
has often as
choices which
may confuse.

Action:

Although 4/5 experts agreed that it was an appropriate, relevant, and clearly stated question in
this section, the question will be rephrased to "How often do you take any health supplements
or are on a special diet that is not recommended by a health professional?" to improve the
clarity of the question.

Question 44: How often do you eat two fruit servings per day?

Feedback

| take two fruit
servings per
day. And also
OFTEN is there
as question and
in option in this
and in next
question which
may confuse
people.

Action:

No change will be made to this question as all the experts agreed that it was an appropriate,
relevant, and clearly stated question in this section.

Question 45: How often do you eat three vegetables servings per day?

| eat three
Feedback vegetable
servings per day
Action: No change will be made to this question as all the experts agreed that it was an appropriate,

relevant, and clearly stated question in this section.

268




Question 46: Sometimes | eat dinner late at night before | sleep
sometimes is
Feedback there in question
and in option.....
Action: No change will be made to this question as 4/5 the experts agreed that it was an appropriate,
ction: RN .
relevant, and clearly stated question in this section.
Question 47: Do you eat in between main meals? (E.g., snacking, eating biscuits, etc.)
Feedback N/A
Action: N/A
Question 48: Do you lead a stressful life?
Feedback N/A
Action: N/A
Question 49: It is likely that I will suffer from a heart attack or stroke in the future
Feedback Itis likely that |
may suffer ......
Action: No change will be made to this question as 4/5 the experts agreed that it was an appropriate,
ction: RN .
relevant, and clearly stated question in this section.
Question 50: 1 am concerned about the likelihood of having a heart attack/stroke in the near future
Feedback N/A
Action: N/A
Question 51: Having a heart attack or stroke is always fatal
having a heart
Feedback attack or strike
is often fatal
— No change will be made to this question as 4/5 the experts agreed that it was an appropriate,
Action: L .
relevant, and clearly stated question in this section.
Question 52: My whole life would change if | had a heart attack or stroke
Feedback N/A
Action: N/A
Question 53: | believe walking a lot can give benefits to my health
Feedback good question
— No change will be made to this question as 4/5 the experts agreed that it was an appropriate,
Action: L .
relevant, and clearly stated question in this section.
Question 54: Increasing my exercise will decrease my chances of having a heart attack or stroke
how much exercise, +
Feedback what people classify as
exercise will differ
Although I agree with Expert 1 that what people classify as exercise and how much exercise they
Action: do will differ, no change will be made to this question as 4/5 the experts agreed that it was an
appropriate, relevant, and clearly stated question in this section.
Question 55: Eating a healthy diet will decrease my chance of

having a heart attack or stroke

Feedback

how does one classify
healthy diet .

Action:

No change will be made to this question as 4/5 the experts agreed that it was an appropriate,
relevant, and clearly stated question in this section.

Question 56:

I don’t have time to exercise for 30 minutes a day on

most days of the week

Feedback

good question
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Action:

No change will be made to this question as all the experts agreed that it was an appropriate,
relevant, and clearly stated question in this section.

Question 57: I don’t know what is considered a healthy diet that would prevent me from developing
cardiovascular disease

excellent Change to change medical
Feedback question - "heart disease" term to heart
should be asked | or stroke disease
Based on the feedback and the I-CVI scores for appropriateness, relevance and clarity, this
Action: question will be rephrased to " | don't know what is considered a healthy diet that would
’ prevent me from developing heart disease™ to improve the clarity and understanding of the
question.
Question 58: | have other problems more important than worrying about diet and exercise
what will this
Feedback Q achieve.
Too general
Action: No change will be made to this question as 4/5 the experts agreed that it was an

appropriate, relevant, and clearly stated question in this section.
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Appendix 11: Advisory Team Final Review Document

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

FINAL REVIEW OF CARDIOVASCULAR HEALTH KNOWLEDGE, ATTITUDE AND PRACTICES QUESTIONNAIRE

Thank you once again for completing the first review of our cardiovascular health knowledge, attitude and practices
questionnaire.

Based on your individual feedback and our statistical analysis, 6 questions have been rephrased/reworded to meet the
standards in each review category - appropriateness, relevance and clarity.

Please find attached the final review sheet and revised questionnaire.

For the final review, please indicate how much you agree or disagree with each revised question in each of the
following categories:

1. Appropriateness of the question for the category it is classified in.
2. The relevance of the question for assessing the knowledge, attitude and practices of cardiovascular_health.
3. The wording of the question and whether it is stated clearly.

You may want to refer to the revised questionnaire for the multiple-choice answer options for each question.

The following changes have also been made to the questionnaire based on your initial feedback and statistical

analysis:
Original Question (6): Action:
If your ‘good’ cholesterol (HDL) is high you are at This question has been removed from the
risk for heart disease guestionnaire.
Original Question (9): Action:
Irregular eating patterns has no harm to your This question has been removed from the
health guestionnaire.
Original Question (14): Action:
Section A: The healthiest exercise for the heart involves This question has been removed from the
Knowledge rapid breathing for a sustained period of time questionnaire.

Revised Question (17):
The question has been rephrased to "Which of the
following factors increases the risk of a heart attack or

Original Question (17): heart disease”

Which of the following factors increase the risk of

a heart attack or heart disease?
Action:

Add the options "Severe Mental lllness, Heart Failure
and "Impaired Renal Function" to the answer selection

Original Question (22): Revised Question (22):
| feel my present weight is too high for my health The question has been rephrased to"l feel my present

Section B: weight is too high for my height or age".

Attitude Original Question (32): Action:
| read the nutrition panel information of each This question has been removed from the
product that | intended to buy questionnaire.

. L. . Revised Question (38):
Section C: Original Question (38): Q, B
. The question has been rephrased to "l use more than 3
Practice | use more than 3 teaspoons of salt/day

teaspoons of salt per day"
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Original Question (38):
| consume fatty foods more than 3x/week

Revised Question (39):
The guestion has been rephrased to "I consume fatty
foods mare than 3 times a week"

Original Question (42):
Do you spend your leisure time to exercise at least
20 minutes per session?

Revised Question (42):

The guestion has been rephrased to "During your
spare time, do you exercise for at least 20 minutes (per
session)?"

Original Question (43):

How often do you take any health supplements or
are on a special diet? i.e. that is not
recommended by a health professional

Revised Question (43):

The guestion has been rephrased to "How often do
you take any health supplements or are on a special
diet that is not recommended by a health
professional?"

Patient
Demographics
& Current
Health Status

Original Question (73):
In general, you would consider your
health to be?

Revised Question (73):
The guestion has been rephrased to "In general, how
would you consider your health condition to be?"

Original Question (77):

Do you drink alcohol?

Revised Question (77):

The guestion has been rephrased to include the AUDIT
screening tool questions (used in clinical settings).

1. How often do you drink? {multiple choice answer)

If patient selects an option apart from “never”, then
the following questions will emerge:

2. How many per day? [multiple choice answer)

3. 6 or more one day? (multiple choice answer)

Question (92):

Please indicate if any of the following
medical conditions/procedures are
known in your immediate family history
(i.e. parents, grandparents and siblings):

Action 1:

The definition "irregular fast heart beat/rate/rhythm"
has been added in brackets next to Atrial fribrillation
(one of the answer options)

Action 2:
Add the option "Not Sure" to the answer selection

Overall

Action 1: Split the questionnaire into two parts i.e. two separate documents

We would appreciate any further feedback or suggestions you may have before we finalise our questionnaire for the
next phase in our research (see second tab of final review sheet).

Thank you once again for your time, guidance and co-operation during the development of our questionnaire.

If you require any further information, please do not hesitate to contact me.

Kind regards,

Thrishila Parshu Ram

AUT PhD Candidate
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Appendix 12: Advisory Team Final Review Form

Advisory Team Final Review of Cardiovascular Health Knowledge, Attitude and Practises Questionnaire

Thank you once again for completing the first review of our questionnaire.

Based on your individual feedback and our statistical analysis, the following 6 questions have been rephrased/reworded to meet the standards in each review category -
appropriateness, relevance and clarity.

For question 1 to question 6, we would like you to review each question using the following criteria as a guide.

You may want to refer to the revised questionnaire (attached) for the multiple choice answer options for each question.
Criteria:

1. Appropriateness for the questions for the category it is classified in.

2. The relevance of the question for assessing the knowledge, attitude and practises of cardiovascular health.

3. The wording of the question and whether it is stated clearly.

For each criteria, please select one option in the drop-down box to indicate how much you agree or disagree with each question.

Appropriate Relevant to assess Question
Section No |Question category cardiovascular stated Any comments?
classification? health? clearly?
w Heart disease is a disease that is related to heart
o 1
2 and blood vessels
w
§' 6 Only exercising will lower a person's chance of
g developing heart disease
=

8 |Heart disease can occur to young people

I don’t think of myself to be at risk of heart

w 16 )

(=] disease

E I should maintain my weight according to my

E 26 |body mass index (BMI) i.e. the right weight for
my height

§ I don't know what is considered a healthy diet

5] 53 [that would prevent me from developing heart

E disease

Please see attached review document for details of the all the changes made to the questionnaire based on your feedback and our statistical
analysis.
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Final Review Feedback

Please provide any further comments you think would be helpful, including any issues that you would like to be addressed before we finalise the

questionnaire.
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Appendix 13: Final Advisory Team Feedback and Data Analysis

Table 1

Overall assessment of how appropriate the revised questions in each section of the questionnaire.

ADVISORY TEAM - FINAL QUESTIONNAIRE REVIEW - APPROPRIATENESS
Expert | Expert | Expert | Expert | Expert | Number in Item
1 2 3 4 5 agreement CVI
Heart disease is a disease
8 1 | thatis related to heart and 1 1 1 1 1 5 1
A blood vessels
u Only exercising will lower
< | 6 | aperson's chance of 0 1 1 1 1 4 0.8
g developing heart disease
¥ 8 Heart disease can occur to 1 1 1 1 1 5 1
young people
I don’t think of myself to
% 16 be at risk of heart disease ! ! ! ! ! 5 !
2 I should maintain my
= . )
= weight according to my
= | 26 | body mass index (BMI) 1 1 1 1 1 5 1
< i.e., the right weight for my
height
L .
@) I don't know what is
= considered a healthy diet
2 53 that would prevent me from ! ! 1 ! ! 5 1
g developing heart disease
Mean |-
cvI 0.97
Proportion: **Appropriate™ 0.8 1 1 1 1 S-CVI/Ave 0.97
S-CVI/UA 0.83
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
Total number of questions that received agreement by all experts/total number of
S-CVI/UA ST .
questions in this section
22?5\?;;',[()” Number of questions deemed appropriate/total number of questions in this section
S-CVI/Ave Sum of the proportion appropriate/total number of experts (overall scale CVI)
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Table 2

Overall assessment of how relevant the revised questions in each section of the questionnaire.

ADVISORY TEAM - FINAL QUESTIONNAIRE REVIEW - RELEVANCY

Expert | Expert | Expert | Expert | Expert | Numberin | Item
1 2 3 4 5 agreement | CVI
Heart disease is a disease that
l(JDJ 1 | isrelated to heart and blood 1 1 1 1 1 5 1
A vessels
H Only exercising will lower a
= | 6 | person's chance of developing 0 1 1 1 1 4 0.8
Q heart disease
Y 8 Heart disease can occur to 1 1 1 1 1 5 1
young people
w | 16 I dqn’t think of r_nyselfto be 1 1 1 1 1 5 1
fa) at risk of heart disease
=)
= I should maintain my weight
= according to my body mass
2 | 28 | index (BMI) ic., the right ! ! ! 1 ! 5 !
weight for my height
5 I don't know what is
'L_) 53 considered a healthy diet that 1 1 1 1 1 5 1
b would prevent me from
g developing heart disease
Mean I-
cVI 0.97
Proportion: ""Relevant" 0.8 1 1 1 1 S-CVI/Ave | 0.97
S-CVI/UA | 0.83

Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
Total number of questions that received agreement by all experts/total number of
S-CVI/UA A .
guestions in this section
Proportion Number of questions deemed relevant/total number of questions in this section
Relevant
S-CVI/Ave Sum of the proportion relevant/total number of experts (overall scale CVI)
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Table 3

Overall assessment of how clearly stated the revised questions in each section of the questionnaire.

ADVISORY TEAM - FINAL QUESTIONNAIRE REVIEW - CLARITY
Expert | Expert | Expert | Expert | Expert | Numberin | Item
1 2 3 4 5 agreement | CVI
Heart disease is a disease that
l(JDJ 1 | isrelated to heart and blood 1 1 1 1 1 5 1
A vessels
H Only exercising will lower a
= | 6 | person's chance of developing 0 1 1 1 1 4 0.8
Q heart disease
¥ 8 Heart disease can occur to 1 1 1 1 1 5 1
young people
w | 16 I dqn t think of r_nyselfto be 1 1 1 1 0 4 08
fa) at risk of heart disease
)
= I should maintain my weight
= according to my body mass
% | 28 | index (BMI) i.c. the right ! ! ! 0 0 3 06
weight for my height
5 I don't know what is
'L_) 53 considered a healthy diet that 1 1 1 1 0 4 08
b would prevent me from
g developing heart disease
Mean I-
cVI 0.8
Proportion: "'Stated Clearly" 0.8 1 1 0.8 0.5 S-CVI/Ave | 08
S-CVI/UA 0.8
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
Total number of questions that received agreement by all experts/total number of
S-CVI/UA S .
questions in this section
Eroportlon Number of questions stated clearly /total number of questions in this section
elevant
S-CVI/Ave Sum of the proportion stated clearly/total number of experts (overall scale CVI)
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Appendix 14: Final Questionnaire
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PART 1 - Knowledge, Attitudes and Practices of Cardiovascular Health

Section A: Knowledge of Cardiovascular Health
Which of the following statements are true, and which are false?

True
False
Don't know
True
False
Don’t know
True
False
Don’t know
True
False
Don’t know
True
False
Don’t know

1) Heart disease is a disease that is related to heart and blood vessels

2) A person always knows when they have heart disease

3) If you have a family history of heart disease, you are at risk of developing heart disease

4)  The older a person is, the greater their risk of having heart disease

5)  Eating fatty foods does not affect blood cholesterol levels

True
False
Don’t know

6)  Only exercising will lower a person's chance of developing heart disease

True
False
Don’t know
True
False
Don’t know

7)  Walking and gardening are considered exercise that will help lower a person’s chance of
developing heart disease

8) Heart disease can occur to young people

True
False
Don’t know

9)  Eating a lot of red meat increases heart disease risk

True
False
Don’t know
True
False
Don’t know
True
False
Don’t know
True
False
Don’t know

10) Most people can tell whether or not they have high blood pressure.

11) The most common cause of heart attacks is stress.

12) Men and women experience many of the same symptoms of a heart attack

13) Heart disease is a short-term iliness

000000000000 000 | 0000000000000 0D0D|0o0Oo|0DoO;Oon
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Section A: Knowledge of Cardiovascular Health

14) Which of the following factors increases the risk of a
heart attack or heart disease?

(Please tick all that apply)

15) Symptoms of a heart attack can include...
(Please tick all that apply)

279
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High blood pressure
High blood sugar

High cholesterol

Physical inactivity
Overweight
Cigarette/Smoking
Smokeless tobacco
Excessive alcohol

Excess stress

Family history of a heart attack
Severe mental iliness
Heart failure

Impaired kidney function
All the above

Difficulty in breathing

Pain in the chest, teeth and jaw
Pain or numbness in the arms
Excessive sweating/cold sweat
Vomiting tendency (nausea)
Dizziness or light-headedness
Heartburn/Indigestion

Fatigue

Loss of consciousness

All of the above



Section B: Attitudes towards Cardiovascular Health
Please select only ONE box to indicate how much you agree or disagree with each statement below

Strongly Not . Strongly
N D N
Agree Agree Certain Isagree Disagree

16) I don’t think I'm at risk of having heart disease

17) I don’t want to change my lifestyle

18) | feel the amount of food | eat is too much, and
1 would like to cut down

19) I feel my present weight is too high for my
height or age

20) I don't think changing my behaviour will reduce
my risk of developing heart disease

21) | don’t have time to take care of myself

22)  God or a higher power ultimately determines
my health

23)  |should be doing exercise to maintain a healthy
lifestyle

24)  If I need to go to places somewhere near, |
choose to walk rather than taking any other
form of transport

25) | know smoking is bad for health.

26)  |should ensure that my weight is appropriate
for my height

27)  |should take less oily food for a healthy lifestyle

28) | prefer to spend more time on my electronic
device(s) or watching TV rather than exercising

29) Ichoose to eat or buy fast food when going out
with family or friends

30) |can manage my stress

31)  1should avoid drinking carbonated drinks

32)  1should include fruit or vegetables in my diet
for maintaining my health
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Section C: Practices towards Cardiovascular Health
Please select only ONE box to for each of question below

worrying about diet and exercise

Never | Rarely | Sometimes | Often Always

33) Do you exercise more than 20mins 3x/week

34) Do you use more than 3 teaspoons of salt per day

35) Do you consume fatty foods more than 3 times a
week

36) Does your daily activity involve vigorous activity?
(E.g. heavy lifting, digging)

37) Do you walk for at least 10 minutes to get to and
from places such as café, classes, mosque etc.?

38)  During your spare time, do you exercise for at least
20 minutes (per session)?

39) How often do you take any health supplements or
are on a special diet that is not recommended by a
health professional?

40) How often do you eat two fruit servings per day?

41)  How often do you eat three vegetables servings per
day?

42) Do you eat dinner late at night before you sleep?

43) Do you eat in between main meals? (E.g. snacking,
eating biscuits, etc.)

44) Do you lead a stressful life?

Please select only ONE box to indicate how much you agree or disagree for each statement below
Strongly Not . Strongly
Agree Agree Certain Disagree Disagree

45)  Itis likely that | will suffer from a heart attack or
stroke in the future

46)  |am concerned about the likelihood of having a
heart attack/stroke in the near future

47)  Having a heart attack or stroke is always fatal

48) My whole life would change if | had a heart attack or
stroke

49) | believe walking a lot can give benefits to my health

50) Increasing my exercise will decrease my chances of
having a heart attack or stroke

51) Eating a healthy diet will decrease my chance of
having a heart attack or stroke

52)  Idon’t have time to exercise for 30 minutes a day on
most days of the week

53) Idon’t know about healthy diets that would prevent
me from developing heart disease

54) I have other problems more important than
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PART 2 — Open-Ended Questions

55)

56)

57)

58)

What ideas or suggestions do you have for improving our community’s understanding of heart disease?

What would be the most helpful health resource or service for our Fijian Indian community to learn and
understand more about heart disease?

How could local health professionals support you to better understand your heart health?

Do you have any other comments?
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PART 3 - Participant Demographics & Current Health Status

59) Which gender do you identify most with? O Male
O Female
O Gender Diverse

60) Age (in years)

61) Country of Birth?

62) What is your marital status? Single

Long term relationship/partnership/de facto
Married

Widowed

Divorced

63) What is your present religion, if any? No religion

Christian

Hindu

Islam/Muslim

Not listed (please specify)
| prefer not to disclose
1 (I am single)

2

3

4

5

5 or more

64) How many people, including you, are
there in your family or household?

65) Length of residency in New Zealand? One year or less
1-3 years

3-5 years

5-10 years

10 years or more

66) What is your highest level of education No Formal Education

attained? Primary School Education
Secondary School Education

Tertiary Education

gooooo0ooooOO0oo0DooOooooooOOoooooOoooooan

67) In what languages can you speak English
fluently? Fiji Hindustani (Fiji Hindi)
(Please select all that apply) Hindi
Fijian
Other (please specify)
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68) What is your current employment

Unable to work
status?

oo

Employed full time

(40 or more hours per week)
Employed part time

(up to 39 hours per week)

O

Unemployed
Self-employed
Student
Homemaker
Retired

Excellent
Very Good
Good

Fair

69) In general, how would you consider your
health condition to be?

Poor

Yes
No

70) Do you have a family doctor?

Within the last 3 months
Within the last 6 months
Within 1 year

In the last 2 years and over
Not sure

71) When was your latest health check-up at
your local health centre or family
doctor’s?

?
72) Are you a smoker? Yes

No
Ex-smoker

If yes, | am a social smoker
Up to 5 times a week
Up to 10 per day

Up to 11-19 per day

More than 20 per day

73) How often do you drink alcohol? Never

Monthly or less
2-4 times a week
2-3 times a week

4 or more times a week

If selected option 2 to 4 in Question 77, None, 1 or2
How many per day? Jord

Sorb

7,80r9

10 or more
If selected option 2 to 4 in Question 77, Never

6 or more one day? Less than monthly

Monthly
Weekly
Daily or almost daily

o o o o e e o e o e o e o e e o o A s
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74) Do you drink kava? Yes
No
If yes, Every day

3-5 times a week
Once a week

Only on weekends
On special occasions

75) Have you been diagnosed by a doctor or Yes
registered health professional as having No
high blood pressure? Not sure
If yes, Yes
Are you currently taking medications to No
control your blood pressure? Not sure

If yes,
how long have you been taking this
medication?

1 to 3 months

Less than 6 months
6 months to 1 year
2 to 5 years

More than 5 years

00000000l o0opoO0ooD|ooogo|loool coooooo

76) Have you had a fasting blood glucose Yes

test before? No
Not sure

77) Have you been diagnosed by a doctor or Yes

registered health professional as being No
pre-diabetic? Not sure

If yes, Yes

Are you currently taking medications to No
control your blood glucose levels? Not sure

If yes,
(a) What medication are you taking to
control your blood glucose level?

O 1to3 months
(b) how long have you been taking this O Less than 6 months
medication? O 6 months to 1 year
O 2toS5years
O More than 5 years
78) Have you been diagnosed by a doctor or O Yes
registered health professional as having O No
Type 1 or Type 2 Diabetes? O Not sure
If yes, O Type 1 Diabetes
Which of the following have you been O Type 2 Diabetes
diagnosed with?
Following selection, O Yes
Are you currently taking medications to O No
control your blood sugar levels? O Not sure
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If yes,
(a) What medication/s are you taking to
control your blood glucose level?

(b) how long have you been taking this [0 1to3 months
medication? O Less than 6 months
O 6 months to 1 year
O 2toS5years
[ More than 5 years
79) Have you been diagnosed by a doctor or O Yes
registered health professional as having O No
high cholesterol? O Not sure
If yes, O Yes
Are you currently taking medications to O No
control your cholesterol levels? O Not sure

If yes,
(a) What medication/s are you taking to
control your cholesterol levels?

(b) how long have you been taking this
medication?

1to 3 months
Less than 6 months
6 months to 1 year

O
O
O
O 2to5years
O More than 5 years
80) In a typical week, how many days do O O0days
you do at least 30 minutes of exercise O 1-2 days
(such as walking, running, cycling, O 3-4 days
Jogging)? O 5-6days
O 7days
81) In a typical week, how often do you eat O o0days
fruits and vegetables? O 1-2 days
O 3-4 days
O 5-6days
O 7days
82) In a typical week, how often do you eat O 0days
foods that are high in saturated fat e.g. O 1-2 days
dairy foods (butter, ghee, cream, O 3-4days
regular-fat milk, cheese etc), meat (fatty O 5 days
beef, pork, chicken, lamb and sausages
etc) O 7days
83) In a typical week, how often do you eat O o0days
foods that are high in trans-fat e.g. O 1-2 days
baked goods (cakes, pies, cookies), fried O 3-4days
Zot:-:l, snacks (potato chips), margarine O 5-6days
O 7days
84) Is salt added in the cooking of food that O Never
you eat at home? O Rarely
O Sometimes
O Often
O Always
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85)

Do you add salt to your food at the
table?

Never
Rarely
Sometimes
Often
Always

86)

Do you know what your current Body
Mass Index (BMI) is?

Not sure

Less than 18.5
18.5-25

25-30

30-35

35-40

More than 40

87)

How do you describe your lifestyle?

Very stressful
Stressful
Relatively stressful
Free from stress

88)

Please indicate if any of the following
medical conditions/procedures are
known in your immediate family history

(i.e. parents, grandparents and siblings):

Hypertension (High blood pressure)
Diabetes Mellitus
Hypercholesterolemia (High cholesterol)
Heart Disease

Cardiovascular Surgery

Atrial Fibrillation (irregular fast heart beat/rate/rhythm)

Stroke
Not Sure

89)

Have you ever been hospitalised due to
problems with your heart or blood
pressure?

Yes
No
Not sure

90)

In the past, have you had a
cardiovascular risk assessment done?

Yes
No
Not sure

91)

What do you think your level of risk is
for cardiovascular disease?

Not sure
<3%
3-9%
10-14%
15+%

92)

What sources have you used to find out
more about cardiovascular health and
disease?

o0oo0ooOoO0oOoOo00 oCogoo0OoODboo0oo0ooDOoDOoObo0o0o0ojoooDbDoooOoooooOoao

O

None

Physician/Family Doctor/GP
Radio/Television

Family/Friends

Nurse

Internet

Written information

(i.e. pamphlet, information booklet)
Other (please specify)
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On behalf of our Research Team at AUT, we would like to thank you for taking time out today to complete
this questionnaire.

We truly appreciate your contribution to understanding the knowledge, attitudes and practices of
cardiovascular health within our community.

In order to be able to send you a summary of the results at the end of the study, please provide us with
your best contact number and email address:

e Contact number:

e Email address:

or, O 1do not wish to receive a summary of the results at the end of the study

Please note, your personal information will only be accessible to the Primary Researcher and the Research
Team during the time of the study.
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Phase Two Participant Information Sheet

Date Information Sheet Produced:

23 June 2020

Project Title

Examining cardiovascular health knowledge, attitudes and practises among the Fijian Indian community in New
Zealand

An Invitation

Hello, I'm Thrishila Parshu Ram and | am conducting a research project for my Doctor of Philosophy degree at
Auckland University of Technology. The focus of my research is on cardiovascular health among the Fijian Indian
community in Auckland, New Zealand; and | would like to invite you to participate in this research.

What is the purpose of this research?

Cardiovascular disease is one of the leading causes of death and illness in the world today. In New Zealand, the risk
of developing cardiovascular disease is increasing, where anyone is at risk but some more than others.

As it is well known, people of Pacific and Indian descent experience cardiovascular disease earlier on in their lives
than Western populations. The Fijian Indian population, who relate to both the Indian and Pacific ethnic groups, is
one such community that has considerable risk of developing cardiovascular disease.

By looking into the understanding and practises (i.e. behaviour and beliefs) related to cardiovascular health in the
Fijian Indian community, we are hoping to develop a preventative strategy for future use.

This will be the first study to consider the knowledge, attitudes and practices of cardiovascular health in the Fijian
Indian community. Finally, findings from this study may be used in academic publications and/or presentations that
aim to promote cardiovascular health in this population.

How was | identified and why am | being invited to participate in this research?

You have responded to an advertisement or personal invitation in the local community. Those interested in
participating in this study will need to meet the following criteria:

* beaged 18 years or above
*  must identify with the Fijian Indian ethnic group

*  have not been diagnosed with cardiovascular disease or suffered from a cardiovascular condition e.g. a
heart attack

* live in Auckland, New Zealand
*  have sufficient proficiency in English to complete the study questionnaire

Interested participants have been asked to contact me directly for more information about the research.
Participants will be included in the study in order of application and recruitment will be complete once the
maximum number of participants is reached.

How do | agree to participate in this research?

Your participation in this research is voluntary (it is your choice) and whether or not you choose to participate will
neither advantage nor disadvantage you. You are able to withdraw from the study at any time.

23 June 2020 page 1of 3
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If you choose to withdraw from the study, then you will be offered the choice between having any data that is
identifiable as belonging to you removed or allowing it to continue to be used. However, once the findings have
been produced, removal of your data may not be possible.

If you wish to participate in this study, a consent form has been attached at the end of this information sheet. Please
complete this along with your study questionnaire and direct it back to me within three weeks of receiving the study
information/material.

What will happen in this research?

If you choose to participate, you will be kindly asked to complete a questionnaire about your knowledge, attitude
and practises towards cardiovascular health at two time points — Baseline and Follow Up.

At the Baseline time point, you will be asked to fill in the questionnaire.
The questionnaire will take approximately 30 minutes of your time.
Depending on your preference, the questionnaire can be completed either:
1. Electronic version via online survey link
2. Written or hard-copy version via postage

Two weeks later (Follow Up time point), you will be asked to complete the questionnaire again and a brief review
form to provide feedback on our questionnaire. The questionnaire and review form will take approximately_40
minutes of your time.

Please note, only my supervisors and | will have access to the data collected for this study. Only results from this
study will be published and no personal information will be made identifiable.

What are the benefits?

There is no direct benefit in participating in this research. However, we are hoping that the information gained in
this research will be of value to future research and understanding of how best to prevent cardiovascular disease
in our Fijian Indian community.

This research may be beneficial to health service providers and community health educators who are working
actively to prevent the development of cardiovascular disease in high risk populations as well as help improve their
understanding of the current knowledge and practises within the Fijian Indian community. Lastly, this study will
contribute towards achieving my Doctor of Philosophy qualification.

What are the discomforts and risks?

As the research project is intended to record your current understanding and practises towards cardiovascular
health, we do not anticipate any form of risk in taking part in this study.

However, we are aware that it may evoke a feeling of hesitance or discomfort in you. Please be assured that | will
be mindful of managing any discomfort as much as possible.

How will these discomforts and risks be alleviated?

If you experience any distress/discomfort while completing the questionnaire or following the completion of the
questionnaire, you will have access to counselling support through Auckland University of Technology, at no cost.

AUT Health Counselling and Wellbeing is able to offer three free sessions of confidential counselling support for
adult participants in an AUT research project. These sessions are only available for issues that have arisen directly
as a result of participation in the research and are not for other general counselling needs. To access these services,
you will need to:

* dropinto our centres at WB219 or AS104 or phone 921 9992 City Campus or 921 9998 North Shore campus
to make an appointment. Appointments for South Campus can be made by calling 921 9992

* let the receptionist know that you are a research participant, and provide the title of my research and my
name and contact details as given in this Information Sheet

You can find out more information about AUT counsellors and counselling on http://www.aut.ac.nz/being-a-

student/current-postgraduates/your-health-and-wellbeing/counselling

23 June 2020 page 2 of 3
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How will my privacy be protected?

Your privacy and confidentiality will be a key priority throughout the study. Numbers NOT names will be used, and
any identifiable information will be excluded in any results obtained in this research.

Only my supervisors and | will have access to the data that has been collected and analysed. All data collected will
be stored securely for a period of six years, after which it will be deleted (electronic) and destroyed (written).

What are the costs of participating in this research?

There are no financial costs involved in participating in this study. However, it is anticipated that the questionnaire
will take approximately 30 minutes of your time.

What opportunity do | have to consider this invitation?

Interested participants are encouraged to respond within three weeks of receiving information about the study.

Will | receive feedback on the results of this research?

A summary of the findings of this study will be provided back to all participants via email or post. You may wish to
receive or not receive the summary by indicating on the consent form attached.

What do | do if | have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the primary Project
Supervisor, Dr Gael Mearns on gael.mearns@aut.ac.nz or (09) 921 9999 ext. 7108.

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC, Dr Carina
Meares, ethics@aut.ac.nz , 921 9999 ext 6038.

Whom do | contact for further information about this research?
Please keep this Information Sheet and a copy of the Consent Form for your future reference.

You are also able to contact the research team as follows:

Researcher Contact Details:

Thrishila Parshu Ram
Email: trishparshuram.aut@outlook.com
Contact: 0211032931

Project Supervisor Contact Details:

Dr Gael Mearns

Email: gael. mearns@aut.ac.nz
Phone: (09) 921 9999 ext. 7108

Approved by the Auckland University of Technology Ethics Committee on 23 June 2020, AUTEC Reference number 19/63.
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Appendix 16: Phase Two Participant Consent Form
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Participant Consent Form

Project title: Examining cardiovascular health knowledge, attitude and practises among
the Fijian Indian community in New Zealand

Project Supervisor: Dr Gael Mearns

Researcher: Thrishila Parshu Ram

O | have read and understood the information provided about this research project in the Participant

Information Sheet dated 23™ June 2020.
O | have had an opportunity to ask questions and to have them answered,

O | understand that taking part in this study is voluntary (my choice) and that | may withdraw from the
study at any time without being disadvantaged in any way.

O | understand that if | withdraw from the study then, while it may not be possible to destroy all records
of the correspondence of which | was part, | will be offered the choice between having any data that
is identifiable as belonging to me removed or allowing it to continue to be used. However, once the
findings have been produced, removal of my data may not be possible.

O | agree to take part in this research.

Signature :

Name :

Date:

Approved by the Auckland University of Technology Ethics Committee on 23 June 2020. AUTEC Reference number
19/63.
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Appendix 17: Participant Recruitment Flyer

KRR
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W)

______________________________________________________________ @

Interested in cardiovascular health research?

Do you identify with the Fijian Indian ethnic group?
[ Are you aged 18 years or above?
M Do you live in Auckland?

M And have not been diagnosed with cardiovascular
disease or suffered from a cardiovascular condition
e.g. a heart attack?

B have sufficient proficiency in English
Then, we would like to hear from you!

This research project will be looking at the current
understanding and practices towards cardiovascular health
among this community.

To participate, simply complete a questionnaire today
about knowledge, attitude and practises towards
cardiovascular health!
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Appendix 18: Qualtrics Version of KAP Survey

52312020 Qualtrics Survey Software

AU

PART 1 - Section A: Knowledge of Cardiovascular Health

Heart disease is a disease that is related to heart and blood vessels

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

A person always knows when they have heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) O O O

If you have a family history of heart disease, you are at risk of developing heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

The older a person is, the greater their risk of having heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) O O O O

Eating fatty foods does not affect blood cholesterol levels

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) @) @) @)

Only exercising will lower a person's chance of developing heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree
hitps:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qyS&ContexiLibrarylD=UR_26... 1/23
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5/23/2020 Qualtrics Survey Software
Walking and gardening are considered exercise that will help lower a person’s chance of
developing heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

Heart disease can occur to young people

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) O O O

Eating a lot of red meat increases heart disease risk

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) @) @) @)

Most people can tell whether or not they have high blood pressure

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

The most common cause of heart attacks is stress

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) @) @) @)

Men and women experience many of the same symptoms of a heart attack

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

Heart disease is a short-term illness

Strongly Agree Agree Not Certain Disagree Strongly Disagree

©) ©) @) ©) @)

Which of the following factors increases the risk of a heart attack or heart disease?

(Please tick all that apply)

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 2/23
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a High blood pressure
(O High blood sugar
(O High cholesteral
[ Physical inactivity
(O overweight
(O cigarette/Smoking
[0 smokeless tobacco
(O Excessive alcohol
[ Excessive stress
(O Family history of a heart attack
[ severe mental iliness
(O Heart failure
(O Impaired kidney function

Symptoms of a heart attack can include...

(Please tick all that apply)

Difficulty in breathing

Pain in chest, teeth and jaw
Pain or numbness in the arms
Excessive sweating/cold sweat
Vomiting tendency (nausea)
Dizziness or light-headedness
Heartburn/Indigestion

Fatigue

00000000 d

Loss of consciousness

PART 1 - Section B: Attitudes towards Cardiovascular Health

| don’t think I’'m at risk of having heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 3/23
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| don’t want to change my lifestyle

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O o) O

| feel the amount of food | eat is too much, and | would like to cut down

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) @) @) @)

| feel my present weight is too high for my height or age
Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

| don’t think changing my behaviour will reduce my risk of developing heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

| don’t have time to take care of myself

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O @) O O O

God or a higher power ultimately determines my health

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

| should be doing exercise to maintain a healthy lifestyle

Strongly Agree Agree Not Certain Disagree Strongly Disagree
O O @) @) O
If | need to go to places somewhere nearby, | choose to walk rather than taking any other form
of transport
Strongly Agree Agree Not Certain Disagree Strongly Disagree

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 4/23
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©) ©) @) ®)

| know smoking is bad for health

Strongly Agree Agree Not Certain Disagree
@) @) O O
| should ensure that my weight is appropriate for my height
Strongly Agree Agree Not Certain Disagree
O O O O
| should take less oily food for a healthy lifestyle
Strongly Agree Agree Not Certain Disagree
@) @) O O

Strongly Disagree

O

Strongly Disagree

O

Strongly Disagree

O

| prefer to spend more time on my electronic device(s) or watching TV rather than exercising

Strongly Agree Agree Not Certain Disagree

O @) @) @)

| choose to eat or buy fast food when going out with family or friends

Strongly Agree Agree Not Certain Disagree
@) @) @) O
| can manage my stress
Strongly Agree Agree Not Certain Disagree
O O @) O
| should avoid drinking carbonated drinks
Strongly Agree Agree Not Certain Disagree
O O O O

| should include fruit or vegetables in my diet for maintaining my health

Strongly Agree Agree Not Certain Disagree

Strongly Disagree

O

Strongly Disagree

O

Strongly Disagree

O

Strongly Disagree

O

Strongly Disagree

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26...
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) ) @) @) @)

PART 1 - Section C: Practices towards Cardiovascular Health

| exercise more than 20 minutes, 3 times a week

Always Often Sometimes Rarely Never

©) ) @) ©) @)

| use more than 3 teaspoons of salt per day

Always Often Sometimes Rarely Never

O O O O O

| consume fatty foods more than 3 times a week

Always Often Sometimes Rarely Never

O O @) @) @)

My daily activity involve vigorous activity? (E.g. heavy lifting, digging)

Always Often Sometimes Rarely Never

O O O O O

| walk for at least 10 minutes to get to and from places such as café, classes, mosque etc.?

Always Often Sometimes Rarely Never

O @) @) @) @)

During my spare time, | exercise for at least 20 minutes (per session)?

Always Often Sometimes Rarely Never

O O O O O

| often take any health supplements or | am on a special diet
(that is not recommended by a health professional)

Always Often Sometimes Rarely Never

O O O O O

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26...
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| eat two fruit servings per day

Always Often Sometimes Rarely Never

O O @) O O

| eat three vegetables servings per day

Always Often Sometimes Rarely Never

@) O O O O

| eat dinner late at night before | sleep

Always Often Sometimes Rarely Never

@) @) @) @) @)

| eat in between main meals
(E.g. snacking, eating biscuits, etc.)

Always Often Sometimes Rarely Never

O O @) @) @)

| lead a stressful life

Always Often Sometimes Rarely Never

O O O O O

It is likely that | will suffer from a heart attack or stroke in the future

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O @) @) @)

| am concerned about the likelihood of having a heart attack/stroke in the near future

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) O O O

Having a heart attack or stroke is always fatal

Strongly Agree Agree Not Certain Disagree Strongly Disagree

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 7/23
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) ) @) @) @)

My whole life would change if | had a heart attack or stroke

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

| believe walking a lot can benefit my health

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) O @) @) @)

Increasing my exercise will decrease my chances of having a heart attack or stroke

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

Eating a healthy diet will decrease my chance of having a heart attack or stroke

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) @) @) @) @)

| don’t have time to exercise for 30 minutes a day on most days of the week

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

| don’t know about healthy diets that would prevent me from developing heart disease

Strongly Agree Agree Not Certain Disagree Strongly Disagree

@) O @) @) @)

| have other problems more important than worrying about diet and exercise

Strongly Agree Agree Not Certain Disagree Strongly Disagree

O O O O O

PART 2 - Open-Ended Questions

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 8/23
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How could local health professionals support you to better understand your heart health?

What ideas or suggestions do you have for improving our community’s understanding of
heart disease?

What would be the most helpful health resource or service for our Fijian Indian community to
learn and understand more about heart disease?

Do you have any other comments?

PART 3 - Participant Demographics & Current Health Status

Which gender do you identify most with?

O Male
O Female

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_26... 9/23
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O Gender Diverse

Age (in years)

Country of Birth?

What is your marital status?

@) Single

QO Long term relationship/partnership/de facto
O Married

O widowed

QO Divorced

What is your present religion, if any?

@) No religion

(O Christian

O Hindu

QO Islam/Muslim

@) Not listed (please specify)

QO | prefer not to disclose

How many people, including you, are there in your family or household?

O 1 (I am single)
0?2
Os
O 4
O>s

O 6ormore

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 10/23
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Length of residency in New Zealand?

O One year or less
O 1-3 years

QO 3-5years

QO 5-10 years

(O 10 years or more

What s your highest level of education attained?

O No Formal Education

QO Primary School Education
QO Secondary School Education
(O Tertiary Education

In what languages can you speak fluently?
(Please select all that apply)

O engiish

[ Fiji Hindustani (Fiji Hindi)

O Hindi

(O Fijian

O Other (please specify)

What is your current employment status?

O unable to work

O Employed full time (40 or more hours per week)
(O Employed part time (up to 39 hours per week)
O Unemployed

QO self-employed

QO student

(O Homemaker

O Retired

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 11/23
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In general, how would you consider you health condition to be?

O Excellent
O Very Good
O Good
QO Fair
O Poaor

Do you have a family doctor?

O Yes
O No

When was your latest health check-up at your local health centre or family doctor’s?

O within the last 3 months
(O within the last 6 months
O within 1 year

QO Inthe last 2 years and over
O Not sure

Are you a smoker?

O Yes
O No

O Ex-smoker

If yes,

O | am a social smoker
(O Upto 5 times a week
(O Upto 10 per day

O Up to 11-19 per day
O More than 20 per day

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 12/23
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How often do you drink alcohol?

O Never

O Monthly or less
O 2to 4times a week
O 2-3 times a week

(O 4 or more times a week

How many per day?

O None, 1 or 2

QO 3o0r4
QO 50r6

O 7.80r9
O 10 or more

6 or more one day?
O Never
QO Less than monthly

O Monthly
O Wweekly
O Daily or almost daily

Do you drink kava?

O Yes
O No

If yes,

O Every day

O 3-5times a week
O Once aweek

(O Only on weekends

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 13/23
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(O On special occasions

Have you been diagnosed by a doctor or registered health professional as having high blood
pressure?

O ves

O No
O Not Sure

If yes, are you currently taking medications to control your blood pressure?

O ves

O No
O Not Sure

If yes, how long have you been taking this medication?

O 1to 3 months

O Less than 6 months
O 6 months to 1 year
O 2to5years

O More than 5 years

Have you had a fasting blood glucose test before?

O ves

O No
O Not Sure

Have you been diagnosed by a doctor or registered health professional as being pre-diabetic?

O VYes
O No

O Not Sure

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 14/23
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If yes, are you currently taking medications to control your blood glucose levels?

O ves

O No
O Not Sure

If yes, what medication are you taking to control your blood glucose level?

How long have you been taking this medication?

O 1to0 3 months

QO Less than 6 months
(O 6 months to 1 year
O 2to 5 years

O More than 5 years

Have you been diagnosed by a doctor or registered health professional as having Type 1 or
Type 2 Diabetes?

O vYes

O No
O Not Sure

If yes, which of the following have you been diagnosed with?

@) Type 1 Diabetes
O Type 2 Diabetes

Are you currently taking medications to control your blood sugar levels?

O ves

O No
O Not Sure

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 15/23
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If yes, what medication/s are you taking to control your blood glucose level?

How long have you been taking this medication?

O 1to0 3 months

O Less than 6 months
(O 6 months to 1 year
O 2to5 years

O More than 5 years

Have you been diagnosed by a doctor or registered health professional as having high
cholesterol?

O Yes

O No
(O Not Sure

If yes, are you currently taking medications to control your cholesterol levels?

O Yes
O No

(O Not Sure

If yes, what medication/s are you taking to control your cholesterol levels?

How long have you been taking this medication?

O 1103 months

QO Less than 6 months
O 6 months to 1 year
QO 2to5years

O More than 5 years

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 16/23
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In a typical week, how many days do you do at least 30 minutes of exercise (such as walking,
running, cycling, jogging)?

O odays
O 1-2days
O 3-4days
QO 5-6 days
QO 7 days

In a typical week, how often do you eat fruits and vegetables?

Oo days
O 1-2days
QO 3-4days
QO 5-6days
QO 7 days

In a typical week, how often do you eat foods that are high in saturated fat e.g. dairy foods
(butter, ghee, cream, regular-fat milk, cheese etc), meat (fatty beef, pork, chicken, lamb and

sausages etc)

Oo days
O 1-2days
O 3-4days
O 5-6days
QO 7 days

In a typical week, how often do you eat foods that are high in trans-fat e.g. baked goods
(cakes, pies, cookies), fried food, snacks (potato chips), margarine etc?

O 0 days
QO 1-2 days
QO 3-4days
O 5-6days
O 7 days

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 17/23
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Is salt added in the cooking of food that you eat at home?

O Never
QO Rarely
O Sometimes
O often

O Always

Do you add salt to your food at the table?

O Never
QO Rarely
O Sometimes
O often

O Always

Do you know what your current Body Mass Index (BMI) is?

Not Sure

Less than 18.5
18.56-25
25-30

30-35

35-40

More than 40

ONONONONONONO)

How do you describe your lifestyle?

O Very stressful
QO stressful
O Relatively stressful

(O Free from stress

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 18/23

311



5/23/2020 Qualtrics Survey Software

Please indicate if any of the following medical conditions/procedures are known in your
immediate family history (i.e. parents, grandparents and siblings):

d Hypertension (High blood pressure)

(] Diabetes Mellitus

(O Hypercholesterolemia (High cholesterol)

(O Heart Disease

(O cardiovascular Surgery

(O Atrial Fibrillation (Irregular fast heart beat/rate/rhythm)
(O stroke

(O Not Sure

Have you ever been hospitalised due to problems with your heart or blood pressure?

O ves

O No
O Not Sure

In the past, have you had a cardiovascular risk assessment done?

O vYes

O No
O Not Sure

What do you think your level of risk is for cardiovascular disease?

@) Not Sure
O <3%
0O3-9%
O 10-14%
O 15+%

What sources have you used to find out more about cardiovascular health and disease?

D None

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=5SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2...
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(O Physician/Family Doctor/GP

[ Radio/Television

(O Family/Friends

(O Nurse

O Internet

[ written Information (i.e pamphlet, information booklet)

| Other (please specify)

Powered by Qualtrics

https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 20/23
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https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 21/23
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https:/faut.au1.qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveylD=SV_9HqpFdHzi5L3qy9&ContexiLibrarylD=UR_2... 22/23
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Appendix 19: Scoring Instructions

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

PART 1 - Knowledge, Attitudes and Practices of Cardiovascular Health

Section A: Knowledge of Cardiovascular Health
Please select only ONE box to indicate how much you agree or disagree with each statement below

Strongly Not ) Strongly
Agree Agree Certain Disagree Disagree
1) Heart disease is a disease that is related to 5 4 3 2 1
heart and blood vessels
2) A.person always knows when they have heart 1 2 3 4 5
disease
3) If you have a family history of heart disease,
) ; : 5 4 3 2 1
you are at risk of developing heart disease
4) The_older a pe!’son is, the greater their risk of = p 3 3 n
having heart disease
5) Eating fatty foods does not affect blood 1 3 3 4 5
cholesterol levels
— - l
6) Only exercising will lower a person's chance 1 2 3 4 5

of developing heart disease

7) Walking and gardening are considered
exercise that will help lower a person’s 5 4 3 2 1
chance of developing heart disease

8) Heart disease can occur to young people 5 4 3 2 1
9) E?tlng a I_ot of red meat increases heart 5 4 3 2 1
disease risk

10)  Most people can tell whether or not they

1 2 3 4 5
have high blood pressure.
11)  The most common cause of heart attacks is 1 2 3 4 5
stress.
12)  Men and women experience many of the
5 4 3 2 1
same symptoms of a heart attack
13)  Heart disease is a short-termillness 1 2 3 4 5
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Section A: Knowledge of Cardiovascular Health

14) Which of the following factors increases the risk of a
heart attack or heart disease?

High blood pressure
High blood sugar

High cholesterol

Physical inactivity
Overweight
Cigarette/Smoking
Smokeless tobacco
Excessive alcohol

Excess stress

Family history of a heart attack
Severe mental iliness
Heart failure

Impaired kidney function

(Please tick all that apply)

OO0ooooooooooo

15) Symptoms of a heart attack can include...
(Please tick all that apply)

Difficulty in breathing

Pain in the chest, teeth and jaw
Pain or numbness in the arms
Excessive sweating/cold sweat
Vomiting tendency (nausea)
Dizziness or light-headedness
Heartburn/Indigestion

Fatigue

Loss of consciousness

Oooooooooo

ForQlto13:

e Correct answer = maximum of 5 points then ascending or descending points in that order

For Q14 (Risk Factors):

s 1 point for each option chosen
e Maximum =13 points

For Q15 (Heart Attack Symptoms):

* 1 point for each option chosen
*  Maximum =9 points

Total : 87 points
Individual score + total score = n = calculate percentage

- Poor Knowledge =0 - 50%
- Fair Knowledge = 51 — 80%
- Good Knowledge = 81 -100%
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Section B: Attitudes towards Cardiovascular Health

Please select only ONE box to indicate how much you agree or disagree with each statement below

Strongly Not . Strongly
. D .
Agree Agree Certain isagree Disagree
16) I don’t think I'm at risk of having heart disease 1 2 3 4 5
17) I don’t want to change my lifestyle 1 2 3 4 5
18)  |feel thf: amount of food | eat is too much, and | 5 4 3 2 1
would like to cut down
19) | fe‘el my present weight is too high for my 5 4 3 2 1
height or age
20)  1don't think changing my behaviour will reduce
. . . 1 2 3 4 5
my risk of developing heart disease
21) |don’t have time to take care of myself 1 2 3 4 5
22)  God or a higher power ultimately determines my 1 2 3 4 5
health
23) I'should be doing exercise to maintain a healthy 5 /| 3 2 :l
lifestyle
24)  If I need to go to places somewhere nearby, |
choose to walk rather than taking any other 5 4 3 2 1
form of transport
25) | know smoking is bad for health 5 4 3 2 1
26)  1should e.nsure that my weight is appropriate 5 4 3 2 1
for my height
27)  |should take less oily food for a healthy lifestyle 5 4 3 2 1
28) | prefer to spend more time on my electronic 1 2 3 4 5
device(s) or watching TV rather than exercising
29) Ichoose to eat or buy fast food when going out
) . . 1 2 3 4 5
with family or friends
30) | can manage my stress 5 4 3 2 1
31) |should avoid drinking carbonated drinks 5] 4 3 2 1
32) Ishould include fruit or vegetables in my diet for 5 4 3 2 1
maintaining my health
ForQil6-32:

Positive response = maximum of 5 points then ascending or descending points in that order

Total : 85 points

Individual score + total score = n = calculate percentage

Poor Attitude = 0 - 50%
Fair Attitude = 51 — 80%
Good Attitude = 81 -100%
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Section C: Practices towards Cardiovascular Health
Please select only ONE box to for each of question below

Always | Often | Sometimes Rarely Never
33) I exercise more than 20mins 3x/week 5 4 3 2 1
34) 1use more than 3 teaspoons of salt per day 1 2 3 4 5
35) | consume fatty foods more than 3 times a week 1 2 3 4 5
36) My daily activity involve vigorous activity? (E.g. heavy 5 4 3 2 1
lifting, digging)
37) 1 walk for at least 10 minutes to get to and from places
. 5 4 3 2 1
such as café, classes, mosque etc.?
38) Dt.mng my spare 'c.lme, | exercise for at least 20 5 4 3 2 1
minutes (per session)?
39) | often take any health supplements or | am on a
special diet 1 2 3 4 5
(that is not recommended by a health professional)
40) | eat two fruit servings per day 5 4 2 1
41) | eatthree vegetables servings per day 5 4 2 1
42) |eatdinner late at night before | sleep 1 2 3 4 &
43) leatin be@ween mam meals 1 2 2 4 5
(E.g. snacking, eating biscuits, etc.)
44) 1 lead a stressful life 1 2 3 4 5
Please select only ONE box to indicate how much you agree or disagree for each statement below
Strongly Not , Strongly
Agree Agree Certain Disagree Disagree
45) _\t is likely that | will suffer from a heart attack or stroke 1 2 3 4 5
in the future
46) | am concerned about the likelihood of having a heart
i 1 2 =l 4 5
attack/stroke in the near future
47) Having a heart attack or stroke is always fatal 1 2 3 4 5
48) My whole life would change if | had a heart attack or 1 2 3 4 5
stroke
49) | believe walking a lot can benefit my health 5 4 3 2 1
50) Increasing my exercise will decrease my chances of
. 5 4 3 2 1
having a heart attack or stroke
51) Eating a healthy diet will decrease my chance of having
5 4 3 2 1
a heart attack or stroke
52) 1don’t have time to exercise for 30 minutes a day on
1 2 3 4 5
most days of the week
53) Idon‘t know about healthy diets that would prevent me
i R 1 2 3 4 5
from developing heart disease
54) | have other problems more important than worrying
R . 1 2 3 4 5
about diet and exercise
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ForQ33-54:
L]

Positive response = maximum of 5 points then ascending or descending points in that order

Total : 110 points

Individual score + total score = n = calculate percentage
- Poor Practices = 0 - 50%
- Fair Practices = 51 — 80%
- Good Practices = 81 -100%
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PART 3 - Participant Demographics & Current Health Status

Since the final part of the survey is to gather participant demographics and their current health status, the answer
options in this section are ordered numerically.

Please note, the “number” assigned is not representative of a point/score. It is just a number that represents the answer
option.

1) Which gender do you identify most with?

Male
Female
Gender Diverse

2) Age (in years)

P WNPRWNPE

18-24 years
25-39 years
40-60 years
60+ years

3) Country of Birth?

N

Fiji
New Zealand

4) What is your marital status?

Single

Long term relationship/partnership/de facto
Married

Widowed

Divorced

5) What is your present religion, if any?

No religion

Christian

Hindu

Islam/Muslim

Not listed (please specify)
| prefer not to disclose

6) How many people, including you, are
there in your family or household?

1 (I am single)
2

3

4

5

6 or more

7) Length of residency in New Zealand?

One year or less
1-3 years

3-5 years

5-10 years

10 years or more

8) What is your highest level of education
attained?

No Formal Education
Primary School Education
Secondary School Education
Tertiary Education

MR WNPEAWNRUMARWNERGOGDNARARWNPROMURARWNERLAWNER

9) In what languages can you speak English
fluently? Fiji Hindustani (Fiji Hindi)
(Please select all that apply) Hindi
Fijian
Other (please specify)
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10) What is your current employment
status?

® N ©n A

Unable to work

Employed full time

(40 or more hours per week)
Employed part time

(up to 39 hours per week)
Unemployed

Self-employed

Student

Homemaker

Retired

11) In general, how would you consider your
health condition to be?

Excellent
Very Good
Good

Fair

Poor

12) Do you have a family doctor?

Yes
No

13) When was your latest health check-up at
your local health centre or family
doctor’s?

e WNPRINRGORAWNR

Within the last 3 months
Within the last 6 months
Within 1 year

In the last 2 years and over
Not sure

14) Are you a smoker?

B b

Yes

No
Ex-smoker

If yes,

| am a social smoker
Up to 5 times a week
Up to 10 per day

Up to 11-19 per day
More than 20 per day

15) How often do you drink alcohol?

Never

Monthly or less

2 to 4 times a month
2-3 times a week

4 or more times a week

If selected option 2 to 4 in Question 73,
How many per day?

None, 1or2
3or4d
S5or6
7,80r9

10 or more

If selected option 2 to 4 in Question 73,
6 or more one day?

e wNPp R WNRGNRWNRE N RWNRE

Never

Less than monthly
Monthly

Weekly

Daily or almost daily
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16) Do you drink kava? 1. Yes
2. No
If yes, 1. Every day
2. 3-5times aweek
3. Once a week
4. Only on weekends
5. On special occasions
17) Have you been diagnosed by a doctor or 1. Yes
registered health professional as having 2. No
high blood pressure? 3. Not sure
If yes, 1. Yes
Are you currently taking medications to 2. No
control your blood pressure? 3. Not sure
If yes, 1. 1to 3 months
how long have you been taking this 2. Less than 6 months
medication? 3. 6 monthsto 1year
4. 2to5years
5. More than 5 years
18) Have you had a fasting blood glucose 1. Yes
test before? 2. No
3. Notsure
19) Have you been diagnosed by a doctor or 1. Yes
registered health professional as being 2. No
pre-diabetic? 3. Not sure
If yes, 1. Yes
Are you currently taking medications to 2. No
control your blood glucose levels? 3. Notsure

If yes,
(a) What medication are you taking to
control your blood glucose level?

TEXT ONLY (NO CODING)

1. 1to 3 months
(b) how long have you been taking this 2. Lessthan 6 months
medication? 3. 6 monthsto 1 year
4, 2to5years
5. More than 5 years
20) Have you been diagnosed by a doctor or 1. Yes
registered health professional as having 2. No
Type 1 or Type 2 Diabetes? 3. Notsure
If yes, 1. Type 1 Diabetes
Which of the following have you been 2. Type 2 Diabetes
diagnosed with?
Following selection, 1. Yes
Are you currently taking medications to 2. No
control your blood sugar levels? 3. Notsure
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If yes, TEXT ONLY (NO CODING)
(a) What medication/s are you taking to
control your blood glucose level?

(b) how long have you been taking this 1. 1to 3 months
medication? 2. Lessthan 6 months
3. 6 monthsto 1 year
4, 2to5vyears
5. More than 5 years
21) Have you been diagnosed by a doctor or 1. Yes
registered health professional as having 2. No
high cholesterol? 3. Not sure
If yes, 1. Yes
Are you currently taking medications to 2. No
control your cholesterol levels? 3. Notsure
If yes, TEXT ONLY (NO CODING)
(a) What medication/s are you taking to
control your cholesterol levels?
(b) how long have you been taking this 1. 1to 3 months
medication? 2. Lessthan 6 months
3. 6 monthsto 1 year
4. 2to5years
5. More than 5 years
22) In a typical week, how many days do 1. Odays
you do at least 30 minutes of exercise 2. 1-2 days
(such as walking, running, cycling, 3. 3-4days
jogging)? 4. 5-6 days
5. 7days
23) In a typical week, how often do you eat 1. Odays
fruits and vegetables? 2. 1-2 days
3. 3-4days
4. 5-6 days
5. 7 days
24) In a typical week, how often do you eat 1. 0days
foods that are high in saturated fat e.g. 2. 1-2 days
dairy foods (butter, ghee, cream, 3. 3-4days
regular-fat mi!k, cheese etc), meat (fatty 4. 56 days
beef, pork, chicken, lamb and sausages
etc) 5. 7days
25) In a typical week, how often do you eat 1. Odays
foods that are high in trans-fat e.g. 2. 1-2 days
baked goods (cakes, pies, cookies), fried 3. 3-4days
food, snacks (potato chips), margarine 4. 56days
etc?
5. 7days
26) Is salt added in the cooking of food that 1. Never
you eat at home? 2. Rarely
3. Sometimes
4. Often
5. Always
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27)

Do you add salt to your food at the
table?

Never
Rarely
Sometimes
Often
Always

28)

Do you know what your current Body
Mass Index (BMI) is?

Not sure

Less than 18.5
18.5-25

25-30

30-35

35-40

More than 40

29)

How do you describe your lifestyle?

Very stressful
Stressful
Relatively stressful
Free from stress

30)

Please indicate if any of the following
medical conditions/procedures are
known in your immediate family history

(i.e. parents, grandparents and siblings):

Hypertension (High blood pressure)
Diabetes Mellitus
Hypercholesterolemia (High cholesterol)
Heart Disease

Cardiovascular Surgery

Atrial Fibrillation (irregular fast heart beat/rate/rhythm)

Stroke
Not Sure

31)

Have you ever been hospitalised due to
problems with your heart or blood
pressure?

Yes
No
Not sure

32)

In the past, have you had a
cardiovascular risk assessment done?

WM PR WNPRENOUAWNEREDRWNERNGWNDLRWNR®NRAWNRE

Yes
No
Not sure

33)

What do you think your level of risk is
for cardiovascular disease?

Not sure
<3%
3-9%
10-14%
15+%

34)

What sources have you used to find out
more about cardiovascular health and
disease?

Nk wNRP©NAEWNRE

None

Physician/Family Doctor/GP
Radio/Television

Family/Friends

Nurse

Internet

Written information

(i.e. pamphlet, information booklet)
Other (please specify)
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Appendix 20: AUT Ethics Approval-Phase Two

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

Auckland University of Technology Ethics Committee (AUTEC)

Auckland University of Technology

D-88, Private Bag 92006, Auckland 1142, NZ
T:+64 9 921 9999 ext. 8316

E: ethics@aut.ac.nz

www.aut.ac.nz/researchethics

23 June 2020

Gael Mearns
Faculty of Health and Environmental Sciences

Dear Gael

Re: Ethics Application: 19/63 Examining cardiovascular health knowledge, attitude & practices among the Fijian
Indian Community in New Zealand

Thank you for responses to the conditions for the recruitment of phase two and three of your ethics application.

The recruitment for Phase Two - assess feasibility and the appropriateness of the questionnaire in a small population
of the target community and Phase Three within the target community as a survey is approved.

I remind you of the Standard Conditions of Approval.

1. The research is to be undertaken in accordance with the Auckland University of Technology Code of Conduct
for Research and as approved by AUTEC in this application.

2. Aprogress report is due annually on the anniversary of the approval date, using the EA2 form.

3. A final report is due at the expiration of the approval period, or, upon completion of project, using the EA3
form.

4. Any amendments to the project must be approved by AUTEC prior to being implemented. Amendments can
be requested using the EA2 form.

5. Any serious or unexpected adverse events must be reported to AUTEC Secretariat as a matter of priority.

6. Any unforeseen events that might affect continued ethical acceptability of the project should also be reported
to the AUTEC Secretariat as a matter of priority.

7. ltis your responsibility to ensure that the spelling and grammar of documents being provided to participants
or external organisations is of a high standard.

AUTEC grants ethical approval only. You are responsible for obtaining management approval for access for your research
from any institution or organisation at which your research is being conducted. When the research is undertaken outside
New Zealand, you need to meet all ethical, legal, and locality obligations or requirements for those jurisdictions.

Please quote the application number and title on all future correspondence related to this project.

For any enquiries please contact ethics@aut.ac.nz. The forms mentioned above are available online through
http://www.aut.ac.nz/research/researchethics

(This is a computer-generated letter for which no signature is required)

The AUTEC Secretariat
Auckland University of Technology Ethics Committee

Ce: thrishilaparshuram@gmail.com; jagamaya.shrestha@aut.ac.nz
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Appendix 21: Preliminary Findings

Table 1

Knowledge of CV Health (n=28)

Frequency | Percent (%)
1. Heart disease is a disease that is related to the heart and Agree 3 10.7
blood vessels Strongly Agree 25 89.3
Agree 8 28.6
Not Certain 14.3
2. A person always knows when they have heart disease Disagree 3 164
Strongly Disagree 3 10.7
Not Certain 2 7.1
3. Ifyou have a family history of heart disease, you are at risk  [“Agree 17 60.7
of developing heart disease
Strongly Agree 321
Disagree 17.9
4. The older a person is, the greater their risk of having heart Not Certain 17.9
disease Agree 13 46.4
Strongly Agree 4 14.3
Strongly Agree 1 3.6
Agree 1 3.6
5. Eating Fatty foods does not affect blood cholesterol levels Disagree 1 229
Strongly Disagree 14 50.0
Strongly Agree 3 10.7
Agree 6 21.4
6. Only e:fercising will lower a person’s chance of developing Not Certain 143
heart disease -
Disagree 14 50.0
Strongly Disagree 1 3.6
Disagree 1 3.6
7. Walking and gardening are considered exercise that will Not Certain 3 10.7
help lower a person’s chance of developing heart disease Agree 20 71.4
Strongly Agree 4 14.3
Not Certain 2 7.1
8. Heart disease can occur to young people Agree 16 57.1
Strongly Agree 10 35.7
Disagree 3 10.7
Not Certain 11 39.3
9. Eating a lot of red meat increases heart disease risk Agree I 393
Strongly Agree 3 10.7
Agree 10 35.7
10. Most people can tell whether or not they have high blood Not Certain 5 179
pressure Disagree 12 42.9
Strongly Disagree 3.6
Strongly Agree 7.1
Agree 12 42.9
11. The most common cause of heart attacks is stress Not Certain 8.6
Disagree 21.4
Disagree 1 3.6
12. Men and woman experience many of the same symptoms of Not Certain 8 286
a heart attack Agree 16 57.1
Strongly Agree 3 10.7
Strongly Agree 1 3.6
Not Certain 2 7.1
13. Heart disease is a short-term illness Disagree 7 507
Strongly Disagree 8 28.6
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N, % Of
Responses | Participants

High Blood Pressure 25 89.3

High Blood Sugar 18 64.3

High Cholesterol 27 96.4

Physical Inactivity 21 75.0

Overweight 27 96.4

14. Which of the following factors increases the risk of | Cigarette/ Smoking 22 78.6
a heart attack or heart disease? Smokeless Tobacco 12 42.9
(P|ease tick all that app|y_) Excessive Alcohol 21 75.0
Excessive Stress 22 78.6

Family History of Heart Attack 27 96.4

Severe Mental IlIness 5 17.9

Heart Failure 25 89.3

Impaired Kidney Function 9 32.1
N, % Of

Responses | Participants

Difficulty Breathing 27 96.4

Pain in Chest, Teeth, and Jaw 27 96.4

Pain or numbness in the arms 24 85.7

Excessive Sweating/ Cold Sweats 19 67.9

15. Symptoms of a heart attack can include... __

Vomiting Tendency 5 17.9

(Pleas tick all that apply) Dizziness or Light-Headedness 15 53.6
Heartburn/ Indigestion 15 53.6

Fatigue 9 321

Loss of Consciousness 18 64.3
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Table 2

Attitudes towards CV Health (n=28)

Frequency | Percent (%)
Strongly Agree 2 7.1
Agree 5 17.9
16. I don’t think im at risk of having heart disease Not Certain 9 321
Disagree 7 25.0
Strongly Disagree 5 17.9
Strongly Agree 1 3.6
17. I don’t want to change my lifestyle Agree 4 143
Not Certain 4 14.3
Disagree 7 25.0
Strongly Disagree 5 17.9
Strongly Disagree 3 10.7
Disagree 1 3.6
18. | feel the amount of food | eat is too much, and | would like Not Certain 2 71
to cut down
Agree 14 50.0
Strongly Agree 8 28.6
Strongly Disagree 3 10.7
Disagree 7 25.0
19. | feel my present weight is too high for my height or age Not Certain 2 7.1
Agree 9 321
Strongly Agree 7 25.0
Agree 4 14.3
20. Idon’t think changing my behaviour will reduce my risk of Not Certain 1 36
developing heart disease Disagree 15 53.6
Strongly Disagree 7 25.0
Strongly Agree 1 3.6
Agree 7.1
21. Idon’t have time to take care of myself Not Certain 36
Disagree 17 60.7
Strongly Disagree 7 25..0
Agree 2 7.1
Not Certain 4 14.3
22. God or a higher power ultimately determines my health Disagree B 129
Strongly Disagree 10 35.7
Strongly Disagree 1 3.6
23. 1should be doing exercise to maintain a healthy lifestyle Agree 7 25.0
Strongly Agree 20 71.4
Disagree 25.0
24. If I need to go to places somewhere nearby, | choose to walk | Not Certain 3.6
rather than taking any form of transport Agree 12 42.9
Strongly Agree 8 28.6
Agree 1 3.6
25. I know smoking is bad for my health Strongly Agree 57 %4
Strongly Disagree 1 3.6+
o . _ Not Certain 1 3.6
26. | should ensure that my weight is appropriate for my height Agree 2 129
Strongly Agree 14 50.0
Not Certain 1 3.6
27. 1should take less oily food for a healthy lifestyle Agree 11 39.3
Strongly Agree 16 57.1
Strongly Agree 1 3.6
28. 1 prefgr to spend more time on my electronic device(s) or Agree 214
watching TV rather than exercising -
Not Certain 7.1
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Disagree 9 32.1

Strongly Disagree 10 35.7

Strongly Agree 1 3.6

Agree 15 53.6

29. | choose to eat or buy fast food when going out with family Not Certain 1 36
or friends -

Disagree 5 17.9

Strongly Disagree 6 214

Disagree 2 7.1

Not Certain 6 214

30. | can manage my stress Agree 7 507

Strongly Agree 3 10.7

Not Certain 2 7.1

31. Ishould avoid drinking carbonated drinks Agree 13 46.4

Strongly Agree 13 46.4

32. 1 should include fruit or vegetables in my diet for Agree 5 17.9

maintaining my health Strongly Agree 23 82.1
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Table 3

Practices towards CV Health (n=28)

Frequency | Percent (%)
Never 1 3.6
Rarely 4 14.3
33. | exercise more than 20 minutes, 3 times a week Sometimes 10 35.7
Often 7 25.0
Always 6 214
Always 3 10.7
Often 5 17.9
34. 1 use more than 3 teaspoons of salt per day Sometimes 8 28.6
Rarely 8 28.6
Never 4 14.3
Always 3 10.7
Often 5 17.9
35. | consume fatty foods more than 3 times a week Sometimes 7 25.0
Rarely 12 42.9
Never 1 3.6
Never 2 7.1
Rarely 14 50.0
36. My daily activity involves vigorous activity (e.g., heavy lifting, Sometimes 7 250
digging) Often 2 7.1
Always 3 10.7
Rarely 4 143.
37. 1 walk for at least 10 minutes to get to and from places such as Sometimes 5 179
café, classes, mosque etc. Often 14 50.0
Always 5 17.9
Never 3 10.7
Rarely 7 25.0
38. During my spare time, | exercise for at least 20 minutes (per Sometimes 10 357
session)?
Often 3 10.7
Always 5 17.9
Always 4 14.3
Often 3 10.7
39. 1 often taky any health supplements or | am ona special diet Sometimes 5 179
(that is not recommended by a health professional)
Rarely 6 214
Never 10 35.7
Never 1 3.6
Rarely 2 7.1
40. 1 eat two fruit servings per day Sometimes 11 39.3
Often 9 321
Always 5 17.9
Never 1 3.6
Rarely 3 10.7
41. | eat three vegetables servings per day Sometimes 7 25.0
Often 9 321
Always 8 28.6
Always 1 3.6
Often 8 28.6
42. 1 eat dinner late at night before I sleep Sometimes 13 46.4
Rarely 3 10.7
Never 3 10.7
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Always 3 107

Often 8 28.6

43. | eat between main meals (e.g., snacking, eating biscuits, Sometimes 10 357

ete) Rarely 6 21.4

Never 1 3.6

Always 2 7.1

Often 6 214

44. | lead a stressful life Sometimes 15 53.6

Rarely 4 14.3

Never 1 3.6

Agree 6 21.4

45. 1t is likely that | will suffer from a heart attack or stroke in Not Certain 13 46.4

the future Disagree 8 28.6

Strongly Disagree 3.6

Strongly Agree 7.1

46. 1 am concerned about the likelihood of having a heart Agree 12 42.9

attack/ stroke in the near future Not Certain 8 28.6

Disagree 6 21.4

Strongly Agree 6 21.4

Agree 10 35.7

47. Having a heart attack or stroke is always fatal Not Certain 2 71

Disagree 10 35.7

) ) Strongly Agree 16 57.1

48. My whole life would change if | had a heart attack or stroke Agree 10 357

Not Certain 2 7.1

Agree 11 39.3

49. | believe walking a lot can benefit my health Strongly Agree 17 607

50. Increasing my exercise will decrease my chances of havinga | Not Certain 3.6

heart attack or stroke Agree 25.0

Strongly Agree 20 714

51. Eating a healthy diet will decrease my chance of having a Agree 9 321

heart attack or stroke Strongly Agree 19 67.9

Agree 9 321

52. T1don’t have time to exercise for 30 minutes a day most days Not Certain 2 71

of the week. Disagree 12 42.9

Strongly Disagree 5 17.9

Strongly Agree 1 3.6

Agree 5 17.9

53. I don’t know about healthy diets the would prevent me from Not Certain 2 71
developing heart disease. .

Disagree 18 64.3

Strongly Disagree 7.1

Agree 7.1

54. 1 have other problems more important than worrying about | Not Certain 143

diet and exercise Disagree 15 53.6

Strongly Disagree 7 25.0
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Table 4

The Total Knowledge, Attitude and Practice Scores at Timepoint 1.

N Minimum | Maximum Mean Std. Deviation
Total Knowledge Score (T1) 28 49 76 63.39 6.557
Total Attitude Score (T1) 28 60 78 67.86 4,912
Total Practice Score (T1) 28 58 89 73.18 7.898

Table 5

Knowledge versus Attitudes towards CV Health (n=28)

Total Knowledge Score (T1)

Total Attitude Score (T1)

Pearson Correlation | -.011
Sig. (2-tailed) 0.956
N 28

Table 6

Knowledge versus Practices towards CV Health (n=28)

Total Knowledge Score (T1)

Total Practice Score (T1)

Pearson Correlation | -.011
Sig. (2-tailed) .957
N 28

Table 7

Attitudes versus Practices towards CV Health (n=28)

Total Attitude Score (T1)

Total Practice Score (T1)

Pearson Correlation | .210
Sig. (2-tailed) .284
N 28
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Table 8

Gender versus Overall KAP Score at Timepoint 1 (n=28)

Which gender do you identify most with? | Mean | N | Std. Deviation
Male 205.71 | 14 | 12.505
Female 203.14 | 14 | 11.792
Total 204.43 | 28 | 11.998

Table 9

Gender versus Total Knowledge Score at Timepoint 1 (n=28)

Which gender do you identify most with? | Mean | N | Std. Deviation
Male 63.43 | 14 | 7.803
Female 63.36 | 14 | 5.329
Total 63.39 | 28 | 6.557
Table 10

Gender versus Total Attitude Score at Timepoint 1 (n=28)

Which gender do you identify most with? | Mean | N | Std. Deviation
Male 66.57 | 14 | 4.553
Female 69.14 | 14 | 5.082
Total 67.86 | 28 | 4.912
Table 11

Gender versus Total Practice Score at Timepoint 1 (n=28)

Which gender do you identify most with? | Mean | N | Std. Deviation
Male 75.71 | 14 | 7.539
Female 70.64 | 14 | 7.672
Total 73.18 | 28 | 7.898
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Table 12

The Total Knowledge, Attitude and Practice Scores Including the Overall Score for Each Timepoint.

N Minimum Maximum Mean Std. Deviation
Total Knowledge Score (T1) 28 49 76 63.39 6.557
Total Knowledge Score (T2) 28 54 77 65.39 5.567
Total Attitude Score (T1) 28 60 78 67.86 4,912
Total Attitude Score (T2) 28 55 79 67.46 5.066
Total Practice Score (T1) 28 58 89 73.18 7.898
Total Practice Score (T2) 28 59 88 73.50 8.145
Overall KAP Score (T1) 28 182 232 204.43 11.998
Overall KAP Score (T2) 28 183 227 206.36 10.975

Table 13

The frequency and percentage of sources used by the participants to find out more about CV health.

Frequency | Percent
None 12 23.5%
Physician/Family Doctor/GP 12 23.5%
Radio/Television 2 3.9%
Family/Friends 5 9.8%
Nurse 4 7.8%
Internet 10 19.6%
Written Information (i.e., pamphlet, information booklet) 6 11.8%
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Appendix 22: Phase Two Participant Review Form

UL

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

Phase Two — Participant Review Form

Project title: Examining cardiovascular health knowledge, attitude and practises among the
Fijian Indian community in New Zealand

Project Supervisor: Dr Gael Mearns
Researcher: Thrishila Parshu Ram
Date: Participant Number:

SECTION A: KNOWLEDGE OF CARDIOVASCULAR HEALTH

1. Were the questions in this section appropriate? YES /NO

If no, please explain:

2. Did you find any of these questions difficult to understand? YES /NO

If yes, please indicate which question and why:

3. Do you have any suggestions on how we could improve that question/s?

Approved by the Auckland University of Technology Ethics Committee on 23 June 2020, AUTEC Reference number 19/63.
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SECTION B: ATTITUDES TOWARDS CARDIOVASCULAR HEALTH

4. Were the questions in this section appropriate? YES /NO

If no, please explain:

5. Did you find any of these questions difficult to understand? YES /NO

If yes, please indicate which question and why:

6. Do you have any suggestions on how we could improve that question/'s?

SECTION C: PRACTICES TOWARDS CARDIOVASCULAR HEALTH

7. Were the questions in this section appropriate? YES /NO

If no, please explain:

8. Did you find any of these questions difficult to understand? YES /NO

If yes, please indicate which question and why:

9. Do you have any suggestions on how we could improve that question/s?

Approved by the Auckland University of Technology Ethics Committee on 23 June 2020, AUTEC Reference number 19/65.
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Appendix 23: Phase Two—Review Form Raw Data

KNOWLEDGE

1. Were the questions in this
section appropriate?

2. Did you find any of these questions
difficult to understand?

3. Do you have any suggestions on how we could improve that

Yes/No| Ifno, please explain Yes / No if yes, pleafe indicate which question?
question and why

|Participant 1 Yes No N/A

IParticipant 2 Yes No No

|Participant 3 Yes Yes In/a N/A

|Participant 4 Yes No N/A

|Participant 5 Yes No N/A

|Participant 6 Yes No N/A

[Participant 7 Yes No N/A

|Participant 8 Yes No N/A

|Participant 9 Yes No N/A

[Participant 10 Yes No N/A guestions are very straightforward

|Participant 11 Yes No No

IParticipant 12 |Yes No No
Maybe include some more medical jargon so people become aware of the

Participant 13 Yes No wider possibilities of cause, but in saying that, | guess they were appropriate
for people who just have basic/little knowledge of heart disease.

IParticipant 14 Yes No N/A

|Participant 15 Yes No No

|articipant 16 [Yes No N/A

|Participant 17 Yes No N/A

[Participant 18~ [Yes No N/A

|Participant 19 [Yes No No

|Participant 20 Yes No No

[participant 21 Jves No N/A

|Participant 22 |ves No N/A

[Participant 23 ves No N/A

|Participant 24 |ves No N/A

[Participant 25 ves No N/A

[Participant 26 JYes No N/A
There were maybe one or two questions that that | couldn't answer with yes
or no, for example, | think there was a question that asked if I needed to

Participant 27 Yes No reduce meat or add more veges to my diet. | already don't eat meat and eat
mostly veges. Hence it wasn’t a yes no type question for me. But thats just
specific to me.

articipant 28 Ye No N7A
Participant 29 Yes No | think they are very well sumnpd up
articipant 30 Ye No NJ/A
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ATTITUDE

1. Were the questions in this section

appropriate?

2. Did you find any of these questions

difficult to understand?

3. Do you have any suggestions on how we could improve that

Yes / No if no, please explain Yes / No If yes, please indicate which question question?
and why
Participant 1 Yes No N/A
Participant 2 Yes No No
Participant 3 Yes N/A N/A
Participant 4 Yes No N/A
Participant 5 Yes No N/A
Participant 6 Yes No N/A
Participant 7 Yes No N/A
Participant 8 Yes No N/A
Participant 9 Yes No N/A
Participant 10 Yes No N/A
Participant 11 Yes No No
Participant 12 Yes No No
Participant 13 Yes No N/A
Participant 14 Yes No N/A
Participant 15 Yes No No
Participant 16 Yes No N/A
One of the questions was "Do you prefer to spend more time in front
Partici 17 v N of TV... than exercising" which | found to be somewhat at ends, as yes,
articipant es ° 1 don't like exercising and | would prefer to sit in front of the TV but |
Istill exercise.
Participant 18 |Yes No N/A
Participant 19 Yes No No
Participant 20 Yes No No
Participant 21 Yes No N/A
Participant 22 Yes No N/A
Participant 23 |Yes No N/A
Participant 24 |Yes No N/A
Participant 25 Yes No N/A
Participant 26 |Yes No N/A
Participant 27 |Yes No ND.' Actually the questions were uer.y good and asked a v?rfefy of
things that | would normally not think about but does exist.
Participant 28 Yes No N/A
Participant 29 Yes No No
Participant 30 Yes No N/A
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PRACTICE

1. Were the questions in this section

appropriate?

2. Did you find any of these questions difficult

to understand?

3. Do you have any suggestions on how we could improve that

Yes / No If no, please explain Yes / No If yes, please fndr'camt;:/hich question and question?
Participant 1 No No B N/A
Participant 2 Yes No N/A
Participant 3 Yes N/A N/A
Participant 4 Yes No N/A
Participant 5 Yes No N/A
Participant 6 Yes No N/A
Participant 7 Yes No N/A
Participant 8 Yes No N/A
Participant 9 Yes No N/A
| often take any health supplements
Participant 10 |Yes Yes or | am on a special diet. Perhaps listing examples of special diets after may help
Special diet is to general

Participant 11 Yes No No
Participant 12 Yes No No
Participant 13 Yes No N/A
Participant 14 |Yes No N/A
Participant 15 |Yes No N/A
Participant 16 |Yes No N/A
Participant 17 |Yes No N/A
Participant 18 |Yes No N/A
Participant 19 Yes No No
Participant 20 Yes No No
Participant 21 |Yes No N/A
Participant 22 |Yes No N/A
Participant 23 |Yes No N/A
Participant 24 |Yes No N/A
Participant 25 |Yes No N/A
Participant 26 |Yes No N/A
Participant 27 |Yes No N/A
Participant 28 |Yes No N/A
Participant 29 Yes No No
Participant 30 |Yes No N/A
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ADDITIONAL FEEDBACK

Participant 1 N/A
Participant 2 N/A
Participant 3 N/A
Participant 4 N/A
Participant 5 N/A
Participant 6 N/A
Participant 7 "Good questionnaire/review.. makes us reflect on what we do"
Participant 8 N/A
Participant 9 N/A

Participant 10

Doing the questionnaire twice (after 2 weeks) was really helpful as the first around you
got a glimpse of what is going to be asked of you, so naturally you want to improve. eg
The question how often you exercise, first time around was 1-2 times a week but
knowing | was going to be asked it again | made a point to exercise more often.

*the open ended questions forced me to go and research in my own time before doing
the questionnaire again so | had a better idea of what was being asked of me.

Participant 11

N/A

Participant 12 N/A
Participant 13 N/A
Participant 14 N/A
Participant 15 N/A
Participant 16 N/A
Participant 17 N/A
Participant 18 N/A

Participant 19

"I feel the questions were appropriate and applicable for the survey. Thank you for
including me in your research.”

Participant 20

"Everything was easy to follow and questions were all appropriate and
understandable”

Participant 21

N/A

Participant 22

"Fijiain indians are so bad at knowing all this info so its great that you guys are doing
these studies."

Participant 23 N/A
Participant 24 N/A
Participant 25 N/A
Participant 26 N/A

Participant 27

"Pretty good questions. | love that question about health being in God's hands! Lol
made me laugh both times... but is so true too..!"

Participant 28 N/A
Participant 29 N/A
Participant 30 N/A
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Appendix 24:

Thematic Analysis

Phase 5 -
Phase 4 - . .
- .. Phase 1 - Phase 3 - i Refining,
Participan Participant e . Phase 2 Phase 2 . Developing . .
t Feedback Familiarising yourself Codin Codin Generating and reviewin defining and
with the dataset J & initial themes J naming the
themes
themes
3 Make it more Complex information 1. Simplify 1. Peoplein 1. Managing
> streamline to hinders understanding information the Health
§_ understand Information is too Simplify information to about CV community Together
o most complex for people improve understanding health to know what This theme is
o information out | without a medical Simple but informative improve they need to about how
p 3 there is too background or less signs are needed understanding | do to look the data
2 complex for literate to understand. . . after their shows that
a1 Complex information . .
(] someone . . Tailor 2. Tailor own health, the
S . ) hinders understanding . . . : . . .
5 - without a Is it true that the information/promotion for | information they just need | community
< medical information is more T . specific age groups for specific more support. | are aware of
= Simplify information to .
s 1 background or targeted at the older improve understandin Tailor age groups Codes related | what they can
< someone who audience? P & information/promotion for to this theme: | do to look
§ 1 is less literate Tailor specific age groups 3. Tailor aware of what | after their
5 1 to understand | agree, focusing information/promotion for information they need to heart health
3 information is information on risk specific age F:ou . Tailored information for for the do, need but also do
; ] more targeted reduction in youth/young P ge group the community community support/advic | need ongoing
2 at an older adults would be helpful Tailor information for the e on diet and advice,
o audience , more | to create lifestyle community 4. More exercise, and guidance and
c information changes. Better health in ailored information for education is need regular support from
‘2 inf ti h Better health i Tailored inf tion fi ducation i d I tf
-% regarding youth | the future. the community needed check ups and | health
2 / young adults advice professionals.
o would be More education is needed 5. Ways to For people at
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helpful to
reduce risks or
help make
lifestyle
changes going
forward.

By advicing us
more on our
diet plans
Exercising daily

They know that

exercising daily supports
heart health but need
more advice on diet

Advice on diet plans

Exercise is important

More education is needed
Information about the
consequences of an
unhealthy lifestyle
Increase awareness

Lack of knowledge about
healthy living

Be aware of common
causes of heart diseases
Ways to prevent heart
disease

Information on healthy
living

More promotion needed
Need to increase
awareness

Include real/personal
experiences to help people
understand CVD and

promote CV
health

6. Need
support/advic
e on diet and
exercise

7. Aware of
what they
need to do

8. Need
Regular check
ups and advice

9. Addressing
misbeliefs

2. Simplify and
tailor
information
about CV
health to
improve
understanding
. Codes related
to this theme:
simplify
information
about CV
health to
improve
understanding
, tailor
information
for specific
age groups,

risk of CVD, it
is a journey in
which they
will need
regular health
checks in
order to
manage their
health better
and prevent
the
development
of CVD.

2. Targetted
CV Health
Promotion
This theme
describes the
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| think this statement
shows that they
understand that looking
after heart health is long
term. It will require
commitment from their

Regular health proffessionals in
checkup and the form of regular Regular check ups and
advice with a checkups and advice with | advice needed
follow up. a followup.

Does this not happen

already? Do we not have

these systems in place

for people who are at

high risk of CVD?
Giving afjwse Need advice on health
on keeping
ourselves Shows they understand . :

Eating healthy food

healthy by they need to eat healthy ating healthy tood s

eating healthy
and
maintaining our
diet

foods and maintain their
diets, but how?

important

Maintaining diet is
important

N/A

N/A

N/A

encourage change
More local advertising
needed

Workshops - source of
information

Flyers - source of
information
Workshops - source of
information

Radio - source of
information

Talks - source of
information

Tv programmes - source of

information

Workshops - source of
information

Brochure - source of
information

Health advertisements -
source of information
Education in schools -
source of information
School, GPs and other

10. Improving
current
practice

11. Increase
presence in
the

community

12. Barriers to
KAP towards
CV Health

13. Health not
a priority

14. Build
relationship
with
community
leaders and
religious
figures

tailor
information
for the
community,
more
education is
needed and
ways to
promote CV
health.

3. Bringing the
health force to
the people.
Code related
to this theme:
increase
presence in
the
community

4. Building
relationships
with
community

suggestions
made in the
data to
promote and
enhance the
communities
understandin
g of CV health
and disease.
Data suggests
focusing in
areas that are
highly
accessed by
the
community,
building a
relationship
with
community
leaders,
religous
figures and
increasing the
presence of
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Visiting local
doctors and
discussing our
health and
getting check
ups regularly.

Do people not get time
to discuss their health?
What are the barriers to
this?

Similar to the statement
above about regular
check ups, what systems
do we have place for
people at risk of CVD?

Making time to discuss
health with Dr

Regular check ups

N/A

N/A

N/A

N/A

N/A

N/A

Educate.

It would have been good
to probe this answer
further to understand
what they mean by this.
Educate via what means?
One-on-one coaching or
community education
sessions? Focus on every
aspect of heart health or
specific areas?

More education is needed

health departments -
source of information
Community leaders - a
source of information
Seminars - source of
information

Workshop - a source of
information

Lectures by health
professionals - a source of
information

Website - source of
information

Health workshops - source
of information
Community health clinics -
source of information
Website - a source of
information

App - a source of
information

Flyers in the mail - source

and religious
leaders to
promote CV
health.

Code related
to this theme:
Build
relationship
with
community
leaders and
religious
figures

5. Addressing
misbeliefs and
barriers to
KAP towards
CV health
Codes related
to this theme:
Addressing

the health
force within
the
community.

3.
Recognising
barriers to CV
Health

This theme
acknowledges
the different
challenges
that have
been
described in
the data
towards the
KAP of CV
health within
the
community.
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With regular
check ups to
prevent it from
happening in
the first place
and educating

Second suggestion for
regular checks-up with
theirhealth proffessional

"prevent it from
happening in the first
place and educating
paitent that certain

Encourage regular check
ups

10 paitent that symptoms of left
certain prolonged can increases Early prevention is
symptoms of chances of health important
left prolonged disease" shows their
can increase level of understanding of
chances of CVD but also highlights
health disease that they would like
more people need to be
aware of this.
11 N/A N/A N/A
12 N/A N/A N/A
Coaches - this suggestion
is also in line with the
national roll out of role
. of Health Coaches in Personal/Additional
Coaching .
. Primary Care. A new Support needed
13 people in . e
healthy diet public health initiative

under the Te Tumu
Waiora programme
which could be easily
accessed by patients at

Advice on a healthy diet

of information

Monthly newsletters - a
source of information
Hold talks/workshops
Health column in local
indian newspaper - source
of information

Local hindi radio and TV
station - a source of
information

Social media - source of
information

Local hindi radio and
newspaper - source of
information

Pamphlets - source of
information

Advice on diet plans
Need advice on health
Personal/Additional
Support needed

Advice on a healthy diet
Constant support is
needed

Advice on diet recipes and
exercises

Need access to additional
support

misbeliefs.
improving
current
practice,
barrier to KAP
towards CV
health and
health not a
priority
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risk of different health
conditions.

Educating and

It would have been

addressing interesting to know what

14 misbeliefs in misbeliefs there are Addressing misbeliefs
the community | within the community
about health that could be addressed.

15 N/A N/A N/A

Exercise is important
Eating healthy food is
important

Maintaining diet is
important

Early prevention is
important

Encourage blood tests
Exercise is important
Eating healthy is important
Drinking water is important
Exercise is important
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16

I'm not sure, |
think they've
done a great
job so far,
through health
classes in
schools.
Perhaps the
encouragement
of blood tests
for 'at risk'
patients, or a
more in-depth
description of
the negative
impacts of an
'unhealthy’
lifestyle.

I like how they have
acknowledged the
education/awareness of
heart health in schools. It
shows they are aware of
the information being
provided.

Encouragement of blood
tests - interesting
suggestion, that shows
they understand the
importance of blood
tests and the value they
may have in guiding a
persons
health/healthcare.

In-depth description
instead of a less complex
one? Opposite to the first
participant. There
obviously needs to be a
balance between clear
and informative
information about heart
health.

Also suggested, negative
impacts? Scare tactic?

Encourage blood tests

Information about the
consequences of an
unhealthy lifestyle

Changing eating habits is
important

Exercise is important
Healthy food options are
important

Eating healthy food is
important

Cooking with less oil is
important

Understand the
importance of health
Monitoring health/lifestyle
is important

Controlling eating habits is
important

Knowing individual health
risks is important
Controlling eating habits is
important

Regular exercise is
important

Being stress free is
important

Exercise is important
Aware of history of CVD in
community

Want to have better
understanding of own
health

Care about their health
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Would the community
respond/react more to
information that
highlights the harsh
realities of CVD?

Encourage regular check
ups

Encourage regular check
ups

Encourage regular check
ups

Encourage regular check-
ups and advice

Regular check-ups and
advice needed

Regular check ups

Addressing misbeliefs
Addressing misbeliefs
Addressing misbeliefs

Improve current practice
Doctors actively asking and
checking understanding

Presence in the community
Presence in community
Presence in community
Presence in community
Promoting at community
gatherings

Increase presence in the




17 Provide flyers More promotional Flyers - source of
on heart health | material information
Encourage regular check
Regular ups
n h | n
18 scheduled Cz;i:ii:n?:ntsuggests
check ups Possible lack of
commitment ('scheduled')
More awareness in what
More .
way? Through education
19 awareness . Increase awareness
would be great sessions?
Adverstisements? Flyers?
20 N/A N/A N/A
21 N/A N/A N/A
Third tion f
Regular Check Ird sugsestion or. Encourage regular check
22 ubs regular checks-up with Ubs
P theirhealth proffessional P
To give a
description as
towhat are the They would like more Be aware of common
common causes | . . .
information on common | causes of heart diseases
that lead to .
23 causes and advice on

heart diseases
and what can
be done to
reduce the
chances

what they could do
prevent CVD

Ways to prevent heart
disease

community
Promoting at temples and
Indian supermarkets

Check-up fees a barrier
Check-up fees a barrier
Don't have time a barrier
Schools should not support
unhealthy options

Long work hours a barrier
Tiredness a barrier
Complacency a barrier

Health not a priority
Health not a priority

CVD not taken seriously
Lack of
commitment/accountabilit
y towards health

Work outweighs wellbeing
Exercise not a priority in
the community

Making time to discuss
health with Dr

Possible lack of
commitment ('scheduled')
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"better picture of my
health issues" - this is a
interesting suggestion
because it shows the
participant cares about
their health.

Want to have better

Giving me a .
. understanding of own
better picture Goes back to my thought
24 . health
of my health that maybe people at risk
Issues. don't get Fhat ) Care about their health
opportunity to discuss
their health in detail with
health proffessionals.
What are the barriers?
time? lack of follow ups?
language?
"If and when | make the
ffort" | think thi
I think there is etror n .IS
statement possibly talks
enough " oo
. . to "self-motivation". . .
information Enough information
. They acknowledge that .
available to me . S available
L enough information is
25 to initiate 3 available for them to live
healthier Self-motivation/effort key

lifestyle if and
when | make
the effort.

a healthier lifestyle but it
depends on their effort.
In this context, can we
relate "effort" to
attitude?

to healthier lifestyle

Reminders to look after
health
Self-motivation/effort key
to healthier lifestyle
Enough information
available

Build relationships
between medical health
professionals and the
religious community
Community respect and
trust for religious leaders
Religious leaders could
support community KAP of
CV health
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Regular full
check ups and
advice - at the

Fourth suggestion about
regular check-ups and
advice with their health
proffessional. They know

Improve current practice

26 moment the that current practice is to Encourage reaular
¥ do blood tests but they gereg .
only do blood checkups and advice
need more than that to
tests .
support their heart
health.
Have
workshops to
P As suggested, workshops
address the .
. could be an effective way
growing rate of
- . to address ways to
heart disease in . .
achieve healthier
the Fijian .
communit lifestyles. Past research
v has shown the benefits
They can Workshops - source of
of health-related . .
address ways to . information
. community
27 achieve a rogrammes/workshops
healthier P .g ps. Radio - source of
. This may work for the . .
lifestyle, more . information
community too.
programs on
;z?z;ﬁggig&g More radio programs -
exercising increase awareness.
eatin hez;lth There are a number of
& ¥ hindi radio stations in NZ.
and non
smoking
28 N/A N/A N/A
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Having people
go around to

People? Who could this
be? Who would the

Presence in the community

communit L
¥ community like to hear Talks - source of
based events to . .
. from and see? information
give talks
Regular Exercise is important
2 . Shows they understand P
exercise

Eating healthy
Drinking plenty
if liquid ( water)

they need to eat healthy,
drink plenty of water and
regular exercise.

Eating healthy is important

Drinking water is important

Exercise and

Shows they understand
they need to exercise

Exercise is important

cha'nge n . and change their eating Changing eating habits is
eating habit. . .

habits. important
Conducting TV Agree, to increase Tv programmes - source of
programmes awareness. information
N/A N/A N/A

The should run
workshops to
teach people.

Second suggestion for
workshops

Workshops - source of
information

Question 56: What ideas or suggestions do you have for improving our

N/A N/A N/A
N/A N/A N/A
Educating

about healthy
living.

Agree, to increase
awareness.

Information on healthy
living
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- Giving
brochure out

Agree, to Increase
awareness

for them to Replace sales
. . Brochure - source of
read. advertisements with . ;
. . information
10 - instead of health advertisements -
. . -
sales _ |nterest|.ng suggestlon.. Health advertisements -
advertisement Could this be a potential . .
. source of information
there should be | health promotion
health strategy? On TV? The
advertisements | radio? The Newspaper?
11 N/A N/A N/A
12 N/A N/A N/A
People shoul
el S d Shows they understand
at least exercise . L
13 they should exercise or Exercise is important
or walk for 30 .
. walk for atleast 30 mins
min
Second suggestion from
Reducing the participants about
misbeliefs of addressing misbeliefs.
what ideal Are there many? It could
health is. And be worthwhile to know
that only what they are so they
14 medication will | can be addressed within | Addressing misbeliefs
not cure all the community. This

disease, but we
have to make
lifestyle
changes.

participant suggests
reducing the misbelief of
what ideal health is and
that only medication will
help. They also show
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their own understanding
around lifestyle changes.

15 N/A N/A N/A
The inclusion of
genetics,
ki | o
making people Highlights the
more aware .
. importance of what
that even if . S
. information is promoted
they live a within the community. It
16 perfectly V- Addressing misbeliefs
. needs to be relevant and
healthy lifestyle .
. factual so people at risk
if you have a
e have a better
familial history understandin
of heart disease &
you are still at
risk.
Building .
. Agree, to increase . .
17 awareness in Presence in community

the community

awareness.
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by doing small
campaigns etc

More
awareness in
community
events e.g free

Agree, to increase
awareness.

Free health checkups - is
this a barrier within the
community?

Could surveys like the
one we have created

Presence in community

18
health encourage a .
. Checkup fees a barrier
checkups/ take | conversation about a
surveys and persons heart health?
follow up Could taking surveys and
discussing the results of
their survey allow follow
ups to occur?
!Vlore education Agree, to increase Education in schools -
19 in schools . .
. awareness. source of information
around it
20 N/A N/A N/A
21 N/A N/A N/A
Education- Information needs to be
throygh school | provided not only School, GPs and other
and in through the doctors but
22 . health departments -
community schools and other source of information
through GP's community health
and other providers
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Health
Departments

Having doctors
ask about heart
related diseases
after visits and
just ensuring

Relates to another
participants suggestion
of "coaching". Health
coaching service would

Doctors actively asking and

23 we are aware of | work wonderfully in this . .
. . . checking understanding

what we can be | situation. Advice, follow-

doing to reduce | up and better

the chances of understanding/awarenes

developing such | s of their health

a disease

Approach

community

leaders to make | The influence of

this as a community leaders .

s . Community leaders - a

24 compulsory to within the community - a

spend at least
10 min
suggesting the
health issues

potential health
promotion strategy

source of information
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More
advertising of
the necessity of
good health.
Schools not to

Second suggestion about
more health-focused
advertising

The suggestion about
schools not participating
in unhealthy options for
fund-raising i.e.
chocolate bars, is a good
reflection on school

More promotion needed

25 participate in processes/commitments | Schools should not support
unhealthy that have been unhealthy options
options for fund | happening over the
raising e.g years. Could these
Chocolate bars. | processes be adapted so

that they were in line
with current health
initiatives. Encouraging
the younger generation
to eat healthy etc
Second suggestion of
free checkups - this may . .
Presence in community
be a way to engage the
Free checktfps community - a.potentlal Tadin s e Beie?
26 in communities | health promotion

seminars

strategy

Like workshops, seminars
could also be a good way

Seminars - source of
information
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to educate people about
CVD.

Target places

Agree, to increase
awareness in the
community

Healthier food options at

where the these events would be a Promoting at community
community good initiative. gatherings
gathers like
religious Second suggestion for Workshop - a source of
events. Start by | workshops, | agree, a information
introducing way to increase
27 .
healthy food awareness Healthy food options are
items in the important
menu. Have Lectures by health
workshop, proffessionals is also a Lectures by health
lectures by good suggestion. Is this professionals - a source of
health about trust? Or that this information
professionals. creates an opportunity to
ask questionsin a
community environment
with similar people?
28 N/A N/A N/A
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Possibly a
website
targeted at
Fijian Indians
where there is
specific
information
targeted to the
risks of heart
disease and
preventive
measures ( or
how to reduce
risks ) that are
tailored to the
community as

Tailored information for
the community via a
website - a potential
health promotion
strategy

Tailored information for
the community

Website - source of
information

Question 57: What would be the most helpful health resource or service for our

opposed to
generic
information
Eat healthy Shows they understand Fatlng healthy food is
food they should eat healthy Important
Less oil in food and cook with less . . -

. . Cooking with less oil is
cooking oil .

important

Awareness Agree, a way to increase Need to increase
programme awareness. awareness
N/A N/A N/A
N/A N/A N/A
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As mentioned
above, needs to
attend health

Third suggestion for
workshops, | agree, a

Health workshops - source
of information

6 workshops to way to increase
gain knowledge y Lack of knowledge about
awareness L
of healthy healthy living
living.
N/A N/A N/A
N/A N/A N/A
. Shows they understand Exercise is important
Exercise and .
9 . they should exercise and
less oily food. . . -
have less oily food Less oily food is important
Well some ‘Ass.umptlon th:at solme
o indian people "don’t take
indian dont . " -
health seriously" - Health not a priority
take health .
seriously so its Although this has not
. y been confirmed in this Lack of
ideal to be . . . .
10 accountable for study, it may influence commitment/accountabilit
the KAP of CV health y towards health
them and there L . .
within this community.
health. Constant support is
Constant phone . . PP
Fifth suggestion about needed
calls, checks
Ubs regular followups (phone
ps. calls) and check ups.
11 N/A N/A N/A
12 N/A N/A N/A
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Be considered

about yr health.

People are
usually so busy

Shows they understand
the importance of their
health.

"busy at work so they
don't have time to do

Understand the
importance of health

13 at work so they | something for Work outweichs wellbein
don't have time | themselves". Work and & &
to do all its commitments a , . .
. . . Don't have time a barrier
something for potential barrier to
themselves. better KAP of CV health
in this community?
Community health clinics -
Agree, new ways to . .
. source of information
increase awareness.
Communit New suggesstion - app - .
. y gg I PP Website - a source of
health clinics or | the rapid growth of the . .
. . . information
14 contacts, internet/social media -
website, maybe | promotional material
. . . App - a source of
an app to track | thatis compatible andin | . .
. . . information
health/lifestyle | line with current trends
ould be worth lookin L .
xtcl; W ing Monitoring health/lifestlye
' is important
15 N/A N/A N/A
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16

Something to
look into could
be the inclusion
of medical
health
practitioners
within the
religious
community.
Many Fijian
Indians, will
often listen
closer to the
words of
religious figures
within the
community,
and often be
more open in
the discussion
of issues. If the
priests were
more aware of
symptoms
perhaps they
could direct
their people to
the appropriate
medical
services.

Collaboration and
engagement with
religious/community
leaders as a way to
create
awareness/dialogue
within the community - a
potential health
promotion strategy

Build relationships
between medical health
professionals and the
religious community

Community respect and
trust for religious leaders

Religious leaders could
support community KAP of
CV health
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17

Flyersin the
mailer or
having small
gathering in
community
halls for people
to visit and
learn more
about heart
related
problems

Agree, to increase
awareness in the

community. Finding new

ways of taking
information to the

community instead of
them seeking it out? Is

this a barrier too?

Flyers in the mail - source
of information

Increase presence in the
community
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18

Health
professionals
should create
more
awareness
about the risks
of heart
disease. Maybe
monthly
newsletters to
go around the
community or
hold
talks/workshop
s to educate
people.

Health column
in the local
indian
newspapers
should feature
about heart
diseases and
recommend
diet recipes and
exercises to
control it
better.
Interview
people who

Agree, to increase
awareness within the
community

New suggestions were
monthly newsletters and
a health column in the
local indian newspaper -
provide informative
information - a potential
strategy

Interesting suggesstion
about interviewing
people who have heart
disease - " to create
awareness about the
daily problems
associated with it -
people feel more inclined
to change if it is coming
from someone in their
own community." This
has been done in the
past, e.g. Heart
Foundation and many
others, present stories
from people. Engages the
audience, encourages
relatability and increases

Monthly newsletters - a
source of information

Hold talks/workshops

Health column in local
indian newspaper - source
of information

Advice on diet recipes and
exercises

Include real/personal
experiences to help people
understand CVD and
encourage change

Local hindi radio and TV
station - a source of
information

Tailor information for the
community

Tailor
information/promotion for
specific age groups
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have heart
diseases and
create
awareness
about the daily
problems
associated with
it - people feel
more inclined
to changeifiitis
coming from
someone in
their own
community.
Local hindi
radio stations
do not have a
health based
programme
where they
discuss diseases
that affect the
indo-fijian
community -
easy to reach
people through
this especially
the older
generation as
they are more

awareness.

Another suggestion of
promoting health on
hindi radio stations and
tv station - easy to reach
a large scale of people in
the community. Spoken
hindi an alternate way to
disperse information?
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inclined to
listening to the
radio than
reading the
newspaper.
Local Hindi TV
station should
have a similar
programme.
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Through
Facebook, as

Highlights the influence
of social media. "Most

Social media - source of

19 most Fijian Fijian Indians are on . .
. W information
Indians are on there" - increase
there awareness
20 N/A N/A N/A
21 N/A N/A N/A
as mentioned
22 N/A N/A
above / /
Maybe
increasing the
awareness at
temples and
Indian .
Agree, to increase
supermarkets .
. awareness in the .
with pamphlets . Promoting at temples and
. . community. o
or simple signs . . indian supermarkets
N Simple signs - relates to
23 describing the .
an earlier comment ) . .
common causes . . . Simple but informative
. about information being .
and potential . signs are needed
. clear for people without
options to .
a medical background or
reduce the
likelihood of
getting heart
related
diseases.
Eating habits Shows their . . o
. . Controlling eating habits is
24 ...Is late eating understanding of good

and too much

eating habits

important
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carbohydrates
related food

Local
advertising via
social media e.g

Agree, to increase

More local advertising

25 . awareness in the
radio, TV & . needed
community.
newspapers,
cultural events.
more . S
Agree, to increase Local hindi radio and
awareness on .
26 - . awareness in the newspaper - source of
indian radio . . .
community. information
and newspaper
The rate and
statistics of
where we are
laced . . .
P . Tailored information for
currently in .
the community
terms of heart .
. Agree, to increase
disease. A . .
27 awareness in the CVD not taken seriously
pamphlet .
- community.
maybe outlining
. Pamphlets - source of
the seriousness . .
. information
of the issue
backed with
statistics and
ways to avoid it
28 N/A N/A N/A

370




Question 58: Do you have any other comments?

Additional
support that
would helpful is
access to a way
to measure
health risks for
the individual
e.g BMI
calculator is
very generic,
doesn't take
into
consideration,
age, ethnicity,
sex etc....

Not sure what they mean
by health risks here? CVD
risk? If so, there is a tool
available..

This could also be
discussed with a doctor...
are they afraid to ask? Do
they prefer to do their
own research first?
Google?

Need access to additional
support

Knowing individual health
risks is important

Control your
your eating
habbits
Exercise regular
Be stress free

Shows they understand
they need to control
their eating habits,
exercise regularly and be
stress free.

First participant to
mention the importance
of "being stress free".

Controlling eating habits is
important

Regular exercise is
important

Being stress free is

Maybe not considered a important
priority?

No N/A N/A

N/A N/A N/A

N/A N/A N/A

371




6 N/A N/A N/A
7 N/A N/A N/A
8 N/A N/A N/A
9 No N/A N/A
10 N/A N/A N/A
11 N/A N/A N/A
12 N/A N/A N/A
"Normally, | work long
It's was a hours and when | come
awesome home | am tired.
survey. It Therefore, | don't to any
refreshed my thing for myself" - Barrier
mind too that to improving KAP of CV Reminders to look after
how crucial itis | Health. health
to look after yr
13 health. Positive - this survey Long work hours a barrier
Normally, | helped them realise how
work long hours | important it is to look Tiredness a barrier
and when | after themselves. Like
come home | above, could this survey Health not a priority
am tired. be used as a
Therefore, | conversation starter? A
don't to any reminder? A way to
thing for myself | follow up on their KAP
towards CV health?
14 No N/A N/A
15 N/A N/A N/A
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16 N/A N/A N/A
17 N/A N/A N/A
18 N/A N/A N/A
Fijian indians
never exercise.
Atleast 3 daysa | Assumption - the
week for 20 community "never
minutes would exercises". . L
Exercise not a priority in
a0 CYy the community
19 people. We Agreed, to increase
need to get this | awareness we need to L
. ; . Exercise is important
information to provide relevant
them so they information to the
understand the | community
importance of
this
20 N/A N/A N/A
21 N/A N/A N/A
All Good. Best
22 wishes for this N/A N/A
Research
23 N/A N/A N/A
24 No N/A N/A
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The history of
our people
should make us
more conscious
of our health

Assumption - that "too
many who are
complacent" despite the
history of the people in
this community.

Aware of history of CVD in
community

25 risks but there

are too many Why? Is it motivation? Is | Complacency a barrier

who are . . .

complacent: it attitude? Is it that they

e ’ don’t know how they
this includes
could prevent CV?

me.
26 N/A N/A N/A
27 No N/A N/A
28 N/A N/A N/A
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Appendix 25: Participant Demographics

Table 1

Baseline Characteristics of the participants (n=28)

VARIABLE n %

Gender Male 14 50

Female 14 50

Age 18-24 years 2 7.1
25-39 years 11 39.3
40-60 years 12 42.9

60 + years 2 7.1
Country of Birth Fiji 24 85.7

New Zealand 2 7.1
Marital Status Single 6 214

Long term relationship/ partnership/ de facto 2 7.1
Married 19 67.9

Divorced 1 3.6

What is your present No religion 1 3.6
religion, if any? Christian 1 3.6
Hindu 25 89.3

Not listed 1 3.6
How many people, including 3 people 5 17.9
you, are there in your family 4 people 9 321
or household?

5 people 11 39.3

6 or more people 10.7

Length of residency in New 1-3 years 3.6
Zealand? 3-5 years 3.6

5-10 years 3.6

10 years or more 25 89.3

What is your highest level of Secondary School Education 5 17.9
education attained? Tertiary Education 23 82.1

In what languages can you English 26 37.1
speak fluently? Fiji Hindi 22 314

Hindi 22 314

What is your current Unable to work 1 3.6
employment status? Employed full time (40 or more hours per week) 18 64.3
Employed part time (up to 39 hours per week) 2 7.1

Self-employed 4 14.3

Student 2 7.1

Homemaker 1 3.6
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Table 2

Baseline health-related characteristics of the participants (n=28)

VARIABLE n %
In general, how would you consider your health Excellent 4 14.3
condition to be? Very Good 9 321
Good 11 39.3
Fair 7.1
Poor 3.6
Do you have a family doctor? Yes 25 89.3
No 2 7.1
When was your latest health check-up at your local Within the last 3 months 11 39.3
health centre or family doctor’s? Within the last 6 months 8 28.6
Within 1 year 4 14.3
In the last 2 years and over 2 7.1
Not sure 2 7.1
Are you a smoker? No 28 100
How often do you drink alcohol? Never 3 10.7
Monthly or less 14 50
2 to 4 times a month 5 17.9
2-3 times a week 4 14.3
Do you drink Kava? Yes 5 17.9
No 23 82.1
Have you been diagnosed by a doctor or registered Yes 4 14.3
health professional as having high blood pressure? No 23 821
Not sure 1 3.6
Have you had a fasting blood glucose test before? Yes 12 42.9
No 16 57.1
Have you been diagnosed by a doctor or registered Yes 5 17.9
health professional as being pre-diabetic? No 23 82.1
Have you been diagnosed by a doctor or registered Yes 2 7.1
health professional as having Type 1 or Type 2
Diabetes? No 26 92.9
Have you been diagnosed by a doctor or registered Yes 4 14.3
health professional as having high cholesterol? No 24 85.7
In a typical week, how many days do you do at least 30 | 0 days 5 17.9
rningtesgf exercise (such as walking, running, cycling, 1-2 days 12 42.9
Jogging): 3-4 days 8 286
5-6 days 2 7.1
In a typical week, how often do you eat fruits and 0 days 1 3.6
vegetables? 1-2 days 5 17.9
3-4 days 4 143
5-6 days 11 39.3
7 days 6 214
In a typical week, how often do you eat food that are 0 days 1 3.6
high in saturated fat e.g., dairy foods, meat etc? 1-2 days 7 25
3-4 days 9 321
5-6 days 8 28.6
7 days 2 7.1
In a typical week, how often do you eat food that are 0 days 2 7.1
Irqr:g?glgrg]i:i Cf;lt e.g., baked goods, fried food, snacks, 1-2 days 16 571
3-4 days 7 25.0
5-6 days 2 7.1
Is salt added in the cooking of food that you eat at Never 1 3.6
home? Sometimes 3 10.7
Often 6 214
Always 18 64.3
Do you add salt to your food at the table? Never 18 64.3
Rarely 5 17.9
Sometimes 4 14.3
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Always 1 3.6
Do you know what your current Body Mass Index Not sure 18 64.3
(BMI) is? 185- 25 2 71
25-30 6 214
35-40 1 3.6
How would you describe your lifestyle? Very stressful 1 3.6
Stressful 4 14.3
Relatively stressful 13 46.4
Free from stress 10 35.7
Please indicate if any of the following medical Hypertension 21 231
conditions/procgdures are known in your immediate Diabetes Mellitus 15 165
family history (i.e., parents, grandparents, and
siblings) Hypercholesterolemia 16 17.6
Heart Disease 20 22.0
Cardiovascular Surgery 8 8.8
Atrial Fibrillation 3 3.3
Stroke 7.7
Not sure 11
Have you ever been hospitalised due to problems with No 28 100
your heart or blood pressure?
In the past, have you had a cardiovascular risk No 27 96.4
assessment done? Not sure 1 36
What do you think your level of risk is for Not sure 18 64.3
cardiovascular disease? <3% 107
3-9% 3.6
10 - 14% 7.1
15+ % 14.3
What sources have you used to find out more about None 12 235
cardiovascular health and disease? Physician/Family Doctor/GP 12 235
Radio/Television 2 3.9
Family/Friends 5 9.8
Nurse 4 7.8
Internet 10 19.6
Written information 6 118

(i.e., pamphlet, information booklet)
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